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Abstract Brazil was the first developing country
to provide people living with HIV/AIDS (PLWA)
with comprehensive, universal, free access to an-
tiretroviral medicines (ARV). Pharmaceutical ser-
vices are considered a strategic action that has the
goal of providing access to rational use of quality
medicines while also promoting user satisfaction.
User satisfaction is a complex concept, and evalu-
ation models for pharmaceutical services for PLWA
were not found in the literature. Therefore, an
evaluation approach to help assess this issue had
to be developed. This article seeks to describe a
theoretical evaluation model of user satisfaction
with the dispensing of ARV, developed as part of an
Evaluability Assessment (EA). It presents a brief
review of the EA and user satisfaction and de-
scribes the development of models created during
the EA. The lessons learned in the process are pre-
sented as a conclusion.

Key words Evaluability assessment, Theoretical
model, User satisfaction, HIV/AIDS

Resumo O Brasil foi o primeiro pais em desen-
volvimento a fornecer medicamentos antiretro-
virais (ARV) de forma integral, universal e gra-
tuita as pessoas vivendo com HIV/Aids (PVHA).
A Assisténcia Farmacéutica é considerada uma
agdo estratégica e busca prover acesso a medica-
mentos de qualidade, com uso racional, promo-
vendo a satisfagao dos usudrios. Satisfacdo do
usudrio é um conceito complexo e modelos para
avaliarem servigos farmacéuticos para PVHA nao
sdo encontrados na literatura. Este artigo objeti-
va descrever o desenvolvimento de trés modelos
criados em um Estudo de Avaliabilidade (EA). E
apresentada uma breve revisao dos conceitos de
EA e de Satisfagdo do Usudrio. As ligoes apreendi-
das no processo sio apresentadas como conclusao.
Palavras-Chave Estudo de avaliabilidade, Mo-
delo tedrico, Satisfagdo dos usudrios, HIV/AIDS
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Introduction

Brazil was the first developing country to pro-
vide people living with HIV/AIDS (PLWA) with
comprehensive, universal, free access to antiret-
roviral medicines. The main objectives of the
treatment are to reduce viral load and improve
quality of life. It involves a long-term, continu-
ous use of medicines that may cause different
adverse effects and types of interactions.

Pharmaceutical services are considered a stra-
tegic action consisting of fundamental and inter-
dependent components including selection, fore-
casting, procurement, storage, distribution, dis-
pensing, and use of medicines"*. The operational
effectiveness of this set of components depends
on the adequate management of each of them, as
well as on coordinated planning at the three lev-
els of government administration — federal, state
and municipal — in the National Health System.
Pharmaceutical services can thus achieve the goals
of providing access to quality medicines with ra-
tional use while also promoting user satisfaction'.

Treatment of HIV infection requires frequent
contact between users and pharmacy services.
Such contact promotes an improvement of the
pharmacist-user relationship, which in turn will
result in the adequate counseling of clients re-
garding all aspects of rational use and drug ther-
apy. Therefore, dispensing has an informative and
educational role with a strong interactive inter-
face between program staff and users’.

Care for PLWA takes place in a dynamic sce-
nario, in which interactions with subjects reflect
the existence of multiple social practices. These
practices are permeated by concrete and sym-
bolic social relationships. Patients and providers
have different perceptions of issues such as pain
management, treatment options, and effective-
ness criteria. Such differences in perception may
influence user satisfaction.

User satisfaction is a complex concept, and
satisfaction evaluation models for any aspect of
pharmaceutical services for PLWA were not found
in the literature. Therefore, an evaluation out-
look to help assess this issue had to be developed.
In addition, the concepts of satisfaction proposed
in the studies found in the literature were judged
to be lacking.

The main purpose of this article is to describe
the creation of the three models developed in this
Evaluability Assessment (EA) of a National Eval-
uation of ARV dispensing program. The presen-
tation of models is emphasized due to the need
to implement these tools in evaluation practices

concerning both user satisfaction and issues re-
lated to pharmaceutical services.

The article presents a brief review of EA and
user satisfaction and describes the development of
models created during the EA. The lessons learned
in the process are presented as a conclusion.

Evaluability Assessment

Traditionally viewed as the initial step in an eval-
uation, the use of EA has expanded, and today it
is employed as a planning tool and an effective
method for clarifying the purpose of an evalua-
tion*®. In the evaluative process cycle, the assess-
ment usually concludes with the implementation
of the evaluation. Development of the EA allows
the evaluator to acquire important information
on the program’s theory and goals, as well as on
the potential use of the findings by the evalua-
tion’s stakeholders. Such findings include the clar-
ification of the program’s objectives and opera-
tion, its outcomes, and impact indicators. EA may
also promote a shared understanding among the
stakeholders of the required intervention and
evaluation®.

Contandriopoulos’” emphasizes that an im-
portant challenge of evaluation is to incorporate
the different expectations and interests of stake-
holders into its development, thus providing the
evaluators with important and representative el-
ements for a well-balanced judgment.

According to Thurston and Ramaliu®, an EA
can be viewed as a formative evaluation that uses
systematic inquiry and research methods. Thus,
evaluability assessments are particularly valuable
for managers who wish to promote organiza-
tional development, because they foster learning
and improvement in institutional life.

According to Trevisan?, the technique has
been used broadly in government programs, ac-
ademic studies and scientific research. While the
conceptions elaborated by renowned authors are
the most widely used, the form in which the EA
framework is applied can vary. The most recur-
ring data collection techniques in studies are doc-
ument reviews, field visits, and interviews. The
author stresses the importance of properly doc-
umenting and justifying review or changes to the
EA process and the addition of new models.

Thurston and Potvin® propose a review of EA
in order to turn it into a participative tool to plan
evaluations instead of constituting a merely tech-
nical procedure applied on a single occasion at the
beginning of an evaluation. From this perspec-



tive, EA could be applied at any moment of the
evaluation planning and review. The authors view
EA and evaluation as tools to promote social
change. They define six important elements for
the execution of EA: a) selection of an evaluability
assistant — key stakeholders must be involved in
the selection of evaluability assistant(s); b) identi-
fication of stakeholders; ¢) identification and eval-
uation of critical documents; d) development of
the program’s logic model and the evaluation plan;
e) establishment of agreements to perform the
evaluation; f) identification and evaluation of time
factors and other required resources.

According to the authors, the desired prod-
ucts of an EA are a detailed description of the
program, the main issues to be approached, an
evaluation plan, and an established agreement
among all stakeholders. Such products may eas-
ily become a formal program evaluation pro-
posal. Ideally, they should be developed simulta-
neously to the program’s planning, from begin-
ning to end. Thus, both processes, EA and pro-
gram planning, should be connected and inform
one another®.

Object of Evaluation: User Satisfaction

The evaluation of health programs or services
from the point of view of their users has been
gaining importance, because they can provide
health care managers with valuable information
on how to improve health care. Users define stan-
dards for good quality, and identify the most sig-
nificant aspects of the care received to be consid-
ered in the evaluation. Moreover, user satisfac-
tion evaluations focus on the relationship between
the users’ system of values, beliefs and experienc-
es, and the health service system. Data on satis-
faction might inform whether the relationship
pattern established between health care provid-
ers and users meets the latter’s expectations,
which are permeated by subjectivities and con-
crete health care needs".

In the Brazilian context, the incorporation of
satisfaction surveys in studies examining the
country’s public health system has to take into
account the recent advances in the system’s com-
munity participation mechanisms'. Encourage-
ment of community participation in Brazil is pre-
mised on the idea that well-informed users can
evaluate, intervene, and propose changes to im-
prove the system. Methodologies that include the
user’s views are part of a framework that reaf-
firms the principles of individual and social rights,

like those expressed in the concepts of human-
ization and patient rights''.

Ware et al.”? view satisfaction as a multidimen-
sional construct in which the attitudes of patients
are influenced by different care features. These atti-
tudes relate to providers and services, and each of
them has different effects on satisfaction.

Esperidido and Trad" listed four main theo-
retical approaches for understanding user satis-
faction, based on: attitude, in which satisfaction
is viewed as the individual’s evaluation of certain
aspects of the service received; discrepancy, where-
by the level of satisfaction is estimated as the dif-
ference between expectation and perception of the
experience; fulfillment, or the difference between
what is desired and what is obtained; and equity,
in which individuals base their evaluation of the
services in terms of personal input and output,
and through comparisons with what is obtained
by others, which introduces elements of social
comparison.

There are models stating the importance of
patient features, such as expectations, age, gen-
der and schooling, on satisfaction. According to
such models, these aspects should be described
and controlled in the analysis, in order to sup-
port the validity of the conclusions'. Other mod-
els stress that certain aspects of care are discern-
ible by users, and that they affect the satisfaction
with care received with a certain degree of inde-
pendence!>!>17,

According to Ware et al.”?, although satisfac-
tion with health services is influenced by each
user’s unique combination of characteristics and
by other factors pertaining to the service, it is the
latter that are mainly responsible for determin-
ing satisfaction.

Construction of Models

The need for an evaluation of the work process
of medicine dispensing for the treatment of HIV/
AIDS was proposed by the STD/AIDS National
Program in Brazil. This program has been tak-
ing efforts to structure its evaluative activities,
including the creation of a specific sector to deal
with such issues.

Our work began with the composition of a
General Coordination Group (GCG). The group
included researchers with significant academic
achievements and experience with evaluations in
the field of pharmaceutical services, and manag-
ers of the STD/AIDS National Program sectors
that would run the evaluation, namely Unit of
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Care and Treatment, and Evaluation Assistance.
To support the cooperation efforts of all the ac-
tors, focal points were identified to represent the
groups involved in the evaluation coordination.

In the initial meetings, the object of the evalu-
ation and the intentions regarding the use of the
results were defined. In consonance with the Bra-
zilian organization model for the health system
and the guidelines of the National Program,
which states that the subjects are active partici-
pants, it was determined that the evaluation
should contemplate the characteristics of users
and suggest recommendations to improve the
services provided. In the review of the literature
the approach proposed by Ware et al.'> was con-
sidered an adequate framework for the models
to be constructed.

In the meetings with the GCG, the Evaluation
Operational Group was created. This group was
responsible for selecting and analyzing formal
documents (ordinances and resolutions) and in-
formal documents (texts from the internet and
materials by NGOs) on medicine dispensing, as
well as consulting with the professionals in charge
of managing and executing medicine dispensing
to PLWA. These activities supported the descrip-
tion of pharmaceutical services and of the dis-
pensing component.

In order to raise awareness among managers
and users, and to broaden the debate on the eval-
uation and its purposes, the project was present-
ed to representatives of state-level administra-
tions and to activists selected by these stakehold-
ers, through a videoconference organized by the
STD/AIDS National Program.

Concurrently, a web-based discussion list
with leading actors of social movements fighting
against AIDS was used to promote our proposal
and gather valuable information about concrete
daily situations experienced by people who use
the dispensing units. This allowed the inclusion
of views and values independent from the official
perspective and provided a baseline for user sat-
isfaction issues.

After defining the activities that comprised the
dispensing process and constructing the dimen-
sions structuring user satisfaction, the materials
were once again presented for discussion with
the stakeholders.

The development of the first model was meant
to outline explicitly the dispensing process and
its stages. The second model aimed at understand-
ing the factors potentially involved in the phe-
nomenon of user satisfaction with health servic-
es. The third model had the purpose of integrat-

ing both approaches, signaling aspects to be in-
vestigated operationally. The models and the steps
taken to construct them are presented in the fol-
lowing sections.

Models

Faced with the challenge of evaluating user satis-
faction with the dispensing of ARV, we sought to
address the question through the development
of three models, namely: a) Dispensing Logic
Model; b) Theoretical Satisfaction Model; and c)
Theoretical Evaluation Model of User Satisfac-
tion with dispensing.

We have tried to address two different issues,
that is, first to clarify our evaluand object and
second to look for a plausible evaluation model.
To clarify our object, we looked at two main
points. First, we described the intervention in-
cluding the chain of planned activities. Then we
built a theoretical satisfaction model to account
in the dispensing logic model, for mediators that
express interactions which contribute to explain
whether or not the program achieves the expect-
ed effects. Logic models generally emphasize the
technical components of a program, and theo-
retical models emphasize presumed factors that
might influence the magnitude of the effects. For
example, to assess the dimensions of satisfaction
with availability, opportunity and accommoda-
tion, mediators such as gender, race, engagement
in HIV/Aids activism and the decision-making
flow need to be addressed.

Finally, the development of a theoretical eval-
uation model of user satisfaction with dispens-
ing detached from the two previous models aims
to emphasize the hybridization of the program’s
technical description with the theory of the eval-
uand subject, as well as the need to add a causal
path highlighting context moderators to the eval-
uation approach.

Dispensing Logic Model (DLM)

The Dispensing Logic Model (DLM) is a use-
ful tool to clarify the intervention’s technical com-
ponents characterizing the flow among these
components, which allows the program to func-
tion. It is a fundamental step in the construction
of program evaluation models'®.

In the context of our investigation, discus-
sions with stakeholders and consultation of doc-
uments showed that the dispensing process was
not formally defined. The GCG decided to use



the publication “Assisténcia Farmacéutica para
Gerentes Municipais” (Pharmaceutical Services for
Municipal Health Managers) as a reference for
this model, since this book has been often em-
ployed for training purposes.

The DLM (Figure 1) presents the technical
components required for achieving the main goals
of dispensing: promotion of rational use of med-
icines and enforcement of compliance with the
prescribed regimen. The components considered
in the model, which will be taken into account
regarding satisfaction, are: welcoming, prescrip-
tion check, separation and preparation of medi-
cines, delivery of medicines, counseling. For each
technical component, the DLM also considered
its required input and activities.

For the purposes of this article, activities are
understood as the organized work developed to
achieve any planned objective. Input is defined as
any resources used to make the planned action
occur.

Welcoming begins at the moment the user
arrives at the pharmacy, including his/her inter-
action with the pharmacy worker. This stage is

influenced by factors related to the quality of the
waiting area, particularly by the attitudes and
behaviors of the provider when approaching us-
ers. Previous descriptions of dispensing activities
do not include welcoming as one of the compo-
nents of dispensing, but it was added to the model
following suggestions given by users.

When checking the prescription, the pharma-
cy worker is expected to confirm whether the
medical prescription is written in ink, in full, leg-
ibly, using the official nomenclature and system
of weights and measures. The check also verifies
that the prescription contains proper directions,
the date, and legal requirement such as the health
professional’s signature, office or home address,
and registration number in the respective pro-
fessional board. Regarding nomenclature, the use
of acronyms and abbreviations for the name of
the medicine does not exempt the prescription
from including the name of the medicine in full”.

Separation and preparation of medicines in-
volves the proper identification of what is speci-
fied in the prescription regarding both the drug
and its preparation. Depending on the routine

Separation and Delivery of
‘ Welcoming H‘ Prescription check H preparation of Medicli'z;es > Counseling
l Medicines l l
To provide To check compliance To remove the To review product To provide user

specific services
according to
guidelines.

To follow
recommended
principles of
privacy, cordiality
and dignity.

To delivery
services in
environment that
fit user’s needs
such as seats,
drinking water,
restrooms.

of prescription to
best practice (written
in ink, in full,
legibly; utilization of
official
nomenclature,
system of weights and
measures; proper
administration/direct
ions for use of
medication; date and
professional’s
signature, office or
home address, and
registration number
in respective
professional board).

products from shelf
following a
identification of the
active ingredient and
the medicine
preparation.

To match
prescription and
delivered product.
To process medicines
as needed.

To provide servicese
according
recommended timing
and accuracy
procedure are the
operation’s accuracy

specifications
according to
prescription to fill
administrative and
technical reports.
To clear up user’s
potential doubts as
to the product or
directions for its
use.

information related
to medicine intake
such as concurrent
use with foods and/or
other medicines or
drugs (e.g. alcohol).
To emphasize strict
adherence to dose
schedules and
treatment duration.
To clarify side and
adverse effects.

and time.

DISPENSING

Ficura 1. Dispensine [ ocical Model
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established by the service, the pharmacy worker
performing the activities may have greater or
smaller decision-making power.

Delivery of medicines refers to these specific
activities: rechecking and recording product spec-
ifications according to what is being prescribed,
reporting and interacting with the prescriber. The
recording process can vary according to the type
of product, as certain medicines might be subject
to special control or under a protocol. The inter-
action between the dispenser and the prescriber
aims to clarify any doubts that may arise in rela-
tion to the product, or to information on its use.

The last technical component in dispensing
involves counseling, which includes providing in-
formation on the use of medicines, explaining
interactions with food and/or other medicines,
recommending strict compliance to dose sched-
ules, and describing adverse effects.

In addition to visually depicting the compo-
nents related to satisfaction, the DLM is a tool for
the integration of management activities and pro-
fessional practices. Moreover, the DLM facilitates
the establishment of more adequate monitoring
systems, since certain activities that can improve
the work process and increase user satisfaction if
well executed are made explicit in the model.

Theoretical Satisfaction Model (TSM)

The following step yielded the Theoretical
Satisfaction Model, providing an exploratory lit-
erature review on satisfaction and its indicators
(for patients, clients, users, or consumers). The
period reviewed was from 1980 to 2005, and the
databases consulted were Medline (National Li-
brary of Medicine) and Lilacs (Latin American
and Caribbean Health Sciences Literature). The
WHO (World Health Organization) website was
also used to obtain documents related to the con-
cepts of interest. The keywords used in the review
were: patient satisfaction, user satisfaction, phar-
macy, pharmacy services, evaluation, health ser-
vices, responsiveness, and humanization, in En-
glish and Portuguese. The references included in
the reviewed papers were also used to locate in-
teresting articles for discussion. A review of sev-
eral instruments previously used to measure sat-
isfaction was also performed'>!*1617:20-21,

This study accepts that satisfaction is related
not only to a direct reaction of users to the servic-
es provided, but also to their history and expecta-
tions regarding the solution to problems, includ-
ing subjective and objective aspects of their judg-
ment of the service’s performance!'. The TSM

considers that previous experiences with health
services create or modify the users’ expectations
towards new experiences (Figure 2). The percep-
tion that emerges from the current experience,
permeated by these expectations, will influence
development of the users’ opinions and their re-
sulting evaluation (judgment) of the care received.
Also according to this model, other characteris-
tics of users, such as their preferences, culture,
and values, participate in the development of their
opinions and attitudes, including their degree of
satisfaction. This implies that, although under-
going the same experience, different individuals
may express diverse opinions in terms of their
satisfaction'. This understanding has led to the
need to assess aspects related to age, gender, eth-
nicity, the perceived role of the health system, and
socioeconomic factors as possible confounders
in the measurement of user satisfaction. Once the
effects of such factors are under control, it may be
possible to include the level of satisfaction related
to the experience with care in the evaluation.

In addition to allowing control over interven-
ing variables, the organization of this model helps
visualize the diversity of the intermediate aspects
that qualify and contextualize the relationship
between users and services. For example, it be-
comes possible to investigate how clients with dif-
ferent connections to the dispensing units will
judge the dimensions that influence satisfaction.
In Brazil, some PLWA may be treated by private
physicians and only come to public centers to pick
up their medicines, while others receive the entire
range of care they need in the public clinics.

Theoretical Evaluation Model (TEM)

To develop the third model, the Theoretical
Evaluation Model (TEM) of User Satisfaction with
Dispensing, the evaluation team and the stake-
holders agreed upon the evaluation question, the
focus of the evaluation, and the evaluation ap-
proach. The DLM and TSM were used as refer-
ence for the construction of this model, guiding
the investigation of how each main aspect — pre-
vious experience, expectations and perceptions —
of the TSM related to each dispensing activity.

The TEM specified what intervention compo-
nents would be evaluated, and described the di-
mensions and sub-dimensions applied to allow
subjects to judge the interventions. Evaluation di-
mensions can be previously defined cognitive cri-
teria or value categories applied to program com-
ponents. The matrix associating dimensions, sub-

Aimancinne and aneratinnal coamnnnente onf the



Predisposing or confounding factor

Previous experiences

socioeconomic factor

Expectations

established relations with

drug-provide system

perceived role
in health system

Perceptions of current experience

Subjective judgment of the dimensions

(structure) of satisfaction

cultural factors

USER SATISFACTION

Figura 2. Theoretical Satisfaction Model (TSM)

program provides a useful map to depict the de-
gree of user satisfaction (Figure 3).

The model shows that evaluating satisfaction
involves the way in which the users judge dis-
pensing, through components such as opportu-
nity, availability and accommodation. The cap-
tions in the cells identify the activity in the dis-
pensing process where the satisfaction compo-
nent could or should be evaluated by the user. In
this way, it is possible to assess user satisfaction
globally, by considering the six sub-dimensions,
and by measuring the evaluation according to
each component.

The specific focus of this evaluation is on how
users judge the activities comprising the interven-
tion considering their current experience rather
than the intervention’s effect on the target popu-
lation. This means that what is being evaluated is
the work process of the dispensing operation and
not the outcome of dispensing. For this reason,
the selected dimensions used to structure user sat-
isfaction were related to ‘access’? rather than ‘qual-
ity’”. Both, access and quality, are multi-dimen-
sional categories. Access constitutes a useful cate-
gory to summarize process evaluations, especial-
ly the operational aspects of actions that should

precede evaluations of the cause-and-effect rela-
tionship, as discussed by Santos and Natal*.
Quality, according to Donabedian®, involves op-
erational program dimensions (optimization, ac-
ceptability, legitimacy) and program effects (effi-
cacy, effectiveness, efficiency, and equity).

The concept of access to health services used
here relates to the adjustment between clients’ and
system’s features, that is, it refers to the relation-
ship between obstacles encountered in the search
for care (resistance) and the corresponding pop-
ulation capacity to overcome them, i.e., its “utili-
zation power”?**. Thus, access is understood as
amediating category, capable of approaching and
measuring the ability to create and offer services
(or products) and their actual consumption®.

The access and satisfaction categories repre-
sent heavily intertwined concepts” . According
to Penchansky and Thomas?®, problems with any
of the access dimensions influence client and sys-
tem fitness in three measurable ways: (1) utiliza-
tion of services; (2) shifts in user satisfaction; and
(3) patterns in the organization of care, including
less time devoted to each client and distortion of
the use of emergency care. Thus, access as pro-
posed bv these authors?? and modified bv WHO/
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MSH?™ supports operational evaluations and con- In Figure 3, three dimensions from the access
tributes to the establishment of some of the nec-  category (opportunity, availability and accom-
essary theoretical approaches to user satisfaction.  modation) are used to organize the structure for
The combination of the operational compo-  the evaluation of user satisfaction®?. These value
nents of the program and the evaluation dimen-  dimensions define theoretically the domain for
sions extended by means of sub-dimensions  the operational indicators of the intervention’s
opened the evaluation model for inclusion of other ~ evaluation, allowing one to grasp user satisfac-
judgment categories, such as humanization and  tion or dissatisfaction with the service provided.
responsiveness, which are critical in the context  Availability is defined by the relationship between
of HIV/AIDS treatment'"!, the type and quantity of products and services
Structure of satisfaction Focus of‘evalua'tlon —
e Dispensing activities
Di . Sub C Organlzatlon‘ .. . d l, f
imensions i ub- omponents | (pre-dispensing) Welcoming Prescription Separathn an De ivery o Counseling
imensions check preparation of Medicines
medicines
Distance/ (eqse to‘reach
accessibility unit, units
sufficient)
Organization of (h(i)Lll}’S Opeg to
. . i to - :
Opportunity | Convenience | S€rvice public, nee (Beginningand | (In time and for
PP v visit to one end of duration of
single place for treatment) treatment)
resolution of
problem)
Time expended (to arrive (in the line and the balcony)
for the user at the unit)
Choice of (choice)
providers and units
- enough medicines
Availability |Presence of |Medicine available ( avagilable and
Medicine for dispensing dispensed)
Technical (techll?}cﬂly
uality of A (check (dispense correctly) qualified,
gispenysing ccuracy everything) understandable)
Overall Quality of (individual )
Technical Medicin?s Y lassessment of quality)
Quality of Adverse effects (interfetes in
Medicines Resolution of well-being)
Symptoms (resolution capacity)
Appearance ‘ (color, shape, label)
. (hygiene of staff
Cleanliness and of facility)
Accommo- |Ambience (seats, water
dation Comfort cooler)
(ease in locating
the pharmacy
Signage inside the health
facility)
(opportunity to
discuss decisions
Autonomy and wishes)
(respect, courtesy,| . .
professional (interest in and
Interpersonal empathy, dedication to
aspects Dignity non-judgmental patient, needs )
attitude)
(identification of (information on
. person who (exposureof | treatment overheard
Confidentiality receives medicines ) by people not privy
meghcmes, to situation)
privacy)

Ficura 3. Theoretical Fvaluation Model (TEM)



needed and the type and quantity of products
and services offered; opportunity refers to the
existence of products and services at the time and
place in which they are required technically in
face of the users’ health conditions; and accom-
modation refers to the fitness between the char-
acteristics of the products and services and the
expectations and needs of their users.

Access also considers acceptability, which re-
fers to positive attitudes of both providers and
clients concerning procedures and practices®. As
discussed previously, accommodation is an im-
portant judgment dimension because it encom-
passes all aspects related to interpersonal rela-
tionships and ambiance. In this model, accept-
ability is diffused across the accommodation sub-
dimension.

Affordability, another dimension of access
which relates to costs, service prices, and the cli-
ents’ ability to pay, was not included in this mod-
el, since in Brazil access is universal and free for
all persons with HIV who need treatment, as pro-
vided under Law 9.313/96%.

The dimensions chosen for the model were
divided into sub-dimensions (Figure 3). The sub-
dimensions were selected based on the literature
covering access and user satisfaction, as well as
the instruments used to measure user/patient
satisfaction®'»'7***, Such sub-dimensions are:
(a) convenience, which refers to the distance/ease
of geographic access, organization of the service,
amount of time spent by the user accessing ser-
vice or different health units; (b) availability of a
specific medicine in the pharmacy in the amount
prescribed; (c) technical quality of dispensing,
referring to the providers’ competence and ad-
herence to the essential components of dispens-
ing; (d) technical quality of medicines, including
the packaging and labeling of the medicines, ad-
verse reactions, and resolution of symptoms; (e)
ambiance, relating to the characteristics of the
setting where care is provided (facilities should
be consistent with minimum conditions includ-
ing shelter, cleanliness, signage and clean drink-
ing water); (f) interpersonal aspects, relating to
the dispensers’ attitude towards users and includ-
ing respect for autonomy, for dignity, and for
confidentiality of information.

Among the several sub-dimensions covered
by the accommodation dimension, user percep-
tion of the quality of the dispensing process and
of the medicines provided was assessed. Evidence
observed after the application of the model sug-
gests that these sub-dimensions should be re-
viewed, since the various components did not

provide the accuracy required to explore the dif-
ferences in the perceptions of users and provid-
ers regarding technical quality.

Lessons Learned

The literature showed that few studies have been
published on user satisfaction with ARV dispens-
ing. Therefore, there was an urgent need to de-
velop and test models that contribute to the eval-
uation of medicine dispensing, including user
satisfaction with this activity.

Program evaluations that use theory as a
methodological strategy employ the construction
of logic or theoretical models as a necessary part
of the evaluative strategy'****”. However, the con-
struction of evaluation models has received little
attention from the theoretical point of view in
the literature®. Articles on evaluation studies, es-
pecially in the field of health care, follow the struc-
ture of traditional research, rarely, if ever, prior-
itizing evaluability assessments, model construc-
tion, or reflection on criteria and value judgments
of the evaluation process. Some authors'®%*%%
have shown that the use of theoretical/logic mod-
els is relatively simple and can be a useful tool in
evaluation, allowing the program to be treated in
depth, valuing its plurality, and explicitly specify-
ing its effects. In the current study, the visual rep-
resentations promoted the integration of differ-
ent points of view in the evaluation process, al-
lowing a broader understanding of the program
to be evaluated and the immediate incorpora-
tion of the results into the decisions, supporting
the improvement of the program.

The choice to use the concept of access, and
especially its relational user/service aspect, allowed
focusing on satisfaction regarding the program’s
function, i.e., dispensing activities. It should be
noted that the dimensions proposed by Penchan-
sky and Thomas* did not include the subjects’
expectations and wishes, but allowed for the in-
clusion of relevant aspects of the concept of satis-
faction found in the literature. The inclusion of
elements related to non-technical aspects of care,
such as autonomy, privacy, dignity, confidentiali-
ty and setting for the care provided, extended the
scope of the individual model of expectations and
wishes to “socially legitimized expectations”®.

The third model addressed the evaluation di-
mensions applied to the program components,
intending to promote the use of the evaluation’s
findings. The evaluation dimensions in the mod-
el are presented as a comprehensive matrix in
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order to clarify the judgment categories, the pro-
gram components and the tools used to collect
data needed for the evaluation process.

This EA involved different stakeholders from
the Brazilian STD/AIDS National Program and
allowed activists in the fight against AIDS to un-
derstand the role dispensing plays in comprehen-
sive pharmaceutical services provided to PLWA.
User participation in discussions on the aspects
to be evaluated contributed to the inclusion of
elements to the initial conceptual discussion. One
important example is the inclusion of welcoming
as one of the components in the dispensing struc-
ture. According to users, experiences are extreme-
ly diverse, ranging from situations in which per-
sons with HIV are greeted warmly to remarks
that express discrimination or discomfort by the
pharmacy workers assisting them. In any case,
for the participants welcoming is clearly crucial
for the relationship established in care and for the
expectations generated from that point on.

Moreover, the interface with the actors tak-
ing part in the EA presented issues related the
diversity of connections established between us-
ers and health systems and services. In the Bra-
zilian context: a) persons who already used the
public system to treat other chronic diseases, in
which case the difficulties with previous experi-
ences mean that they approach the AIDS pro-
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ment of models and in the writing. Luiza VL,
CGS Osorio-de-Castro and MA Oliveira parti-
cipated in the writing. All authors participated in
the revision of the article.

gram with low expectations, and, when they see
that the program works and treatment dispens-
ing functions regularly, their degree of satisfac-
tion may increase; b) PLWA without any previ-
ous experience with the public health system who
approach the system to receive ARV medicines
free of charge, in which case the expectations are
very particular in face of the absence of experi-
ences with this type of service; ¢) users known for
their participation as activists in movements
against AIDS, in which case the relationships es-
tablished with the service professionals often gives
them more power to speak out and negotiate.
Considering such diversity of connections and
previous expectations, we can see the challenges
and complexities inherent to the proposal of con-
structing models to represent the theory and the
functioning of a program.

The proposal to create models that allow to
periodically evaluate user satisfaction seeks to
contribute to critical evaluative judgment, which
is crucial for the emergence of strategies that en-
courage learning, reflection and overall improve-
ment not only of dispensing but also of evalua-
tion. The inclusion of the step-by-step construc-
tion of the models in the EA supports the elabo-
ration of more robust evaluation models as well
as the production of more legitimate and useful
evidence from evaluation practices.
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