
BACKGROUND

Among the anticipated benefits of differentiated service delivery models 

(DSD models) for HIV treatment are a reduction in costs to both providers 

and patients. Although this expectation is widely held, data on resource 

requirements of DSD models and their costs to patients compared to the 

standard of care (SOC) are sparse. As part of a larger rapid review of the 

published and gray literature on the implementation and outcomes of DSD 

models since 2016, AMBIT synthesized data from the subset of sources that 

provide estimates of provider- and patient-level costs of DSD models.

For the systematic review of published literature we searched PubMed, 

Embase and Web of Science and international HIV conferences since 2016. 

For the gray literature review, we used Google’s advanced search to include 

posters, presentations, and reports from websites of DSD implementing 

partners and ministries of health. Sources without a patient cohort, 

systematic or other reviews, mathematical models, and sources that 

provided no information on at least one outcome (coverage, uptake, clinical 

outcomes, cost/resource utilization, acceptability, and feasibility) were 

excluded. Models focusing on pregnant women in PMTCT programs and 

reports about PEP or PrEP were also excluded. From these comprehensive 

reviews, we then identified the subset of sources that contain estimates of 

the costs of DSD model implementation to providers (health systems) and of 

the costs (time or money) of DSD model participation to patients.

 DSD models saved patients substantial amount of money on travel costs 

and reduced time required to receive ART.

 The limited evidence available suggests a modest reduction in resource 

utilization per patient, which may or may not translate into budgetary 

savings for the provider, and a very small decrease in provider costs.

 Full results are available at https://sites.bu.edu/ambit/project-documents/.

 The AMBIT team is working on cost estimates for DSD models in Zambia, 

Uganda, Lesotho, and South Africa.  Expect results by early 2020!

 7 (8.2%) of 51 publications and 34 unpublished reports contained provider 

cost estimates.

Only 1 of the 7 studies estimated costs empirically, with patient-level 

resource utilization data.

 2 of the 7 studies estimated changes in clinic patient burden resulting from 

DSD implementation.

 The remaining 4 studies estimated costs based on guidelines for each 

DSD model, rather than on data generated during implementation.

Only 3 studies compared DSD model costs to those of standard care. 

 Results are summarized in Table 1.
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We found only one study since 2016 that used patient-level data to 

estimate provider costs (and even that study used guideline quantities for 

ARV and labs tests). 

Most studies report guidelines-based estimates, perhaps a reflection of 

the difficulty of collecting patient-level DSD model data.

 Studies reporting resource utilization (patient burden) only, provide no 

information on whether patient outcomes remained the same or how 

providers used the freed up time.

 Very few studies compared DSD model costs to those for standard care, 

making it hard to determine whether the models reduce total provider or 

patient costs.

Our review omitted estimates prior to 2016 and was not comprehensive 

for guidelines-based cost analyses.

DISCUSSION/LIMITATIONS

Country Model

Costs included 

DSD 
(USD) 
cost/ 

patient

SOC 
(USD) 
cost/ 

patient

% cost ↓ 
due to 

DSD
ARVs 

and labs
Clinic 
visits

DSD 
visits

Program 
costs

Empirical costing

Kenya1 Streamlined care 
model from the 
SEARCH study§

  

$285.52
Uganda1 $309.08

Resource utilization quantification 

Nigeria2 Multi-month scripting Metric = patient visits/day 32%

DRC3 Multiple models† Metric = patients/provider 202 409 51%

Guidelines-based costing

Malawi4 MMS
   

$121.41 $135.33 10%
FFT $120.73 $135.33 11%
CAG $122.30 $135.33 10%

Malawi5 Teen Club   $30

South Africa6 Youth care clubs   $48

Tanzania7 Community and facility 
 

$45 $108 58%

Community $20 $108 81%

Country Model name

DSD model SOC

Travel cost 
(USD)

Time or 
distance 

Travel cost 
(USD)

Time or 
distance

Facility based individual models 

Malawi4 Fast track refills** $2.30/year 20.9 hrs/year $7.00/year 74.7 hrs/year

Multi-month scripting $2.30/year 24.9 hrs/year $7.00/year 74.7 hrs/year

Out of facility based individual models 

South 
Africa8

Centralized chronic 
medicines dispensing 
and distribution

$1.07/visit 12.9% patients 
>1 hrs/travel 

time to pickup 
point

South 
Africa9

Community based 
ART pick-up points

83% reduction 
in travel 

cost/year

Tanzania10 ARV community 
delivery

$0.40/year $3.30/year

Uganda11 Community 
pharmacies***

9.0 waiting 
hrs/year

Healthcare worker led groups

South
Africa6

Youth care club*** 13.8 visit 
hrs/year

48.0 visit 
hrs/year 

South 
Africa8

Adherence club $0.80/visit 20% of patients 
> 1 hr/ travel 
time from AC

Client led groups

Malawi4 Community ART group $1.20/year 36.8 hrs/year $7.00/year 74.7 hrs/year

 6 sources reported patient costs, measured as travel costs and/or time 

spent.

 3 of these studies provided standard of care comparisons.

 Results are summarized in Table 2.
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