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I ntroduction

Tuberculosis (TB), one of the oldest diseases known to humankind, continues to claim roughly 2 million
lives each year. Approximately one-third of the world's population is infected with Mycobacterium
tuberculosis, the bacterium that causes TB. Each year, close to 9 million new TB cases occur. The
developing world is the worst affected with over 90% of all TB cases and TB deaths. Tuberculosis kills
more youth and adults than any other single infectious agent in the world today. The picture is even
bleaker when an individual is co-infected with HIV. Today, tuberculosis has become the leading cause of
death among HIV-infected individuals, accounting for about one-third of AIDS deaths worldwide. In
some of the worst affected countries in Sub-Saharan Africa, up to 70% of smear-positive pulmonary TB
patients are HIV-infected.

Despite these overwhelming statistics, great strides in controlling tuberculosis have been made. The
concerted efforts of public health authorities, clinicians, policy-makers, technical assistance agencies,
laboratory specialists and others have resulted in nearly universal application of the effective TB control
strategy — the DOTS strategy — with resultant decreases in the TB burden in many parts of the world.
Global TB mortality is decreasing. Critical to the successes achieved in tuberculosis control is the work of
nongovernmental organizations (NGOs)/private voluntary organizations (PV Os). The ninth World Health
Organization's global tuberculosis report expressly stated the important role that NGOs can and have
played in the fight to control TB:

“The increasing contributions of nongovernmental organizations (NGOs) and community groups are
clear expressions of the growing commitment of civil society to TB control. The work of these groups
puts patients at the centre of the DOTS strategy, and improves access to TB services in remote areas
and among disadvantaged and marginalized populations.” *

The CORE Group is committed to supporting NGOs/PVOs in their efforts to design and implement
effective TB control projects operating in collaboration with national TB programs. This Facilitators
Manual came out of the expressed need to strengthen the technical capacity of PVOs, particularly those
that are considering applying to USAID’s Child Survival and Health Grants Program for TB funding.
Based on input from the PV Os themselves, this Faciliators Manual is the blueprint for a course aimed at
building capacity in TB control programming among PV O field and headquarters staff. This course was
piloted in the Washington D.C. area in October 2004 and revised based on the lessons learned from that
experience. The present curriculum was used in a TB course held in Chennai, Indiain February 2006. As
the only course designed specifically for PV Os, we hope that this manual will be used by others wishing
to improve the technical quality of TB programs implemented by PV Os.

We wish you success and perseverance in the fight against TB.

The CORE TB Working Group

! Global tuberculosis control: surveillance, planning, financing. WHO Report 2006. Geneva, World Health
Organization (WHO/HTM/TB/2006.362).



TABLE OF CONTENTS

VI.

VII.

Useof theManual ................ccooviiiiinnn
Getting Started .......cooooviii
To Do list for Trainers and Participants ......
Agendaat aGlance.............coccevvennnnn.
Detailed Session Objectives....................

Session by Session Description and Detail ...

Appendices:

A. Self Assessment Tool .........cceevneeeen.

B. Participant Notebooks and Materials ....

C. Participant Course Reading and Homework ..
D. CourseCase Studies ...........ccveevninennnnn
E. TB Case Detection Flow Diagram ............
F. TB Treatment Flow Diagram ..................
G. Course Pre/Post Test .........ccvvvineeinnnnnn.

H. CourseEvaluations ..........ccccoovvviiiin...

13

59

61

63

66

75

76

77

80



Use of the Manual

The purpose of this manual is to assist you to organize and facilitate a course on Tuberculosis Control
Programming for PV Os/NGQOs in your country or region. The CORE Group—an association of more than
44 International Non-Governmental Organizations—supports courses such as this as part of its mission to
“strengthen local capacity on a global scale to improve the health and well-being of children and women
in devel oping countries through collaborative NGO action and learning.”

The purpose of this course is to offer an overview of TB programming to PV O/NGO program managers,
or supervisors of program managers, that are interested in getting their organization involved in TB
programming for the first time (especialy if applying for the USAID Child Survival and Health Grants
Program (CSHGP), or improving/expanding their current TB work.

The course utilizes a practical hands-on curriculum that was developed in 2004, field tested in the US,
refined, and tested again in aregional workshop in Chennai, Indiain 2006. This curriculum is designed to
prepare PVO/NGO and partner staff to implement high quality TB control programming including
diagnosis, case finding, drug supply, information analysis and use, working with partners, communication
issues, incentives and enablers, private — public sector systems, and TB co-infection with HIV.

This manual provides step-by-step guidelines for facilitating this workshop. The manual includes
recommendations for who should attend the workshop, a recommended daily agenda, detailed
information to be presented in each session, learning objectives for all sessions, and examples of case
studies an resources that can be presented and discussed.

The fact that you have this manual, and are considering organizing a course, means that you have
recognized the magnitude of the TB problem in your country and understand that PV Os and NGOs have a
rolein scaling up prevention and control activities.



GETTING STARTED: Facilitators, Participants, and Logistical Arrangements

In this section we will lay out many of the issues to consider in preparation for the five-day course.
Recall that the overall purpose of the course is to offer an overview of TB programming to PV O/NGO
program managers, or supervisors of program managers, that are interested in getting their organization
involved in TB programming for the first time or improving/expanding their current TB work.

To accomplish this purpose we propose the following objectives for the workshop. By the end of the
workshop, participants will:

Understand the basic facts about tuberculosis from the individual to the global level.

Be familiar with the internationally recommended TB control strategy (DOTS)

Understand the range of potential rolesfor PVOsin TB control programming.

Understand the logical stepsto preparing a TB control project

Have evaluated whether their organization is appropriately positioned to pursue expanded TB control
programming.

= Have strategized about their organization's expansion and/or innovation in TB control programming.

= Have identified relevant institutional, human and technical resources for high-quality TB
programming.

Identifying Facilitators: Who should Teach the Course?
Identify an overall workshop facilitator—someone who will present the entire workshop and has good
leadership skills. This person will:

Act as aliaison among the organizers, presenters and participants

Make daily announcements and get the program started each day

Assure overall time management of the workshop

Organize different session facilitators who will teach and lead different sessions based on
their area of interest/expertise

Assure, along with session facilitators, that all presentations are loaded and saved onto a
computer

O O 0O
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During the course there are a number of sessions that can be presented by different facilitators based on
there are of expertise. Session facilitators should be chosen based on level of knowledge and skill on
topic to be presented, leadership and facilitation skills, and understanding of PVO/NOG role in TB
programming. It is recommended that session presenters be invited from partner agencies such as the
Ministry of Health TB Program, International Union Against TB and Lung Disease (IUATLD), WHO TB
Department, Stop TB Partnership, and PV Os/NGOs with good TB program experience.

I dentifying Participants: Who should attend this cour se?

It is recommended that participants fill out an application to determine their eligibility for the course and
ensure that they have the appropriate level of commitment, knowledge and experience. Participants
should be Manageria staff of PVOs or NGOs either headquarters or field-based, that are interested in
expanding TB control programming. They should have limited field experience in TB control
programming or wish to expand their TB control portfolio of activities are most appropriately suited for
this course. Ideally, an organization will be represented by a staff member both from headquarters and
from a field site. Individuals who are employed by a CORE member PVO should be given priority.
Independent consultants and other non-affiliated individuals should be accepted at the discretion of the
course organi zers.



CourseLogistics

You are encouraged to hire a full-time course manager—someone with experience in running and
managing workshops. This person can help with all the logistical activities such as identifying a location
for the course, handling registration, compiling participant notebooks and materials, scheduling site visits,
hiring a workshop rappatour, managing daily registration process, planning social events, and managing
transportation and participant travel.

Workshop Location
Ideally, the course location will be a conference center with adequate lodging nearby or a hotel where all
participants can stay throughout the course. Issues to consider:

o Small-group work is an important part of the agenda so the venue should have break-out
rooms.

o Break-out rooms should all have flip-chart stands, paper and markers for small-group
work.

o The plenary room must have a “PowerPoint”-type projector or overhead projector and a
large screen.

o The room should have microphones for speakers and maobile “floor microphones’ to
allow participants to ask questions.

Registration Fee

As this course provided hands on learning and professional development opportunities for the
participants, It is recommended that a registration fee be charged and collected prior to arrival to the
course. A Minimum of US $100 is considered reasonable.



GETTING READY FOR THE COURSE: TheTO DO LIST for Trainersand Participants

Upon Registration

Participants receive via email logistical information: start and end dates/times, location, and travel
guidance/directions. Participants are advised that more detailed logistical guidance will be sent a few
weeks prior to start of the course. Participants are also clearly advised on which expenses they/their
organization will be expected to cover and what will be provided by the course organizers. Finally,
participants will be reminded to make necessary travel arrangements (including obtaining visas if
necessary) well in advance. A letter of invitation will be attached as needed.

Participants are required to supply their specific travel plans to the course organizers as soon as
reservations are made and at least one week prior to the start of the course.

One Month Prior to Course

Participants are sent their pre-arrival assignments.

Assignment # 1. Participants are asked to:

= know their organizational capacity and plans related to future or current TB control programming;

= sdect a particular country or region(s) where their organization currently has or is considering
initiating TB control programming;

= collect and bring to the course relevant background materials including available TB epidemiol ogical
data (and HIV epidemiological dataif appropriate) from their chosen country/ares;

= obtain and bring a copy of the National TB Program (NTP) action plan or manual from the selected
country (this may be possible for PV Os with an in-country office in the chosen country). Guidanceis
offered on where and how these documents and data may be found;

= be prepared to design or revise/expand a TB control intervention or set of interventions for their
organization as part of the final exercise of the course.

Before coming to the course, participants are encouraged to discuss the location and design of the TB
intervention they will propose at the course with their supervisors or relevant organizationa staff.

Assignment #2. Participants are asked to:

= complete enclosed pre-course reading

= OPTIONAL: complete accompanying questions on reading and bring to course (note: if these are
used, answers must be provided on Day 1 and, if possible, time allotted for discussion).

Course organizers must follow-up with participants who haven't sent in travel information or
assignments. Offer help or guidance to participants as heeded, especially with assignment #1.

Two Weeks Prior to Course
Information sent regarding transportation from airport to course site.

Assemble participant course notebooks with readings, copies of powerpoint presentations, and other
course documents. Compile additional background or reference materials to be distributed to participants
at the course.

OneWeek Prior tothe Course

Obtain copies of PowerPoint presentations and arrange for necessary media and equipment for every
session. Load presentations onto computer and check all A-V tools. Obtain and organize general
supplies and equipment.



Cour se agenda at a glance:

#

w

10

11
12

13
14

15

DATE
DAY OF ARRIVAL
Registration
Dinner
Stories of TB

DAY 1

Registration

Introduction

TB-the patient and disease & DOTS
Strategy

BREAK

TB as a global health crisis

TB case detection and diagnosis
Role of the laboratory

LUNCH

Visit to smear microscopy lab and
regional lab (where cultures
performed)

Daily Evaluation/Announcements

DAY 2

TB treatment

Managing TB drugs
BREAK

Recording and Reporting
Policy and advocacy
LUNCH

Intro to TB project design project
Supporting Patients and DOT - part 1
BREAK

Supporting Patients and DOT - part 2
Daily Evaluation/Announcements

DAY 3

Supervision, Monitoring and
Evaluation

Visit to TB clinic

LUNCH

Debriefing of TB clinic visit
Partnerships in TB Control
MDR-TB

BREAK

Pediatric TB

DURATION

1 hour
30 minutes

1 hour

45 minutes
15 minutes
45 minutes
1 hour
30 minutes
1 hour

3 hours
5 minutes

1 hour
1 hour
15 minutes
1 hour
1 hour
1 hour

45 minutes
1 hour

15 minutes
1 hour

5 minutes

1.5 hours
3 hours

1 hour

30 minutes
45 minutes
45 minutes
15 minutes
45 minutes

TIME

6:00-7:00
7:00-7:30

8:30-9:30

9:30-10:15
10:15-10:30
10:30-11:15
11:15-12:15
12:15-12:45
12:45-1:45

1:45- 4:45
4:45-4:50

8:30-9:30
9:30-10:30
10:30-10:45
10:45-11:45
11-45-12:45
12:45-1:45

1:45-2:30
2:30-3:30
3:30-3:45
3:45-4:45
4:45-4:50

8:00-9:30
9:30-12:30
12:30-1:30
1:30-2:00
2:00-2:45
2:45-3:30
3:30-3:45
3:45-4:30



16
17

18

19
20

21

22

Daily Evaluation/Announcements

DAY 4

TB & HIV

PPM/Private Sector-part 1
BREAK

PPM/Private Sector-part 2
Changing Behavior/Training
LUNCH

Work on project design with facilitator
Visit to a PPM site or to a private
practitioner's office

Daily Evaluation/Announcements

DAY 5

Project design presentations (1st
half)

BREAK

Project design presentations (2nd
half)

LUNCH

Closing--review course highlights,
discuss follow up and present
certificates

5 minutes

1 hour
1 hour
15 minutes
30 minutes
1 hour
1 hour
1 hour

3 hours
5 minutes

2 hours
15 minutes

2 hours
1 hour

1 hour

4:30-4:35

8:30-9:30
9:30-10:30
10:30-10:45
10:45-11:15
11:15-12:15
12:15-1:15
1:15-2:15

2:15-5:15
5:15-5:20

8:30-10:30
10:30-10:45

10:45-12:45
12:45-1:45

1:45-2:45



TUBERCULOSIS SESSION SUMMARY

TITLE OBJECTIVES KEY MESSAGES
1. Tuberculosis—The Patient and Understand how TB is transmitted and its v' TB is primarily spread through airborne
the Disease pathogenesis. transmission to those in close contact (e.g., shared

Be familiar with the DOTS strategy, the
internationally recommended strategy for TB
control.

living space) with an untreated TB patient when
s/he coughs TB bacteriainto the air.

The DOTS strategy, which targets infectious adults
TB cases, has become the internationally accepted
approach to controlling TB worldwide.

2. TB asaGloba Hedth Crisis

Understand the current global epidemiology of
tuberculosis

Have discussed why the global health crisis
exists

Many different factors—poorly managed TB
control programs in the past, the HIV epidemic,
poverty—have led to an increase in TB worldwide,
resulting in aglobal crisis.

3. TB Case Detection and
Diagnosis

Understand the global case detection goal and
the rationale for passive case finding under
DOTS

Have identified barriers to case detection and
interventions to improve the case detection

rate

Know why sputum microscopy isthe
recommended diagnostic method for DOTS over
other methods.

Understand the overall TB diagnostic algorithm

Theinternational target for case detection of smear
positive TB casesis 70%.

Treatment success rates must be at 85% or above
before active case finding is appropriate.

The process from the first sign of symptomsto a
definitive diagnosis of TB is complex; errors and
drop-outs can occur at al stages of this process.
NGOs can play arole inimproving case detection
by finding ways to reduce barriersto care seeking
(e.0., stigmareduction).

Sputum microscopy is the recommended method for
diagnosing TB under the DOTS strategy. It
identifies the most infectious cases of TB.

4. Role of the Laboratory

Understand the structure and functions of a
comprehensive TB laboratory system within the
DOTS strategy

Be able to identify the type of technical
expertise which is needed in this area and where
it can be

obtained

Have visited alaboratory and observed sputum
smear preparation and mycobacterial culture
processing

Have examined a sputum smear under a
microscope

A comprehensive laboratory network must bein
place for DOTS implementation.

Adeqguate measures for quality assurance of
laboratory services need to be carried out.

Sputum microscopy is the recommended method for
diagnosing TB under the DOTS strategy. It
identifies the most infectious cases of TB.

5. Tuberculosis Treatment

Understand the patient classification scheme
Understand the basic TB regimens for the

v' TB patients should be classified and treated

according to WHO international guidelines.




different categories of TB patients and how to
monitor treatment

Be aware of different models for delivering
directly observed therapy (DOT)

Have completed a patient treatment card

TB iscurable. However, treatment is complicated,
requires DOT, and is for a minimum of 6 months.
If patients do not take their medicines correctly or
regularly, they will not convert their sputum to
smear negative after 2 months of treatment and
will not be cured at the end of treatment.
Furthermore, taking TB drugs irregularly may lead
to the development of drug resistance.

6.

Managing TB Drugs and
Supplies

Understand the elements of drug supply and
management—from national to facility and
community levels—as they pertainto TB
programs

Have analyzed areal-life case study of
problematic TB drug management

Have considered options for PV ONGOsto link
with other agencies for those elements of drug
management that are beyond their capability

It is essential to ensure an adequate supply of
quality-assured TB drugs for all patients started on
TB treatment.

PVO’s can have an important role in drug supply
management at facility and district levels.
National TB drug supply and management is
complicated and, therefore, best handled by
organizations with special skillsin this area, e.g.
governments, JSI, MSH.

The Global Drug Facility provides free quality-
assured TB drugs and monitors the use of these
drugs.

7.

Recording and Reporting/
Health Information System

Understand standard DOTS recording and
reporting forms and used them in exercises

Be acquainted with tools and techniques (e.g.
cohort analysis) to guide program management

Standard WHO recording and reporting forms
exist; their use by NTPs ensures consistency of TB
data collected worldwide.

Cohort analysisis at the heart of measuring
program performance. Data from cohort analysis
should lead directly to management action to
identify the reasons for poor outcomes and
corrective action to improve program performance.

8. Policy and Advocacy in TB Have identified areas of the system where policy Sustained political commitment to increase human
Programming plays arole, and possible advocacy activities and financial resources and make TB control a
Have identified key policy players from an priority is key to long term TB control
organizational overview of the NTP effectiveness.
Recognize the role of TB program datain Changesin political commitment and policies take
facilitating policy change place as the result of a defined process of gathering
data and using it to influence policy makers.
9. Introduction to Self Have been introduced to the self-assessment tool Each organization should assess their

Assessment and TB Project
Design Project

which will be used throughout the course to
guide project design planning.

Have considered their various partners, target
populations, and activities in preparation for

competenciesto identify potential areas of
collaboration with the NTP.




planning new or expanding current TB control
activities.

Will have begun preparing their TB project
design, applying the key elements learned in this
course

10. Supporting Patients during
Treatment: Directly Observed
Therapy

Appreciate the roles and responsibilities of a
DOT treatment supporter

Consider the advantages and disadvantages of
different DOT delivery options from the health
system and patient perspectives

Understand the obstacles/barriers to patient
treatment adherence and possible health system
responses

Understand the pros and cons to using
incentives/enablersin TB control programs
Recognize the potential incentive of
communitiesto support TB patientsin
completing their treatment

DOT can be provided by avariety of individuals
and in avariety of settings.

Patient-centered care (care responsive to a
patient’s social situation) is key to ensuring
treatment completion.

All DOT treatment supporters must be adequately
trained and supervised in their duties to ensure
delivery of high quality care.

TB treatment adherence is the responsibility of the
health system, not the patient. If adherenceis
poor, the health system must do something about
it, not just blame the patient.

Incentives and enablers may improve patient
adherence to TB treatment.

Community involvement can contribute to the
success of TB control activities.

11. Supervision, Monitoring and
Evaluation

Understand the role of supervision in
maintaining program quality

Be able to select indicators from the
Compendium of Indicators for Monitoring and
Evaluating National TB Programsto evaluate a
sample TB control program.

Have completed a cohort analysis, interpreted
the results, and developed possible management
responses to problems identified.

Recognize the value of documenting program
interventions for policy-making/advocacy
purposes as well as building the evidence base
for effective programming

Effective supervision, monitoring and eval uation
are key activities for identifying program problems
and ensuring quality is maintained.

Standardized international indicators exist for
monitoring and evaluating TB control program
components.

Innovative practices must be conducted within the
DOTS strategy framework.

Management Research can be used to help achieve
TB program goals.

Documentation of innovations is necessary to
build an evidence base which alows you to
advocate for change and attract funding.

12. VisittoaTB Clinic/Debriefing

Have toured a TB clinic in the public sector
Observed a provider-patient interaction
Observed the use of patient treatment cards and
the TB registry

Witnessed facility-based DOT, if possible

Based on debriefing




13. TB Control Partnerships:
Global and Local

Understand the typical NTP organizational
structure and primary functions

Be aware of other in-country TB control
partners

Be aware of global partners and initiatives, and
their rolesin TB control

The NTP oversees all TB control activitiesin a
country; therefore, all PVO TB control
programming must be planned in close
collaboration with the NTP. The NTP isthe PVO's
senior counterpart, even in situations where private
sector entities are delivering large portions of TB
services.

v' Several global agencies are contributing to TB
control and can offer opportunities for
collaboration.

v" PVOs should operate in partnerships.

14. Multiple Drug Resistant-TB Understand the differences in treatment between | v/ Managing MDR-TB is complicated and, therefore,
MDR-TB and drug-susceptible TB requires specialized expertise and services.
2. Understand the distinctive set of skills v' An effective DOTS program is the best means of
needed to manage MDR-TB preventing emerging drug resistance and must be
in place before MDR-TB management isinitiated.
15. Pediatric Tuberculosis Understand the differences between childhood v" Diagnosing TB isdifficult in children.
and adult TB. v Since children arerarely infectious, pediatric TB
Understand the difficulties in diagnosing and has not been a priority of the DOTS strategy.
issues related to treating TB in children. v'  BCG s effective at preventing disseminated forms
Understand the importance of TB prophylaxisin of TB in children but not effective in preventing
contacts under the age of 5. TB in adults.
Understand why pediatric TB has not been a
focus of the DOTS strategy.
Appreciate the role of BCG vaccination.
16. Tuberculosisand HIV/AIDS Understand the important connection between v' TB and HIV epidemics are fueling one another.
the TB and HIV epidemics HIV isresponsible for dramatic increasesin TB
Understand the treatment issues for TB in HIV- rates in Sub-Saharan Africa.
infected individuals. v/ TB and HIV control and services should be linked.
Identify the need for collaboration between TB Close collaboration is necessary.
and HIV/AIDS control programs and how v' TBiscurablein HIV infected patients. However,
linkages can be achieved. TB treatment is more complicated when patients
areon ARVs.

v"INH prophylaxis is indicated for HIV-infected
individuals with latent TB infection.

17. Role and Challenges of Be aware of the full scope of the private sector v" The private sector can include awide range of
Private Sector in TB Control Understand the important role that the private practitioners.
sector playsin TB control activities v' Collaboration between the public and private

Consider the consequences of alack of
collaboration between the NTP and the private

sectorsis necessary for effective TB control and
achievement of global targets.

10



sector
Know of examples of successful interactions
between NTPs and the private sector.

Barriersto collaboration between the public and
private sectors can exist on both sides and must be
fully explored before undertaking a collaborative
activity.

Some countries have established guidelines for
public-private collaboration.

18. Changing Tuberculosis
Personnel Behavior

Understand how we measure quality and
performance of TB control activities

Be ableto list and compare strategies that can be
used to improve TB control program quality and
performance.

Understand when training is (and is not) the
most appropriate response to poor quality or
performance

Application of the full range of strategiesto
improve quality and effectiveness of services
among TB control personnel islikely to be more
effective and often less costly than standard
training courses.

The best interventions for improving quality and
performance should be selected based on a needs
assessment.

Training is not the answer when lack of
information or skill is not the problem. Training
will not address other causes of poor performance
such as inadequate working conditions, low
morale, weak supervision, and insufficient
compensation.

All training needs follow up to increase the
likelihood of implementation of the new
knowledge.

19. TB Project Design Work
Time

Have identified all components of a project
proposal and the key partners associated with
each component.

Have identified specific roles for their
organization in the project design.

Have drafted a new or revised TB control
program and implementation plan

Each organization should assess their
competenciesto identify potential areas of
collaboration with the NTP.

20. Visit to Private Practitioner’'s
Office

Have toured a private practitioner’s office.
Observed a provider-patient interaction.
Spoken with a private provider about pros and
cons of collaboration with the NTP

Based on debriefing

11






EVENING BEFORE COURSE BEGINS
Participants receive course notebook and additional background/reference materials.

Group Dinner and Welcome
Following dinner, welcoming remarks from course organizers.

Storiesof TB —30 minutes

Explain will now give the opportunity for participants to meet their fellow participants. Ask participants
to find a partner at their table (someone not from their own organization), introduce themselves, and take
two minutes to discuss:

» What has been your experience—past or present, personal (including family, friends, etc) or
professional—with tuberculosis?

After 5 minutes, invite participantsto briefly share their stories.

Thank the volunteers for reporting and encourage all participants to continue this type of discussion and
share their experiences throughout the course.

13



INTRODUCTION
Participants enter room and take seats. Use of assigned seating optional.

OBJECTIVES: By the end of this session, participants will have:

1. Reviewed the course agenda and format, including the use of take-home exams to accompany the
reading assignments each evening.

2. Beenintroduced to the TB project design final project.

3. Reviewed the expectations for successful completion of the course.

PREPARATION:

TRAINER:

» |ce-breaker exercise

=  Summary of course agenda and TB design project
= Description of expectations of participants

TIME: 60 minutes

STEPS:
1. Welcome by Coordinating Organization Representative — 5 minutes

2. Welcomeand | cebreaker by Coordinating Organization Representative — 10 minutes

Ask the participants to move to one corner of the room based on their self-assignment of the
categories presented. As appropriate to the setting and the group, choose afew of the following
categories (or make up new ones). Start with afew general categories and then moveto the TB
specific categories. Asthe group dividesitself, take a moment to discuss each outcome.

General

~Favorite food group: vegetable, fruit, meat, sweets, carbs.
~Birth order: Single child, oldest, middle, youngest.
~Distance/time traveled to this course.

TB related categories
~Length of time directly involved in TB control programming: None, Less than one year, Oneto five
years, more than five years.

~Length of time directly involved in HIV/AIDS programming: None, Less than one year, Oneto five
years, more than five years.

3. General Introduction of Participants and Facilitators— 10 minutes
Introduce the facilitators/trainers, credentials. If participants did not introduce themselves at dinner to
entire group at the welcome dinner, then participants should introduce themselves now stating their
name and organization (optional: and one personal objective for the course).

4. Course Format Overview — 10 minutes
Direct students to the course agenda. Walk participants through the agenda, explaining the careful

selection of content, format of the course, with the overall objective being the ability to apply the
knowledge gained to design atechnically sound and well managed TB control project. Explain what
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those projects will be and that they will be presented in detail at the end. Certificates will awarded to
those who successfully complete a quality small group project.

Emphasize the following:

There will be amost no lecturing. Sessions will be begin with afacilitated discussion based on
the reading. Therefore, active reading of the homework assignments is required.

There will not be a standard pre- and post-test used. There will be sets of questions associated
with the topic each night which will be collected the following morning. These questions should
be used to guide participants' reading and comprehension of the material as they will stress the
main points of the topic.

Thefinal activity will be a group presentation of a TB project design appropriate for the location
selected by the participants. Each member of the small group is responsible for doing a portion of
the presentation.

A self-assessment tool has been created to help participants prepare for the project design final
project.

Asking questions at any point is encouraged. If time does not permit all questions to be addressed
immediately, participants are encouraged to approach facilitators during breaks, mealtimes and
evenings.

Y our thoughtful and detailed evaluation of the course, and your suggestions for improvement,
will be appreciated. At the end of each day participants will spend afew minutes completing
evaluation forms and ultimately fill out afinal evaluation form.

Receipt of a certificate of attendance requires ALL of the following: 1) all sessions are attended

in full, 2) participation during class sessions, 3) participation on the project design preparation,

4) participation on the project design presentation, and 5) completion of course evaluation forms.

Courselogistics. — 5 minutes

Starting, ending and break times, travel to site visits/other logistics related to site visits.
Breaks and medls.
Accommodations, phone, computer, etc, as applicable

Pre-test — 20 minutes

Distribute the pre-test and allow participants 20 minutes to complete.
Collect test and explain correct answers will be provided at the end of the week.
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SESSION #1: TUBERCULOSIS—THE PATIENT, DISEASE AND THE DOTS STRATEGY

OBJECTIVES: By the end of this session, participants will:
1. Understand how TB istransmitted and its pathogenesis.
2. Befamiliar with the DOTS strategy, the internationally recommended strategy for TB control.

PREPARATION

TRAINER

= Mr. TB Germ video, set up

= Prepare for facilitated discussion(s)

* Prepare 2-3 dlides of chest x-rays with cavitary lesions and healing
= Key messageslisted on aflip chart

PARTICIPANT
* Read Session #1 Readings in notebook

TIME: 45 minutes

STEPS:

1. Review the pathogenesis and transmission of TB — 20 minutes
View Mr. TB Germ video.
Ask:
» Did you learn anything from the video? What did you learn?
» What remains unclear about the pathogenesis of TB?

= Explainlatent TB infection vs. active disease (primary infection vs. re-activation).

= Explainthat most TB diseasein high TB incidence countriesis due to recent and repeated re-
infection.

= Show 2-3 dlides of chest x-rays with extensive cavitary disease and the response to treatment with
gradual clearing of the cavity. Explain the relationship between cavitary disease and the presence
of TB bacteriain the sputum.

2. Controlling TB: Discussion of the DOT S strategy — 15 minutes
Ask:
» What are the 5 components of the DOTS strategy?
» Why iseach necessary for effective TB control?

Emphasize:

= DOTSisbased on data-Dr. Styblo demonstrated cure rates improved from ~30% to over 80%.
= DOTStargetsinfectious adult TB cases.

= Thisisan ALL or NONE package.

= Explainthisisthe approach used throughout the world, including in resource-rich countries.

3. Closethe session — 10 minutes
Ask:
» What do you think are the key messages from this session?

List the responses from the participants on aflip chart. Then read the prepared the flipchart of Key
Messages. Compare the perceived and intended key messages.

KEY MESSAGES:
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TBisprimarily spread through airbornetransmission to thosein close contact (e.g., shared
living space) with an untreated TB patient when ghe coughs TB bacteriainto the air.

v" The DOTS strategy, which targetsinfectious adults TB cases, has become the
internationally accepted approach to controlling TB worldwide.

Answer any remaining questions on the pathogenesis and transmission of TB and the DOTS strategy.
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SESSION #2: TB ASA GLOBAL HEALTH CRISIS

OBJECTIVES: By the end of this session, participants will:
1. Understand the current global epidemiology of tuberculosis
2. Havediscussed why the global health crisis exists

PREPARATION

TRAINER

= Tuberculosisin the World video, set up.
= Prepare for facilitated discussion(s)

= Key messageson aflip chart

PARTICIPANT
* Read Session #2 Readings in notebook

TIME: 45 minutes

STEPS

1. Video: Tuberculosisin the World (IUATLD) — 15 minutes

2. Discussion of why TB isaglobal crisis—20 minutes
Ask:

» Can you summarize/list the contributing factors that have resulted in TB emerging as a global

crisis?

Record responses on aflip chart. Ensure that the list includes the following:

= HIV/AIDS epidemic

= Poorly managed TB control programsin the past (pre-DOTS era)

= Poverty which has resulted in overcrowded living conditions, poor work environments, poor

nutrition
= Theemergence of drug resistance/MDR-TB

» Inadequate health services infrastructure/poor access and/or utilization

= |nsufficient funds devoted to TB control activities

» In theregions/countries where you have worked, what are the key factors that have led to the
TB crisis? (mark those that are locally relevant) How have they affected TB control efforts?

3. Closethe session — 10 minutes
Ask:

» What do you think are the key messages from this session?

List the responses from the participants on aflip chart. Then read the prepared the flipchart of Key
Messages. Compare the perceived and intended key messages.

KEY MESSAGES

v" Many different factors—poorly managed TB control programsin the past, the HIV epidemic,
poverty—have led to an increasein TB worldwide, resulting in a global crisis.

Answer any remaining questions on the global TB crisis.
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SESSION #3: TUBERCULOSIS CASE DETECTION AND DIAGNOSIS

OBJECTIVES: By the end of this session participants will:
1. Understand the global case detection goal and the rationale for passive case finding under DOTS
2. Haveidentified barriers to case detection and interventions to improve the case detection
rate
3. Know why sputum microscopy is the recommended diagnostic method for DOTS over other methods.
4. Understand the overall TB diagnostic agorithm

PREPARATION:

TRAINER

= Prepare matrix of diagnostic methods (including characteristics such as sensitivity, specificity, cost,
availability in resource-poor countries, time to results)

= Prepare for facilitated discussion(s)

= Case Detection Flow Diagram

= Diagnostic algorithm (slide) with blanksto fill in

= Key messageson aflip chart

PARTICIPANT
= Read Session #3 Readings in notebook

TIME: 1 hour

STEPS
1. Discussion of Case Detection — 20 minutes
= Introduce the definition and rationale for the 70% case detection goal.
= Specify that treatment success rates must be at 85% or above before active casefinding is
appropriate.
= Mention that case detection worldwide is low—on average only 37% of estimated smear positive
cases are detected.

Split the room in half to address the two following questions which refer to the Case Detection Flow
Diagram. Give the participants 5 minutes to discuss and prepare. Record responses on aflip chart.

Ask:
» What are some potential barriersto seeking (or utilizing) carefor TB patients?

Thelist of barriers should include:

= lack of knowledge of symptoms,

= Jack of awareness of available services,

= transportation issues,

= timeinvolved (including return visits for sputums),
= potential costs for diagnostic services,

= stigma

Mention that once a patient has sought care, poor or negative interactions with the health care system
can produce further barriers.

Ask:
» What interventions might be implemented to improve case detection?
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2.

3.

Thelist of interventions should include

= strengthening knowledge at community level about TB symptoms and appropriate care seeking

= strengthening knowledge among clinicians about identification of a TB suspect (typicaly a
person that presents to a health facility with cough for 3 weeks or more, with or without other
symptoms suggestive of TB)

= ensure incorrect application of the diagnostic algorithm for TB suspects

= strengthen knowledge about mechanisms for referral

= institute a system to retrieve TB suspects who are found to be smear positive and don’t return to
start treatment

= assist providersin being responsive, informed, and non-discriminatory in their practices

Note that many of these interventions can and have been implemented by NGOs.

If possible, include information about case detection activities in the country where the courseis
being held.

Discussion of sputum smear microscopy — 15 minutes
Ask:
» Why do you think microscopy was selected as the preferred diagnostic method?

Record responses on aflip chart. Add any from the following list if not mentioned.

= Sputum microscopy identifies those patients that are most infectious

= Low cost relative to other diagnostic methods.

= Comparative practicality in situations of low resources — much less difficult and sensitive to
variation in temperature, able to perform in setting without electricity, etc

= Fast turnaround time for results

= [tisavery specific test

Reinforce that smear microscopy is the standard for DOTS for the following reasons:

= tspracticality in low income settings

= jtidentifiesthose casesthat are most infectious and therefore, the highest priority for treatment.

= Successful treatment of smear positive TB cases will lead to a decrease in TB transmission and
the eventually the incidence of TB.

Do note that smear negative pulmonary TB cases and extrapulmonary TB cases (which are usualy
smear negative) must also be treated.

Process of Diagnosis— 15 minutes

Show a simplified version of WHO'’ s diagnostic algorithm with blank boxes. Ask participants to fill
in the blank boxes and discuss the basic rationale for each step. Discuss the role of chest x-ray,
culture and clinical judgment—emphasize that these enter the algorithm when smear microscopy
results are inconclusive.

Close the session — 10 minutes
Ask:
» What do you think are the key messages from this session?

List the responses from the participants on aflip chart. Then read the prepared the flipchart of Key
Messages. Compare the perceived and intended key messages.
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KEY MESSAGES:

v
v
v
v

v

Theinternational target for case detection of smear positive TB casesis 70%.

Treatment successrates must be at 85% or above before active case finding is appropriate.
The process from thefirst sign of symptomsto a definitive diagnosis of TB iscomplex;
errorsand drop-outs can occur at all stages of this process.

NGOs can play arolein improving case detection by finding waysto reduce barriersto care
seeking (e.g., stigmareduction).

Sputum microscopy istherecommended method for diagnosing TB under the DOTS
strategy. It identifiesthe most infectious cases of TB.

Answer remaining questions on case detection and diagnosis of TB under DOTS.
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SESSION #4: ROLE OF LABORATORY

OBJECTIVES: By the end of this session participants will:

1. Understand the structure and functions of a comprehensive TB laboratory system within the DOTS
strategy

2. Beabletoidentify the type of technical expertise which is needed in this area and where it can be
obtained

3. Havevisited alaboratory and observed sputum smear preparation and mycobacterial culture
processing

4. Have examined a sputum smear under a microscope

PREPARATION:

TRAINER

= Prepare for facilitated discussion(s)

= Prepare handout on possible errors with sputum smear microscopy

= Arrange visitsto a smear microscopy center and aregional (intermediate) or national reference
laboratory where cultures processing can be observed.

= Key messageson aflip chart to review at end or to hand out on return back to course site

PARTICIPANT
= Read Session #4 Readings in notebook

TIME: 25 minutes (in class) / 3 hours (field visit)

STEPS
1. Overview of laboratory system — 20 minutes
Ask participants:
» What are the components of a comprehensive TB laboratory system?
» What are the components of a Quality Assurance System?
= Useof quality control slides (internal quality control)
= Proficiency testing
= External quality control
Discuss arrangements/logistics for laboratory visits, what participants can expect from the visits.
2. Closethe session —5 minutes

Ask:
» What do you think are the key messages from this session?

List the responses from the participants on aflip chart or on ahand out. Then read the prepared list of
Key Messages. Compare the perceived and intended key messages.

KEY MESSAGES:

v" A comprehensive labor atory network must bein place for DOTS implementation.

v' Adequate measuresfor quality assurance of laboratory services need to be carried out.

v Sputum microscopy istherecommended method for diagnosing TB under the DOTS
strategy. It identifiesthe most infectious cases of TB.

3. Depart for thelaboratory visits: smear microscopy center — 1.5 hours
Tour of facility and walk-through of sputum smear processing.
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At the smear microscopy center, distribute the list of potential errors that can occur (or identify them
as part of tour or ask participants to provide an error and a corrective action at the same time).

AsK:

» What are possible corrective actions or mechanismsthat can be put into place to lessen or
prevent these errorsin sputum smear microscopy from occurring?

Add any from the list below that the teams do not provide. Stress the importance of care and

supervision.

Possible Mistakesin TB Microscopy

Possible Solutions (examples)

Reading only 1 dlide for the patient and not 3 as
outlined in the standard protocol

Poor or damaged microscope

Inadequate light source, electricity failure

Lack of or poor quality (e.g., outdated) reagents for
staining the AFB smears

Re-using slides and getting fal se positive results
Failureto review 100 fields and therefore missrare
organisms (may occur with high volume of slides)
Low volume of dides resulting in deterioration of
dlide reading skills

Inadequate specimen (saliva)

Poor staining technique (but is pretty simple
procedure)

Review protocols with staff, training,
continuous monitoring

Advocate for working microscopes
Institute quality control practices for
supplies

Advocate for adequate supply of new
didesto prevent re-using

Ensure adherence to quality assurance
program

If time and scheduling allows, visit a regional or national reference laboratory — 1.5 hours
Tour of facility and walk-through of sputum processing for culture.
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SESSION #5: TUBERCULOSISTREATMENT

OBJECTIVES: By the end of this session, participants will:

1
2.

3.
4,

Understand the patient classification scheme

Understand the basic TB regimens for the different categories of TB patients and how to monitor
treatment

Be aware of different models for delivering directly observed therapy (DOT)

Have completed a patient treatment card

PREPARATION:
TRAINER

Prepare for facilitated discussion(s)
Patient casesto be classified
Treatment cards and data

Key messages listed on flip chart

PARTICIPANT

Read Session #5 Readings in notebook

TIME: 60 minutes

STEPS:

1

Patient classification system — 15 minutes

Ask:

» What are the criteria used to assign patientsto different categories?

= Site of disease (pulmonary versus extrapulmonary)

= Bacteriology (result of sputum smear)

= Severity of TB disease (based on bacillary load, extent and site)

= History of previous TB treatment enablesto classify as new or retreatment (relapse, treatment
after failure, treatment after default)

TB treatment — 20 minutes

Begin by emphasizing that curing TB patientsis key to TB control efforts—curing patients, which

will halt the spread of TB, iswhat all the other activities support. The numbers of successfully cured

patients is how TB control programming is evaluated—which will be discussed in greater detail in a

future session.

Ask:

» What arethe 5 first-line drugs and their short-hand notation? (as each islisted, mention the
role of each drug)

» What isthe regimen most commonly used to treat smear positive TB patients?

Refer participants to the table in the WHO treatment guidelines. Include duration of each phase.

» How are TB patients on treatment monitored?

The list should include monitoring by clinician for side-effects and sputum smear at the end of the

initial phase and end of treatment. Mention the consequences of incomplete treatment. Define the six

possible mutually-exclusive treatment outcomes.

Show list of most common side-effects for each drug. Mention that clinicians need to monitor

patients on TB treatment for these side effects on aregular basis and adjust regimen as necessary.
Explain how the monitoring is performed (e.g., question screens and in some cases routine lab tests).
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Ask:

» WhyisDOT a part of the DOTS strategy?
Ensure responses include the following:

= Ensurestreatment adherence.

= Canfacilitate detection of side-effects

= Can provide support to patient

* Reducestherisk of developing drug resistance

If possible, include information about the treatment regimens and DOT practices in the country where
the course is being held.

3. Fill out treatment card using a sample form — 15 minutes
Give each participant 2 blank TB treatment cards and patient case data. Ask them to complete the
cards using the case information. Alternatively, show (or handout) a correctly completed card and
discuss.

4. Closethesession - 10 minutes
Ask:
» What do you think are the key messages from this session?

List the responses from the participants on aflip chart. Then read the prepared the flipchart of Key
Messages. Compare the perceived and intended key messages.

KEY MESSAGES:

v' TB patients should be classified and treated according to WHO inter national guidelines.

v TBiscurable. However, treatment is complicated, requires DOT, and isfor a minimum of 6
months.

v If patients do not take their medicines correctly or regularly, they will not convert their sputum
to smear negative after 2 months of treatment and will not be cured at the end of treatment.
Furthermore, taking TB drugsirregularly may lead to the development of drug resistance.

Answer any remaining questions about TB Treatment.
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SESSION #6: MANAGING TB DRUGS AND SUPPLIES

OBJECTIVES: By the end of this session, participants will:

1. Understand the elements of drug supply and management—from national to facility and community
levels—as they pertain to TB programs

Have analyzed areadl-life case study of problematic TB drug management

Have considered options for PV OsNGOs to link with other agencies for those elements of drug
management that are beyond their capability

2.
3.

PREPARATION

TRAINER

» Preparefor facilitated discussion(s)

= Case Study on TB drug management (TB Manager insert) and answers for distribution at the end of
the session.

= Key messages listed on flipchart

PARTICIPANT
* Read session #6 Readings in notebook

TIME: 60 minutes

STEPS:
1. Discussion of key elements of a drug management system — 15 minutes
Ask:
> What are the four activities of the drug management cycle? What does each entail ?
= Selection of essential drugs
= Procurement of selected drugs
= Distribution of procured drugs
= Useof distributed drugs
Have blank diagram of the drug management cycle (TB Manager, pg 5) which can befilled in,
including the center circle with “Management Support” and the outer circle with “Policy and Legal
Framework”. Emphasize that TB drug management requires that the medications for a full course of
therapy need to be set aside for every TB patient at the start treatment.

2. Case Study — 20 minutes
Participants work in small groups to discuss a case study (or case studies). Each group should spend
5-10 minutes discussing and recording their responses to the following questions for each case study:

» What critical aspects of drug supply management are threatened in this case study?
» What might you do about this problem?
» Arethere any advantages to the drug management system described in this scenario?

Ask small groups for their responses to the above questions for each case. List the responses for each
case on flip charts. Summarize the highlights of the case study discussion.

3. Roalesin drug supply management for PVOs and specialized organizations— 15 minutes
Remind the participants that most countries have a national drug supply system established.
Ask:
» What are appropriate options for PVOSNGOs involvement with the drug supply system as part
of DOTS?
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Responses should include the following:

= monitoring inventory management, drug stocks, and supply continuity at facility and district level

= training of facility staff in inventory management

= facilitating higher level technical assistance to national or provincial managers by expert agency

= advocating for allocation of funds for drugs when necessary (e.g., this is sometimes needed
especialy in decentralized settings)

= Linking NTP with drug donors

Ask someone to describe the purpose of the Global Drug Facility: a procurement service managed by
the Stop TB Partnership that provides quality-assured TB drugsto NTPs at low or no cost.
Distribution and use of GDF-supplied drugs is monitored by atechnical team.

If possible, include information about the TB drug management system in the country where the
courseis being held.

Close the session - 10 minutes
Ask:
» What do you think are the key messages from this session?

List the responses from the participants on aflip chart. Then read the prepared the flipchart of Key
Messages. Compare the perceived and intended key messages.

KEY MESSAGES:

v

v
v

v

It is essential to ensure an adequate supply of quality-assured TB drugsfor all patients started
on TB treatment.

PVO’scan have an important rolein drug supply management at facility and district levels.
National TB drug supply and management is complicated and, therefore, best handled by
organizations with special skillsin thisarea, e.g. governments, JSI, MSH.

The Global Drug Facility provides free quality-assured TB drugs and monitorsthe use of these
drugs.

Answer any remaining questions about managing TB drug supplies.
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SESSION #7: RECORDING & REPORTING

OBJECTIVES: By the end of this session, participants will:
1. Understand standard DOTS recording and reporting forms and used them in exercises
2. Beacquainted with tools and techniques (e.g. cohort analysis) to guide program management

PREPARATION:

TRAINER

= Preparefor facilitated discussion(s)

= Treatment cards, treatment outcome forms and district blurbs to be used for cohort analysis exercise
= Key messages listed on flip chart

PARTICIPANT
* Read session #7 Readings in notebook

TIME: 60 minutes

STEPS:

1. Discussion of the Recording and Reporting System — 25 minutes
Ask:
» What are the advantages to the WHO recording and reporting system for TB control ?
» What are the disadvantages to this system?
Show copies of the WHO forms and discuss their purpose. Mention the example of the difficulties
obtaining data from private practitioners. If possible, use forms from the country in which the course
isbeing held.

2. Cohort Analysis homework assignment — 25 minutes
Hand out to each participant a packet of 4 treatment cards, a blurb about their “district” and a blank
treatment outcome form. Explain that they are to review the cards and fill out the treatment outcome
form now for their cohort of patients. Each participant should submit their “district” datato the small
group member who agrees to be the regional coordinator. This person should compile the data for the
entire “region” (small group) of 5 districts (participants). Ashomework, each small group should
review their regional cohort analysis data and plan a management response to the problems identified.
Groups will share their cohort analysis results and program responses the following day.

3. Key Messages — 10 minutes
Ask:
» What do you think are the key messages from this session?

List the responses from the participants on aflip chart. Then read the prepared the flipchart of Key
Messages. Compare the perceived and intended key messages.

KEY MESSAGES:

v' Standard WHO recording and reporting forms exist; their use by NTPs ensur es consistency of
TB data collected worldwide.

v' Cohort analysisis at the heart of measuring program performance. Data from cohort analysis
should lead directly to management action to identify the reasonsfor poor outcomes and
corrective action to improve program performance.

Ask for and answer any questions about managing TB Recording and Reporting System.
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SESSION #8: POLICY AND ADVOCACY IN TB PROGRAMMING

OBJECTIVES: By the end of this session, participants will:

1. Haveidentified areas of the system where policy plays arole, and possible advocacy activities
2. Haveidentified key policy players from an organizational overview of the NTP

3. Recognizetherole of TB program datain facilitating policy change

PREPARATION:

TRAINER

= Prepare for facilitated discussion(s)

= Casestudy of advocacy for achangein policy regarding TB control
= Key messages listed on flip chart

PARTICIPANT
» Read session #8 readings in notebook

TIME: 60 minutes

STEPS:
1. Discussion of palicy and advocacy - 30 minutes
Ask:
» Why is policy and advocacy work important to TB control?
» Can you provide some examples from your work experience where policy and advocacy work
has been beneficial (or detrimental) to your TB control programming?

3. Discussion of a Case Example or Problem Solving Exer cise where particapntsar given an
example of a policy that needsto be changes and asked to come up with ways to advocate for
change — 20 minutes

Ask:

> What was the policy change in this case study and how did it affect the work of the NTP?
> Why do you think the advocacy efforts were successful ?

> How did the government demonstrate its political commitment to TB control ?

Emphasize the following points about the process by which policy was changed, typically including:

= policy assessment report showing differences between current and needed policies

= anaytical studies and reports presented to decision makers showing implications (i.e., economic,
health status, political) of continuing current policy and the benefits of a changed policy.

= public dissemination of information to produce political support

= operations research if appropriate to study the effect of altered policy or methods on cost or
effectiveness of services aswell as attitudes and reactions of health sector personnel and the
public.

If possible, include information about TB advocacy efforts in the country where the course is being
held.

3. Closethe session by highlighting the key messages — 10 minutes

Ask:
» What do you think are the key messages from this session?
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List the responses from the participants on aflip chart. Then read the prepared the flipchart of Key
Messages. Compare the perceived and intended key messages.

KEY MESSAGES:

v Sustained political commitment to increase human and financial resour ces and make TB
control apriority iskey tolongterm TB control effectiveness.

v' Changesin political commitment and policies take place as the result of a defined process of
gathering data and using it to influence policy makers.

Ask for and answer any questions about TB policy and advocacy.
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SESSION #9: INTRODUCTION TO TUBERCULOSISPROJECT DESIGN

OBJECTIVES: By the end of this session, participants will:

1. Have been introduced to the self-assessment tool which will be used throughout the course to guide
project design planning.

2. Have considered their various partners, target populations, and activities in preparation for planning
new or expanding current TB control activities.

3. Will have begun preparing their TB project design, applying the key elements learned in this course

PREPARATION:

TRAINER

= Flip chartsfor participants to complete (self-assessment exercise #1)
= Post-it notes for each organization

= Project design template

= Key messages listed on aflip chart

PARTICIPANT

=  Select country and bring NTP plan

=  Completed self-assessment worksheet tool

= Contacted your HQ/Regional office to answer additional questions, as needed

= Created reasonable answers where no information was available (so as to compl ete the exercise).

TIME: 45 minutes

STEPS:

1. Introducethe TB Response Self-Assessment process—5 minutes
Remind participants that as aresult of the course they will be in a better position to respond to the TB
epidemic in their country programs.

Explain the self-assessment tool will be used throughout the workshop (see Appendix 1 for complete
self-assessment tool). Inform participants that the self-assessment tool can be completed during the
TB project design work time to guide planning for the final project design and implementation
exercise. Thefirst self-assessment exercise will be done now together.

2. Self-assessment Exercise #1 — 20 minutes
Post the two flipchart grids and explain that these list 1) possible populations at risk for TB and 2)
potential partner agencies or individuals that participate in TB control. As part of planning aTB
control project, PVOs should consider and assess their linkages to these groups.

Ask the participants to consider their organization's current activities and collaborative relationships
relative to the kinds of activities and partnerships needed in tuberculosis control programming.

» Who are the population groups you serve and the partners with whom you work?

Give participants from each organization a set of post-its that they can stick in the appropriate boxes.
For example, if an organization works with intravenous drug users then they should put a post-it
under the organization’s column in the row labeled “intravenous drug users’. Add any high-risk
groups not mentioned.
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POPULATIONSAND PARTNERSWITH WHOM YOU WORK

Groups/ Individuals Served

Name of PVO / NGO

= Intravenous drug users

= HIV/AIDS infected and affected
people

= Populations at high risk for HIV
infection (e.g., commercial sex
workers)

= Marginalized ethnic minorities

= Poor families

Partner Organizations/ Groups

= Community Health Workers

= Clinics

= Hogpitals

Private sector providers

Laboratory staff

Ministry of Health

Ministry of Finance

National Tuberculosis Program

WHO

Local PVOYNGOs

International PV Os/NGOs

» What are the activities that your organization undertakes?

Post the second flipchart and repeat the process. For example, if an organization carries out training
and supervision of community health workers, they should put a post-it under the organization’s
column in the row labeled “training and supervision of community health workers’. Add any
agencies, organizations or individuals not mentioned.

ACTIVITIES

Name of PVO/ NGO

Training of heath care personnel

Training of laboratory technicians

Training and supervision of
community health workers

Community or home-based care

Advocacy/policy development

Community health education and
promotion of health seeking
behaviors

Capacity building in supervision and
management skills

Capacity building in monitoring and
evaluation

Drug supply management at facility
level

Health information system support
and improvement
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HIV care and treatment programs

Provider counseling/quality of care
programs

Stigma reduction activities

Health system management

Capacity development in health
system management

Operational research

TB project design preparation —20 minutes

Participants work in assigned small groups (those from the same organization will always work
together and each small group should have ~4 participants so some may represent 2-3 organi zations).
Facilitators will sit with their assigned small group to answer any questions, provide any needed
guidance. Groups should work fairly independently using the facilitator only as a consultant only and
not as a group participant or leader. Facilitators should be prepared to “listen in” to their groups and
interject only when necessary.

Template will include the following headings:

Epidemiology and situational analysis

Vulnerable groups

Evidence of political commitment

Laboratory services (including QA)

DOTS coverage

What others are doing in related areas (geographic and programmatic)
Current problems

Participants should review the NTP documents and available data. Compare self-assessment
worksheet with current NTP and identify areas for programming.

Describe why your PVO should get involved:
=  What experience do you have?

=  What niche can/do you fill?

= What partnerships can you build on?

Draft proposed TB control activitiesand implementation plan
Begin preparation on the draft of your organization’s proposed activities and an implementation plan.

End the session by reading the Key M essage from a flip chart:

KEY MESSAGE:

v' Each organization should assess their competenciesto identify potential areas of
collaboration with the NTP.
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SESSION #10: SUPPORTING PATIENT ADHERENCE WITH DOT AND COMMUNITY -
LEVEL PROGRAMMING

OBJECTIVES: By the end of this session, participants will:

1. Appreciate the roles and responsibilities of a DOT treatment supporter

2. Consider the advantages and disadvantages of different DOT delivery options from the health system
and patient perspectives

3. Understand the obstacles/barriers to patient trestment adherence and possible health system responses

4. Understand the pros and cons to using incentives/enablersin TB control programs

5. Recognize the potential incentive of communities to support TB patients in completing their treatment

PREPARATION:

TRAINER

= Prepare for facilitated discussion(s)

Handout of patient treatment flow diagram

Five case studies of different DOT models in various settings

Handout for participantsto list disadvantages and advantages of each model of DOT
CARE Indiavideo, set up

Key messages listed on aflipchart

PARTICIPANT

* Read Session #10 readings in notebook with questions

= Complete the handouts by listing advantages and disadvantages of each model of DOT described in
the case studies.

TIME: 2 hours

STEPS:

1. Discussion of Delivering Supportive DOT— 30 minutes
Remind participants that TB treatment is complicated and long, therefore, support to ensure
adherenceis needed. Mention that poor treatment adherence can lead to patient relapse, continued
transmission in the community, and the emergence of drug resistance.

Ask:

» What are theroles and responsibilities of a DOT treatment supporter?
List should include the following:

=  Serve as abridge between patient and health facility
Administer medications

Maintain patient TB treatment card

Collect Anti-TB drugs

Ensure adherence

Provide education

Identify suspects

Conduct follow-up and make referrals

Ask:

> What are some examples of DOT treatment supporters and settings?
= hedth care worker vs. trained layperson as treatment supporter

= daily vs. 3x/week

= facility-based vs. home- or community-based



Ask participants to read their responses on the handouts listing the advantages and disadvantages of
each model of DOT described in the case studies. Compile all responsesin a master list for each

model using flip charts.

Case Study #

DOT Modd

Provider

Patient

Advantages

Disadvantages

Advantages

Disadvantages

The facilitator should draw conclusions from the audience about the differences between the various

models of providing DOT. The conclusions should include the following pointsin general:

= bringing DOT closer to patients may be necessary in situations where travel to health facilitiesis
difficult

= complex family dynamics may prevent family members from ensuring that the patient is adherent

= incentivesfor the patient (as well as providers) can improve adherence (thereby reducing
treatment interruption and treatment failure)

= regardless of the model, TB treatment supporters must be properly trained and supervised

If possible, include information about the DOT practices in the country where the course is being held
(if not already covered during Session #5: TB Treatment).

Discussion about patient-centered care— 20 minutes
Refer participants to the treatment flow diagram. Split the room in half and ask one side to address
each question:

» Why might a patient’ s sputum not convert to smear negative after two months of treatment?

List responses on aflipchart. Ensure that the following are included.

non-adherence (if DOT not provided)

lack of drugs at facility

poor quality of drugs

poor adherence with ineffective DOT

false positive result due to poor quality of smear (issuesraised in previous session)
drug resistance

» What practices could the health system implement that might make it easier for patientsto
adhere to therapy?

List on aflipchart the ideas generated by the groups. Invite the group to comment on the list.

Ensure that the list includes:

= conveniently located DOT (i.e., community- or home-based DOT)

= use of meaningful incentives and/or enablers such as food so that, for example, the sick patient
(father) doesn’'t have to go looking for work rather than getting his treatment

= other means of social assistance and accessing of social services.

Emphasizeit isthe clinician that is ultimately responsible for the care of the patient and for ensuring

that treatment is completed. In some cases, the health system has provided incentives to cliniciansto
support their good care.
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3. Discussincentive and enabler optionsfor providersand patients— 25 minutes

Ask:
» What kinds of incentives and enablers are used in the TB control programs your country
settings?

List on aflipchart the various options mentioned by the participants. Add othersto include al types
currently known, including food and World Food Program or other partnerships, monetary incentives
for providersincreasing as patient nears completion and demonstration of cure, transportation
reimbursements, store and other venue vouchers, and socia support in obtaining work. Distribute
the compiled list to participants at the end of the session/day.

» Areincentives and enablers necessary and defensible as critical components of a program
which should be financed by the host government?

Split the room into two groups and allow them to debate thisissue for 5 minutes. List the prosand
conson aflip chart. After 5 minutes, present briefly the tension between governments and donors
regarding incentives being extravagant luxuries, or corrupting components, rather than critical
elements. Explain that management research may be necessary to obtain the data needed to show
whether incentives are essential. Mention that there are successful TB programs that use incentives
(e.g., Cambodia) and those that don’t (e.g., Tanzania—has treatment success rate of 81%).

If possible, include information about the use of incentive and/or enablersin the country where the
courseis being held

CARE Indiavideo on community involvement — 15 minutes
Show video by CARE India. Ask for comments on the video; stress main messages as a segue to
community involvement and awareness discussion.

Prepare alist of basic information for community awar eness — 20 minutes
Ask:
» What do community members need to know about TB?

Give the small groups 5 minutes to make alist of at least 5 points. Record the ideas on a flipchart.
Rotate among all of the small groups until all of their ideas are listed. Ensure that the items on the list
below are included.

Community Awareness Information
= TB canbecured
*» Medications are free
» Assuring that patients are cured is important for the community
=  Symptomsof TB
= How TB istransmitted from a patient to a healthy person

Ask:

» How can community awareness contribute to improved TB control efforts?

Responses should include:

= Canleadto early identification of TB patients which will lead to decreased transmission in
community
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6.

= Canimprove case detection (reminder that thisis only advised when high treatment success rates
achieved)
= Canlead to improved treatment completion through support of community

Close the session — 10 minutes
Ask:
» What do you think are the key messages from this session?

List the responses from the participants on aflip chart. Then read the prepared the flipchart of Key
Messages. Compare the perceived and intended key messages.

KEY MESSAGES:

v
v

v

v

v
v

DOT can be provided by a variety of individualsand in a variety of settings.

Patient-centered care (care responsive to a patient’s social situation) iskey to ensuring
treatment completion.

All DOT treatment supporters must be adequately trained and supervised in their dutiesto
ensure delivery of high quality care.

TB treatment adherenceisthe responsibility of the health system, not the patient. If adherence
ispoor, the health system must do something about it, not just blame the patient.

I ncentives and enablers may improve patient adherenceto TB treatment.

Community involvement can contribute to the success of TB control activities.

Answer any remaining questions about supporting TB patients during treatment, DOT, and community-
level programming.
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SESSION #11: SUPERVISION, MONITORING AND EVALUTION

OBJECTIVES:
By the end of this session, participants will:

1
2.

3.

4,

Understand the role of supervision in maintaining program quality

Be able to select indicators from the Compendium of Indicators for Monitoring and Evaluating
National TB Programsto evaluate a sample TB control program.

Have completed a cohort analysis, interpreted the results, and developed possible management
responses to problems identified.

Recognize the value of documenting program interventions for policy-making/advocacy purposes as
well as building the evidence base for effective programming

PREPARATION:
TRAINER

Prepare facilitated discussion(s)

Project HOPE quality checklists

Treatment cards, TB Register pages and correctly completed treatment outcome form to be used for
cohort analysis exercise

Sample TB program scenario and copies of the Compendium

Key messages listed on aflip chart

PARTICIPANT

Read session #11 Readings in notebook

TIME: 75 minutes

STEPS:

1

Discuss use of supervision to ensure quality — 20 minutes

Ask:

» What should supervisors observe/do to maintain quality management of the program when
visiting a health facility or TB laboratory?

List responses on flipchart.

Distribute the Project HOPE checklists for the following 4 areas of TB control programming: 1) lab,
2) treatment including DOT, 3) Recording and Reporting, and 4) drug distribution and management).
Compare and contrast the items on the lists generated in class and on the checklists.

Discussrole of PVO in monitoring and supervision of counterpart NTP staff — transition from PVO
carrying out functions to indigenous staff carrying them out, initially with mentoring.

Monitoring and evaluation of TB programs—using the Compendium of I ndicators— 25 minutes

Ask:

» Why ismonitoring and evaluation of TB programs important?

Responses should include:

» Providesthe information needed for strategic planning, program design and implementation

= Allowsinformed decision-making about human and financial resources

= Provides information about whether the program is on track to meet its stated objectives

= Can provide information about corrective action needed or point to where further investigation is
needed to determine this
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3.

Introduce the Compendium of Indicators including the definition and purpose of M&E. Ask the
participants to work in their small groups and spend 10 minutes selecting 2-3 appropriate indicators
from the Compendium for their case study.

Ask each group to present their list of selected indicators and state why they chose each one. Discuss
appropriateness of the selections presented.

Discussion of Management Resear ch — 20 minutes

Ask:

» How would you define management research?

Basic definition: deciding to get more data to characterize or solve a management problem.

» Why is management research critical to TB control programming?

M anagement research in this mode allows managers to make management decisions based on data

and evidence, rather than based on anecdotal experience. Explain management research provides the

datafor decision-making (cohort analysisis one example).

Add the following to the list if not mentioned.

= May improve program performance (i.e., may lead to increased case detection and treatment
success rates) and provides mechanism for self-appraisal and motivating workers

= Will provide documentation of program interventions for external audiences as well as for the
program implementers

= Can beauseful tool for advocacy

= May show the contribution of a specific innovation to program success

= Can demonstrate to donors that your PV O has something important to offer TB control programs

Describe a continuum from monitoring and evaluation activities to management research to
Operations Research and differentiate management research from Operations Research (latter done by
few, requires statistical analysis whereas former done by many more as a step in management
decision making, which is/should be done by all) Emphasize that innovation is limited to certain
areas within the DOTS framework—for example, use of innovative methodsto deliver DOT iswithin
the framework, experimenting with different diagnostic approachesis not.

Review cohort analysis assignment from earlier session — 15 minutes

Remind participants of their small groups from the original cohort exercise and ask them to form
those groups again to review their results. Show/hand out the example of the forms correctly
completed. Ask each group to present their cohort analysis results, the problems identified and the
actions or interventions they devised to further investigate and address these issues. Encourage
participants to consider simple practical application of research to help manage problems and
document the outcome of their innovations. Emphasize again the importance of using datato make
management decisions. Ask for any questions or if any confusion exists about the process.

Closethe session — 10 minutes
Ask:
» What do you think are the key messages from this session?

List the responses from the participants on aflip chart. Then read the prepared the flipchart of Key
Messages. Compare the perceived and intended key messages.

KEY MESSAGE:
v’ Effective supervision, monitoring and evaluation are key activities for identifying program

problems and ensuring quality is maintained.
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v/ Standardized international indicators exist for monitoring and evaluating TB control program
components.

I nnovative practices must be conducted within the DOTS strategy framework.

M anagement Resear ch can be used to help achieve TB program goals.

Documentation of innovationsis necessary to build an evidence base which allows you to
advocate for change and attract funding.

AN

Ask if there are any questions on monitoring, evaluation and supervision.
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SESSION #12: VISIT TO A PUBLIC TB CLINIC

OBJECTIVES: By the end of this session, participants will:

1. Havetoured a TB clinic in the public sector

2. Observed a provider-patient interaction

3. Observed the use of patient treatment cards and the TB registry
3. Witnessed facility-based DOT, if possible

PREPARATION:

TRAINER

= Arranged TB clinic visit(s)—depending on number of participants, 4-6 clinic sites may need to be
used to allow a maximum of 4-5 visitors per site.

PARTICPANT
= Beattentive and respectful of patient privacy and confidentiality during the visit.

TIME: 3.5 hours

STEPS:

1. Visit to TB clinic (public sector) — 3 hours
Participants will visit a public sector clinic where they will observe a provider-patient interaction
(pending patient consent), and tour the facility, including the patient registration, waiting, and exam
areas. In addition, participants will view the use of patient treatment cards and the TB registry. If
DOT isbeing provided, participants will observe the administration of DOT (pending patient
consent).

2. Debriefing of TB Clinic Visit — 30 minutes
Upon return to the course classroom, ask:

» What questions do you have about the visit to the TB clinic?
» Did anything you saw surprise you? If so, what and why?
» What new information did you learn during the site visit?
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SESSION #13: TB CONTROL PARTNERSHIPS: GLOBAL AND LOCAL

OBJECTIVES: By the end of this session, participants will:

1. Understand the typical NTP organizational structure and primary functions
2. Beaware of other in-country TB control partners

3. Beaware of global partners and initiatives, and their rolesin TB control

PREPARATION:

TRAINER

= Prepare facilitated discussion(s)

= Key messages listed on aflip chart

PARTICIPANT
* Read Session #13 Readings in notebook

TIME: 45 minutes

STEPS:
1. Discussion of NTPs: organizational structure, function, and interaction with PVOs - 20
minutes
Ask:
» What isthe NTP structure where your organization worksin TB control ?

Draw the structure as described and ask for suggestions of possible links and relationships to the
Ministry of Health and TB care services, drug management system, and surveillance system. Clarify
the responsibilities of the NTP and why PV O collaboration with the NTP is essential.

Ask:
» What can an NTP expect of a PVO?

Record all responses on aflipchart and ask for examples based on participants experience.

2. Discussion of the different local collaborating partners—15 minutes
Ask:
> Who are potential in-country and global partnersfor a TB control project? Include
governmental as well as non-governmental agencies.
The list should include the following. Note why/how they can be a potentia partner. Clarify that
these need to be evaluated on a case by case basis and do not constitute a checklist.
In-country
=  Ministry of Justice (prison-based programs)
= Ministry of Education (health education/BCC activities)
= Ministry of Labor (advocacy for disability payments while TB patients are unable to work)
= Professional medical and nursing associations (clinician education and commitment)
= HIV/AIDS control program (joint control activities and mutual referrals)
= Other HIV/AIDS support agencies and PV Os (collaborating on care issues)
» Health education PVOs (BCC activities/campaigns)
= Socia service agencies (assist with providing incentives)
= Pharmacist organizations (education and commitment)
» Private provider associations (education and commitment)

Global Partners and Initiatives:
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= STOP TB Partnership

= the Global Drug Facility

= Green Light Committee

= Globa Fund to Fight AIDS, TB and Malaria

= TBCTA

= WHO

* |International Union Against TB and Lung Diseases.

3. Closethe session — 10 minutes
Ask:
» What do you think are the key messages from this session?

List the responses from the participants on aflip chart. Then read the prepared the flipchart of Key
Messages. Compare the perceived and intended key messages.

KEY MESSAGES:

v TheNTP overseesall TB control activitiesin a country; therefore, all PVO TB control
programming must be planned in close collaboration with the NTP. The NTP isthe PVO’s
senior counterpart, even in situations wher e private sector entities are delivering large portions
of TB services.

v' Several global agencies are contributing to TB control and can offer opportunitiesfor
collabor ation.

v' PVOsshould operatein partnerships.

Ask for and answer any questions about TB control partnerships.
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SESSION #14: MULTIDRUG-RESISTANT TUBERCULOSIS (MDR-TB)

OBJECTIVES: By the end of this session, participants will:
1. Understand the differencesin treatment between MDR-TB and drug-susceptible TB
2. Understand the distinctive set of skills needed to manage MDR-TB

PREPARATION

TRAINER

= Prepare facilitated discussion(s)

= Key messages listed on aflip chart

PARTICIPANT
= Read Session #14 Readings in notebook

TIME: 45 minutes

STEPS
1. Discussion of MDR-TB — 20 minutes
Ask:
> What isdefinition of multi-drug resistant TB?
TB organism resistant to AT LEAST isoniazid and rifampin, the two most powerful anti-TB drugs.
> What isDOTS-Plus?
A strategy for addressing MDR-TB. DOTS-Plusfor MDR-TB is designed to manage MDR-TB in
areas where it has emerged and needs to be addressed in conjunction with the treatment of patients
with drug-susceptible TB.
> What are the differences between MDR-TB treatment and treatment of drug- susceptible TB?
Emphasize MDR-TB treatment is:
= Longer (18-24 months or more)
= Morecostly
= Moretoxic
= More complex
= Lesseffective

Emphasi ze the importance of agood DOTS program to prevent the emergence of drug resistance and
as arequirement before starting DOTS-Plus activities. Also mention that while many issues need to
be considered when deciding whether to implement a DOTS-Plus pilot project, in general, a
prevalence of MDR-TB among cases never treated previously above 3% may constitute a reasonable
level to consider the necessity of a DOT-Plus approach.

Describe the Green Light Committee stressing that they link 2™ line drug distribution to careful
monitoring to ensure the drugs are used appropriately and emergence of additional resistanceis
prevented.

2. Special skillsand services needed to manage MDR-TB — 15 minutes
Ask:
» What are the special skills and services needed to manage MDR-TB?

Thelist should include:

= Laboratories for bacteriology (DST)
= Provider education

= Meeting GLC requirements



= On-going surveillance
= Laboratory and clinical ability to evaluate for relevant medication adverse effects
Systems to provide DOT for the full duration of therapy

If possible, include information about the status of DOTS-Plus activities in the country where the
courseisbeing held.

3. Closethe session — 10 minutes
Ask:
» What do you think are the key messages from this session?

List the responses from the participants on aflip chart. Then read the prepared the flipchart of Key
Messages. Compare the perceived and intended key messages.

KEY MESSAGES

v" Managing MDR-TB is complicated and, therefore, requires specialized expertise and services.

v' An effective DOTS program isthe best means of preventing emerging drug resistance and must
bein place before MDR-TB management isinitiated.

Answer any remaining questionson MDR-TB.
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SESSION #15: PEDIATRIC TUBERCULQOSIS

OBJECTIVES: By the end of this session, participants will:

1. Understand the differences between childhood and adult TB.

2. Understand the difficulties in diagnosing and issues related to treating TB in children.
3. Understand the importance of TB prophylaxisin contacts under the age of 5.

4. Understand why pediatric TB has not been a focus of the DOTS strategy.

5. Appreciate the role of BCG vaccination.

PREPARATION

TRAINER

= Prepare facilitated discussion(s) and presentation
= Key messages listed on aflip chart

PARTICIPANT
= Read Session #15 Readings in notebook

TIME: 45 minutes

STEPS
1. Discussion of TB in children — 20 minutes
Ask:
» What are some of the waysin which diagnosing TB in children differsfrom TB in adults?
Responses should include:
= Pulmonary TB is often asymptomatic or presents as Failure To Thrive
= Key element in diagnosisis report of contact with a TB patient
= Children are usually smear negative—and therefore non-infectious. Because of this, pediatric TB
has not been a priority under DOTS (which isacontrol strategy aimed at halting the spread of TB
and thus targets infectious cases)
Children are usually unable to produce sputum
Extrapulmonary TB: Pulmomary TB ratio in childrenis 3:1 (versus 1:3 or 1:4 in adults)
Severe formsin youngest age group: children under age 5
Use of tuberculin skin test in diagnosis: In general, many factors can render the skin test result
unreliable thereby complicating its interpretation in resource poor settings.

2. Discussion of TB treatment issuesfor children — 10 minutes
Ask:
» What can you tell me about how TB istreated in children—similarities or differencesfrom
how TB istreated in adults?
Responses should include:
= Regimens are similar except an injectable isrequired to treat TB meningitis
= medicines generaly are well tolerated
Other issuesto raise:
= Source case investigation versus contact investigation performed
= |soniazid treatment for latent infection for child contacts of a smear positive TB case

If possible, include information about the pediatric TB policies and protocols in the country where the
course is being held.
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3. Presentation on therole of BCG vaccination - 5 minutes
Share the information on BCG vaccination and answer questions.
= Effectivein preventing disseminated formsin under 5
= No proven benefit to re-vaccinations (recommendation is one dose at birth)
= Not effective in preventing pulmonary TB in adults (therefore not an effective control measure)

4. Closethe session — 10 minutes
Ask:
» What do you think are the key messages from this session?

List the responses from the participants on aflip chart. Then read the prepared the flipchart of Key
Messages. Compare the perceived and intended key messages.

KEY MESSAGES:

v" Diagnosing TB isdifficult in children.

v Sincechildren arerarely infectious, pediatric TB has not been a priority of the DOTS strategy.

v' BCG isé€ffective at preventing disseminated forms of TB in children but not effectivein
preventing TB in adults.

Answer any remaining questions on pediatric TB.
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SESSION #16: TUBERCULOSIS AND HIV/AIDS

OBJECTIVES:

By the end of this session, participants will:

1. Understand the important connection between the TB and HIV epidemics

2. Understand the treatment issues for TB in HIV-infected individuals.

3. Identify the need for collaboration between TB and HIV/AIDS control programs and how linkages
can be achieved.

PREPARATION:

TRAINER

= Winstone Zulu is Alive video, set up

= Preparefacilitated discussion(s)

= Handout on drug-drug interactions between TB medications and anti-retrovirals
= Key messages listed on aflip chart

PARTICIPANT
= Read Session #16 Readings in notebook

TIME: 60 minutes

STEPS

1. Optional: Presentation on TB and HIV negative synergy — 10 minutes
Show the film “Winstone Zulu is Alive” (it can be viewed at
http://www.gatesf oundation.org/Global Health/HIV AID ST B/default.htm).
Make afew remarks to highlight the overlap of the two epidemics and how HIV isdriving TB
incidence in sub-Saharan Africa. Discuss TB/HIV situation and projections for region or country
where the course is being held.

2. Discuss collaborative programming for TB and HIV — 20 minutes
Ask:
» What are some collaborative activities that can be implemented to improve case finding for
HIV-associated TB?
Ask participants to work in their small groups for 5 minutes then ask for responses. Ask participants
to draw upon any real life examples they may be aware of.

Responses should include:

= Mutual screening for TB and HIV (make HIV testing available to all patients diagnosed with TB
and screen all HIV-infected individuals for TB)

= |dentify and target vulnerable groups for both diseases (IVDU, CSW)

=  Shared treatment supporters (home care)

= Joint TB/HIV planning committee/advisory body

3. Discussion of TB treatment issuesfor HIV-infected per sons— 20 minutes
Ask:
» What are some of the TB treatment issues/complications for HIV-infected individuals?
Ask participants to work in their small groups for 10 minutes then ask for responses. Ask participants
to draw upon any real life examples they may be aware of.

Responses should include:
= Drug-drug interactions between TB treatment and ARV's (mention 3x5 initiative)
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= Ingeneral, ARV therapy isdeferred until after TB treatment is completed (or at least the initial
phase depending on the regimen used)

= INH prophylaxisfor HIV infected with latent TB infection

» Beawarethat the data base in this area continues to be developed rapidly—so check constantly
for the latest guidance/recommendations.

Invite participants to share information about TB treatment issues for HIV-infected persons from their
experiencesin the field.

If possible, include information about the TB/HIV collaborative effortsin the country where the
course isbeing held

Closethe session — 10 minutes
Ask:
» What do you think are the key messages from this session?

List the responses from the participants on aflip chart. Then read the prepared the flipchart of Key
Messages. Compare the perceived and intended key messages.

KEY MESSAGES:

v
v
v

v

TB and HIV epidemics are fueling one another. HIV isresponsible for dramaticincreasesin
TB ratesin Sub-Saharan Africa.

TB and HIV control and services should belinked. Close collaboration isnecessary.
TBiscurablein HIV infected patients. However, TB treatment is more complicated when
patientsareon ARVs.

INH prophylaxisisindicated for HIV-infected individuals with latent TB infection.

Answer any guestions about the relationship between TB and HIV.
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SESSION #17: ROLE AND CHALLENGESOF PRIVATE SECTOR IN TB CONTROL

OBJECTIVES: By the end of this session, participants will:

1. Beaware of the full scope of the private sector

2. Understand the important role that the private sector playsin TB control activities

3. Consider the consequences of alack of collaboration between the NTP and the private sector
4. Know of examples of successful interactions between NTPs and the private sector.

PREPARATION:

TRAINER

= Prepare facilitated discussion(s)

= Handout on successful public-private collaborative projects
= Key messages listed on aflip chart

PARTICIPANT
= Read Session #17 Readings in notebook

TIME: 1.5hours

STEPS:
1. Discussion on collaborating with the private sector — 30 minutes
Ask:
» What are some examples of private sector practitionersfor TB in places where you have
worked?
List responses on aflipchart. Broadly defined, private providers are any health care providers outside
of the formal public health sector which may include:
traditional healers
pharmacists
qualified practitioners of various fields of medicine including ayurveda, unani, homeopathy
unqualified practitioners
specidlist (allopathic) physicians
private hospitals and labs
non-governmental organizations
pharmacists

» What are some of the consequences of a lack of collaboration between public and private TB
services?

List responses on aflipchart. Ensure that list includes the following:

= Incomplete recording of TB cases

Non-standardized and possibly erroneous diagnostic procedures

Non-standardized and possibly erroneous treatment

Non-standardized and possibly erroneous follow-up

Patients may have to pay for various services and/or medications

Lack of accessto training in proper TB diagnosis and treatment for private providers

What might be some barriersto public — private collaboration for TB services?
Actual or perceived loss of income

Actual or perceived loss of patients from care

Actual or perceived poor quality of services (e.g., long waits) in public sector

Lack of respect for non-allopathic providers and unwillingness to collaborate with them
Lack of trust between private and public providers

L} n n n n V
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2.

= Complicated logistics
= Additional work to train private providers

Case study small group exercise - 30 minutes

Distribute a case study and with participants working in small groups, ask them to develop an
approach for public-private partnerships based on India' s four schemes for partnerships described in
their policy document (included in homework reading).

Have small groups summarize their plansto the whole group.

Alternatively, discussthe role of the private sector and PPM practices in the country where the course
is being held

Discussion and brainstor ming session on public-private collabor ation — 20 minutes
Ask:

» What actions might work in your country settings to facilitate public-private collaboration for
TB care? Why?

Record responses on a flipchart and acknowledge innovative suggestions.
Close the session — 10 minutes

Ask:

» What do you think are the key messages from this session?

List the responses from the participants on aflip chart. Then read the prepared the flipchart of Key
Messages. Compare the perceived and intended key messages.

KEY MESSAGE

v
v

v

The private sector can include a wide range of practitioners.

Collaboration between the public and private sectorsis necessary for effective TB control and
achievement of global targets.

Barriersto collaboration between the public and private sectors can exist on both sidesand
must be fully explored before undertaking a collabor ative activity.

Some countries have established guidelines for public-private collabor ation.
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SESSION #18: CHANGING TUBERCUL OSIS PERSONNEL BEHAVIOR

OBJECTIVES: By the end of this session, participants will:

1. Understand how we measure quality and performance of TB control activities

2. Beableto list and compare strategies that can be used to improve TB control program quality and
performance.

3. Understand when training is (and is not) the most appropriate response to poor quality or performance

PREPARATION:

TRAINER

= Prepare facilitated discussion(s)

= Handout on pros and cons of different strategies for enhancing quality and performance
= Key messages listed on aflipchart

PARTICPANT
= Read Session #18 Readings in notebook

TIME: 60 minutes

STEPS:

1. Discussion of quality performance for TB control programs- 20 minutes
Ask:
» How do we measure the quality and performance of TB control activities?

Ask participants to recall the exercise with the Compendium of Indicators. List responseson a
flipchart. Examples should include:

= For quality: effective education of patients, correct methods to examine sputum slides under the
microscope, patient-centered approach, adherence to TB program protocols

= For performance: achieving 85% treatment success rate or 70% case detection rate or 95% sputum
conversion at 3 months.

If suggestions are made which are not standard indicators, ask what measurable indicator could be
used to measure the improvement.

2. Develop alist of strategiesto enhance TB staff performance — 30 minutes
Remind the participants of the self-assessment exercise that identified all of the various partner

groups and organizations in the TB control system: doctors, nurses, lab technicians, community DOT

treatment supporters, private practitioners, etc.

Ask:
» What can you do to enhance quality and performance among TB control personnel?

Ask participants to work in small groups and allow 5 minutes to discuss how to bring about changes
in behavior. Then ask each small group to report the strategies they identified. List the responses on

aflipchart. Add any of the following if not mentioned.

Strategies for Enhancing Quality and Performance of TB Personnel
= Traning

= Reading & giving written materials

= Mentoring

= Modeling
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Cooperatives

Monitoring—including feedback of clear data/evidence to worker
Supervision

Incentives

Performance Appraisal

Cohort Analysis

Job Aids

Peer appraisal and peer mentoring

Quality Improvement program

Improve the environment in which services are provided (e.g. provide
adequate resources, ensure no drug stockouts)

= Improvethe system (e.g., it is not bad actors with bad behaviors which lead
to poor quality, it isabad system, and improving the system getsrid of the
poor quality without direct efforts to change behavior)

Highlight that training is only one method and discuss the many options available. Invite participants
to offer afew examples of “job aids’ and their appropriate application. Stress that multiple strategies
generally is more effective than a single method

Ask:
» What are the pros and cons of each item on our list?

Have the participants remain in their small groups. Assign a portion of the list to each group with
overlap so that each item will be discussed by more than one group. After 5 minutes, ask each group
to present their responses.

Emphasi ze the purpose of training, that it is not an end in itself, but rather a whole range of
techniques that increase performance (coaching, lecturing, workshops, hands-on learning, etc), and
situationsin which it is necessary and useful (e.g., when the problem is lack of information or skill).
Discuss effective teaching techniques such as adult learning methods, and effective follow up to
training. Mention that a Training Needs Assessment (TNA) which often assumes that training is
necessary and that a more useful role for the TNA isto define first whether training is the appropriate
response to observed quality deficiencies. A good TNA should allow a broader range of conclusions,
and ensure that expensive training, which takes providers away from their work sites, isreally
necessary. Add that all good training is followed up to assess usefulness and clarify practice of the
new knowledge.

The following day distribute a handout of the lists generated by the participants.

3. Closethe session by highlighting the key messages - 10 minutes
Ask:
» What do you think are the key messages from this session?

List the responses from the participants on aflip chart. Then read the prepared the flipchart of Key
Messages. Compare the perceived and intended key messages.

KEY MESSAGES:

v' Application of the full range of strategiesto improve quality and effectiveness of services among
TB control personnd islikely to be more effective and often less costly than standard training
COUr Ses.
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v' Thebest interventionsfor improving quality and performance should be selected based on a
needs assessment.

v" Trainingisnot the answer when lack of information or skill isnot the problem. Training will
not address other causes of poor performance such asinadequate wor king conditions, low
mor ale, weak supervision, and insufficient compensation.

v All training needs follow up to increase the likelihood of implementation of the new knowledge.

Answer any remaining questions about changing TB personnel behavior.



SESSION #19: TUBERCULOSISPROJECT DESIGN — Continued

OBJECTIVES: By the end of this session, participants will:

1. Haveidentified all components of a project proposal and the key partners associated with each
component.

2. Haveidentified specific roles for their organization in the project design.

3. Have drafted anew or revised TB control project and implementation plan

PREPARATION:
TRAINER
= Project design template.

PARTICIPANT

= Select country and bring NTP plan

=  Completed self-assessment worksheet tool

= Contacted your HQ office to answer additional questions, as needed

Created reasonable answers where no information was available (so as to complete the exercise).

TIME: 45 minutes

STEPS:

1. Work in small groups—45 minutes
Participants continue to work on their project design presentation for the final day. Assigned
facilitator sits with his/her small group and acts as a consultant to the group.

(See session #9 for further details.)
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SESSION #20: VISIT TO A PRIVATE PROVIDER’S OFFICE

OBJECTIVES: By the end of this session, participants will:

1. Havetoured aprivate practitioner’s office.

2. Observed a provider-patient interaction.

3. Spoken with a private provider about pros and cons of collaboration with the NTP

PREPARATION:

TRAINER

= Arranged TB clinic visit(s)—depending on number of participants, 5-6 clinic sites may need to be
used to alow a maximum of 4 visitors per site.

PARTICPANT
= Beattentive and respectful of patient privacy and confidentiality during the visit.

TIME: 3 hours

STEPS:

1. Visittoaprivate practitioner’s office— 3 hours
Participants will visit a public sector office where they will observe a provider-patient interaction
(pending patient consent), and tour the facility, including the patient registration, waiting, and exam
areas. Participants will have the opportunity to interview the provider regarding his’her scope of
practice, usual recommendations for patients that present with cough for more than 2 weeks, his’/her
collaboration with India’s RNTP (if any), and hig’her willingness to collaborate with the public
sector.

2. Debriefing of visit to private practitioner’s office — 30 minutes
Depending on schedule, this may need to be addressed the following morning.
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SESSION #21: PRESENTATION OF TB PROJECT DESIGNSAND IMLEMENTATION
PLANS—-4 hours

Each small group presents their TB project design to the group. Immediate feedback is provided by the
facilitators as well as the other participants.

Time alotted for each presentation, feedback and Q& A depends on number of groups presenting:
7 groups — 30 minutes each (i.e., 20 minutes for presentation, 10 for feedback, discussion, Q& A)
8 groups — 25 minutes each (i.e., 15 minutes for presentation, 10 for feedback, discussion, Q& A)
10 groups — 20 minutes each (i.e., 10 minutes for presentation, 10 for feedback, discussion, Q& A)
Designate a timekeeper who will provide 5 and 1 minute warnings to presenters.

Guidance for providing feedback:

Strengths of project design:

Comprehensive:

Collaborations/Partnerships:

Feasible/Practical:

Financially reasonable:

Weaknesses:

I ssues neglected:

57



SESSION #22: CLOSING SESSION — 60 minutes

1. Review of course and future steps— 25 minutes
= Review course highlights. Review all the session titles, referring to the key messages posted on
thewall. — 15 minutes
= Lead discussion on PVOs next steps. Ask for volunteers to discuss what next steps they are
planning. Remind participants of references provided and where to get more information — 10

minutes.

2. Final course evaluation — 15 minutes
Participants complete final course evaluation.
Ask participants what helped them do the final project exercise. Obtain permission to use sample
designs and critiques (anonymously) in future course or final version of facilitators manual.

3. Distribution of certificates/Closing Remarks - 20
= Distribute certificates — 10 minutes
= Describe course follow-up (planning to contact participants in 2 months to see what they have
used/found useful in practice) and how the group participants can help each other— 5 minutes
= Closing remarks, including thank you’' s and general comments — 5 minutes
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APPENDIX A

OPTIONAL: SELF-ASSESSMENT TOOL
Include in the participant’ s course notebook and advise participants to compl ete the self-assessment forms
each evening as part of their preparation of the TB project design exercise, which will be presented on the
final day.

SELF-ASSESSMENT QUESTIONSBY TOPIC:

Organizational preparedness
1. Who are the population groups you serve and the partners with whom you work?
2. What are the activities that your organization undertakes?

TB case detection and diagnosis

1. How can your organization contribute to supporting good quality diagnostic methods?

2. Doesyour organization have in-house expertise for laboratory support? If not, where will you get it?
3. How can your organization support the necessary activities to strengthen the laboratory component?

Drug management

1. Hasanyonein your organization had experience or training in facility stock management?

2. Areany of the drug management organizations working in the countries you are targeting for
potential TB activities?

Recording and reporting

1. What experience does your organization have with managing epidemiological data?

2. What isyour organization’s capability to use reported data to make management decisions?

3. Hasyour organization performed monitoring and supervision of counterparts in the past?

4. How would monitoring and supervision of a TB control project differ from what your organization
has done in the past?

Palicy and advocacy

1. What isthe experience of your organization in TB policy and advocacy?

2. How might your organization get engaged in the policy and advocacy processin the country where
TB activities are being contemplated?

Supporting patient adherence
1. What opportunities for incentive systems can your organization explore?
2. What can your organization do to promote patient-centered treatment?

DOT treatment supportersand community based care

1. Doesyour organization have a good working relationship with local health care providers?

2. Doesyour organization have networks (or access to networks) of community based groups which
may serve as community based treatment supporters?

Community awar eness

1. What community experience does your organization have that you can build on to increase
community awareness?

2. What behavior change methods can your organization utilize to facilitate patient utilization of
services?

TB and HIV/AIDS
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Is your organization managing an HIV/AIDS project?

If yes, does your organization have any interactions or collaborative activities with the NTP?
Which aspects of your HIV/AIDS project might lend themselvesto joint TB/HIV activities? How
might your organization develop these joint activities?

wbh P

Improving quality/training:

1. What quality enhancement strategies does your organization use? Which ones could apply to work
with a TB control program?

2. What levels of the TB system can your organization influence to enhance the quality of their
performance?

M anagement resear ch

1. What innovations to improve delivery of DOTS-based services might your organization make?

2. How can your organization plan in advance to capture the contribution of these activitiesto overall
project success?

Monitoring and Evaluation (M& E):
1. What experience does your organization have with M&E in other health programs?
2. Which skills/practices’knowledge may be transferable to M& E of a TB project

Public-private sector collaboration:
1. Isyour organization working with the private sector currently?
2. How might your organization work with private sector providersto improve TB control efforts?
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APPENDIX B

Compiling the Notebooks & Other Materials

Materialsto distribute at registration:
1. Management of Tuberculosis Training for Health Facility Staff (WHO Modules A-J)
2. A Guidefor Tuberculosis Treatment Supporters
3. Compendium of Indicators for Monitoring and Evaluating Tuberculosis National Programmes
4. Stop TB Partnership folder

Other items:

1. TB Technical Reference Materials (USAID/CSHGP)
http://www.coregroup.org/working_groupS'TRM Tuberculosis 2005.pdf
2. An Expanded DOTS Framework for Effective Tuberculosis Control
http://www.who.int/tb/dots/framework/en/index.html

Compiling the notebooks:

At the front of the notebooks, insert the following in this order:
1. Course agendaat aglance
2. Copy of learning objectives from Facilitators Manual
3. Copy of reading list for course

Insert tabs with the following headings:
Day 1

Day 2

Day 3

Day 4

Appendices

Full length materialsthat need to be photocopied and inserted in notebooks under Appendicestab:
1. Tuberculosis: Practical Guide (Medecins Sans Frontieres)

2. Treatment of Tuberculosis Guidelines for National Programmes (WHO manual) - AVAILABE ON WEB

AT http://www.who.int/tb/publications/cds tb 2003 313/en/index.html
3. NGOs& TB Control — AVAILABE ON WEB AT http://w3.whosea.org/tb/ngo.htm

Day 1

1) Summary in WHO's report Global Tuberculosis Control—surveillance, planning, finance, pages 1-3
[AVAILABLE ON WEB AT http://www.who.int/tb/publications/global_report/en/index.html]

2) Second Global Plan to Stop Tuberculosis—pages 29-34 [AVAILABLE ON WEB AT

http://www.who.int/tb/publications/2006/en/index.html]

3) Case Detection Flow Diagram

4) Handout of Diagnostic Techniques
5) Laboratory Servicesin Tuberculosis Control, Part 1. Organization and Management—pages 13-18, 41-43 —
AVAILABLE ON WHO'SWEBSITE, PUBLICATION CODE WHOQO/TB/98.258

Day 2
1) The Manager: Improving Drug Management to Control Tuberculosis— | WILL BRING HARDCOPY

2) Panambia Drug Management Case Study — | WILL SEND TO YOU

3) Report on the Meeting of the 2nd Ad Hoc Committee on the TB Epidemic—pages 6-7 — AVAILABLE AT
http://whglibdoc.who.int/ha/2004/WHO HTM_STB_2004.28.pdf

4) Background Document Prepared for the Meeting of the 2nd Ad Hoc Committee on the TB
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http://www.coregroup.org/working_groups/TRM_Tuberculosis_2005.pdf
http://www.who.int/tb/dots/framework/en/index.html
http://www.who.int/tb/publications/cds_tb_2003_313/en/index.html
http://whqlibdoc.who.int/hq/2004/WHO_HTM_STB_2004.28.pdf

Epidemic, Montreux, Switzerland, 18-19 September 2003—pages 7-10 —- AVAILABLE AT
http://whglibdoc.who.int/hg/2004/WHO HTM_STB_2004.27.pdf
5) Community Contribution to TB Care—pages 13-15 & 18-19 and table on page 27* - AVAILABLE ON WHO
WEBSITE
6) 5DOT Case Studies
7) Prosand Cons Forms for each DOT Case Study
8) Patient Treatment Flow Diagram

Day 3
1) Fact Sheet from IUATLD on MDR-TB

Day 4 —February 23"

1) Stop TB Flyer — TB-HIV Fueling Each Other

2) Interim Policy on Collaborative TB/HIV Activities, pgs 1-12 — AVAILABLE ON WEB AT

http://whglibdoc.who.int/ha/2004/WHO_HTM_TB_2004.330.pdf

3) Involving Private Practitionersin TB Control—pages 29 (table), 35-36, 45 (table) — AVAILABLE ON WHO

SITE, PUBLICATION CODE WHO/CDS/TB/2001.285

4) Public-Private Mix for DOTS—pages 5-6 — AVAILABLE ON WHO SITE, PUBLICATION CODE

QHO/CDS/TB/2003.325

5) Involvement of Private Practitionersin the Revised National TB Control Programme, India Ministry of Health
and Family Welfare— AVAILABE AT
http://www.tbcindia.org/pdfs/I nvol vement%200f %20Private%20Practiti oners¥20in%20RN T CP. pdf

6) Public-Private Mix in the Revised National TB Control Programme, chapter 15 from TB Control in India, pages
135-143 - AVAILABLE AT http://www.tbcindia.org/pdfs/Tubercul osi s%20Control %620in%20I ndial5. pdf

6) Training for Better TB Control—pages 7-13 — AVAILABLE AT

http://whglibdoc.who.int/hg/2002/WHO_CDS TB 2002.301.pdf

7) Second Global Plan to Stop Tuberculosis— pages 35-41

8) Template of TB control program design and implementation plan
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APPENDIX C

Participant Cour se Reading Assignments and Homewor k
NOTE: All reading assignments during the course are from the books/manual's that received at
registration or are included in the course notebook. Photocopied materials consisting of selected pages
(marked with an asterix below) can be found in the notebook under the appropriate day’ s tab.

PRIOR TO ARRIVAL AT COURSE YOU SHOULD HAVE READ:
1) TB Technica Reference Materials (USAID/CSHGP)
2) An Expanded DOTS Framework for Effective Tuberculosis Control

READING MATERIALSYOU WILL RECEIVE AT THE COURSE:

Management of Tuberculosis Training for Health Facility Staff (WHO Modules A-J)

A Guide for Tuberculosis Treatment Supporters

Compendium of Indicators for Monitoring and Evaluating Tuberculosis National Programmes

Tuberculosis: Practical Guide (Medecins Sans Frontieres) — a photocopy of this manual is under the

Appendix tab in your notebook.

9. Treatment of Tuberculosis Guidelines for National Programmes (WHO manual) — a photocopy of this
manual is under the Appendix tab in your notebook.

10. NGOs & TB Control — a photocopy of this manual is under the Appendix tab in your notebook.

© NG

ASSIGNMENTSTO BE COMPLETED IN PREPARATION FOR EACH SESSION

Day 1

Session #1: Tuberculosis—The Patient and Disease, & the DOTS Strategy
Readings:
1) Tuberculosis: Practical Guide (M SF)—pages 12-14
2) Management of Tuberculosis Training for Health Facility Staff, Module B:
Detect Cases of TB—page 1
Session #2: TB asaGloba Health Crisis
Readings:
1) Summary in WHO's report Global Tuberculosis Control—surveillance, planning, finance, pages 1-3*
2) Second Global Plan to Stop Tuberculosis—pages 29-34*
Session #3: Tuberculosis Case Detection and Diagnosis
Readings:
1) Management of Tuberculosis Training for Health Facility Staff, Module B: Detect Cases of TB—page 2-12
2) Case Detection Flow Diagram*
3) Tuberculosis: Practical Guide (M SF)—pages 26-31
Session #4: Role of the Laboratory
Readings:
1) Handout of Diagnostic Methods Comparison*
2) Laboratory Servicesin Tuberculosis Control, Part 1: Organization and Management—pages 13-18, 41-43*

Day 2
Session #5: Tuberculosis Treatment

Readings:

1) Management of Tuberculosis Training for Health Facility Staff, Module C: Treat TB Patients—pages 1-2 (up to
“Objectives’), 3-6, 13, 17, 31, 47-48

2) Treatment of Tuberculosis: Guidelines for National Programmes—pgs 87-98

Session #6. Managing TB Drugs and Supplies

Readings:

1) The Manager: Improving Drug Management to Control Tuberculosis*
2) Panambia Drug Management Case Study*
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Session #7: Recording and Reporting

Readings:

1) Management of Tuberculosis Training for Health Facility Staff, Module H: Monitor TB Case
Detection and Treatment—pages 2-3 (skip Optional Exercise A on page 4), 13-19

2) Compendium of Indicators for Monitoring and Evaluating National Tuberculosis Programmes, Appendix B:
Sources of Tuberculosis Data— Standardized Tuberculosis Data Collection Tools and Reports, pages B1-B14

Session #8: TB Control Partnerships. Global and Local
Reading:
1) NGOs and TB Control—pages 11-13 and 33-39

Session #9: Introduction to TB Project Design

Task:

1) Review template of a TB control project design and implementation plan.*

In addition, you are expected to have gathered information about your organization’s capabilities and vision for TB
control projects as well as background data on an area where you will propose your TB project be based.

Session #10: Supporting Patient Adherence with DOT and Community-Level Programming
Readings & Task:

1) A Guide for Tuberculosis Treatment Supporters

2) Treatment of Tuberculosis; Guidelines for National Programmes—pages 47-51

3) Community Contribution to TB Care—pages 13-15 & 18-19 and table on page 27*

4) 5DOT Case Studies*

5) Complete Pros and Cons Forms for each DOT Case Study*

6) Patient Treatment Flow Diagram*

Day 3

Session #11: Supervision, Monitoring and Evaluation

Readings and Task:

1) Compendium of Indicators for Monitoring and Evaluating National Tuberculosis Programmes, pages 1-17
2) TB M&E Case Study

3) Complete Cohort Analysis Exercise

Session #12: Visit to apublic TB clinic
No reading required. Participants are reminded to respect patient privacy and confidentiality during the visit.

Session #13: Policy and Advocacy in TB Programming

Readings:

1) Report on the Mesting of the 2nd Ad Hoc Committee on the TB Epidemic—pages 6-7*

2) Background Document Prepared for the Meeting of the 2nd Ad Hoc Committee onthe TB  Epidemic,
Montreux, Switzerland, 18-19 September 2003—pages 7-10*

Session #14: Multi-Drug Resistant Tuberculosis (MDR-TB)

Readings:

1) Fact Sheet from IUATLD on MDR-TB*

2) Tuberculosis: Practical Guide (M SF)—pages 64-65

3) Treatment of Tuberculosis: Guidelines for National Programmes—pages 99-104

Session #15: Pediatric Tuberculosis
Reading:
1) Tuberculosis: Practical Guide (M SF)—pages 40-41



Day 4

Session #16: Tuberculosisand HIV/AIDS

Readings:

1) Stop TB Flyer — TB-HIV Fueling Each Other*

2) Interim Policy on Collaborative TB/HIV Activities, pgs 1-12*

3) Tuberculosis: Practical Guide (MSF) [summary of drug-drug interactions|—pages pg 60-63

4) Additional optional reading: Treatment of Tuberculosis: Guidelines for National Programmes—pages 75-82

Session #17: Role and Challenges of Private Sector in TB Control

Readings:

1) Involving Private Practitionersin TB Control—pages 29 (table), 35-36, 45 (table)*

2) Public-Private Mix for DOTS—pages 5-6*

3) Involvement of Private Practitionersin the Revised National TB Control Programme, India Ministry of Health
and Family Welfare—pages 5-7, 35-40*

4) Public-Private Mix in the Revised National TB Control Programme, chapter 15 from Tuberculosis Control in
India, pages 135-143*

Session #18: Changing Tuberculosis Personnel Behavior
Readings:
1) Training for Better TB Control—pages 7-13*

Session #19: Tuberculosis Project Design — continued

Readings and Task:

1) NGOsand TB Control—pages 14-32

2) Second Global Plan to Stop Tuberculosis — pages 35-41*

3) Come prepared to work on your project design and presentation.

Session #20: Visit to a Private Provider’s Office
No reading required. Participants are reminded to respect patient privacy and confidentiality during the visit.

Day 5

Session #21: Presentation of TB Project Designs and |mplementation Plans
Task:
1) Prepare presentation of your design of a TB control program and implementation plan (expansion or start-up).

Session #22: Closing Session
Certificates will be issued.
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APPENDIX D
COURSE CASE STUDIES

Session #6: Managing TB Drugs

Panambia Drug M anagement Case Study

Your TB contral project plansinclude promoting DOTS expansion in Panambia. Y ou make a pre-project
visit to Panambia to evaluate the current TB situation. Dr. Aboagye , director of the national TB program
(NTP) in Panambia reports that the treatment success rate is 62% (WHO target is at |east 85%) and the
case finding rate is 34% (WHO target is at least 70%). He also reports that he is interested in expanding
DOTS from 50% coverage which is currently the case to 75% next year.

The NTP uses loose drugs which are not in combined form nor are they in blisters. They are normally
purchased in bottles of 1000 tablets. Drugs used for the intensive phase of treatment are rifampicin (R),
Isoniazid (H), Pyrazinamide (Z), Ethambutol (E) for Category | and 111 patients and RHZE plus
Streptomycin (S) for Cat. |1 and for continuation treatment RH for Cat. | and 111 and RHE for Cat. |1

While visiting a health center where TB patients are treated, Dr. Briame told you that facilities haveto
pick up their stocks from the district warehouse. She aso said that streptomycin is sometimes out of
stock; ethambutol was unavailable for 1 month in 2004.

As patients leave the TB clinic you ask them how they are feeling and how treatment is going. Patients

you interview report that they are tired of going to the clinic and not receiving all their drugs. They also
admit that unless someone is watching they don’t take all the tablets since the program requires them to

take 10 tablets at one time daily during the intensive phase. They just can’t swallow that many.

One patient complained that they may have to discontinue treatment because they must buy syringes to
receive the Sinjection. During the intensive phase two patients mention they haveto travel long
distances to get to the TB clinic.

While talking to some of the TB doctors and nurses you learn that workload is too high to provide directly
observed therapy (DOT) for intensive phase. For the same reason DOT is not practiced for the
continuation phase. Patients return to the health facility once a month for consultation and to receive next
month’s drugs while in Continuation phase.

Case Study Questions:
1. What are some of the key TB drug management weaknesses for promoting DOTS expansion
in Panambia?
2. Which persons or groups could you approach about drug management problems to support
DOTS expansion?
3. What specific activities could you do with the persons or groups that you approach to
improve drug management?
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Session #9: TB Control Design and I mplementation Plan

Create adraft TB control project design and accompanying implementation plan for either a new
project or expansion of current activities. Consider each of the components of the DOTS
strategy and your organization’s strengths, experience and current programming in the
region/country (if applicable). The self-assessment is should guide your project design and
development. Subsections of your project design should include, but are not limited to, the
following:

Epidemiology and situational analysis

Vulnerable groups

Evidence of political commitment

Laboratory services (including QA)

DOTS coverage

What others are doing in related areas (geographic and programmeatic)
Current problems

Proposed Strategy

Implementation Plan

67



Session # 10: Supporting Patient Adherencewith DOT and Community-L evel
Programming

1) Community-based TB control in Bangladesh

Setting: The disease control programme of the Bangladesh Rural Advancement Committee
(BRAC), aBangladesh NGO, includes community-based TB control activities. The population
served was primarily rural and 80% are agriculturists.

BRAC has substantial experience in the successful mobilization of community groups. The
Health Nutrition Population Program (HNPP) trained community health workersin each village,
providing an opportunity to integrate TB services. Additional infrastructure and supervisory
staff are also available to support a TB program. BRAC was given compl ete responsibility for
implementation of TB control activitiesin the area. BRAC program organizers visit villages and
encourage development of village organizations (one for every 40-50 households) that then
selects the DOT supervisors (CHWSs) for training. BRAC DOT supervisors conduct community
health education related to TB during routine visits. Case finding, community DOT and defaulter
retrieval are other key activities done by DOT supervisors present in each village. Supervisors at
home initiate treatment after introduction of the patient from clinic and on execution of a bond
by the patient for completion of treatment with community members as witness and on payment
of adeposit. The supervisors receive seven weeks training. BRAC has awell-defined
supervisory system at various levels, which include BRAC and government officers.

Results and Conclusion: The supervisors seems largely acceptable to community members,
patients and public health workers, despite early resistance related to gender and religious issues.
Coverage extended to cover 1.8 million people in 1992. Cure rates of 85-90% are regularly
achieved in BRAC project areas compared with around 80% for the NTP outside these areas.
Default rate is substantially lower in BRAC areas.

Adapted from Community Contribution to TB Care: Practice and Policy,
Pages 61-70.
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Session # 10: Supporting Patient Adherencewith DOT and Community-L evel
Programming

2) Decentralization of TB treatment from Hospital to the peripheral health units and in the
community in Machakos, Kenya

Setting: Machakos, arural district in the Eastern Province of Kenya, 50 km from Nairobi had a
population of 900,000 in 1999. Most residents are relatively poor, rural, subsistence farmers.
The TB case rate increased 4-fold in Kenyain the 1990s, and with the NTP policy of admitting
to the hospital all new patients for DOT, overcrowding and decreased cure rates followed. The
HIV epidemic spread rapidly with half of all hospital beds filled with patients with HIV-related
disease. Prior to decentralization, all TB patients were admitted to hospital for 2 months
followed by 6 months of outpatient treatment during which patients collected their drugs from a
clinic each month. With decentralization, ambulatory care was offered. TB patients not living
within walking distance of a health facility were given the choice of traveling to the facility for
DOT, or having DOT supervision by acommunity volunteer. Volunteers collected drugs weekly
from health facilities, provided DOT, recorded treatment, and met regularly with the health
services staff.

Objective: To evaluate the impact on district TB programme performance, costs and cost-
effectiveness, of decentralizing TB treatment by providing ambulatory care through peripheral
health units and in the community.

Resultsand Conclusion: The number of patients registered in the control period (1996) was
1,141, and almost all were admitted to hospital during the initial phase. In the intervention
period (1998 and 1999) 3,244 patients were registered, and only 153 (5%) were admitted for the
initial phase of treatment. Average length of stay in hospital fell from about 60 daysto 4 days.
Of the 3,244 patients, those choosing the different options for DOT supervision were: hospital
clinic 1,618 (50%), peripheral health unit 904 (30%), and community volunteer 569 (18%). The
options were broadly acceptable to patients, families and staff. Treatment outcomes among new
Smear—positive patients were similar in the intervention and control cohorts: treatment success
(88% vs.85%) and death rates (4% vs.6%). Treatment completion was significantly higher
among new sputum smear-negative and extra pulmonary TB patients in the intervention period
(79% vs. 48%). The cost per patient for new smear-positive patients was US$ 591 with hospital
based approach, and US$ 209 with decentralized care. Regarding cost-effectiveness, for new
smear-positive patients, the cost per patient successfully treated fell from $ 696 to $239.

The decentralization of initial phase of TB treatment resulted in improved TB programme
performance overall. Performance of new smear positive cases remained high. Machakos
hospital closed its TB wards and patients and families expressed high satisfaction with the
decentralized approach.

Adapted from Community Contribution to TB Care: Practice and Policy, pages 37-38.
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Session # 10: Supporting Patient Adherencewith DOT and Community-L evel
Programming

3) Integration of TB treatment in a community based home care programme for persons living
with HIV/AIDS in Ndola, Zambia

Ndoladistrict, Zambia, with a population of approximately 500,000 people has 42 townships
with several shanty compounds. In 1995, TB control programme performance was poor, with a
cure rate of 15-20%, a default rate during the initial phase of 25% and no follow-up sputum
smears at 2 monthsin 75% of smear-positive cases. The Catholic Diocese of Ndola provides
support to theses programmes in the form of technical assistance, drugs, transport and food. The
community provides nursing care. In one compound Nkwazi, the home care programme
incorporated TB care and achieved treatment compl etion rates of 80% or more. A study was
conducted to evaluate the implementation of community-based DOT through an existing
community—based HIVV/AIDS home-care programme. New patients aged over 15 years with
sputum smear-positive pulmonary TB, treated according to standard NTP treatment guidelines
were enrolled. The option of community-based DOT through an existing HIV/AIDS home care
programme was offered in one compound and treatment outcomes were compared with a
compound where ambulatory TB treatment was provided by health center staff.

Resultsand Conclusions: During the study period of 1998 and first half of 1999, there were
104 new cases in the intervention compound Chipulukusu (72 smear positive) and 176 casesin
the control compound Twapia (96 smear positive). Among new smear-positive cases, the
treatment success rate was 61% in the intervention compound and 48.9% in the control
compound. The default rate was 8.3% in the intervention compound and 22.9% in the control
compound. Therewas agradual and increasing acceptance of the role of community volunteers
in providing DOT. Integration of TB care into an existing home-based HIV/AIDS programmein
this setting was successful, with improved treatment outcomes.

Adapted from Community Contribution to TB Care: Practice and Policy, pages 45-46
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Session # 10: Supporting Patient Adherencewith DOT and Community-L evel
Programming

4) Traditional Healer s as Community Based(CB) DOT providers: A Comparative Study

Setting: South Africais experiencing explosive twin epidemics of HIV/AIDS and Tuberculosis. Inthe
rural district of Hlabisa, located in KwaZulu Natal, 300 kms North-East of Durban, admission of adult TB
patients increased by 360% between 1991 and 1998, with 65% of them being HIV infected in 1997. In
order to cope with the increasing number of TB patients, a CB-DOT program was initiated. Patients
chose their treatment providers who were laypersons or a Community Health Worker (CHW) or or a
clinic-based health worker. Overall from 1992-1998, 80% of the patients completed treatment and CB-
DOTS was shown to be highly cost-effective.

Traditional Healers (THs) who volunteered were chosen as DOT supervisors. Because of the limited
cooperation between THs and the mainstream health system in the past and the sensitivity of the matter,
consultations were carried out with all levels of health authorities and with TH representatives. Twenty-
five THs attended two one-day training sessions on the management of TB. They were then integrated in
the existing CB-DOT program thereby increasing patient options for DOT supervision to consist of a
health worker at alocal clinic, CHW, laypersons (i.e., shopkeepers), or a TH. Between 1999 and 2000,
53 (13%) patients were supervised by THs and 364 (87%) by clinics, laypersons or CHWS.

Objective: Since THs are spread throughout the rural areas and are widely consulted, a study was carried
out to assess acceptability and effectiveness of THs as DOT supervisors.

Conclusion and Results: Overall, 87 % of those supervised by THs completed treatment compared with
67% of those supervised by others. The mortality rate among those supervised by THs was 6% whereas
among those supervised by othersit was 18%. None of the patients supervised by THstransferred out of
the district during treatment whereas 5% of those supervised by others did.

Generally patients supervised by THs expressed high levels of satisfaction and all patients believed that
THs should be DOT supervisors. A major advantage expressed was easy access to THs who generally
live near the patients and the short waiting times when attending for treatment. Other reasons were that
THSs had a caring attitude and inquired about the general well-being of the patients they supervised. One
patient said “they love their patients and treat the like their family”. Asan example of this, three THs
regularly visited 18 patientsin their early phases of the treatment because these patients were at times too
ill to leave their homes. In addition, three patients reported receiving food from their TH supervisors
when attending for treatment.

THs are a potentially important group of providers that can be integrated into the TB control program. In
Subsaharan Africa, the ratio of TH to population is 1:1500, in contrast to the doctor to population of
1:40,000.

Adapted from Community Contribution to TB Care: Practice and Policy, pages 48-49.
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Programming
5) Contributionsof TB clubsto TB control in arural district in Ethiopia

Setting: Ethiopiainitiated its National TB Program in 1960. The country has a TB incidence of
117/100,000 per year and national geographic coverage with the DOTS strategy is 65%. Estie
district isrural located in the Northwestern part of the country, with a population of 300,000. The
district has one health center and 10 health stations. Recognition of TB control problemsin the
district led to revitalization of district tuberculosis control activities, including the formation of
“TB clubs’ (small support groups of tuberculosis patients based on where they live). Each clubis
comprised of 3-10 patients and assists with TB treatment adherence, referring TB suspectsto
health services, and links with other community members and groups. . The organization of
patients into the TB clubs resulted in patients maintaining friendly ties among themselves and
continuing “ TB club” activities even after they finished treatment. These clubs eventually led to
formation of TB mahibers (anti-TB associations). TB mahibers are more formally involved in
TB control, in liaison with the NTP.

Objective: To determine how TB clubs and TB mahibers have contributed to case finding and
treatment outcomes

Results and Conclusions: The number of TB clubs increased from 52 in 1997 to 65 in 1999,
with amembership of 411. The number of TB mahibersincreased from 2 in 1998 to 5 in 1999.
The number of TB suspects referred increased from 181 in 1997 to 218 in 1999. Between 58-
65% of all suspects were diagnosed with TB. Treatment success rates (cure plus treatment
completion) for smear-positive pulmonary TB cases improved from less than 40% in 1996 to
80% in 1999. The defaulter rate decreased from 32% in 1996 to 2% in 1999. The treatment
completion rate for smear-negative and extra-pulmonary TB was 75% in 1999. TB clubsand TB
mahibers have made a positive contribution to improved NTP performance at little cost to health
services. Thereisacontinued increase in the number of TB clubs and TB mahibers.

Adapted from Community Contribution to TB Care: Practice and Policy, page 52
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DOT Case Study:

List the advantages to this model for PATIENTS:

List the disadvantages to this model for PATIENTS:

List the advantages to this model for PROVIDERS:

List the disadvantages to this model for PROVIDERS:

73



Session #11: Supervision, Monitoring and Evaluation
TB M&E Case Study —DOTS Expansion

Background
According to the last census conducted in 2001, the total population of Fictitia is 34 million people.

Almost 68% of the population lives in rural areas and 57% are over the age of 15. Despite some progress
in the early 1990s, economic growth has been slow over the past decade.

TB Situation

Although the MOH has limited funds to devote to TB, evidence suggests that there is political support for the
DOTS strategy. The MOH began implementation of the DOTS approach in 1999. Unfortunately, the
program has expanded slowly, resulting in little impact on improving TB control. TB control has remained a
vertical system with much of the care hospital-based. Last year legislation was approved to support
integration of TB servicesinto the primary health care (PHC) system.

WHO' s recent Global Report indicated that in Fictitia only 45% of expected new pulmonary smear-positive
cases were detected. A review indicated that many pulmonary TB patients are reported without any smear
result. Despite chronic under-detection and poor diagnostic practices, the absolute number rates of smear-
positive cases have increased since 1995. Many of the doctors and nurses working in the public sector have
not been trained in case detection and DOTS protocols.

In 2002, TB case natification ratesin Fictitiawere 127 cases per 100,000 of population and have

increased by 18% since 1999. Mortality rates also increased during the same time period. Such a

significant increase in mortality may be connected to the lack of anti-TB drugsin the country. (Fictitia

relies on the GDF for anti-TB drugs, however, insufficient stocks have been reported recently at some

facilities).

Fictitia s National TB Program has plans to do the following:

= expand DOTS coverage to most of the country by the end of 2005,

= end the practice of prolonged hospitalization for in-patient treatment,

= engage the PHC sector at the district level for administration of out-patient treatment for TB during the
continuation phase,

= reviseitsdrug distribution system.

Assignment

Review the table of indicators in the Compendium of Indicators for Monitoring and Evaluating National
TB Programs. Select and prioritize indicators that you, as an advisor to the NTP manager, would
recommend measuring to determine the success of the NTP in achieving its goal of decreasing TB
morbidity and mortality in Fictitia

74



APPENDIX E

TB CASE DETECTION FLOW DIAGRAM
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APPENDIX F

TB TREATMENT FLOW DIAGRAM

W0 S RRARIRAT 21 0
Hangpraoaan (jaaihos mas ) paaiagu) e a0 oy aganes e el
gy R YA U IR0 Sy AR AR A L) YUY L0 VAT R

wAnSEd A oo

mmniks sop

T Ampe gpmg o

WEAHY ANALLY A FRLNTIR TH PR

TR SARLIEIID ST R wowr g ot axopapyd §— Swpyen ngydamec

passzmoad Agraasinn aq yoma s ooy MTAMEARS i SR areaapey G dpanipadordiy pamTas
Apean wroaf aeigy agoy *(aaf dwd ag pas Lo as Ayt ol g aynr 5y ) remfjpn peen dprasadec wiags fasdiagie feis
AT FYATRYS BRI 0 OF (R AR R R apqesnd) LT 1oy U TR AT FITI e prsidad SAgAdT ISITUT Al
FR[IIE - 5 =
RITEITTEN] LI FEASIG00 JOpEn IS K PRy
o pua i by oot sunEEMpa) s A.r,.“_ SHEIIpaL
iinahils sapesoid wae, 1wy spnlipn Japranig
AT ARHRRTEI GAFT P el [ e s g g p- Surye prepde AT -y
pasiamadd Graazsn wg e ol Sipmnlowey AR R Py smaapy ffapmany appaosd ‘sparopsrapren yusgnd
Sptom o) aagd ayir el ded o poaw o) ags SRR AL e AR e R el anrs pnags ofuy po e
WA el Ay o (§5) e pEmar S apagranoal) | pep do WAREA JRHWE AR PAUTAT U JJAH 34 NI SAITARL S

‘dn-moyg|ay poe LK
FUAIC T AT R TSI TR S TR
‘B 7 - EHHTR ARG SN s apas “nopednp ‘ualindag )
Jov pua e pauaade = ERFRII R g auneal) Sissafep o
s sxpaaosd gy : A._H_ B DI ﬂu _n“”_ paLpin ] m w
R SEEI] AL PUIIIYEL], F ] Pudne]
jualijeal [ g cH Unissag

EIPU TEUNY) — SO0T ‘FT-07 Awniga g
asano) saadvungy weadoag (] 109 Fuonwiriosg joane) sSEojnasagn |,

76



APPENDIX G

TB Course Pre- & Post-Test —-ANSWER KEY
(delete answer s befor e copying for participants)

1. Which of thefollowing istrue about TB treatment? Select one best answer.

A. Patient classification, which is used to determine treatment regimen, is based on age, gender and
HIV status.
B. Appropriate monitoring of patients on TB treatment includes a sputum smear examination
each month while on therapy.
C. HIV-infected individuals may need their TB regimen adjusted to accommodate
concomitant anti-retroviral therapy.
D. Sputum smear conversion after 2 months of therapy is anot areliable predictor of those patients
that are likely to be cured.
ANSWER: C
2. TB can bereliably diagnosed by which of the following methods? Select all that apply.
A. Chest x-ray C. Quality-assured mycobacterial culture
B. Quality-assured sputum smear microscopy D. Tuberculin Skin Test

ANSWER: B & C

3. Which of thefollowing is a true statement about tuberculosisin children? Select one best
answer.

A.
B.
C.
D.

100% coverage with BCG vaccineis an effective control strategy.

Children typically contract TB from other children.

Sputum smear microscopy is an effective diagnostic tool in children with pulmonary TB.
BCG is effective at protecting against TB meningitisin children

ANSWER: D

A.
B.

C.

D.

4. Which of thefollowing istrue about MDR-TB? Select one best answer .
MDR-TB isdefined asresistance to all first-line TB drugs.
To initiate a DOTS-Plus program, the National TB treatment must have achieved a success rate of
50% or higher.
The current MDR-TB epidemic is primarily the result of past poor or incomplete treatment.
All laboratoriesin the area must have the capacity to do drug susceptibility testing.

ANSWER: C

A.

B.

B.
C.

5. Which of thefollowing istrue about policy and advocacy work in TB control?
Select one best answer.
Political commitment to DOTS should be measured through several indicators such as existence
of an NTP work plan and adequate allocation of financial and human resources.
Policy and advacacy work in TB control must be completed before initiating TB control activities.
Once a government has accepted the DOTS strategy, advocacy efforts are no longer a priority.
Policy and advocacy work in TB control is an inappropriate role for NGOs.

ANSWER: A

moow>

The DOTS strategy includes all of the following EXCEPT:
Treatment for TB with Directly Observed Therapy (DOT).
Standardized surveillance system.
Enough drugs to cover every patient starting treatment.
Routine testing of all TB patients for HIV infection
Government political and financial commitment
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ANSWER: D

7. A DOT treatment supervisor can be: Check all that apply.
A. Anlmam
B. A midwife
C. Thelocal butcher
D. A neighbor
E. A doctor
ANSWER: ALL

8. Appropriaterolesfor NGOsin TB control can include all of the following EXCEPT:
Monitoring of laboratory staff
TB service delivery independent from the NTP.
Providing TB care to patients whom the public health sector has not been able to access
. Training of NTP staff
ANSWER: B

cow»

9. All of thefollowing are true about the global TB epidemic EXCEPT:
TB resultsin 2 million deaths per year

TB causes an average annual income loss of 30% among TB patients

TB control is currently sufficiently funded

. Global TB rates are largely being driven by the HIV pandemic

ANSWER: C

cow»

10. Which of thefollowing istrue about the TB and HIV epidemics? Select all that apply.
A. Anti-TB drugs can be affected by anti-retroviral medications
B. Anti-retroviral drugs can be affected by anti-TB drugs
C. Personswith HIV infection and pulmonary TB are more likely to be sputum smear positive.
D. A TB/HIV collaborative strategy should include TB screening of all VCT patients that test
positive for HIV.
ANSWER: A, B and D

11. A comprehensive laboratory network includes which of the following? Select one best answer .
A. A nationa reference laboratory (NRL) which is capable of performing mycobacterial culture and
drug susceptibility testing.
B. A quality assurance program implemented independent of the NTP.
C. One smear microscopy lab unit per 250,000 population.
D. Quality assurance of smear microscopy by an international reference laboratory.
ANSWER: B

12. Which of thefollowingistrue about the pathogenesis of TB? Select one best answer.
A. A person with latent TB infection will eventually develop TB during their lifetime.
B. A person with latent TB infects an average of 10-20 people per year.
C. Personswith HIV infection have a 10% annual risk of developing active TB once infected.
E. Personswith sputum positive for acid-fast bacilli (AFB) are considered |east infectious.
ANSWER: C

13. Which of thefollowing istrue about the TB global targets? Select one best answer.
A. Case detection target must be achieved before treatment success of target can be achieved.
B. Treatment successis calculated as the number of cured patients minus the number of default
patients.
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C. Case detection is the number of people in a country that test positive for TB.
D. Globally, the case detection rate is close to the target
E. Globaly, the treatment successrate is close to the target.

ANSWER: E

D.

14. Which of thefollowing isthe WHO recommended regimen for treatment of new
smear positive TB patients? (SELECT ONE ANSWER ONLY)
2 months of isoniazid, rifampin, pyrazinamide, ethambutol, followed by 4 months of isoniazid
and rifampin.

2 months of isoniazid, rifampin, pyrazinamide, ethambutol, followed by 4 months of isoniazid,

pyrazinamide and rifampin.
2 months of isoniazid, rifampin, and pyrazinamide followed by 4 months of isoniazid and
rifampin.

2 months of isoniazid, rifampin, pyrazinamide, ethambutol, streptomycin followed by 4 months

of isoniazid and ethambutol.

ANSWER: A

15.

cowy

All of thefollowing are DOT S treatment outcomesfor TB patients EXCEPT:
Treatment completed
Treatment after default
Transferred to another facility
Failed treatment

ANSWER: B

16.

Which of thefollowing istrue about a TB surveillance system? Select one best
answer .

A. Cohort analysis is the main management tool used to assess program
effectiveness.

B. Cohort analysis provides information about why patients are interrupting
treatment.

C. Analysis of treatment outcomes (cohort data) is done only at the district level.
D. Only smear-positive TB cases should be recorded in the TB Registry.

ANSWER: A

17. Which of the following istrue about TB drug management? Select all that apply.
A.

B.

moo

To conserve NTP resources, the lowest priced drugs should always be purchased.

In addition to providing free drugs, the Global Drug Facility also sells drugs at low cost to
countries that have funds.

The cost of TB treatment for a patient with drug susceptible TB is US$11 per month.

Use of fixed-dose combination tablets reduces the risk of prescribing errors.

Use of fixed-dose combination tablets are recommended with twice weekly TB treatment
regimen.

ANSWER: B & D
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APPENDIX H

Evaluations

Course Title: Tuberculosis Control Programming for PVOs

Date, L ocation: February 20-24, 2006. Chennai, India

SESSION TITLE:

Please evaluate the following, choosing only oneresponse per question. 1=Poor......5=Excellent
1. Y our knowledge/skills on this session’s topic BEFORE thissession. | U1 02 03 04
a5
2. Your knowledge/skills on session’ stopic AFTER the training.
01 02 O3 04
3. Your overall rating of this session. 05
4. The extent to which this session met your training needs. gé 02 03 D4
5. The relevance of this session to your work.
01 02 O3 [0O4
05
01 02 O3 04
05

What was useful about this session? ~ How could this session have been improved?
Other comments, ideas, suggestions?

80



CORE’s TB Programming for PVO Managers
Date, Location: February 20-24, 2006. Chennai, India

Overall Course Evaluation

Please evaluate the following, choosing only oneresponse per question.

1=Poor...... 5=Excellent

1. Y our knowledge/skills on tubercul osis control programming before
the training.

2. Your knowledge/skills on tuberculosis control programming after
the training.

3. Your overall rating of the course.
4. The extent to which the course met your training needs.

5. The relevance of the training to your work.

01 02 03 04

01 02 O3 04
s

01 02 O3 04
s

01 02 03 04
s

01 02 03 04
05

Objectivesfor thistraining course arelisted below.
Please rate the extent to which these obj ectives wer e achieved.

1=Not well achieved
...5=Wé€ll achieved

Participants will:

1. Learnthe basic facts about tuberculosis from the individual to the global
level.

2. Review the internationally recommended TB control strategy (DOTS) and
rolesfor PVOsin TB control programming.

3. Understand the logical stepsto getting started in TB control programming
if itisanew areato their organization.

4. Evauate whether their organization is appropriately positioned to pursue
expanded TB control programming.

5. Strategize for their organization's expansion and/or innovation in TB
control programming, as appropriate.

6. ldentify relevant institutional, human and technical resources for high-
quality TB programming.

01 02 O3 04
s

01 02 O3 04
s

01 02 O3 04
s

01 02 O3 04
05
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01 02 O3 04

s

01 02 03 04

05

Please rate how valuable you believe each session will beto you in your work,
based on both quality and subject matter.

1=Not useful to me...

....5=Very useful
DAY OF ARRIVAL: Icebreaker 01 02 03 04 [5
DAY 1, Monday, February 20"
Lisa Adams/ 01 02 O3 04 05
Introduction Dennis Cherian
Lisa Adams/ 01 02 O3 04 05
1 | TB-the Patient and Disease & DOTS Strategy Fraser Wares
2 | TB as a Global Health Crisis Lisa Adams 01 02 O3 04 05
Fraser Wares/
3 | TB Case Detection and Diagnosis Lisa Adams 01 02 03 04 05
4 | Role of the Laboratory Nevin Wilson 01 02 03 04 05
Role of the Laboratory: visit to smear
microscopy lab and regional lab 01 02 O3 04 05
DAY 2
Lisa Adams/
5 | TB treatment Fraser Wares 01 02 O3 04 05
6 | Managing TB drugs Nevin Wilson 01 002 03 04 05
Lisa Adams/
7 | Recording and Reporting Fraser Wares 01 002 03 04 05
8 | Partnerships in TB Control Sri Chander 01 02 03 04 05
Lisa Adams/
9 | Intro to TB Project Design Dennis Cherian 01 002 03 04 05
10 | Supporting Patients and DOT - part 1 Dennis Cherian | 01 02 03 04 05
Dennis Cherian/
Supporting Patients and DOT - part 2 Fraser Wares 01 002 03 04 05
DAY 3
Lisa Adams/
11 | Supervision, Monitoring and Evaluation Nevin Wilson 01 02 O3 04 05
12 | Visit to a public TB clinic ALL 01 002 03 04 05
Debriefing of TB clinic visit ALL 01 02 03 04 05
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13 | Policy and Advocacy Dennis Cherian 01 02 O3 04 05
14 | MDR-TB Lisa Adams 01 002 03 04 05
DAY 4
16 | TB & HIV S.S. Lal 01 002 03 04 05
S.S. Lal/
17 | PPM/Private Sector-part 1 Nevin Wilson 01 002 03 04 05
S.S. Lal/
PPM/Private Sector-part 2 Nevin Wilson 01 02 03 04 05
15 | Pediatric TB Lisa Adams 01 002 03 04 05
19 | Work on Project Design with facilitator ALL 01 02 03 04 05
20 | visit to a PPM site or to a private practitioner's
office ALL 01 002 03 04 05
DAY 5
21 | TB Project Design Presentations (1st half) ALL 01 02 03 04 05
TB Project Design Presentations (2nd half) ALL 01 002 03 04 05
22 Closing—review course highlights, discuss
follow up and present certificates ALL 01 002 03 04 05

Any insights, anecdotes or ideasto help usimprove this course or understand how it has affected you
and your work?

Thank you very much for your participation in this course
and your work on this evaluation.
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