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Introduction

Providing client-centered primary health care (PHC) requires a strong, well-managed health workforce.
In order to deliver effective healthcare—as well as to maintain essential primary care services during
public health emergencies—it is important for health facilities, national Human Resources for Health
(HRH), and implementing partners to use HRH data to determine how to best configure their health
workforce and services. With funding from USAID, the Human Resources for Health in 2030 program
(HRH2030) team created the HRH optimization tool for primary health care (HOT4PHC)! to increase
health workforce efficiencies by identifying and addressing HRH bottlenecks at frontline health facilities.
HOT4PHC supports comprehensive planning and management of a more adaptive and diverse health
workforce for achieving universal health coverage.

HOT4PHC Purpose
HOTA4PHC helps improve workforce efficiencies by:

e |dentifying HRH imbalances within and across health facilities

e Promoting patient-centered services through task-sharing and expanding service delivery beyond
facility walls

e Strengthening community engagement and health systems support functions

e Configuring the health workforce in response to a public health emergency such as the COVID-
19 pandemic

e Scaling up HIV antiretroviral therapy (ART) and tuberculosis control services and integrating
them into PHC.

HOT4PHC Audience
The results from HOT4PHC benefit stakeholders at all levels in the health sector:

¢ National and regional HRH planners and managers to secure funding for addressing HRH
shortages, revise guidelines for community-based service delivery, budget realistically for
systems support such as supervision, or adjust job descriptions to allow for greater task-sharing.

e District health management teams to identify gaps and balance its health workforce
geographically, strengthening task-sharing and community-based service delivery and community
engagement, and budget for supervision and additional staff in decentralized settings.

® Clinic managers to assess whether their healthcare workers (HCW) are sufficient and have the
right skills set for coping with the patient volume, how coverage for critical services compares

to national benchmarks, and what are HRH requirements and costs for scaling up and
differentiating service delivery.

! University Research Co. (URC), an HRH2030 partner, led the development of HOT4PHC (as well as HOT4FP
and HOT4ART). All tools are available on the HRH2030 website: https://www.hrh2030program.org/)
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HOT4PHC Implementation Process

While HOT4PHC can be learned and applied within a few hours to a single health facility using the
generic version and the HRH efficiency cases (link), a customization process is recommended for a
large-scale implementation in a specific country. In the latter case, implementation of HOT4PHC is led
by a local HOT support team involving key stakeholders at service provider and administrative levels. It
is an iterative process that fosters learning by providing new insights into a country’s health workforce,
its efficiency challenges, and solutions.

The entire process may take between several weeks to six months, depending on the availability of
stakeholders, the ready access to critical data elements (client volume, HRH inventory), the number of
facilities involved, and the data issues encountered. If the preconfigured data for client-provider contact
times for clinical activities and task-sharing practice can be applied without changes, the initial tool
validation can be shortened. An upfront training is not required; partners learn during implementation. A
training at the end is more beneficial because partners can use HOT4PHC with their data to identify and
find solutions to correct HRH inefficiencies.

The entire process can be implemented by local partners with support from a small local HOT support
team (2 persons) and some virtual external support. The local HOT support team helps with data
collection and data entry and provides hands-on training.

Time estimates are based on the experience from implementing similar tools, HOT4ART and HOT4FP,
in several countries. They account for the lead time for meetings and the time for iterative
communication between stakeholders, the local HOT support team, and headquarters support. The

following steps are involved. in the most intensive interaction with the tool takes place during steps 4
and 6.

Stakeholder engagement to define the strategic importance and implementation plan

What: share information about HOT4PHC; stakeholder meeting; implementation plan

Who: MOH, HRH department, civil service committee, Ministry of Finance, implementing partners, local
HOT support team

Time required: preparatory steps and a 2-hour stakeholder meeting over a 2-week period

Tool validation and adaptation to a country context

What: convene expert provider groups, adapt HOT4PHC & data collection forms

Instruments: HOT4PHC validation guide

Who: expert providers, local HOT support team

Time required: 3 expert group meetings (2 hours each) over a 2-week period, adaptation | week

Data collection (facility-specific using routine data such as DHIS2 and HRIS where available)

What: prioritize facilities, gather client volume, HRH, community engagement & support data
Instruments: Service data form, Staff inventory, community engagement & support activities

Who: MOH, HRH department, clinic managers, implementing partners, local HOT support team
Time required: 2-8 weeks, depending on the number of facilities included and partner responsiveness

Enter data into HOT4PHC (I tool completed per facility)

What: copy and paste from data collection forms into HOT4PHC, adjust task assignments
Instruments: completed data collection forms, HOT4PHC

Who: local HOT support team and partners, headquarters support

Time required: 1-2 weeks, depending on number of facilities included and data issues encountered
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Data import and validation

What: import facility HOT4PHCs into one multi-facility HOT4PHC; identify data issues/outliers
Instruments: corrected data collection forms, HOT4PHC

Who: local HOT support team and partners, headquarters support

Time required: 2-4 weeks, depending on data issues met and responsiveness to clarify them

Tool adjustments and data re-import

What: correct any significant data issues in facility HOT4PHCs; re-import into multi-facility tool
Instruments: HOT4PHC

Who: local HOT support team and partners, headquarters support

Time required: 1-2 weeks, depending on the number of facilities that need adjustments to their data

Data analysis and HRH situation analysis reports

What: identify HRH gap, surplus & cost; assess service efficiency; write summary report & PPT
Instruments: HOT4PHC

Who: local HOT support team and partners, headquarters support

Time required: 2-4 weeks, including reviews and revisions of drafts

Results dissemination, partner training and next steps

What: Stakeholder debriefing; tool training; planning solutions to address HRH inefficiencies
Instruments: HOT4PHC

Who: stakeholders, local HOT support team and partners, headquarters support

Time required: 2 days for solutions plan; |-2 stakeholder meetings (2 hours); 3-4-day training over 2-4
weeks

Data Utilized to lllustrate Tool Use

The tool was tested in the Dioila district of Mali in November 2020. Its data are modified and utilized to
illustrate the use of HOT4PHC. These data are for learning purposes only and are not meant to reflect
actual health systems performance in Dioila district or Mali.

This guide is a step-by-step manual for how to use the tool. Another document presents HRH efficiency
cases by providing examples and suggestions on how decision makers may leverage the HOT4PHC to
identify solution to an inefficient employment of the health workforce. The HRH efficiency cases and
tools with illustrative data are available on the HRH2030 website.?

Getting Started

HOTA4PHC is an Excel-based tool (Excel 2010 or later). It is open source; there is no password
protection, but users should only access the cells designated for data entry. HOT4PHC makes extensive
use of macros. Macros must be enabled in Excel for the tool to work; and it must be saved as a macro-
enabled file with the extension “xIsm”. If ‘Enable Editing’ or ‘Enable Content’ appears on top of the
spreadsheet, please click on these to enable full tool functionality. This is an Excel security feature that
may show up depending on the user’s computer configuration.

2 User guides and other materials for the HOT4ART Tool may be found at https://hrh2030program.org/tool_hrh-
planning-for-hiv/.
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HOT4PHC can be applied to a single health facility or it can be used as a master tool to import and
aggregate data from multiple facilities at various levels such as districts, regions, or organizations
managing facilities. The same

version of HOT4PHC can be used HOT4PHC CUSTOMIZATION

in either of these manners; the

Start tab shows which mode is LOCAL HOT
selected. SUPPORTTEAN
HOT4PHC Structure

HOT4PHC consists of 3 parts:

Tool customization for a

specific country context on
eight sheets, Set Up and E. TASK-SHARING GUIDELINES

green tabs A - G, as shown

in Figure |. These sheets are

hidden and reserved for the

local HOT support team and
should not be changed by the START [HOT4PHC APPLICATION] TOOL USER

tool user.
Figure |. HOT4PHC Excel tabs for tool customization (green tabs)
Tool application on 10
sheets, Start and red tabs | — 5, shown in Figure 2 that require essential user input on all visible
tabs. Some of these sheets may

be hidden depending on the HOT4PHC APPLICATION

options selected by tool users on

the Start tab. Furthermore, 1. Collect & Enter
sers can xplore o s

sharing scenarios on tab 6, Task

Sharing, in addition to the initial

task assignment on tabs 4.a — 4.d 2.a ART DELIVERY [MODES]

(task-sharing scenariol). Tab 7,

Costs, shows the current salary h HIERUE S AN OIIIENS
costs, the.p'otentlal costs of 4.ABIC/ID TASK ASSIGNMENTS
hiring additional HCWs to fill

(0]
N
gaps, and costs related to the 5. COMMUNITY ENG. & SUPPORT ACT. =
provision of communlty-based 6 TASK.SHARING =
services, community engagement, o
and systems support such as 7.COSTS )

supervision and training. Users pAW-N1E1\7Z-J] DASHBOARD / FACILITY or AGGREGATE
can set priorities for filling

staffing gaps and shortfalls in per DATA IMPORT DISTRICT, REGION, NAT. DASHBOARDS

diems and travel expenses based
on the available budget envelop.

Figure 2. HOT4PHC Excel tabs for tool application
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3. Essential HRH results such as
FTE shortages or excesses are HOT4PHC DASHBOARD and SUMMARY SHEETS

presented on most tabs to

provide immediate feedback about
any changes made by users. The -
DASHBOARD and several DR i o

multi-facility summary sheets Filter

on purple tabs in Figure 3

provide a detailed analysis of HRH

results. If the tool is used for a

single health facility as selected

on the Start tab, only the

DASHBOARD shows. If

multiple facilities are imported

into HOT4PHC, the
DASHBOARD and multi-

facility summary sheets show.

In this case the DASHBOARD

will contain the aggregate data

from multiple facilities as indicated  Figure 3. HOT4PHC Excel tabs for DASHBOARD and HRH results summary
on the Start tab. This can be the

aggregate from all imported health facilities or for a subset of facilities if a filter is selected on the
FTE Summary tab.

ejep o110ads-Anjoe4

The following will explain each sheet in detail starting with the HOT4PHC application, DASHBOARD,
and multi-facility summary sheets; HOT4PHC customization will be described last, because it is
reserved for local HOT support teams.

HOT4PHC Application

Throughout the tool, cells that are light green, light blue, light yellow, or light orange, indicate cells that
allow user input, except on the DASHBOARD where they mostly contrast data in different table
columns. Dark colors and white cells indicate protected cells that contain headings, descriptions, and
formulas that cannot be changed by the user. Green generally indicates current client volume or
baseline. Blue generally indicates potential client volume scenarios for comparison.

Some of the tabs contain light green cells with pre-populated data. It is possible for the user to override
these inputs and insert values that are specific to his or her own context.

Light yellow text boxes on each tab contain specific instructions. The user should refer to these
instructions before interfacing with the sheet.

Some calculations take time and progress ‘“>>>”’ is displayed in the lower left of the Excel window.
Please wait until the process is complete; do not manipulate Excel while it is calculating.

The following description is based on a master HOT4PHC with data imported from multiple health
facilities. It assumes that HOT4PHC has been customized to a specific country context, in this case
Mali. This users guide is best used with HOT4PHC open because screenshots are not included for all
tabs and tables.
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FROM THE AMERICAN PEOPLE HUMAN RESOURCES FOR HEALTH IN 2030

HRH Optimization Tool for Primary Health Care (HOT4PHC)

HRH Optimization Across Several Facilities in an Area s
Abbreviation

AT ETa AV T R EEGR ETH | THEER GG L ERL R G ER GLIES B All health facilities ‘<=‘ ‘

All health facilities (23 facilities out of

23 in total) All health facilities

2. This tool sum izes data for:

3. Facil ype:
4. Level of EMONC services offered at facility ‘Any service type ﬂ

7. Sub-District:

8. Organization that manages the facility:

9. Catchment Area Population: 338,677

|
|
|
|
|
o . primary care facilities

Include population and
communities only for

Oves @ o
Over @ o
Ove @ o
Ove  ® o

Tool Version 1.000 - December 2020

Save tool under a new

name

This tool is made possible by the generous support of the American people through the United States Agency for International Development (USAID) under
the terms of cooperative agreement no. AID-OAA-A-15-00046 (2015-2020). The contents is the responsibility of Chemonics International and does not
necessatrily reflect the views of USAID or the United States Government.

Figure 4. Start tab

START TAB

Tool users begin data entry on this tab shown in Figure 4.
ACTIONS
Only change line | if creating a new tool; do not change when working in a tool with existing data.

Line |: Select from the dropdown menu shown in. Creates a new tool for a single facility or a master
tool with multiple facilities; user will be alerted if existing data will be erased. Do not change if working
on an existing tool version. Each selection will trigger a tool action even when the same action is
selected, but user can cancel. Figure 5 describes the options available.

Lines || through [4: Display or hide options based on country context. This simplifies the interface. The
tool contains four PHC service modalities, facility, community, mobile outreach, and private sector; the
first two will always show. Special programs and dedicated HIV/ART programs may only apply to some
countries; if selected, they will require additional data.
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New tool or data
import options*

New health facility,
no aggregation

Description

Creates a new tool for a single health facility by erasing data on tab |, Client
Volume and tab 3, Service Providers. Select “Continue” on the prompt only
AFTER information about the facility is completed on the Start tab.

2 | All health facilities

Imports all tools for single health facilities saved in the folder specified by the user.
Simplest way to import data from multiple facilities when the total number is less
than 100. Importing more than |00 is possible but takes time.

3 | Region

Imports completed tools with the abbreviation for the region on line 5 in the
filename. **

4 | District

Imports completed tools with the abbreviation for the district on line 6 in the
filename. **

5 | Sub-district

Imports completed tools with the abbreviation for the sub-district on line 7 in the
filename. **

6 | Organization

Imports completed tools with the abbreviation for the organization managing the
facility on line 8 in the filename. **

7 | Facility-type

Imports completed tools with the abbreviation for the facility type on line 3 in the
filename. **

Any text (enter on

Imports completed tools with any text in the abbreviation on line | in the

8 .
the right) filename. **
If the tool contains data from multiple health facilities, a new tool with data from
Restore data from a . . .
9 each facility can be generated. Can be used to recreate single facility tools after

single health facility

HOT4PHC has been updated. **

Create a new tool

To be used after an updated tool version becomes available. This is a two-step

process. First, using the latest tool version and an option between 2 — 8, import all
data for completed tools for individual health facilities into a master tool. Second,
using option 10, recreate tools for the individual facilities.

*Importing data from multiple health facilities, options 2 through 8 above, can take less than one to several minutes per
completed HOT4PHC tool, for example, the import of 100 tools could take an hour to several hours. Excel must not be
used during this time until the entire process is completed, and the popup message disappears. Users can work with
other programs such as email or MS Word, but not Excel, it is best to let Excel run its course over a break or overnight.
**Text entered for options 3 through 8 above must match the entire or part of the abbreviation as in the filename.

10 | for every facility
imported previously

Figure 5. Line | dropdown menu on the Start tab

If at some point data for Special Programs or HIV/ART have been entered, they can still be hidden. If
they are hidden the data will be backed up and set to zero. If they show, the original data will be copied
back. This is one way to show the staffing impact of special or HIV/ART programs.

DATA ENTRY (when used for a single facility; in a master tool these will be populated automatically)

Line 2: Enter the health facility name. Abbreviations are generated automatically but some can be edited.
Line 3: Select the type of facility from the dropdown menu.

Line 4: Designate Emergency Obstetric and Neonatal Care level (EmONC) from dropdown menu,
which will show or hide certain PHC activities. Start with any “Any service type,” which shows all PHC
activities.

Lines 5 through 8: Enter the names for the geographic areas. For Mali, they can be selected from
dropdown menus. Abbreviations are generated automatically but some can be edited.

Line 9: Enter the population size of the facility catchment area for frontline facilities. Leave blank for
referral facilities to avoid double counting when multiple facilities from a geographic area are imported.
Line 10: Enter the number of villages or communities in the facility catchment area for frontline facilities.
Check for referral facilities to avoid double counting when multiple facilities from a geographic area are
imported.

DATA ENTRY (when used for a single facility or as a master tool)
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Lines 15 and |16: Enter the user’s name and date the tool was modified. The date will be part of the
filename.

Family Planning

FP Counseling 22,072 0 22,072
FP Consultation (Repeat Client) 13,196 0 13,196
FP Consultation (New Client) 9,007 0 9,007
Reproductive health talk 16,547 0 16,547
Maternal and Neonatal Health

Antenatal Care Visit 988 0 988
Delivery at facility 9,957 0 9,957
Home delivery 295 0 295
Pregnancy related hemorrhage 0 0 0
Hemorrhage during childbirth 116 0 116
Extended obstructed labor related to childbirth 0 0 0
Postpartum infection 1 0 1
Preeclampsia or eclampsia during pregnancy 0 0 0
Cesarean section 494 0 494
Postnatal consultation 9,615 0 9,615
Abortion/uterine evacuation 376 0 376
Referral/Transfer to next level of care 374 0 374
Possible Severe Bacterial Infection of newborn or mother 0 0 0
PMTCT Counseling 6,815 0 6,815
PMTCT HIV testing 3,927 0 3,927
Child Health

Well Child Visit 2,078 0 2,078
Sick Child Visit 53,838 0 53,838
Vaccination 28,205 41,694 69,899
Essential newborn care 0 0 0
Management of Malnutrition - Child 4,170 0 4,170
Infectious diseases

Malaria management 62,468 0 62,468
Tuberculosis - new case 59 0 59
Tuberculosis - old case 0 0 0
Care for people living with HIV/AIDS (PLHIV) - New Cases 10 0 10
Care for people living with HIV/AIDS (PLHIV) - Old Cases 5,742 0 5,742
Other Clinical Activities

General Adult Consultation 120,038 0 120,038
HIV counseling 7,747 0 7,747
Management of Malnurition - Pregnant or Breastfeeding Woman 307 0 307
Lab Examinations 20,867 0 20,867
Preschool exam 0 0 0
SIANC 0 0 0
Neglected tropical diseases (NTD) 0 0 0
Filling of Drug Prescription 101,415 0 101,415
Other 8 [Specify] 0 0 0
Other 9 [Specify] 0 0 0
Other 10 [Specify] 0 0 0

Figure 6. Tab |, Client Volume
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1. CLIENT VOLUME

This tab, Figure 6 (on the prior page), captures annual PHC service data. If selected by the user on the
Start tab, data for special programs and HIV/ART services can be entered as well.

ACTIONS

None.

Hide or show the potential impact of a public health emergency is an advanced option used in
conjunction with changes on the DASHBOARD tab.

DATA ENTRY

Enter the annual service volume for all available service modalities. This can be data from the latest
available 12-month period or projections for the coming year.

DATA SOURCES

National health information systems such as DHIS2.

2. PHC DELIVERY

This tab shows the distribution of the client volume across up to four PHC service modalities, facility,
community, mobile outreach, and private sector; the last two may be hidden depending on the selection
on the Start tab. When using HOT4PHC for the first time, the tool starts in a basic mode showing only
the distribution for the current client volume, which is sufficient to see if there is adequate staff or not
to handle the current workload. The two graphs will only show data once tab 3, Service Providers
has been completed.

ACTIONS Please select a source for "Potential Client Volume"
None for the basic, scenario |, application of HOT4PHC. (potential Client Volume option not

Optional: To show service modality scenarios 2 and 3, selected ©
click the button on top of the sheet to reveal service 1. Current Client Volume + Pop Growth o
modality scenario 2, which is based on a potential client . . -

volume (first light blue column). It will also show Defined Growth in Utilization/Coverage O
additional light blue columns where the user can 3. Benchmark + Pop Growth O
distribute the potential client volume across available 4. Benchmark at 100% Coverage O
service modalities. A third service modality scenario can |5, yser-Defined Potential Client Volume ®
be added as well. The staffing needs for the three

scenarios are compared on the DASHBOARD. Figure 7. Options for estimating the annual increase in

. . . . otential client volume
Optional: The source for the potential client volume is P

selected in Figure 7 by checking one radio button. Options | through 4 will increase the current client
load by different amounts. Option | will account for the annual population growth. Option 2 will add a
user-defined annual increase as specified in the small blue table (Figure 8). The projection period should
be | for most tool uses, but can be increased, in which case population growth and annual increases are
compounded annually. Options 3 and 4 are experimental and add [y T -,
demographic and health survey (DHS)-based benchmarks, which volume

can lead to unrealistically high projections for the moment. In Projection Period (in :
option 5, the user can specify a new volume for each PHC activity  Years)

in column I. Users can switch between options without losing Projected Annual 3.5%
data. Option | is a good starting point for potential client volume  Population Growth

scenarios 2 and 3. User-specified increase in 10%
Optional: The light blue table at the top of the sheet (Figure 8) coverage

gives users additional options for simulating the impact of PHC Figure 8. Additional options for estimating the
service delivery changes. First, users can select the projection annual increase in potential client volume

period for estimating the potential client volume. This is followed by annual population growth and the
estimated annual increase in service coverage (volume).
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Hide or show unused PHC activities: This hides all activities with zero clients to simplify the table.
DATA ENTRY

None for the basic scenario .

Optional: Enter the title and description for service modality scenarios 2 and 3 (if the latter is shown) in
the light blue text spaces.

Optional: Potential client volume for service modality scenarios 2 (and 3, if shown)

Optional: Client volume distribution across service modalities for scenarios 2 (and 3, if shown)

DATA SOURCES

The current client volume is taken from tab I, Client Volume.

Potential client volume can be projected by the user based on past trends and national health plans and
strategies such as universal health coverage goals.

HRH RESULTS

After completing tab 3, Service Providers, two charts in Figure 9 show the staffing situation for the
current and potential client volume as full-time equivalents (FTE): existing FTEs, required FTEs, and
FTE shortages or excesses. The charts display the staffing situation for two scenarios selectable by the
user on the DASHBOARD. Each scenario is based on a different combination of current and potential
client volume, PHC service modalities and levels of task-sharing.

A narrative summary on top of the charts shows where the most pressing FTE shortages or excesses
are and what actions the user can take.

Clinical & Community/Support Activities: Current Client Volume and initial task assignment - Scenario 1 -

Clinical & Community/Support Activities: Potential Client Volume - Modality Mix 3 & Task-sharing Scenario 3

Baseline

-ll-----l--ll SR 7 1 o vy 0y 7 e o o e
o
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Figure 9. Staffing situation comparing two user scenarios
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2.2 ART DELIVERY

A. Client distribution by ART service delivery
model

ART services

ART Model 1 = ART Model 2 | ART Model 3 ART Model 4 ART Model 5 ART Model 1 ART Model 2| ART Model 3 ART Model 4 ART Model 5

Estabilshed Clients - Stable and Ui ble (TX_CURR) 62,359 62,359 18% 3% 37% 42% 0% 11,412 1,871 23,073 26,004 0
Adults 53,005 53,005 17% 0% 34% 49% 0% 9,011 o) 18,022 25,973 0
Adolescents 3,118 3,118 7% 60% 32% 1% 0% 218 1,871 998 31 0
Children 3,118 3,118 55% 0% 45% 0% 0% 1,715 0 1,403 0 0
Pregnant and breastfeeding women 3,118 3,118 15% 0% 85% 0% 0% 468 0 2,650 0 0

New Clients (TX_NEW) 8,496 8,496 100% 0% 0% 0% 0% 8,496 0 0 0 0

Preexposure prophylaxis clients - PrEP (PrEP_CURR) 0 0 0% 0% 0% 0% 0% 0 0; 0 0; 0

Lﬁ':::::rt;ve Treatment clients - TPT (TX_TB 0 0 0% 0% 0% 0% 0% 0 o 0 o 0

Total number of individuals who received HIV Testing o, o o o o

Services (HTS_TST) - incl. INDEX, PITC, PrEP_CURR 0 v 0% 0% 0% 0% 0% 0 0 0 0 0

Individuals identified and tested using Index testing o o o o o

(HTS_INDEX) 36,000 36,000 100% 0% 0% 0% 0% 36,000 0 0 0 0

Patients with facility-based provider-initiated testing o o o o o

and ling - PITC (PITC modality of HTS_TST) 6,200 6,200 100% 0% 0% 0% 0% 6,200 0 0 0 0

Directly assisted HIV self-tests (disaggregated o, o o o o

HTS_SELF) 0 0 0% 0% 0% 0% 0% 0 0] 0 0] 0

Unassisted HIV self-tests distributed (disaggregated o o o o o

HTS_SELF) 0 0 0% 0% 0% 0% 0% 0 0 0 0 0

Number of adult and pediatric ARV bottles (units) o o o o o

dispensed (SC_ARVDISP) 311,041 311,041 0% 0% 0% 0% 0% 0 0 0 0 0

Number of GeneXpert tests for HIV 35,427 70,855 100% 0% 0% 0% 0% 35,427 0; 0 0; 0

Number of GeneXpert tests for TB 0 0 0% 0% 0% 0% 0% 0 0; 0 0; 0

Figure 10. Client distribution for ART services by ART service delivery model

This tab, Figure 10, shows the client distribution for an HIV/ART program, if selected on the Start tab.
The amount of information displayed depends on the selection on tab 2, PHC Delivery, where the
potential client volume and service delivery modality scenarios 2 and 3 may be hidden. HOT4PHC
incorporates both ART models and service modalities. In addition to the four service delivery modalities
(facility, community, mobile outreach, and private sector), HIV/ART services are also delivered through
up to five models of care, for example, 3- and 6-month multi-month drug dispensing and youth clubs.

Each ART model
can be delivered
through any of the
four service

Standard Care

ART services delivery models

Actual ART
service

modalities
(Scenario 1)

Facility

Potential ART | Potential ART

service

service

modalities modalities

(Scenario 2) | (S
Facility

cenario 3)
Facility

modalities as

Youth Clubs

Community

Community | Community

shown in Figure

I'l. Most ART-

3 month MMD for established patients Facility Facility Facility
6 month MMD with appointment spacing Facility Facility | Community
Community 6 month MMD with appointment spacing Community | Community | Community

related indicators
are reported as

Figure 10. Service modalities by ART Model for up to 3 user scenarios

client numbers, which are converted into client volume by the tool based on annual contact frequencies
between clients and service providers. Firstly, the tool distributes clients across the five ART models as
specified by the user on tab I, Client Volume. Secondly, these client numbers are converted to
provider-client contacts or service volume for each ART model based on its service modality.

ACTIONS

None for the basic, scenario |, application of

HOT4PHC.

Optional: The source for the potential client

volume is selected by checking one radio

button in Figure 12. Options | through 3 will
increase the current client load by different
amounts. Option | will account for the annual

Please select a source for "Potential Client Volume™

1. Current Client Volume + Pop Growth

3. User-Defined Potential Client Volume

2. Current Client Volume + Pop Growth + User-Defined
Growth in Utilization/Coverage

O
O

®
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Figure I |. Options for estimating the annual increase in potential client
volume




population growth. Option 2 will add a user-defined annual increase as specified in the small blue table
(Figure 8) on tab 2, PHC Delivery. The projection period should be | for most tool uses, but can be
increased, in which case population growth and annual increases are compounded annually. In option 3,
the user can specify a new client number for each ART service. Users can switch between options
without losing data. Option | is a good starting point for potential client volume scenarios 2 and 3.

DATA ENTRY

None for the basic scenario |.

Optional: Potential client numbers for service modality scenarios 2 in the light blue column F of section
A.

Optional: Scale up of differentiated service delivery by distributing potential client numbers across ART
models for service modality scenarios 2 and 3 in light blue columns R through V of section A.
Optional: Assign service modalities to ART models in section B for service modality scenarios 2 and 3.
Section C shows the client volume (provider-client contacts) distribution across service modalities for
all three service modality scenarios.

DATA SOURCES

The current client volume is taken from tab |, Client Volume.

Potential client volume can be projected by the user based on past trends and national health plans and
strategies for reaching the 95-95-95 targets of controlling the HIV epidemic.

HRH RESULTS

The staffing needs for the three scenarios are compared on the DASHBOARD.

3. SERVICE PROVIDERS

This tab, Figure 13 (on the following page), inventories all service providers at the health facility and
their work hours.

ACTIONS

Click the “After entering all information, CLICK HERE to adjust the tool” button after making changes
to this sheet.

Optional: Click “Show hours for part-time staff’ only if there are entries in column P, else hide.

Hide or show unused staff: This hides all staff with zero availability or hours to simplify the table.

DATA ENTRY (rows 8 through 32)

Columns D and E: check whether staff is based at the health facility or in the community. Only mark one
column or the other but not both.

Columns F through I: Enter “x” where staff can provide services for each of the four service delivery
modalities as selected on the Start tab. Mark at least one column; marks in up to all four columns are
allowed. Leave blank for staff not available at this facility.

Column J: input total available working hours in a week. This includes all clinical PHC and administrative
tasks.

Column K: Input the average number of hours per week that each type of staff spends on PHC service
delivery.

Column L: Shows the hours worked per week on administrative tasks. It is the difference between
columns | and K; this is automatically calculated.

Column M: Enter the number of weeks worked in a year for each cadre.

Column N: Enter the total number of service providers for each cadre who are available for PHC service
delivery. Do not count staff permanently absent (assigned on paper but not reporting for duty).
Column O: Of the service providers in column N, the tool tentatively assigns all these providers as
working full-time.

Optional Column P: Enter the number of staff working part-time (less than the hours in column K). Click
“Show hours for part-time staff.”

Using HOT4PHC to solve HRH efficiency challenges 12



This tool summarizes data for: All health facilities (23 facilities out of 23 in total) Adjust the Tool

Assigned
to these FIE Excess! FTE Excess/

. Shortage for
*
services No. of hours Total No. Clinical & Sgﬁ:::? (5
Staff Facility- Total No. worked per No. of Total No. Avg. No. of FTEs [Community/Support Co unity/Support

based or of working Mo, @7 [l ‘week on other weeks of Staff No. of Full- | No. of Part- |of working| available | Activities: Current o )
. Activities: Potential
Community- .
Client Volume -

hours per wv;:;k:: s:IrC tasks worked available | Time Staff | Time Staff | hours per | for PHC | Client Volume and
based? * week (meetings, per year for PHC week and other initial task . .
Modality Mix 3 &
Task-sharing
Scenario 3

Service Provider Type

breaks, admin) tasks assignment -
Scenario 1 -
Baseline

Community

Medical Doctor X X 40 25 15 48 12 12 - 25 12.0 2.[b
Medical Specialist X X 40 20 20 48 2 - 2 17 1.7 045
Physician Assistant X X 40 30 10 48 10 8 2 24 8.2 8)
Midwife X X 40 32 8 48 17 17 - 32 17.0

Professional Nurse X X X 40 30 10 48 16 14 2 27 14.3

Auxiliary Nurse Midwife X X | X 40 32 8 48 11 11 - 32 11.0 2&5
Nursing Aide X X | x 40 30 10 48 27 26 1 29 26.2 18.6 |
Pharmacist / Ph.Assistant X X 40 35 5 48 15 15 - 35 15.0 1@
Lab Technician X X 40 40 - 48 6 4 2 31 4.6

CHW X X | X 35 30 5 48 51 51 - 30 51.0

Community Midwife X X | X 40 85 5 48 85 29 6 29 29.1

Medical Assistant X 40 30 10 48 2 2 - 30 2.0

Enrolled Nurse X X 40 30 10 48 2 2 - 30 2.0

Staff Rotation (choose from drop-down list)

Figure 12. Service Providers tab
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Optional Columns Q through Z: for each part-time staff enter the hours worked per week on delivering
PHC services. Columns Q-Z must be filled for part-time staff to be counted.

Note: Hours worked per week can be assigned for a maximum of 10 individual staff who work less than
indicated in column K; if there are more than 10 in column P, each staff in excess of 10 will be assigned
the same number of hours per week as the 10th staff in column Z.

DATA SOURCES

Human resource information systems (HRIS), HR databases, input from facility managers

DATA ENTRY (row 33)

Optional: Reserved for GeneXpert or similar polymerase chain reaction (PCR) diagnostic systems for
HIV, tuberculosis, and potentially other pathogens. Requires the same information as staff.

DATA ENTRY (rows 35 through 39)

Optional: Reserved for staff rotation where staff from another facility is assigned to this facility. Select
staff assigned from a dropdown list in column B. Requires the same information as regular staff. Their
FTEs are added to regular staff above to calculate available FTEs and FTE shortages or excesses.

Column AB: Shows the full-time equivalents (FTE) available for PHC service delivery. FTEs are a
combination of full and part-time staff; if all staff are full-time that an FTE is the same as the number of
full-time staff.

Columns AC and AD: Show staffing gaps and surpluses as FTEs for the two scenarios selected by the user
on the DASHBOARD. Any changes to the service provider inventory are immediately reflected in FTE
shortages or excesses in these columns.

4.a TA-FACILITY

On this tab, Figure 14 (on the following page), the user assigns each clinical PHC task to a specific
provider cadre at the health facility level. It is the average percentage of the client volume that is seen by
a specific provider cadre. HOT4PHC guides task assignment through color coded cells (click the button
to see the codes). Darker light green cells indicate that it is recommended that a specific cadre can
perform a task per national or international guidelines. Lighter light green cells indicate that it is
recommended that a specific cadre can assist in performing a task or under supervision only. Gray-blue
cells indicate that a cadre is not recommended for performing a task. Gray cells indicate that a task was
not yet designated to a specific cadre. The guidelines for task-sharing are configured on tab E, Task
Sharing Guidelines.

ACTIONS

Optional: Select how task assignments are controlled. The option “As actually done” allows users to
assign any task to any provider, even if this is not recommended per national and international
guidelines. It is the best options for facility-level use of HOT4PHC; some facilities will simply not have
the required staff. The option “As allowed by task-sharing guidelines” will prohibit the user from
assigning a task to a cadre that is not recommended. This is a better option for district health
management teams and above when working with aggregate data to explore HRH optimization options
through task-sharing. The selected option will apply to all four task assignment tabs 4.a-d.

Optional: Select whether to use actual or potential client volume in column AH for calculating the
proportion that an activity time takes up overall. This helps focus on activities taking up most of HCWs
time when setting priorities for task-sharing.

Hide or show unused PHC activities: This hides all activities with zero clients to simplify the table.
Hide or show unused staff: This hides all staff with zero availability or hours to simplify the table.

DATA ENTRY

Column G: For activities that can be done in groups such as health education enter the group size. For
any activities involving the GeneXpert diagnostic system, enter the machine capacity (4, 16, etc.)
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Show color code for - o > s &
; Current S ! E c Lo E] Activity as

Number - o < b = 2 % of actual

of Client T o g’ E @ E 2 time for all

Contacts o < 9 5 < = e providers

Activities & o 2 Ex 5 g
FTE Excess/ Shortage - Current Client Volume 79%

Family Planning I Client Volume g 80%
FP Counseling 22,072 9 1% 0% 3% 14% 6% 8% 5% 0% 0% 7% 52% 1% 3% 0.8% 100%
FP Consultation (Repeat Client) 13,196 0 1% 2% 7% 16% 7% 10% 3% 0% 0% 0% 49% 4% 2%| 2.5% 100%
FP Consultation (New Client) 9,007 0 1% 2% 7% 17% 7% 9% 3% 0% 0% 0% 49% 1% 2%| 1.9% 100%
Reproductive health talk 16,547 5 1% 0% 3% 15% 4% 5% 9% 0% 0% 7% 55% 1% 2%| 0.7% 100%
Maternal and Neonatal Health
ANC Visit 988 0 0% 0% 1% 20% 1% 17% 25% 0% 0% 2% 33% 0% 0%| 0.2% 100%
Facility Delivery 9,957 0 1% 2% 1% 43% 6% 16% 3% 0% 0% 0% 25% 3% 0%| 11.3% 100%
Home delivery 295 0 0% 0% 0% 30% 8% 31% 0% 0% 0% 0% 31% 0% 0%| 0.2% 100%
Referral/Transfer 374 0 17% 0% 21% 21% 32% 4% 0% 0% 0% 0% 0% 4% 0%| 0.0% 100%
PMTCT Counseling 6,815 0 4% 0% 12% 36% 20% 14% 8% 0% 0% 0% 6% 0% 0%| 1.4% 100%
PMTCT HIV testing 3,927 0 4% 0% 13% 41% 18% 13% 1% 0% 0% 0% 7% 4% 0%| 0.6% 100%
Child Health
Well Child Visit 2,078 0 0% 0% 0% 0% 3% 4% 82% 0% 0% 4% 6% 0% 0% 0.2% 100%
Sick Child Visit 53,838 0 10% 0% 25% 12% 41% 8% 1% 0% 0% 0% 0% 3% 0%| 6.7% 100%
Vaccination 28,205 0 0% 0% 0% 0% 5% 2% 46% 0% 0% 9% 35% 0% 2%| 12.7% 100%
Malnutrition - Child 4,170 0 0% 0% 0% 1% 6% 6% 73% 0% 0% 3% 9% 2% 0%| 0.8% 100%
Infectious diseases
Malaria 62,468 0 5% 0% 24% 15% 38% 9% 7% 0% 0% 1% 0% 2% 0%| 7.4% 100%
Tuberculosis - new cases 59 0 21% 0% 27% 12% 17% 18% 0% 0% 0% 0% 0% 5% 0%| 0.0% 100%
HIV/AIDS - new cases 10 0 8% 0% 46% 3% 38% 5% 0% 0% 0% 0% 0% 0% 0%| 0.0% 100%
HIV/AIDS - old cases 5,742 0 3% 0% 46% 3% 43% 5% 0% 0% 0% 0% 0% 0% 0%| 0.6% 100%
Other Clinical Activities
General Adult Consultation 120,038 0 20% 0% 21% 7% 37% 7% 1% 0% 0% 0% 0% 7% 0%| 20.1% 100%
HIV counseling 7,747 0 6% 0% 25% 10% 42% 9% 6% 0% 0% 0% 0% 2% 0%| 1.3% 100%
Malnutrition - Woman 307 0 0% 0% 0% 5% 0% 0% 0% 0% 0% 0% 91% 0% 4%| 0.0% 100%
Lab Examinations 20,867 0 0% 0% 2% 0% 3% 0% 0% 0% 95% 0% 0% 0% 0%| 2.8% 100%
Drug Prescription Filling 101,415 0 0% 0% 7% 3% 8% 0% 0% 83% 0% 0% 0% 0% 0%| 2.8% 100%
Records and Reporting
Monthly Report 500,724 0 0% 0% 31% 23% 45% 0% 0% 0% 0% 0% 0% 0% 0%| 1.0% | 100%
1 If the PHC activity is done in a group setting, enter group size. If done individually, leave blank or enter '1". For * Percent of total time

GeneXpert tests, enter the machine capacity. spent on clinical activities

3. TASKASSIGNMENT

Figure 13. Health facility initial task assignment tab 4.a (some rows for Maternal and Neonatal Health tasks are hidden to fit the table to this page)
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Columns H through AG: Assign a percentage of the client volume to each provider cadre. For activities
done by a single provider, the percentages should add up to 100% in the last column. Some activities,
such as antenatal care (ANC), are often done by more than one provider and percentages can add up to
more than 100%. The total percentage should never be less than 100%.DATA SOURCES

Service provider expert group consultation, senior health professionals at the health facility

HRH RESULTS

Rows 5 and 6: Show staffing gaps and surpluses as FTEs by cadre for the two scenarios selected by the
user on the DASHBOARD. Any changes to the task assignments are immediately reflected in FTE
shortages or excesses in these rows.

Two charts show the same staffing situation but in greater detail for the two user scenarios as full-time
equivalents (FTE): existing FTEs, required FTEs and FTE shortages or excesses.

Column AH (next to the last): Shows which tasks take up the greatest percent of service providers’ time.
Task-sharing for these tasks will show the greatest impact on staff shortages or excesses.

4.b TA-COMMUNITY

On this tab the user assigns each clinical PHC * Source: Tab 5 - Community/ Support Activities
task to a specific provider cadre at the health Avg./Min./Max. Travel Time between Facility and
community level. The ask assignments follow the | Community *

same process as described under 4.a TA-

Facility. The following explains additional data
needs for this tab. Avg. number of clients seen by clinic staff in a day for

120/30/180

Avg./Min./Max. Travel Time within the Community * 10/5/20

L 10
PHC clinical tasks below
DATA ENTRY (Figure 15) : :
Avg. number of clients seen by CHW in a day for PHC 2
Cells D5 to D6: Enter the number of clients seen clinical tasks below
by a HCW and by a CHW respectively for How many days a month does clinic staff work in .
clinical PHC activities such as immunizations the community? :
. . R How many days a month does CBW work in the 10
during work in the community. ST
Cells D7 to D8: Enter the number days in a month  Include CHW travel time?

that a HCW and a CHW respectively spends in

the community for clinical PHC activities such as  Figure 4. Data entry for community-based PHC service delivery
immunizations.

The information in cells D5-8 is used to calculate travel-related expenses on tab 7, Costs. This includes
travel times between the health facility and community and within the community, which is entered on
tab 5, Community & Support.

4.c TA-OUTREACH

On this tab, the user assigns each clinical PHC task to a specific provider cadre for mobile outreach. The
ask assignments follow the same process as described under 4.a TA- Facility. The following explains
additional data needs for this tab.

DATA ENTRY

Optional Rows 6 through |0: Select external providers that conduct mobile outreach, if applicable, from a
dropdown menu. This applies mostly when an external team visits the health facility to provide
specialized service not available routinely. The number of clients seen is counted as part of the services
delivered by the health facility.

Cells GI2 and G| 3: Enter the number of clients seen per mobile outreach visit and the average number
of hours for a mobile outreach visit.
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4.d TA-PRIVATE Sector

On this tab, the user assigns each clinical PHC task to a specific provider cadre at a private healthcare
facility. The ask assignments follow the same process and its structure is identical as described under 4.a
TA-Facility.

5. COMMUNITY & SUPPORT

On this tab, the user performs two tasks. First, the number of events realized and planned per year
related to community engagement, supervision, continuing education, and drug supply are entered.
Second, the events are assigned to specific service provider cades — split between cadres based at the
health facility and those in the community. Tasks are assigned as the percentage of the event similar to
the assignment of clinical tasks above.

Potential Total total number| Percent of
Number of | number of numberof | of events |potential no.
events events events held (100% of events

actually (100% in ayearin | coverage) in |realized in a
realized in a | coverage) in| Number of | Number of ALL ayearin year in all

year PER | ayear PER | communitie | people per | communitie ALL communitie
community | community | s covered event s communitie s

Community engagement - Subtotal days/year/FTE

Preventive Treatment Campaigns for o

Neglected Tropical Di (NTD) ! ! Y L & & 1955
Co_m.munlty engagement (e.g., meeting with & 1 1 80 5 80 80 100%
training of leaders)

Engagement with community groups (women, 1 2 80 20 84 160 5%

farmers, development,etc.)
Youth engagement (meetings with & training

1 1 80 50 80 80 100%
of groups)
Home visits 54 123 80 5 4,353 9,840 44%
School Visits 1 2 80 30 84 160 52%
Community campaigns & social mobilization 1 2 80 50 84 160 52%
Group health education sessions 1 2 80 5 84 160 52%

Supervision - Subtotal days/year/FTE

Supportive supervision of community PHC
activities and CHWs by facility staff (90% for 4 12 80 1 320 960 33%

ART paid by PEPFAR)
Supportive supervision of facility staff by

district health team (75% for ART paid by 1 4 23 3 23 92 25%
|PEPFAR)

Supportive supervision of CBWs through

remote communication (phone, internet) by - - 80 1 - - 0%

facility staff between face-to-face contacts
'Supportive supervision of facility staff through

remote communication (phone, internet) by

- - 0,
district health team between face-to-face & L { % 0%
contacts
Continuing education & training - Subtotal days/year/FTE e
CBW continuing education & training at 1 1 1 80 ] 1 100%

district level or facility
Facility staff continuing education & training
at district level or above

1 1 1 114 1 1 100%

Figure 15. Community engagement and systems support activities realized and planned

DATA ENTRY (Figure 16)

2nd Column: Average number of events realized per year in ONE community where community-based
activities are supported, which usually means that there is a at least one community-based worker such
as a CHW or community midwife.
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Activity

Medical Specialist
Medical Assistant
Enrolled Nurse
Activity as % of
total time for all

Lab Technician
Activity as % of
total time for all

=
S
=
o
o
(=]
®
=
©
o
=

= |Auxiliary Nurse
Nursing Aide

ey

Current
coverage
levels |coverage

C ity t - days/year/F

Preventive Treatment Campaigns for

Nogloctod Tropical Di (NTD) 10% 0% 18% 3% 34% 3% 23% 0% 0% 11% 0% 100% 94%| 1% 1% 240 180 - 360
fr:i’:i’:;":ft’l’;’:’gfg)eme"t (e.g,meetingwith & | 0| oot 18 3% 3% 3% 23% 0% 0% 1% 0% 96% 14%| 0% 0% 60 50 - 70
;’:?::}‘;m?"t with °°"f"::_";"y groups (women, | oo ~ 16% 3% 40% 3% 21% - - 10% ~ 9% 13%| 0% 1% 60 50 -70
:;’;':';::g)agem""t (meetings with & training | ;. ~| 18% 3% 34% 3% 23% = ~ 1% ~ 96% 14%| 0% 0% 60 50 - 70
Home visits 2% | 3% 1% 9% 1% 8% = - 2% ~ 91% 10%| 3% 5% 200 10 - 30
School Visits 97% - 15% ~ 18% 3% - - ~ 10% ~ 96% 13%| 0% 1% 60 50 - 70
Community campaigns & social mobilization 9% - 16% 1%  40% 3% 16% - - 10% - 96% 93%| 1% 2% 360 240 - 480
Group health education sessions 9% - 16% 1%  40% 3%| 16% - - 10% - 96% 93%| 0% 1% 60 50 -70

Supervision - Subtotal days/year/FTE

Supportive supervision of community PHC
activities and CHWs by facility staff (90% for 49% -/ 16% - 12% = = = - 12% - 100% 96%| 1% 3% 80 60 - 120

ART paid by PEPFAR)
'Supportive supervision of facility staff by

district health team (75% for ART paid by 100% - 68% 50% 64% 9% - - - 9% - - - 0% 0% 80 60 - 120
PEPFAR)

Supportive supervision of CBWs through

remote communication (phone, internet) by - - - - - - - - - - - - - 0% 0% 30 15-60
facility staff b f: to-f: tact:

Supportive supervision of facility staff through
remote communication (phone, internet) by

- - - - . . . - - - - - - o o R
district health team between face-to-face b W% €0 BEE
‘Contlnulng education & training - Subtotal day:

CBW continuing education & training at 0% - 2% 10% 9%  ~ o~ o~ = 4% | 100% 95%| 1% | 1% 2l 1-3
district level or facility

Facility staff continuing education & training | 4050 10005 100% 100% 96% 100% 100% 100% 100% 100% 100% = s 15 12 24
at district level or above

‘Drug supply and other - Subtotal days/year/FTE

CBW resupply at facility or district level - - - - 3% - 3% 85% - 10% - 94% 95%| 1% 1% 10 6 -12
Facility resupply at district or above - - - - 2% - T7% - - - - - - 0% 0% 10 6 - 12
\Total # of current work days per year for comm| 31 15 30 16 30 17 20 16 15 55 15 16 11 21% 26%

Figure 16. Community engagement and systems support task assignment, level of effort and activity duration

3rd Column: Average number of events planned per year in ONE community where community-based
activities are supported. This is equivalent to 100% coverage.

4th Column (community engagement only): Number of communities covered, which usually is less or equal
to the number of communities with at least one community-based worker such as a CHW or
community midwife.

5t Column: Average number of people reached per event (light green cells only).

Columns N through BK in Figure |7: Assign a percentage of the events to each provider cadre. Percentages
do not have to add up to 100%, because multiple
cadres may be involved in these activities.

Approach for planning annual home visits (targets are

. R . per community, tool will calculate totals for all Enter target
OPUO”GI columns BY through BY: Ad]USt the times communities with CHW in the catchment area) below
. . Number of h hold: ity in the health facilit
required per event (average, minimum and catormont are - per communty i The heath ety 378
maximum), |f necessajy. o Annual target set at a fixed number of homes: enter total 200

no. per community *

Annual target set as a percentage of all homes in the
community: enter % of all households to be visited

Optional table CKI to CW8: This table, Figure 18,
calculates the number of households to be visited
Pel" year in one community. The average number Of @® | Annual number of homes to be visited based on need Check on right
households per community is given as a reference.
The user has three optlons (I) seta ﬁxed number; * If target exceeds the no. of households in a community, this means that
(2) set a Percentage of households in a community; several households will be visited more than once in a year

or (3) use a needs-based approach. If the third
option is selected, up to six criteria shown in Figure
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Percent of Total no. | % requiring | Total no. | Avg. no, of Visits

Annual number of homes to be visited based on population Target % with eligible | requiring | follow-up by | requiring visits per |required per
need: check all that apply targeted population condition services CHW home visits | household | community
v Pregnant women with complications 4.7% 15,888 10% 1,589 50% 794 1 5
i Sick child under 5 years 18.0% 60,962 10% 6,096 50% 3,048 1 18
v Post partum visits 4.3% 14,631 100% 14,631 25% 3,658 3 62
v Family wellness visits 1.0% 3,387 100% 3,387 100% 3,387 1 19
W COVID-19 surveillance 10.0% 33,868 5% 1,693 100% 1,693 2 19

r Specify - - -
Total number of households to visit annually for each community with CHW (grey cells are not included in the total) 123

Figure 18. A needs-based approach for estimating the number of households to be visited annually

|9 can be applied depending on national guidelines. The table shows all the calculations required to
determine how many households should be targeted.

DATA SOURCES

Service provider expert group consultation, senior health professionals at the health facility

HRH RESULTS

Rows I and [2: Show staffing gaps and surpluses as FTEs by cadre for the two scenarios selected by the
user on the DASHBOARD except for the second scenario, which is based on a 100% coverage
(planned events) for community engagement and systems support (clinical activities are the same). Any
changes to the task assignments are immediately reflected in FTE shortages or excesses in these rows.
Column K: Shows the percent of planned events that were realized.

Column BL and BM: Show which tasks take up the greatest percent of service providers’ time. The first
column applies to current coverage levels (events realized); the second column applies to 100%
coverage levels (events planned).

Cells H6 to M7 in Figure 20: Summarize how much time providers spend on community engagement,
supervision, continuing education, and drug supply and how their time is split between these activities
and clinical PHC activities.

Provider time divided between clinical activities and community/support by user scenario

Clinical Com&Sup Community o o Drug
Engagement Supervision  Training Supply
79% . 6% 1% % 1% CIini.cafl.& Commun.ityISupport Activ.ities: Curre.nt Client Volume
and initial task assignment - Scenario 1 - Baseline
Community/Support at 100% coverage and Clinical Activities:

Potential Client Volume - Modality Mix 3 & Task-sharing Scenario

4% 11%

Figure 9. Provider time split between clinical tasks and community engagement and systems support activities

6. TASK SHARING (optional)

On this tab users can create two task-sharing scenarios — 2 and 3 — in addition to the initial task
assignments (scenario |) on tabs 4.a - d.

ACTIONS

Select whether to show or hide the third task-sharing scenario by clicking the button to top of the
sheet.

Users can opt to only display PHC activities and staff in use at this facility by clicking the appropriate
button on top of the sheet, which simplifies the tables greatly. Shrinking tables by displaying only
activities with a volume greater than zero and only staff assigned to these activities takes a moment.
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Task sharing Facility: show all staff and Community services: show all Mobile Outreach: show all staff Private Sector: show all staff and All Modalities: show all staff Hide Service Show Task Sharing
activities staff and activities and activities activities and activities Modality Scenario 3 Recommendations

Name for Task-sharing Scenarios 2 and 3 (Baseline is Scenario 1):

io 2: Description:
ITask—sharing for high-volume activities _Sick child visits & general adult cc ions shared between physician assist., prof. nurses, enrolled nurses, & aux. nurse midwives (only sick child visits for the latter)
Scenario 3:
Ilncreased community service delivery - HCWs g icated sick child visits, malaria cases and general adult ions in the ity instead of health facilities

Health Center

Show color code
for Task-sharing Current Aucxiliary Nurse
Number Medical Doctor Medical Specialist | Physician Assistant Midwife Professional Nurse Nursing Aide CHW Community Midwife| Medical Assistant Enrolled Nurse
of Client
Contacts |Baseli SCEAN Scen |Baseli [Seén Scen (Baseli S€énN Scen (Baseli SeénN Scen (Baseli S€EnN Scen (Baseli S€enN Scen |Baseli Seen Scen |Baseli S€énN Scen |Baseli SEénN Scen |Baseli S€eénN Scen (Baseli [S€EnN Scen
2 3 ne 2 3 ne 2 ne 2 ne 2 3 ne 2 3 ne 2 3 ne 2 3 2 3
2

3
11

ne 2 3
Potential Client Volume 4,

FP Counseling 5%

FP Cc ion (Repeat Client) 13,196 1% 1% 1% 2% 2% 2% 7% % 7% 16% 16% 16% 7% 7% 7% 10% 10% 10% 3% 3% 3% - - - 49% 49% 49% 4% 4% 4% 2% 2% 2%
FP Cc ion (New Client) 9,007 1% 1% 1% 2% 2% 2% 7% 7% 7% 17% 17% 17% 7% 7% 7% 9% 9% 9% 3% 3% 3% - g - 49% 49% 49% 4% 4% 4% 2% 2% 2%
Reproductive health talk 16,547 1% 1% 1% - - - 3% 3% 3% 15% 15% 15% 4% 4% 4% 5% 5% 5% 9% 9% 9% 7% % T%| 55% 55% 55% 1% 1% 1% 2% 2% 2%
ANC Visit 988 - - - - - - 1% 1% 1% 20% 20% 20%! 1% 1% 1% 17% 17%| 17%| 25% 25% 25% 2% 2% 2%| 33% 33% 33% 0% 0% 0% - - -
Facility Delivery 9,957 1% 1% 1% 2% 2% 2% 1% 1% 1% 43% 43% 43% 6% 6% 6% 16% 16% 16% 3% 3% - - 25%| 25% 25%! 3% 3% 3% - - -
Home delivery 295 - - - - - - - - - 30% 30% 30% 8% 8% 8% 31% 31% 31% - - - - - 31%| 31% 31% - - - - - -
Postpartum Hemorrhage 116! - - - 5% 5% 5% - - - 23% 23% 23% - - - 61% 61% 61% 1% 1% - - 1% 1% 11% - - - - - -
Postpartum infection 1 - - - 4% 4% A% 17% 17% 17%| 22% 22% 22% - - -l 57% 57% 57% - - - - - - - - - - - - -
Cesarean section 494| 55% 55% 55% - - -| 40% 40% 40%| 5% 5% 5% - - - - - - - - - - - - - - - - - -
Postnatal consultation 9,615 1% 1% 1% - - - 1% 1% 1% 14% 14% 14% 3% 3% 3%| 13% 13% 13% 4% 4% -| - 64% 64% 0% 0% 0% - - -
Abortion/uterine ion 376| 24%| 24% 24% 4% 4% 4%| 25% 25% 25%| 27% 27% 21% 1% 1% 1%| 15% 15% 15% 0% 0% - - - - 4% 4% 4% - - -
Referral/Transfer 374 17% 17% 17% - - - 21%  21%  21%| 21% 21% 21%| 32% 32% 32% 4% 4% 4% - - - - -| - - - 4% 4% 4% - - -
PMTCT Counseling 6,815 4% 4% 4% - - - 12%  12% 12% 36% 36% 36% 20% 20% 20% 14% 14% 14% 8% 8% - - - 6% 6% 6% 0% 0% 0% - - -
PMTCT HIV testing 3,927 4% 4% 4% - - - 13% 13% 13% 41% 41% 41% 18%| 18% 18%| 13% 13% 13% 1% 1% - - - 7% 7% 7% 4% 4% 4% - - -
Well Child Visit 2,078 - - - - - - - - - 0% 0% 0% 3% 3% 3% 4% 4% 4% 82% 82% 8% 4% 4% 4% 6% 6% 6% 0% 0% 0% - - -
Sick Child Visit 53,838/ 10% 10% 10% - - -l 25% 5% 5% 12% 12% 12%| 41%| 41% 41% 8% 18%| 18% 1% 1% - - -| - - -l 3% 3% 3% - 10%| 10%
Vaccination 28,205 - - - - - - - - - - - - 5% 5% 5% 2% 2% 2%| 46% 46% 46% 9% 9% 9%| 35% 35% 35% - - - 2% 2% 2%
Malnutrition - Child 4,170 - - - - - - - - - 1% 1% 1% 6% 6% 6% 6% 6% 6% 73% 73% 73% 3% 3% 3% 9% 9% 9% 2% 2% 2% - - -
Malaria 62,468 5% 5% 5% - - - 24% 24% 24% 15% 15% 15% 38%| 38% 38% 9% 9% 9% 7% 7% 7% 1% 1% 1%! - - - 2% 2% 2% - - -
Tuberculosis - new cases 59| 21%| 21% 21% - - - 2T%  2T%  27% 12%| 12% 12% 17%| 17% 17%| 18% 18% 18%: 0% 0% - - - - - - 5% 5% 5% - - -
HIV/AIDS - new cases 100 8% 8% 8% - - -| 46% 46% 46% 3% 3% 3% 38% 38% 38% 5% 5% 5% - - - - - - - - - - - - - -
HIV/AIDS - old cases 5,742 3% 3% 3% - - - 46% 46% 46% 3% 3% 3%| 43% 43% 43% 5% 5% 5% - - - - - - - - - - - - - -
General Adult Cc ion 120,038/ 20% 20% 20% - - - 21% 5% 5% 7% 7% T%| 37% 43%| 43% 7% 7% 1%‘ 1% - - - - - - 7% 7% 7% - 10%| 10%
HIV counseling 7747 6% 6% 6% - - - 25% 25% 25%| 10%| 10% 10% 42%| 42% 42% 9% 9% 9% 6% 6% 6% - - - - - - 2% 2% 2% - - -
\ ition - Woman 307 - - - - - - - - - 5% 5% 5% - - - - - - - - - - - - 91% 91% 91% - - - 4% 4% 4%
Lab Examinations 20,867 - - - - - - 2% 2% 2% 0% 0% 0% 3% 3% 3% 0% 0% -‘ - - - - - - - - - - -
Drug Prescription Filling 101,415 - - - - - - 7% % 7% 3% 3% 3% 8% 8% 8% - - - - - - - - - - - -

Monthly Report 500,724 - 5 | b 5 - 31% 31% 31%| 23% 23% 23%| 45% 45% 45% b 5 4 a s 4 . . 4 B 5 | - 5 | - 5 9

Figure 20. Tab to develop task-sharing scenarios 2 and 3 for services delivered at health facilities
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Private Sector: s
activi

Community services: show all Mobile Outreach: show all staff
staff and activities and activities

Task Sharing Facility: show all staff and

activities

Name for Task-sharing Scenarios 2 and 3 (Baseline is Scenario 1):
Scenario 2:

Task-sharing for high-volume activities -SICk child visits & general adult consultations shared between physician assist., prof. nurses, enrolled nurses, &

aux. nurse midwives (only sick child visits for the latter)

Scenario 3:

. . . HCWs manage uncomplicated sick child visits, malaria cases and general adult consultations in the community
Increased community service delivery instead of health facilities

Community Level

Auxiliary Nurse

Show color code Current | professional Nurse Midwife Nursing Aide Community Midwife
for Task-sharing Number

of Client
Contacts

Potential Client Volume

Baseli Scen Scen Baseli Scen Scen Baseli Scen Scen Baseli Scen Scen Baseli Scen Scen

Check Check
Scen'2 Scen 3

Sick Child Visit 100%| 100%
Vaccination 41,694 100%| 100%

Malaia | 0 - - 1% - - - - - 0% - 50% 20% - 50% 50%
General Adult Consultation | o - - 3% - - 4 - - | 50% 20% - 50% 50%
Monthly Report 100%| 100%

Figure 21. Tab to develop task-sharing scenarios 2 and 3 for services delivered in communities
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Users also have the option to display all four service modalities or one modality at a time. Figure 21
shows task-assignments for services delivered at the health facility. Figure 22 shows task-assignments for
services delivered in the community. Similar tables are available for mobile outreach and private sector
services on hidden tabs according to the user sections on the Start tab.

DATA ENTRY

Rows 5 and 7: Enter the title, short name, and description for task-sharing scenarios 2 and 3 (if the latter
is shown).

Columns G through CF (CU for mobile outreach): Allocate client volume to service provider cadres in
percent for task-sharing scenarios 2 and 3 as needed. The initial task assignments from tabs 4.a - d,
baseline task-sharing scenario |, are shown as a reference but cannot be changed here.

Note: when first using HOT4PHC the task assignments for scenarios 2 and 3 are the same as the
baseline task assignments. Users can overwrite these formulas.

HRH RESULTS

Rows 13 and [4: Show staffing gaps and surpluses as FTEs by cadre for the two scenarios selected by the
user on the DASHBOARD. Any changes to the task assignments are immediately reflected in FTE
shortages or excesses in these rows.

The staffing needs for the three task-sharing scenarios are compared on the DASHBOARD.

7. COSTS (optional)

This tab shows the salary costs for the
existing staff and the additional funding .
required to close any staffing gaps. It el  Senario 1

Lodging, 30,558, el tosts
also estimates the cost — per diem, 5%
lodging and travel — related to the
provision of community-based
services and for community
engagement and systems support
activities. Users can provide a budget
envelop by funding source for these
activities and explore how many more
staff can be hired with available
funding and what budget gaps remain

Cost Breakdown for FTE Required under

Salaries &

for per diems, lodging and Allowances,
transportation. 25335, 2%
ACTIONS

Radio buttons in P/Q3: Select whether

to show values in local currency or Figure 22. Breakdown of major cost items

US$. The line below indicates in which

currency cost data have been preconfigured on the hidden tab G, Cost Data. Users can switch freely
between currencies.

Costing Inputs: Verify transport availability at this facility and adjust where necessary.

Costing Results in Figure 24: Costs are provided for the scenarios selected by the used on the
DASHBOARD by default. The user can select a different second scenario by unchecking the checkbox
and selecting from the blue dropdown box.

Show or hide unused staff: Click the button to simplify staff tables.

DATA ENTRY
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T |
R R FTEavailable | ExsingFTes | scend | Seen2 | scent | Scen2 | Seeni | Scen2 |

12.0

t 1.7

Medical Doctor $365,365 $295,909 $239,126 23 4.1 - -
Medical Specialis 23,516 $16,180 16,180 0.5 0.5 - -
Physician Assistant 8.2 58,076 $113,533 52,737 (7.8) 0.7 ($55,457) -
Midwife 17.0 80,271 $28,600 25,912 10.9 11.5 - -
Professional Nurse 14.3 50,678 48,623 54,806 0.6 (1.2) - ($4,128)
Auxiliary Nurse Midwife 11.0 25,732 19,746 19,069 2.6 2.8 - -
Nursing Aide 26.2 30,645 $8,848 10,125 18.6 17.5 - -
Pharmacist / Ph.Assistant 15.0 17,815 $3,300 $3,300 12.2 12.2 - -
Lab Technician 4.6 $10,819 $6,379 $6,379 1.9 1.9 - -
CHW 51.0 $16,519 $1,612 $2,297 46.0 43.9 - -
Community Midwife 29.1 $6,287 $3,590 $5,661 12.5 2.9 - -
Medical Assistant 2.0 $7,104 $6,711 $5,645 0.1 0.4 - -
Enrolled Nurse 2.0 $2,339 $322 $1,814 1.7 0.4 - -
GeneXpert (initial capital costs only) - - - - -
Total (without GeneXpert) 194.0 $695,167 $553,354 $443,051 102.2 97.9 ($55,457) ($4,128)

Figure 24. Salary costs for 3 scenarios: FTEs available, scenario | FTEs required for current client volume, FTEs required for scenario 2

3. Budget Envelop in Figure 25: Enter available funding sources in the first table. Enter the funding available
in the second table.

Funds Required Funding Source Funding Funding

Central Deficit/Surplus|Deficit/Surplus
Donors
Government Scen. 2
Salaries & Allowances ($17,804) ($4,128) $14,300 $3,600 | $17,900 $96 $13,772
Per Diems and Lodging ($30,558) ($29,934) $2,000 $20,000 $22,000 ($8,558) ($7,934)
Travel Costs ($9,168) ($13,846) $3,000 $1,200 $4,200 ($4,968) ($9,646)
Equipment & Supplies ($49,120) ($49,120) $50,000 $50,000 $880 $880
TOTAL ($106,650) ($97,029) $19,300 $71,200 -| $3,600  $94,100 ($12,550) ($2,929)

Figure 23. Budget envelop and deficit or surplus

4. Additional hiring or purchases in Figure 26: Specify how many additional staff you plan to hire in column
H of the first table.

Additional Procurements: The first line is reserved for GeneXpert procurements. Enter the number to be
procured. Costs are preconfigured. The remaining lines can be used for any additional procurements.
HRH RESULTS

Hire additional staff

FTE Excess/ Shortage ltem Funding

. Purpose / Sal;tr: ffper No.l-l?rfeitaff Total Cost | remaining

Service Provider Destination or deficit
Initial budget $17,900
Medical Doctor 23 4.1 $30,447 - $17,900
Medical Specialist 0.5 0.5 $14,252 - $17,900
Physician Assistant (7.8) 0.7 | pronekoro. $7,126 2 $14,252 $3,648
Midwife 10.9 115 $4,722 - $3,648
Professional Nurse 0.6 (1.2) Niantjila $3,552 1 $3,552 $96
Auxiliary Nurse Midwife 2.6 2.8 $2,339 - $96
Nursing Aide 18.6 175 $1,170 - $96
Pharmacist / Ph.Assistant 122 12.2 $1,188 - $96
Lab Technician 1.9 1.9 $2,339 - $96
CHW 46.0 43.9 $324 - $96
Community Midwife 125 29 $216 - $96
Medical Assistant 0.1 04 $3,552 - $96
Enrolled Nurse 1.7 0.4 $1,170 - $96
TOTAL $17,804 $96

Additional Procurements

Funding
Item/Activities Item Purpose / Destination C(:tset n;:er E Total Cost

Initial budget $50,000
GeneXpert (initial capital costs only) Dioila Ref HC $17,500 1 $17,500 $32,500
Microscope Banco HC $1,620 1 $1,620 $30,880
Motorcycles Midwives in Dioila & Massigui municipalities $3,000 10 $30,000 $880
TOTAL $49,120 $880

Figure 25. Additional hiring or procurements
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Costing Results

1. Total annual personnel costs: Total annual salary costs and costs to close any staffing gaps are shown in
the first table.

2. Per diems and transportation: The second table shows cost associated with providing services in the
communities, community engagement, supervision, continuing education, and drug supply.

Pie chart: Breaks down costs into salaries, per diem and lodging, and transportation allowances.

Bar chart: Shows costs broken down by community service delivery, community engagement,
supervision, continuing education, drug supply, and other community activities.

3. Budget Envelop: Shows funding required and deficits or surpluses based on the number provided by the
user.

4. Additional hiring or purchases: The first table shown how many additional HCWs can be hired with the
available budget envelop. The second table shows how much additional equipment and supplies can be
purchased with available funding. The bar chart compares funding required and available for equipment
and supplies, travel, per diem and lodging, and salaries.

Bar chart in Figure 27: Show budget deficits or surpluses by comparing funding required and available.

Funding Deficit / Surplus

49,120 50,000

30,558

= 22,000

py -8 17,900

9,168
4,200
EQUIPMENT & SUPPLIES TRAVEL COSTS PER DIEMS AND LODGING SALARIES & ALLOWANCES
® Funds required Funds available

Figure 26. Funding required and available
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HRH Results

The DASHBOARD and several multi-facility summary sheets on purple tabs provide a detailed
analysis of HRH results. If the tool is used for a single health facility as selected on the Start tab, only
the DASHBOARD shows. If multiple facilities are imported into HOT4PHC the DASHBOARD
and multi-facility summary sheets show. In this case, the DASHBOARD will contain the
aggregate data from multiple facilities as indicated on the Start tab. This can be the aggregate from all
imported health facilities or for a subset of facilities if a filter is selected on the FTE Summary tab.

DASHBOARD

e Row 2: To select two user scenarios for comparing HRH results, the user can use the radio buttons
to choose from a shorter list of essential options or from a longer comprehensive list of potential
scenarios. Most users will find the essential list easier to navigate. The number of options presented
can be further narrowed by specifying whether to only chose from a list of:

e Clinical PHC activities
e Clinical plus community engagement and systems support activities at current coverage levels
e Clinical plus community engagement and systems support activities at 100% coverage levels

e Row 3: shows buttons that take the user to different parts for the DASHBOARD to avoid
excessive scrolling. These buttons are repeated throughout the DASHBOARD.

ACTION: select the two scenarios in the green and blue dropdown boxes for comparing HRH results

throughout the tool.

The following describes each part of the DASHBOARD following the order of button labels.

e User scenarios and charts: Green and blue bar charts and tables show the essential HRH results for
the two scenarios selected by the user; an example of two user scenarios is shown in Figure 28.

Clinical & Community/Support Activities: Current Client Volume and initial task assignment - Scenario 1 - Baseline

Clinical & Community/Support Activities: Potential Client Volume - Modality Mix 3 & Task-sharing Scenario 3

Figure 27. Examples of two user-selected scenarios for all FTE comparisons throughout the tool

Unused row in the tables can be hidden with the press of the button on top of the sheet. In
addition, information on the right shows the density of physicians, professional and associate nurses,
and midwives per 10,000 population (a measure defined by the WHO). The staffing level shows how
far from the ideal of 100% this facility is. The remaining information show the service modality and
task-sharing scenarios and their description previously entered on the 2. PHC Delivery and 6.
Task Sharing tabs.

e  Service modality impact on FTEs: Compares the FTE requirements and shortages or excesses for the
three PHC service modality scenarios, as applied by the user on tab 2, PHC Delivery. FTEs are
shown for each service modality by cadre for clinical activities (for community engagement and
systems support activities there is only one task assignment scenario). Task-sharing levels are the
same across all three modality scenarios depending on the user scenario selected as a reference.

e Service Moddlity Impact on HIVIART (optional): Compares the FTE requirements and shortages or
excesses for the three ART service modality scenarios, as applied by the user on tab 2.a, ART
Delivery.

e Task-sharing Impact on FTEs: Compares the FTE requirements and shortages or excesses for the
three task-sharing scenarios, as applied by the user on tabs 4.a —d TA and tab 6, Task Sharing.
FTEs are shown by cadre for clinical activities where task-sharing can be applied; for community
engagement and systems support activities there is only one task assignment scenario. Service
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modalities are the same across all three task-sharing scenarios depending on the user scenario
selected as a reference.

e FTE Analysis by Program — Charts: Compare the FTE requirements and shortages or excesses for the
four program areas built into HOT4PHC: PHC services, Special Program activities, HIV/ART
services, and community engagement and systems support activities. The bar charts compare
existing FTEs with required FTEs for these program areas and the total. There are two green charts
for the user scenario | and two blue charts for user scenario 2 selected earlier on top of the
DASHBOARD.

These two sets of bar charts reflect the staffing situation before and after changes to staffing and
client volume due to a public health emergency such as the COVID-19 pandemic. The user can
explore the HRH impact by selecting one option for the impact on staffing and one option for the
impact on client volume; the combined effect can be studied as well. The slider options are the
quickest way to estimate the impact where the selected levels are applied across all PHC activities
(except special programs) and/or all service provider cadres. Users can set the sliders to the values
desired. If no impact is selected, the before and after charts are the same.

e  FTE Analysis by Program — Tables: Compare the FTE requirements and shortages or excesses for the
four program areas built into HOT4PHC: PHC services, Special Program activities, HIV/ART
services, and community engagement and systems support activities. They show the staffing situation
based on the selection of the impact of a public health emergency; only the charts provide a before
and after comparison.

HOT4PHC can analyze FTE requirements based on whether staff are providing PHC services in
general or are dedicated to Special Programs and/or HIV/ART services. This assignment is done on
the hidden tab C, Service Providers. If no staff is dedicated to a program area, the values for the
total and PHC staff are the same and zero on the bottom two rows of the tables.

e FTEs per Activity Type - Scenario |: The left horizontal bar chart shows the proportion of FTEs
required for clinical services and for community engagement and systems support activities for user
scenario |. The first pie chart and table break out FTE requirements by clinical activity groups and
by community engagement and systems support activity groups for user scenario |.

e FTEs per Activity Type - Scenario 2: The right horizontal bar chart shows the proportion of FTEs
required for clinical services and for community engagement and systems support activities for user
scenario 2. The second pie chart and table break out FTE requirements by clinical activity groups
and by community engagement and systems support activity groups for user scenario 2.

e Scenario | FTE Storyline: This is an experimental feature for user scenario |. The first table shows
which service providers face the greatest shortage based on the cutoff selected by the user and with
which other service provider cadres could a task be shared with at facility and community levels.
This is based on staff availability and eligibility as defined on the hidden tab E, Task Sharing
Guidelines.

The second table shows which staff have the greatest excesses based on the cutoff selected by the
user and which data verification and adjustment steps users can take to ensure data accuracy. In a
second step, users can explore task-sharing and changing the service modalities to reduce staff
excesses.

e Scenario 2 FTE Storyline: Same as the Scenario | FTE Storyline but for user scenario 2.
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APPLYING HOT4PHC AS A MASTER TOOL
To import data from several health facilities, follow these steps.

Import data from tools completed for individual health facilities

I. Select “New health facility, no aggregation” from the dropdown menu on line | to complete
HOT4PHC for each health facility by, at minimum, entering the catchment area population and
community size on the START tab, annual client volume on tab I, the number of service
providers and weekly hours on tab 3, and initial task assignments on tabs 4.a and b. Tab 5 for
community engagement and systems support activities can be preconfigured and applied to all
facilities with minor adaptations. Enter the date on the START tab and save each completed
tool by using the “Save tool under a new name” button on the START tab. Accept the default
filename and select a folder on your computer where all completed tools will be saved.

2. Save all completed tools in the same target folder on your computer.

3. Select “All health facilities” to import data from all completed tools in the target folder selected
under steps | and 2. This will work well for about fewer than 120 facilities. For a much larger
number of facilities select any other option 3 through 8 for data import and enter the respective
label in lines 3-6 or |1, which will selectively import data from a subset of facilities that meet the
criteria entered.

4. Users will be prompted several times and asked to select whether the imported data will
replace or be appended to data already in the tool. When appending data, the tool can check for
duplicates, which will slow the import; it is recommended only for a few facilities, else a
complete reimport will be faster.

5. The import procedure will ignore any non-HOT4PHC files in the target directory.

6. As the last step, HOT4PHC will aggregate the data from all imported facilities and copy these
aggregate data into their respective tables on all the red tabs described earlier. Users can use
the aggregate data on these tabs to test task-sharing and service diversification and assess their
district-wide staffing impact. Such aggregation presents a hypothetical scenario assuming that all
health facilities are configured with the same client volume and staff mix. A realistic setup must
be created in the tools for individual health facilities because each facility is organized differently.
After the individual HOT4PHC files have been revised, data must be reimported into a new
master tool.

The following tabs will summarize the staffing situation and efficiencies for all or some of the imported
health facilities. The latter is done by filtering the imported data in the FTE Summary tab. If data are
filtered, the aggregated data will only include facilities selected and their numbers shown on the START
tab.

FTE SUMMARY

This and the following HRH results tabs only apply to multi-facility data imports; they are hidden
when HOT4PHC is used for a single health facility (although data from multiple facilities may still be in
the tool to create tools for single facilities). These tabs use the Excel pivot table features that allow
filtering of health facilities by geographic area and other criteria. At first, all data for all health facilities
imported will show, organized by region, district, and sub-district (municipality). To filter facilities, select
criteria on the left (orange). By default, only one criteria can be applied at a time, for example, one of
the municipalities. Optionally, two criteria can be selected by changing the dropdown item in cellA2. The
filter selected will apply to this and all the following HRH results tabs. To cancel filters, click the “reset
all filters” button. Filtering HRH results is the only user action for these tables; no data must be changed
here or on the following tabs.
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The FTE Summary tab shows the FTEs available and shortage or excess for each available service
provider cadre. The number of communities (villages) and population size in the facility catchment area
as well as the client volume per facility is shows as a reference. Four of the last five columns show the
total FTEs available, the average shortage or excess, and their lower and upper bounds. A good staff
balance would show average shortages or excesses close to zero. The last column shows staffing levels
in percent; an adequately staffed facility should be close to 100%.

Separate tables are provided for user scenarios | and 2.

FTE CHART

These charts show the same FTE information as the FTE Summary but one service provider cadre at
a time or all combined for user scenario | only. The selection is made from a dropdown box in column
B.

PHC EFFORT

These tables summarize FTEs required by clinical service and community engagement and systems
support groups. The estimation of coverage levels for key services is experimental and may not yet
accurately reflect actual coverage. Separate tables are provided for user scenarios | and 2.

SPECIAL [PROGRAMS] & ART

These tables show FTE requirements by program area, if applied by the user. Separate tables are
provided for user scenarios | and 2.

COMMUNITY+

This table shows the coverage for community engagement, supervision, continuing education, and drug
supply activities under current levels of effort. Coverage levels are only calculated for frontline health
facilities but not for referral centers. Supervision of community-based workers in health facilities without
CHWs will not be applicable (greyed out). Coverage levels may be high if targets for these activities are
set low on tab 5, Community & Support.
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HOT4PHC Customization

Tool customization for a specific country context is done on eight green tabs, Set Up and A - G.
These sheets are hidden and reserved for the local HOT support team and should not be changed by
the tool user. These country-customized settings apply to all health facilities, while the HOT4PHC
application by tool users is done for individual health facilities.

Set Up

This tab sets the user language for the tool from a dropdown menu. This should be done once before
the tool rollout. While the language can be changed at any time after the user has entered data, user
input cannot be translated, only the language for the tool interface will change.

A. PHC Activities

This tab customizes the list of clinical PHC activities by using country-specific terminology in columns D
through ] for any of the preconfigured activities in columns B and C. The best approach is to align
country terminology with the preconfigured list, because it is tied to the task times in tab D, Task
Times. Any activities that do not apply would simply not be used. If there are activities not in this list
that take up a significant amount of service providers’ time it is best to use the undefined activities
“Other [Specify]” by replacing their labels in the light green cells. All Special Program activities can be
assigned as needed. Tools for customizing PHC activities can be downloaded and used with service
provider expert groups.

Clinical PHC and Special Program activities require additional information:

Average number of visits per year

e Average number of lab tests required per year

e Can this activity be done in a group setting (Y/N)?

e Is an activity done by a team and not by a single HCW? For example, a consultation is usually done
by one HCW; health education is often done for a group of clients. For GeneXpert tests, the group
refers to the cartridge capacity of the machine.

Exceptions from the above — the following activities are handled differently:

e Lab examinations/tests: If lab tests are handled by dedicated staff such as a lab technician, enter “I”
in cell F41; if lab tests are included in consultations enter “0”. In addition, specify a percentage of the
client volume requiring lab tests in column O. HOT4PHC uses these to estimate the number of lab
tests if they are unknown to the user.

e Drug prescription filling: If drug prescriptions are handled by dedicated staff such as a pharmacists or
pharmacist assistants, enter “|” in cell F45; if drug prescriptions are included in consultations enter
“0”. In addition, specify a percentage of the client volume requiring drug prescriptions (less
vaccinations and preventive services) in column O. HOT4PHC uses these to estimate the number of
drug prescriptions if they are unknown to the user.

e Three highlighted activities can be used for GeneXpert tests by copying the highlighted text in
column R to cells D42 through D44 as needed.

HIV/ART services and activities are configured differently:

e ART services are first assigned to one or more of the five ART models.
e For each ART activity an annual client contact frequency is specified for one or more ART
models of care.

B. Modalities

This tab applies country terminology to the four service delivery modalities and to the four types of
health facilities.
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C. Service Providers

This tab adapts the health workforce to country terminology. The first |13 service provider cadres follow
WHO nomenclature; only the country names in column D and their abbreviations in column F will be
used by the tool. These can be in any language. User added staff 14 through 25 need to be mapped to
one of the first 13 cadres; this will be used to assign task times and to calculate costs. Row 29 is
reserved for the GeneXpert diagnostic system. It is shown with staff, because HOT4PHC calculates
requirements in the same manner. In addition, the following information is needed:

Whether to include a service provider cadre in the tool or not. Only service providers marked with an
“x” will show on sheets 2 through 7.

Indicate with an “x” whether certain staff is dedicated to either Special Programs or ART, but not both.
Unmarked staff are assumed to deliver all PHC tasks including Special Programs and ART.

Indicate with an “x” whether the shorter or longer task times for the D. Task Times tab should be
applied to a cadre. This is appropriate for more experienced cadres with advanced degrees and staff
from referral facilities because they tend to see cases with more serious conditions.

Specify the standard number of workweeks per year for staff.

The bottom part of the table is only applicable is the facility receives or provides mobile outreach
services that involve staff from the outside, such as district or NGO service providers. These, too, need
to be matched to one of the first |3 service providers.

D. Task Times

Three task times are required for each clinical activity, the average, minimum and maximum times. All
task times are in minutes for one provider-client interaction. Two sets of times can be configured, a set
of shorter times most appropriate for frontline facilities and less skilled or experienced staff, and a set of
longer times for referral facilities and staff with advanced degrees. These task times are applied to all
service provider cadres across all service modalities. However, times for individual tasks and cadres can
be adjusted, but this is not recommended as maintaining thousands of data points would be very difficult.
Moreover, adjusting task times by a few minutes for one provider has very little impact on FTE
requirements.

HOT4PHC come prepopulated with task times based on data collected in Mali. These can be used as a
first approximation in other countries, but most likely there will be a desire to review and adjust these
data based on country-specific practices. The most convenient source for task times reviews are
consultations with small expert provider groups. Tools for validating tasks and task times are available
for download. This can be done in a few 2-hour session managed virtually. A much more expensive and
time-consuming method would be time-motion studies with direct observations. The additional gains in
precision may not warrant the costs.

E. Task Sharing Guidelines

For each clinical task and community engagement, supervision, continuing education, and drug supply
activity a service provider cadre is designated as “recommended”, “recommended as assisting or with
supervision only” and “not recommended”. This

designation is used to format all tabs with a task- Recommended

sharing function: tabs 4.a — d, 5. and 6. This will Assisting or With Supervision
help tool users to assign tasks only to qualified
personnel. The designation is done by copying and Not Recommended
pasting the appropriate symbols in the table. Tools Missing assignment
for customizing PHC activities can be downloaded
and used with service provider expert groups to
determine the level of task-sharing possible
following national and international guidelines.
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F. DHS Data

This is an experimental tab. Its data are used to establish coverage benchmarks for key PHC activities. It
uses country-specific DHS data as well as data published in the literature, which may be based on
research from other countries. These tables need to be updates once a new DHS or new research
becomes available.

G. Cost Data

Tables in this tab capture salary and related information such as hardship allowances, bonuses, housing
allowances, and stipends for each service provider cadre. In addition, travel-related information for
providing community-based services and community engagement and systems support activities need to
be entered—per diems, lodging and transportation allowances for each cadre. Data can be entered in
local currency or as US$ as selected in cell D2, but it needs to be decided up front and not changed
later.

HRH2030 strives to build the accessible, available, acceptable, and high-quality health workforce needed to
improve health outcomes.
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