MAP-IT FIDELITY TOOLS
TOOL 1:  FIDELITY TOOL FOR ADHERENCE FOR PRACTICE FACILITATORS (MONTHLY, RCs ADMINISTER to the PFs): To measure the extent to which the PF intervention was implemented, as per protocol. This is a fidelity tool measuring Practice Facilitators’ adherence to the use of the 3E’s.
Date of tool completion (DD/MM/YYYY): ________________________________________ 
Facility Name: _______________________________________________
Assessment month: ____________________________ (i.e., for which month is the PF reporting their activities?)
Assessment year: 	□ 2023		□ 2024		□ 2025			 
PF name: ____________________________________________________
RC name: ____________________________________________________
A Research Coordinator should meet with the Practice Facilitator in a one-on-one session to discuss the following questions and respond to the questions in the table below on intervention activities monthly: 

	Adherence Measure
	Definition

	Frequency
	The number of interactions for intervention delivery using the minimum number of on-site visits specified in the protocol for the PF strategy.

	Duration
	The length of each interaction for intervention delivery.

	Content
	The “skills or knowledge an implementation seeks to deliver to its recipients.

	Coverage
	The number of participants who received the implementation strategy as intended.





	PF component
	Adherence Measure
	Activities 
	Yes/ No
	Follow-Up Questions

	Data Source

	Engage the HIV nurses
	Frequency & Duration
	Did the PF call the community nurses at least once within the month? 
	
	What were the barriers and facilitators to making one call each month?




	Visit/ call monitoring log verified 

	
	Frequency
	Did the PF visit the community nurses on a monthly basis to observe and supervise them in performing their duties? 


	
	Please specify the dates the PF observed and supervised the community nurses:





	Visit/ call monitoring log verified

	
	Content
	Did the PF provide feedback to the community nurses in terms of their performance? 
	
	Briefly summarize the feedback provided: 




	

	
	Content
	Did the PF identify any challenges with the community nurses, if any? 
	
	What challenges were identified and what strategies were used to overcome those challenges? 




	

	
	Content
	Did community nurses and the PF discuss and address barriers that they may have in performing their duties?
	
	What were the barriers and how were they addressed? 






	

	Enhance the HIV nurses 
	Content
	Did the PF and community nurse(s) undertake a SWOT analysis within the month?
	
	What were some SWOT answers received?





	

	
	Content
	Did the PF and community nurse(s) discuss the outcome of the SWOT analysis?
	
	Please share examples of outcomes discussed:





	

	
	Content 
	Did PF share hypertension materials, engage with community nurses and create “Ask an expert forum” on WhatsApp environment?
	
	What are some examples of materials shared?





	

	Evaluate the HIV nurses 
	Content
	Did the PF discuss the community nurse(s) goals and roles in HTN care?
	
	What are some goals identified by the community nurse? 




	

	
	Content
	Did the PF provide feedback about progress regarding goals and roles?
	
	Briefly summarize feedback provided to nurses:






	

	
	N/A
	Did the PF encounter any challenges working with the community nurses? 
	
	Please specify the challenges discussed:







	

	
	Content
	Did the PF monitor community nurses use of learning communities?
	
	Provide examples of how the PF monitored learning communities:







	



1. Was any component of the PF intervention modified i.e., added, refined, lengthened or shortened, or removed components? If yes, specify the modification(s) and include information on what and/or who prompted the modification: ___________________________
2. Were there outstanding issue(s) to address/follow up? If yes, specify: ________________________
Please add any final thoughts you had that were not captured above: 


TOOL 2: FIDELITY TOOL FOR ADHERENCE FOR HIV NURSES (MONTHLY, PFs ADMINISTER to the NURSES): To measure the degree to which nurses delivered TASSH according to intervention design. This is a fidelity tool measuring quality to assess community Nurses in their implementation of the 5A’s 
Date of tool completion (DD/MM/YYYY): ________________________________________ 
Facility name: _____________________________________________
Assessment month: ____________________________ (i.e., for which month is the Community Nurse reporting their activities?)
Assessment year: 	□ 2023		□ 2024		□ 2025		 
Name of community nurse(s): ___________________________________________________
Name of PF: ___________________________________________________ 
1. Did the community nurse engage or follow- up with the patient as expected? Yes/ No ____________
2. How many eligible patients were community nurses able to engage or follow-up with this month? _____________
3. On average, how often does the community nurse contact their eligible patients? ___________________


	5A’s Checklist (Ask, Assess, Advise, Assist and Arrange)  
	Yes/ No 
	Additional or Optional Questions 
	Data Source

	Ask: During the patient’s first visit, did the nurse create a list of standardized questions that the HIV nurse will ask the patient. Measure patient’s BP, if high, then ask the patient if they have been told they have hypertension. 
	
	
	

	During patient’s first visit, did the community nurse ask all eligible patients she/he met with in this month if they were aware of their hypertension status?
	
	What were the responses of patients on awareness of their hypertension status? 


	Case report form 

	Did the community nurse ask about the level of daily physical activity of ALL eligible patients’ she/he met with in this month?
	
	What are examples of physical activities that patients mentioned? 


	Case report form

	Did the community nurse ask about the smoking and alcohol status of ALL eligible patients’ she/he met with in this month?
	
	What was the patient’s smoking and alcohol intake status? 


	Case report form

	Did the community nurse ask about the diet of ALL eligible patients’ she/he met with in this month?
	
	
	Case report form

	Assess: Based on the BP level, measure their weight, height, blood pressure, waist circumference. Record the information on a treatment card. 
	
	
	

	Did the community nurse measure and record ALL eligible patients’ (i.e. study participants) BP for this month?
	
	
	

	During the patient’s first visit, did the community nurse measure and record ALL the eligible patients’ height in this month?
	
	

	

	Did the community nurse measure and record ALL the eligible patients’ weights  in this month?
	
	
	

	Did the community nurse measure and record ALL the eligible patients’ waist circumference in this month?
	
	
	

	COUNSEL: give clear advice on how they can modify their lifestyle behaviors (mention the benefits of modifying their behavior. 
	

	Advise: Counsel eligible patient on lifestyle behaviors like salt reduction, weight loss, taking BP medications and adoption of a healthy diet. 
	
	
	

	Did the community nurse mention the benefits of modifying their lifestyle to ALL eligible patients she/he met with in this month?
	
	Please list a few of the benefits of modifying their lifestyle mentioned: 




	Case report form

	Did the community nurses encourage ALL the eligible patients she/he met with in this month on eating more fruits and vegetables?
	
	
	Case report form

	Did the community nurses encourage ALL the eligible patients she/he met with in this month on reducing salt in their food?
	
	
	Case report form

	Did the community nurse explain to ALL the eligible patients she/he met with in this month on how they can modify daily physical activity to improve their health?
	
	
	Case report form

	Did the community nurse advise ALL the eligible patients she/he met with in this month on how they can modify their alcohol consumption to improve their health? 
	
	
	Case report form

	TREAT: Medication treatment according to the Nigerian Simplified Hypertension Protocol 
	
	
	

	Did the community nurse commence treatment in ALL eligible patients with high BP (≥140/90 mmHg and< 180/110mmHg)?
	
	

	Case report form

	Did the community nurse commence treatment in ALL eligible patients according to the Nigerian Simplified Hypertension Protocol?
	
	
	Case report form

	REFER patients with complicated hypertension to physicians for further care. 
The nurses will refer patients with BP 180/110 or those with stroke, diabetes, chronic kidney disease, heart failure, heart disease, or pregnancy to physicians for further care.
	

	Assist (Provide information about referral)
Arrange (Ensuring adherence to referral and follow-up)
	
	
	

	During the patient’s second and subsequent visit, did the community nurse refer ALL the eligible patients identified with complicated hypertension to secondary health centers? 
	
	What were barriers or facilitators to referring patients with severely elevated BP? 







	Case report form

	During the patient’s second and subsequent visit, did the community nurse assist ALL the eligible patients with complicated hypertension to the nearest secondary health center? 
	
	Were there any barriers to finding the nearest health center to access care for the patient? 









	Case report form







TOOL 4: TOOL FOR RESPONSIVENESS AND QUALITY (MONTHLY, SELF-ADMINISTERED BY THE NURSES): To measure the level of nurse’s engagement with, and acceptance of the TASSH intervention, as well as the skills communication.
Date of tool completion (DD/MM/YYYY): ________________________________________ 
Facility Name: _______________________________________________
Name of Community Nurse: _________________________________________________
	
	STATEMENT
	Response (0 = Never; 1= Sometimes; 2 = Usually; 3 = Always; 4 = Not applicable)
	Comments/Notes

	1
	I felt confident in my ability to ask a patient’s hypertension status
	
	

	2
	I was fully aware that high blood pressure can cause heart attacks, diabetes, cancer and/or stroke
	
	

	3
	I felt confident in my ability to ask a patient’s level of physical activity, diet, smoking and alcohol status
	
	

	4
	I felt confident in my ability to measure and record a patient’s hypertension status 
	
	

	5
	I felt confident in my ability to measure and record a patient’s weight, height and waist circumference 
	
	

	6
	I felt confident in my ability to encourage my patients to eat more fruits and vegetables
	
	

	7
	I felt confident in my ability to encourage my patients to reduce salt in their food
	
	

	8
	I felt confident in my ability to encourage my patients to be more physically active
	
	

	9
	I felt confident in starting the treatment in patients with BP ≥140/90 mmHg, 
 and < 180/110mmHg and< 180/110mmHg
	
	

	10
	I knew the treatment explained in the Nigerian Simplified Hypertension Protocol very well
	
	

	11
	I felt confident in my ability to refer patients who had severely elevated BP 
	
	

	12
	I felt confident in my ability to assist all patients with severely elevated BP to the nearest secondary health center 
	
	

	13
	I believe HIV patients with hypertension should be treated with the same respect as any other patient
	
	

	14
	I believe it is especially important to work with HIV patients with hypertension in a caring manner  
	
	

	15
	I felt confident in my ability to clarify questions and offer additional advice
	
	

	16
	I carefully listened to what my patients were saying 
	
	

	17
	I felt that I was involved as much as I could during the patient visit
	
	




TOOL 5: TOOL FOR RESPONSIVENESS (ONCE EVERY 3 MONTHS) (EVERY 3 MONTHS, RCs ADMINISTER ON A SAMPLE OF 30 PATIENTS): To measure the level of patient’s satisfaction and acceptance of the TASSH intervention.
Date of tool completion (DD/MM/YYYY): ________________________________________ 
Facility Name: _______________________________________________ 
Patient ID: __________________________________________________
Name of RC: ________________________________________________
	
	STATEMENT
	Yes/ No or N/A
	Comments/Notes

	1
	The community nurse made me feel comfortable during my visit. 
	
	

	2
	The community nurse asked about, and recorded my BP and information regarding my lifestyle like diet, smoking, or physical activity. 
	
	

	3
	The community nurse advised me on hypertension management including lifestyle counseling like salt reduction, weight loss, taking BP medications and adoption of a healthy diet. 

	
	

	4
	I understood the advice I received from the community nurse and found it helpful.

	
	

	5
	The community nurse discussed and answered questions I have on the BP medication I am taking. 

	
	

	6
	I have a follow up visit scheduled with the community nurse. 
 
	
	

	7
	I feel encouraged to manage my hypertension after meeting with the community health nurse.

	
	


TOOL 6: TOOL FOR DIFFERENTIATION (EVERY SIX MONTHS, RCs ADMINISTER TO SITE SUPERVISORS/ADMINISTRATORS): To measure the unique features of the TASSH intervention that are distinguishable from other programs at the sites
Date of tool completion (DD/MM/YYYY): _________________________________________________________
Name of PHC: _______________________________________________________________________
Name of RC: _________________________________________________________________________
Are there initiatives/programs other than MAP-IT at the study sites?  	□ Yes	□ No (End Form Here)
	What are the other quality improvement initiatives/programs at the facility
	

	How long has the program/initiative been going on?
	

	What are the goals of the initiative/program?
	

	What are some of the specific Components of the initiative and how are they related to the MAP-IT study activities
	

	Who is the staff involved?
	

	What is the target patient population?
	

	Degree of Overlap between initiative and MAP-IT:  1 = no overlap,
2 = some overlap,
3 = significant overlap)
	

	What are some of the features of the initiative that are different from MAP-IT activities?
	

	What are the implications of the initiative to the MAP-IT study, if any?
	



