[image: image2.png]FROM THE AMERICAN PEOPLE



[image: image3.png]world relief” *....




Year Four Annual Report 
Vurhonga Community Based DOTS Project
World Relief
Program location:

Mozambique, Gaza Province
Districts: Bilene, Chicualacula, Chgubo, Chokwe, Guija, Mabalane, Massangena, Massingir

October, 2012 – September, 2013
Project dates:  September 30, 2009- September 30, 2014

Cooperative Agreement Number: GHN-A-00-09-00017-00
Program

[image: image4.jpg]



Submitted: October 31, 2013
[image: image5.png]-
e®





Authors 

	Deborah Dortzbach, MN, MPH         
	Interim Director of Health & 
Social Development 


	Adolfo E. Cambule, MD                                    
	TB-DOTS Manager



	Editors
	

	
	

	Rachel Hower, MPH
	Senior Advisor, Health & 
Social Development



	Pieter Ernst, MD
	Director of Program Integration, Mozambique


Acronyms 
ACSM

Advocacy Communication and Social Mobilization

AIDS

Acquired Immune Deficiency Syndrome
ART

Antiretroviral Therapy
BCC

Behavior Change Communication

CB-DOT
Community Based, Directly Observed Therapy

CB-DOTS
Community Based- Directly Observed Therapy Short-Course

CG

Care Group

CGV

Care Group Volunteer

C-HIS

Community Health Information System

CNR

Case Notification Rate

CPT

Cotrimoxazole Preventive Therapy
CSHGP
Child Survival and Health Grants Program

CS

Child Survival

CSP

Child Survival Project

DDS

District Department of Health

DOT

Directly Observed Therapy

DOTS

Directly Observed Therapy Short-Course

DPS

Provincial Health Department

DRAT

District Rapid Assessment Tool

FE

Final Evaluation
FHI

Family Health International

HBCA    
Home Based Care Activist

HC

Health Center

HF

Health Facility

HFA

Health Facility Assessment

HIV

Human Immunodeficiency Virus

HP

Health Post

HQ

Headquarters

HV 

Home Visitor

KAP

Knowledge, Attitudes and Practices

KPC

Knowledge Practices and Coverage

LOE

Level of Effort

M&E

Monitoring and Evaluation

MDR-TB
Multi Drug Resistant Tuberculosis 

M-DRAT
Modified District Rapid Assessment Tool

MOH

Ministry of Health

MOU

Memorandum of Understanding

MT

Midterm

NGO

Non-Governmental Organization

NTP

National Tuberculosis Program 

OVC

Orphans and Vulnerable Children

Padrinhos
Community TB treatment observers 

PLWHA
People Living With HIV/AIDS

PN

Pastors’ Network

PVO

Private Voluntary Organizations

Q                     
Quarter

RD

Rural Districts

SS

Sputum Smear

SS+

Sputum Smear Positive

SS-                  
Sputum Smear Negative

TB

Tuberculosis

TB+

Patients who test positive for tuberculosis

TB-

Patents who test negative for tuberculosis

TB-CAP
Tuberculosis Control Assistance Program

UC

Urban Centers

USAID
United States Agency for International Development

VCT

Voluntary Counseling and Testing

VHC

Village Health Committee

WHO

World Health Organization

WR

World Relief

Contents

1I.
Introduction, Key Progress, and Main Accomplishments


6II.
Discussion of Implementation Activities, and Results


11III.
Annexes


11Annex 1: Workplan for Year Four:  2014


Annex 2: Updated performance monitoring indicator table
13
Annex 3: Project Data Form
15
Annex 4: Learning Brief: Analysis of Data Collection Tools for TB-DOTS, Utilizing Care Group Methodology in Gaza District, Mozambique
20
Annex 5: (no entry)

Annex 6: Implementing a Community-Centered Tuberculosis Program Based on a  Care Group Model
23
Annex 7: Modified DRAT Quarterly Results
43


I. Introduction, Key Progress, and Main Accomplishments

Overall goal of the Vurhonga project is to support the Stop TB strategy in line with Mozambique’s Ministry of Health National Strategic Plan and reduce the burden of TB by increasing the case notification rate by 50% and achieve a 85% treatment success rate through community-based directly observed treatment (CB-DOTS) in eight targeted districts in Gaza province. This report demonstrates four year progress in building  community awareness and mobilization in seeking and following through with TB treatment utilizing care group methodology and building long term community linkages to effective TB prevention partnerships. Key accomplishments are listed in Table 1. 
Table 1: Summary of Major Project Accomplishments
	Project Objective 1: Empower people with TB to seek and complete treatment with the support of their communities

	Project Inputs
	Activities
	Outputs
	Outcomes

	Refresher training on TB DOTS for 3,350 CGV
	Trainings completed
	3,350 CGV trained
	· 85% in HH survey knew CGV name
· Rapid catch survey results:
   respondents report:

   cough >3 wks may be TB      81.7%

   TB treatment is free               91.0%

   TB is curable                          92.0% 

	Refresher training for CGV supervisors,  focal point volunteers (FPV)
Total Target All trained:

Female: 4,192

Male:     2,517
	Trainings completed
	Supervisors,  FPV trained
	· Supervisors report poor response from HP receiving of TB community referrals
· Monitoring of data
· Supervisors and FPV active in MDRAT evaluation and new data collection pilot in three districts

	VHC/Pastor’s Networks/traditional healers training


	· 319 Pastors networks and traditional healers trained 
· VHC trained/VHC meet monthly
	· 133 pastors trained
· 191 traditional healers trained
	· Pastors participate in VHC and provide opportunity following church sermons for TB education; provide  advocacy in communities

	Community awareness campaign to destigmatize and educate about TB/HIV 


	· Community Awareness Days in collaboration with MOH to educate about TB and HIV
· World TB Day local event
	· Local radio station aired radio spots on signs/symptoms of TV; shared testimony of cured patients to reduce stigma
· World TB Day sponsored many cultural events, including lunch
	· Advocacy for “One Stop” treatment for HIV and TB in clinic.
· Community demand for ART resulting in an increase number of people on ART—most TB patients now on ART.

	Monitoring of Padrinhros (CB DOTS observers), the success of “point of contact to treatment”, and clinic follow up by CGV

	Regular home visits
Referral cards for clinic with follow up
	Many CGV accompany TB suspects to clinic. Some suggest texting clinic to ensure it is staffed and open before making long journey.
	· Sputum smear conversion 86.6%  at baseline to 91.7%
· % patients on CB-DOTS from 0 at baseline to 46.2%

· % defaults (in treatment) steadily declining from 3.6% at baseline to 2.3%

	Maintain community voice/accountability and feedback mechanisms 
	· Monthly village health committee (VHC) meetings with key village leaders
· 350 care groups

· Pastor’s Networks


	· CGV following up regularly with families
· CGV honored with T-shirt incentives

· VHC meeting monthly
	· Community active participation VHC
· Community reconstructed burnt HP unit so TB clinic could reopen

· Community exerted political pressure when motorcycle (purchased by project) designated for TB supervisor was misappropriated and used for other purposes. Motorcycle was returned.
· Community providing recognition for volunteers

	Step by step assessment of Care Group model for implementing community-centered TB program
	Development of Seven Step “How to” scenario script utilizing Johns Hopkins School of Public Health Student (see appendix)
	Completed training manual, uploaded to Core Group. 
	MOH, other organizations, and USAID country mission very interested in manual.

	Project Objective 2: strengthen the national tuberculosis program (NTP) systems to improve TB delivery and patient outcomes

	Project Inputs
	Activities
	Outputs
	Outcome

	Improve infection control
	Collaborate with Family Health International and MOH in infection control workshop training of trainers-TB CARA 1
	Cascade training to FPV, using training manual with emphasis on prevention of MDR TB
	Collaborate effort, FHI, USAID mission, MOH to prevent, recognize, establish plans for MDR TB

	M&E System overhaul with MOH
	Review registration process, registry data at MOH to determine feedback linking with care group referrals
	Very few referrals actually recorded in clinic registry creating weak link in CB-DOTS Care Group Community Care feedback/follow-up
	· Documented % referrals received from volunteers low--12.1% (target-60%)

· Discussion with MOH TB supervisor, HP, VHC, Care Group supervisors. New patient-level source identified (rather than clinic level) and now piloted in three new areas-Massengir, Guijr, Mabalane

	MDRAT Data Collection Assessment
	Data collected and analyzed. Time series analysis conducted 
	Recommended rather than summary data, individual patient-level data would be more useful
	Pilot introduced to lead patient level data collection in Massingir, Guija, Mabalane simultaneously with MDRAT data (see Annex 4)

	Quarterly health facility assessment/joint supervisory visits to health posts and joint field visits to care groups
	Supervisory visits and care group community visits
	Referrals, established relationships, linkages with VHC and care group structures.
	Ensures accountability. Enables clinic staff to understand community and build more sustainable relationships

	Preparation of transfer of responsibilities at end of project and sustainability 
	· Meeting with MOH to develop NTP plan for next 5 years

· Monthly TB Task Force Meeting to discuss strategy, challenges, plans, improvements

· Annual District coordinating meetings
	· 350 care groups supported
· 319 pastors networks

· 2 provincial coordinating councils involving health directors, doctors in whole province

· Creating new patient-centered data collection mechanism

· Supporting community-led demand for consistent services and treatment; 

· Supporting community-led accountability system 
· Creating strong linkages with MOH and community through VHC, Care Groups, Pastors’ Networks, TB supervisors;
	The momentum of support through community awareness, CB-DOTS, referrals, and follow up for TB treatment can be sustained if MOH continues to value contributions of community and invest time, opportunity and creative approaches. 
World Relief gave a presentation at provincial level and was marked according to progress made and ranked 8 out of 10 in terms of NGO cooperation with the health sector.

WR TB manager had honor of being focal point for all of health as NGO partner in Gaza Province.

	Collaboration with USAID Mission
	Presentation of findings with assessment of MDRAT tool analysis and Care Group TB Training Tool (see annex 6)
	· Meeting with USAID Mission to discuss MDRAT findings and development of new M&E tool.


	Possible ways to explore further testing of tool, strengthening of community engagement through care groups, One Stop strategy blending HIV, TB, MCH interventions with more seamless community/clinic interaction to STOP TB, bring mother to child transmission to zero and end HIV epidemic with more people on ART and aggressive prevention of HIV.

	Project Objective 3: Decrease the burden of HIV in patients with TB and decrease the burden of TB in
people living with HIV/AIDS

	Project Inputs
	Activities
	Outputs
	Outcome

	TB and HIV education to reduce stigma, promote prevention, care, treatment
	Refresher training Tsembeka and Pastor’s Networks, and youth groups 

	133 pastors trained
949 youth trained
	Many volunteers from churches are engaged in HIV awareness, prevention, home care, support and many also function as padrinhros. TB is integrated into this ongoing training not only for continued refresher training in awareness, but advocacy support resulting in increased support for ART therapy for TB patients. Pastors use pulpits and churches as regular community platform for education on TB and advocacy for ART, HIV testing, TB treatment and follow up, DOTS volunteer support and follow up. 

	Ongoing home care through church and pastors networks Ho
	Development of Scenario Script (Manual) on TB and Care Group implementation to complement Home Care for HIV and TB
	7-step guide for organizational development of TB Care Group implementation (see annex 6)
	Shared with USAID mission, FHI Mozambique, MOH, also shared at COREGroup Fall Meeting on HIV and TB Working Group and will be made available for CS resources through COMPASS and CORE. Plan also to develop as abstract for International AIDS Conference, 2014.


II. Discussion of Implementation Activities, and Results
A. Empower people with TB to seek and complete treatment with the support of their communities

Primary emphasis has been to build community awareness, capacity development, and provide more feedback mechanisms in synchrony with government control and treatment of TB. With less than one year remaining to the project, this report demonstrates the power the people have in identifying and addressing problems affecting their family’s health and “pushing back” not only TB, but bottlenecks they observe by taking action to village health committees, provincial health committees and beyond, as well as actively engaging in improving conditions within their reach such as repairing flood damaged clinics or demanding misappropriated resources be returned. 

Key project highlights in the last quarter include clear evidence that CB-DOTS is working. Although we would like the percentage of patients on CB-DOTS to increase to our target of 60% (currently it is at 46.2%, up from 0 at baseline), sputum smear conversion remains steady at 91.7% (target is 90%). Additionally, from TB suspects that get to clinics and register through the clinic registries, 100% are being examined by sputum microscopy-- up from 80% at baseline. From the community referral side, major concerns exist however, in actually getting persons into the clinic and then registered appropriately. 
A large gap exists between the community referral system through the Community-Based DOTS and Care Groups and the MOH registration. Even though the Focal Point Volunteer may have accurately completed the referral documentation and the patient comes to the clinic as a referral through the CB DOTS care group program, the data taken does not record the fact that the individual was referred by a care group volunteer even though there is a designated area specified as “other” to do so. This concern has been addressed numerous times at TB committee meetings, but the situation has not changed. Presently there is no good feedback mechanism for tracking community referrals for any community DOTS patient. This is a concern not only to  World Relief  but also Family Health International and others working in TB in the area. The only evidence of the effectiveness of CB-DOTS is in the uptake of the treatment itself. Although we are not specifically following a cohort in this project, we may see some possible relationships in the continuum of community to clinic support in these data in the 1st and 4th quarters that is encouraging and that does indicate referrals are made and individuals are following through.
1. Successfully treated 72.2%-78.5%

2. Completed treatment 8.9%-45.4%

3. Failed 4.4% - 1.5%

4. Defaulted 3.3%-2.3%

5. % SS- successfully completing treatment – 54.5% - 82.4%

Of concern is the comparison of a comparison of the cure rate (63.3%-33.1%) and death rate (20%-15%) in the 1st and 4th quarters. This is highly suggestive of the impact of co-infection with HIV which was 58.34% in 2012 in the province. This concern led the community and project to strongly advocate for anti-retroviral drugs for HIV+ persons with TB which has just recently become MOH policy. At the beginning of the project, very few HIV+ individuals were on ART. Now, each person known to the Vurhonga project living with TB and HIV is on ART as well. It is beyond the scope of this project to track ART uptake, but we believe this will have direct impact on TB outcome as well. This is a great concern globally. The international AIDS conference in July, 2012 gave consider attention HIV and TB, stating Mozambique to be one of four African countries contributing to half the global burden of HIV.  “One Stop” treatment that “gets rid of silos” continues to be promoted and involves providing a single treatment area in a single clinic visit for HIV, TB, and MCH needs. This was a priority recommendation for specific global TB innovation stressed in a plenary sessions that were exploring more effective household interventions and population level strategies. World Relief will consider submitting abstracts on the Care Group model as an innovative model for TB and HIV intervention for the next International AIDS Conference in Melbourne, Australia in July, 2014. 

A pressing logistical was the reality that patients often went for examination of follow up to the TB health post or clinic and discovered no one there—either the TB supervisor was gone for a training or vacation. To address this, the community and supervisors decided to request free air time to send a text to the HP to see if it was staffed and could accommodate the new patient before setting off on the long distance to the clinic.
This reality may be affecting our primary indicator, the Case Notification Rate (CNR) which fluctuates considerably by quarter in this reporting year (Q4: 114.8; Q1: 91.8; Q2:185.4; Q3:100.7).  The second quarter of the report (Q1) experienced severe flooding which affected all reporting, and it is no surprise the rate is low, perhaps pushing new cases coming for first time treatment into the third reporting quarter (Q2) which had a high rate. 
Maintaining momentum and even building stronger programs in the future after this project finishes in just one year is promising from the community perspective for the following reasons:
1. The Vurhonga Care Groups program existed before CB-DOTS was introduced. This innovation strengthened them and continued to provide skills, respect, and continued opportunity for community engagement and health strengthening.

2. Tsembeka HIV/AIDS project has worked with the faith communities in Gaza since 1999 and established a strong foundation of volunteerism and home care upon which CB-DOTS, HIV/TB and ART advocacy is grounded and firmly supported through VHC,   volunteers, community advocacy, and accountability. Other faith-based institutions such as Carmelo Hospital have a long standing, stabilizing impact that works collaboratively with MOH programs.
3. WR continues to work collaboratively with other international NGOs such as Family Health International (FHI) in TB CARE in the region—exchanging resources, training opportunities, and exchanging lessons learned. In particular, FHI is very interested in the scenario script draft on CB-DOTS and Care Group methodology.

4. Engagement of MOH into the community with increased number of visits in VHC, care group meetings, meetings with Care Group supervisors. This higher visibility will enable MOH to understand and connect with community, developing much stronger partnerships.
B. Strengthen NTP Systems to improve TB service delivery and patient outcomes. 
Building bridges between the community and clinic to foster trust, understanding, and a true partnership that values the goal of healthy community for all requires much more than measuring stock piles of drugs or walking to a clinic. It takes a whole community to fight TB and HIV--the combination of which can appear even more daunting. Care Groups are a good mechanism to help improve NTP systems for the following reasons. 
1. There is likely a no more consistent, grassroots system that reaches every household in the clinic’s catchment area. This has potential for expanding contact tracing, follow up, rapid catch surveillance, and even quick response with education should the need arise with a more rapid deployment of a sinister TB strain such as MDR.

2. FPV may provide helpful assistance to families requiring guidance or help getting to treatment, understanding treatment and following up with treatment.

3. Community engagement means the community expects service and accountability is high. This responsibility places appropriate checks and balances on civil servants to do their jobs well.

A major input this year was a review of the monitoring and evaluation system for tracking indicators at the clinic level. In summary, enormous gaps were noted in lack of follow up of patients reporting from the community—no feedback loop was provided to know they were referred from the community or were returning to the community or care group. This is being addressed at multiple levels and a new patient-centered registration guidance is being rolled out I three new districts to determine stronger community/clinic linkages.

C. Decrease the burden of HIV in people with TB and decrease the burden of TB among PLWHA.

Among respondents to the rapid catch survey, 92% knew TB is curable. This is great news, but sadly it is not adequately translated to action. The death rate for TB is much too high (7% in the 4th quarter). This rate is most certainly due to co-infection with HIV. The TB battle will not be won without winning the HIV war. The good news is that the community is beating back the enemy and fighting hard. It is encouraging to see. Here is what they are doing.
1. They are getting TB suspects to the clinic for testing and supporting the “One Stop Shop” .Although registered visits are hard to prove (see Annex 4 for details), many referral sheets are completed and numerous meetings have been conducted to problem solve around this issue. 

2. Excellent opportunities are sought to do awareness raising about TB and HIV at the wells when women come to get water and at the places where men gather. 6,117 women and 2,565 men have informally been taught by their peers in this manner. Stigma issues (one of the biggest barriers to testing, care, and treatment dissipate when addressed this way.
3. Perhaps most profound of all, the community rose up and demanded more ART treatment when they realized they were entitled (under new MOH policy), had TB, had few drugs, and were not getting resources. Things changed. Today all co-infected HIV/AIDS individuals are on ART.
Table 2: Summary of Key Analysis and Use of Findings
	Expected Results
	Actual Results
	Analysis 

	Stakeholder
Analysis
	Lessons Learned/

Recommendations
	Use of Findings

	50% increase in CNR secondary to community case finding. Target 165.
	Fluctuating CNR by quarter
Q1-114.8; 
Q2-91.8;
Q3-185.4;
Q4-100.7, 
reaching low of 91.8 in 2nd  and high of 185.4 in 3rd.
	CNR dependent on many factors-increased awareness in community, access to clinics, testing capacity. Year 4 potentially demonstrates heightened awareness, thwarted with natural disaster of worst flooding in >decade, closed roads and clinics and availability of lab reagents during 2nd quarter possibly affecting low CNR (91.8) with rebound in 3rd quarter (185.4) when clinics reopened. Additional problem of registering patient referrals from community.
	Problem addressed at multiple levels—household level in identifying barriers to getting to clinic and delays/or failures in clinic opening; project level through FPV and supervisors in failure of follow through with clinic registration of referrals; level of VHC in identifying closure of some clinics due to absence of staff without being announced, and TB district and provincial supervisors recognizing value of community engagement
	Community awareness and engagement overcame significant barriers to diagnosis and treatment. Interventions at multiple levels that are patient and community focused are essential for effective treatment. When communities and families are engaged in ownership of own health and offered support, they may overcome critical barriers and are important contributors to the nation’s health.
	Discuss results of multiple levels of essential participation in TB prevention and treatment for motivating families, VHC, health posts, TB district and provincial supervisors and committees.

Prepare “How to”
guide that provides step by step instruction in  forging community/clinic collaboration through care group TB prevention and DOT treatment.

	At least 85% of referrals received by volunteers at clinic
	12.1% 
	This was analyzed in depth (see Learning Brief, Annex 4).
	Clear referral and counter-referral system established from community CB-DOTS to Clinic but not followed. Data not entered on designated “other” column in registry. Valuable contribution of community engagement lost.
	Partnerships with community may take more time to really absorb into MOH “culture”. It is important to rethink how community/ clinic partnerships really work well together—understanding and valuing each other’s contributions. Engaging the clinic in more community activities will be vital to this understanding.
	One course correction will be to engage MOH more actively in care group activities, so that engagement in community is more understood and less clinic-focused.

Determined patient-level data likely more appropriate. Pilot study under way in three districts.

	Treatment compliance:

Death rate expected: <7
	Among TB patients—more are completing treatment in Q1 8.9% -45.4% in Q4.

However, the death rate remains high—15.4%
	This points to the high rate of HIV associated with TB (nearly 70%). It will be impossible to control TB without aggressively controlling HIV.
	The project works in area where the Tsembeka AIDS project was very effective. Drawing on those contacts and effective approach, this project built awareness around TB and HIV. As result, strong advocacy for CPT as minimum expectation resulted, then ART.
	The fight against TB will not be won without extremely effective program against HIV.

The community can be extremely effective with simply reaching out, visiting, and caring with TB treatment.
	TB care group members took strong advocacy stand for HIV+ persons co-infected with TB.  All are now on TB treatment.


III. Annexes

Annex 1: Workplan  
Year 5,  FY2014

	                                                                                                   Year 5


	Activity
	Q4,13
	Q1,14
	Q2,14
	Q3,14
	Responsible

	IR 1. People with TB Will be empowered to seek and complete treatment with the support of their communities

	Staff recruitment 
	
	
	
	
	Project director 

	Introduction of program to village/church leaders with approval letter from district administrator and MOH 
	
	
	
	
	Project director and supervisors 

	TB Curriculum preparation for supervisors to train Volunteers who will in turn train households
	
	
	
	
	Project supervisors

	Update Volunteer-household census for 6 districts and update rosters of HBCAs and assigned families
	
	
	
	
	Project supervisors

	Staff (supervisors) training on TB DOTS
	
	
	
	
	Project director 

	Animator/Volunteer (C/G)training on CB DOTS
	X
	X
	
	
	Project supervisors

	Accommodation arrangement for supervisors in districts/villages 
	
	
	
	
	Project supervisors

	Household training on TB DOTS by volunteers
	X
	X
	X
	
	Project volunteers

	VHC/Pastor’s Network training on CB DOTS by animators or supervisors
	X
	X
	
	
	Project supervisors

	Referral of suspected TB patients to the nearest TB health facility
	X
	X
	X
	
	Project volunteers

	CGV facilitate the selection of padrinhos and monitor progress during the course of treatment for active TB patients in their area
	X
	X
	X
	
	Project volunteers

	Training for general community awareness, dispelling myths
	X
	X
	
	
	Project supervisors 

	*Conduct monthly health fairs (for TB screening among communities) 
	X
	X
	X
	
	Project supervisors

TB districts supervisors

Districts lab technicians 

	*Train volunteers and communities in prevention and control of the transmission of tuberculosis in communities
	X
	X
	
	
	Project supervisors

FPV

	IR2. Strengthen the NTP systems to improve TB service delivery and patient outcomes

	Introduction of program to provincial and district MOH directors as well as district administrators.

Mini workshop for stakeholders, MOH for DRAT 
	
	
	
	
	Project direct

Project manager

M&E manager

	Procurement of M/bikes and lab equipment for districts
	
	
	
	
	Project manager

	MOH district supervisors training on CB DOTS
	
	
	
	
	Provincial TB representative 

M&E manager

	MOH lab technician training on TB DOTS, co-infection with HIV
	
	
	
	
	Provincial MOH lab rep.

Provincial TB representative 

	*Supporting TB district program with petrol for m/bikes to perform community TB supervision by the TB supervisors 
	X
	X
	X
	
	M&E manager

Project supervisors

	IR3. Implement integrated TB/HIV activities aimed to address high co-infection rates

	HIV/AIDS program volunteer training on CB DOTS, CPT uptake 
	
	
	
	
	M&E manager

Project manager 

Project supervisors

	Training of pastor network on TB symptoms, referral and treatment
	
	
	
	
	HIV/AIDS program animators

	Radio programs to educate about TB symptoms, referral and treatment 
	
	
	
	
	M&E manager

	Monitoring & Evaluation

	Baseline KPC in the community
	
	
	
	
	M&E manager

Project manager

	Needs assessment of district labs-and facilities; clinical care, data management, drug supply and referral system
	
	
	
	
	MOH TB officer

Project director

	Supervision of WR supervisors
	X
	X
	
	
	M&E manager

Project manager

	Supervision of MOH TB DOTS supervisors
	X
	X
	
	
	Project director 

MOH TB officer

M&E manager

	Home visits to evaluate volunteer household training. 
	X
	X
	
	
	Project supervisors

	Modified LQAS to evaluate household knowledge on TB
	
	
	
	
	M&E manager

Project supervisors

	Monthly staff meeting to get feedback and plan for the following month
	X
	X
	X
	
	Project manager

M&E manager

	District management /coordination meetings
	X
	X
	X
	
	Project supervisors

	Provincial management meetings
	
	X
	
	
	Project director

M&E manager

Project manager

	Modified DRAT used for tracking of TB patients and outcomes
	X
	X
	
	
	M&E manager

	Village data collection by lead TB volunteer in each community 
	X
	X
	X
	
	CGVs

Lead TB volunteer

	District data collection, analysis and feedback to the communities
	X
	X
	X
	
	M&E manager

Project supervisors

	Feedback on community and HF data collection the MOH and HFs
	X
	X
	X
	
	M&E manager



	Monitoring of the referral process to ensure CB-DOTS patients are recorded and tracked at all levels
	X
	X
	X
	
	Project supervisors

Districts MOH supervisors

	MTE
	
	
	
	
	External evaluator 

	FE
	
	
	X
	
	External evaluator

	Reports

	Supervisor monthly reports
	X
	X
	X
	
	Project supervisors

	Project quarterly reports
	X
	X
	X
	
	Project manager

	Annual reports
	
	
	
	
	Project technical assistance

	MTE report
	
	
	
	
	External evaluator

	Final evaluation report
	
	
	X
	
	External evaluator

	Monthly district data reports
	X
	X
	X
	
	M&E manager

Project manager


Annex 2: Updated performance monitoring indicator table  
	Strategy
	Location
	Indicator
	Source/ Measurement
	Frequency
	Baseline
	MTE


	Q4 

Oct-Dec 2012
	Q1 

Jan-Mar 2013
	Q2 

Apr-Jun

2013
	Q3

Jul-Sep 2013
	EOP Target

	IR1: Empower people with TB to seek and complete treatment, with the support of their communities (45% effort)

	S.1.1:
ACSM
	RD
	Percentage of respondents surveyed know that TB is transmitted through the air by coughing
	KAP Survey
Project Records
	BL, ME, FE

	20.7% 
	61.3%


	N/A
	N/A
	N/A
	N/A
	60%

	
	
	Percentage of respondents surveyed know that cough longer than three weeks is a symptom of TB
	KAP Survey
Project Records
	BL, ME, FE

	13.3% 
	18.0%


	N/A
	N/A
	N/A
	N/A
	60%

	
	
	Percentage of respondents that know that coughing is a symptom of TB
	KAP Survey
Project Records
	BL, ME, FE

	66.3% 
	66.7%


	N/A
	N/A
	N/A
	N/A
	-

	
	
	Percentage of respondents surveyed know that TB is curable
	KAP Survey
Project Records
	BL, ME, FE

	85.3% 
	91.7%


	N/A
	N/A
	N/A
	N/A
	85%

	
	
	Percentage of respondents surveyed know that TB treatment is free
	KAP Survey
Project Records
	BL, ME, FE

	39.7% 
	23.3%


	N/A
	N/A
	N/A
	N/A
	80%

	
	
	Percentage of volunteers trained


	Project Records
	Quarterly
	0%
	N/A
	Target achieved in Q3, 2010
	Target achieved in Q3, 2010
	Target achieved in Q3, 2010
	Target achieved in Q3, 2010
	100%

	
	
	Percentage of functioning VHCs trained
	Project Records
	Quarterly
	N/A
	N/A
	100%
	100%
	100%
	100%
	100%

	S.1.2:
Case Detection
	RD
	Case Notification Rate (per 100,000 population)
	M-DRAT
	Quarterly
	128.3
	N/A
	114.8
	91.8


	185.4
	100.7
	165.0

	
	
	Percentage of TB suspects examined by sputum microscopy
	M-DRAT
	Quarterly
	80.9%
	N/A
	89.8%
	79.9%
	99.4%
	100.0%
	80%

	
	
	Percentage of referrals received from volunteers
	M-DRAT
	Quarterly
	20.6%
	N/A
	10.2%
	13.6%
	4.8%
	12.1%
	60%

	S.1.3:
Treatment Compliance

 

 
	RD
	Cohort analysis for treatment outcomes of SS+ TB patients

	
	
	Successfully Treated
	M-DRAT
	Quarterly
	78.6%
	N/A
	72.2%
	76.2%
	82.6%
	78.5%
	85%

	
	
	Cured
	M-DRAT
	Quarterly
	71.4%
	N/A
	63.3%
	51.2%
	43.5%
	33.1%
	-

	
	
	Completed Treatment
	M-DRAT
	Quarterly
	7.1%
	N/A
	8.9%
	25.0%
	39.1%
	45.4%
	-

	
	
	Failed
	M-DRAT
	Quarterly
	1.8%
	N/A
	4.4%
	4.8%
	1.9%
	1.5%
	-

	
	
	Defaulted
	M-DRAT
	Quarterly
	3.6%
	N/A
	3.3%
	2.4%
	0.0%
	2.3%
	<2%

	
	
	Died
	M-DRAT
	Quarterly
	10.7%
	N/A
	20.0%
	11.9%
	14.9%
	15.4%
	<7%

	
	
	Not Evaluated
	M-DRAT
	Quarterly
	5.4%
	N/A
	0.0%
	2.4%
	0.0%
	2.3%
	-

	
	
	Percentage of SS- patients successfully completing treatment
	M-DRAT
	Quarterly
	54.5%
	N/A
	84.6%
	84.9%
	90.5%
	82.4%
	85%

	
	
	Percentage of patients on CB-DOT
	M-DRAT
	Quarterly
	0.0%
	N/A
	38.9%
	54.8%
	21.7%
	46.2%
	60%

	
	
	Sputum smear conversion
	M-DRAT
	Quarterly
	86.6%
	N/A
	66.1%
	85.4%
	95.4%
	91.7%
	90%

	S.1.4:
C-HIS
	RD
	Percentage of functioning VHCs with local data on TB in the previous quarter
	Project Records
	Quarterly
	N/A
	N/A
	100%
	100%
	100%
	100%
	80%

	
	
	Percentage of HCs that compile C-HIS data collected by volunteers on TB
	Project Records
	Quarterly
	Year 2
	N/A
	100%
	100%
	100%
	100%
	83%

	IR2: Strengthen National Tuberculosis Program (NTP) Systems to improve TB service delivery and patient outcomes (45% effort)

	S.2.1:
Assessment
	RD & UC
	Percentage of health center assessments conducted quarterly
	M-DRAT
	Quarterly
	100%
	N/A
	100%
	100%
	100%
	100%
	100%

	
	
	100% of health center assessments will be conducted with participation from the District TB Coordinators or designated representative
	M-DRAT
	Quarterly
	1005
	N/A
	100%
	100%
	100%
	100%
	100%

	S.2.2:
Diagnostic Quality
	RD & UC
	Proportion of major errors
	M-DRAT
	Quarterly
	0.0%
	N/A
	0.0%
	0.0%
	0.0%
	0.0%
	<1%

	S.2.3:
Access
	RD
	Percentage of HFs reporting sputum bottle stock outs in the previous quarter 
	Project Records
	Quarterly
	25%
	N/A
	-

	-
	-
	-
	<10%
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Locations & Sub-Areas

Total Population:



 581,212

Target Beneficiaries

Mozambique - WRC - FY2009

Number of

Suspected TB

Cases





4,795

Beneficiaries

Total 





4,795

Rapid Catch Indicators: DIP Submission
	Sample Type: 30 Cluster

	Indicator
	Numerator
	Denominator
	Percentage
	Confidence Interval

	Percentage of new smear positive cases who were successfully treated
	44
	56
	78.6%
	25.6


Rapid Catch Indicators: Mid-term
	Sample Type: 30 Cluster

	Indicator
	Numerator
	Denominator
	Percentage
	Confidence Interval

	Percentage of new smear positive cases who were successfully treated
	0
	0
	0.0%
	0.0


Rapid Catch Indicators: Final Evaluation
Rapid Catch Indicator Comments

Please note that the TB Treatment Success Rate was measured using a modified District Rapid Assessment Tool for TB applied to all rural health centers in the project area. It as not based on a sample, 30-cluster or otherwise. Thus the automatic calculation for the confidence interval is irrelevant.
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	Analysis of Data Collection Tools for TB CB-DOTS, Utilizing Care Group Methodology in Gaza District, Mozambique
October, 2013

Care Group methodology is well developed for effective child survival interventions but there is potential for impacting pressing community health concerns such as HIV and TB.  Reaching every household with messaging and follow- through with treatment compliance, requires community cohesion, strong partnership with the ministry of health and good data collection. TB data collection tools for the community were difficult to find. World Relief adapted the District Rapid Assessment Tool (DRAT), a clinic-based tool, used quarterly to track major indicators. Major concerns surfaced through this evaluation. A different client-focused tool was developed and is currently in a pilot study.
This project was funded by the U.S. Agency for International Development through the Child Survival and Health Grants Program.
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Background

The Vurhonga CB-DOTS program works in eight districts in Gaza Province, Mozambique among an estimated population of 582,000 to increase TB case notification rate by 50% and achieve 85% treatment success rate over five years, utilizing the well- documented Care Group volunteer groups to disseminate messaging and promote social support for treatment among 350 care groups utilizing 3,350 volunteers. Community linkages with the ministry of health are essential not only for sustainability, but prevention, data collection, treatment, and health information systems monitoring. Effective tools to monitor this partnership could have long term impact on how CB-DOTS are more effectively implemented, not only through families but with clusters of community support that build synergy around themes of positive outcomes, reduction of stigma, and celebration of recovery in addition to the daily task of direct observation of TB treatment.

	Project Design 

	World Relief invited two MPH students from Johns Hopkins School of Public Health under the mentorship of Dr. Henry Perry to review the Modified District Rapid Assessment Tool (MDRAT) currently in use to track progress against clinic-based indicators. Between   August 5 - September 2, 2013, field work in Mozambique yielded a time series analysis and a sample modified data collection tool that is patient-centered, more user-friendly, and likely less error-prone.

	Methodology

	All Ministry of Health (MOH) registration books and tools were examined and analyzed including laboratory sputum-smear and TB registration books, provincial TB reports, and World Relief (WR) MDRAT data recorded since 2010. Data were aggregated using simple time series analysis using Strata 11. Interviews were conducted with WR and MOH staff at district and provincial levels.

	Findings

	· Although care group volunteers (CGV) report many clinic referrals, little data exist to verify. Data collected from the community component of care at the clinic level is lacking even though CB-DOTS is major priority of  the MOH and community partnership strengthening is valued.

· Care group volunteers/focal point volunteers (active volunteers assisting TB patients to get to clinics and follow up treatment) are not provided feedback mechanisms for referrals.

· No patient-level data recorded is at the clinic (sex, age, sub-district location, proximity to clinic, etc) and follow up therefore is not patient-tailored, making even One-Stop strategy for HIV, TB, and MCH interventions and follow up complicated.
· MOH collects all WHO key TB indicators except data on “TB suspect positivity rate” defined as “sputum confirmed divided by total number of TB suspects”.
 With no data on referrals or suspects, follow up with care group or community support is minimal and partnership non-existent.
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MDRAT is vulnerable for multiple errors, requiring at least 92 tabulations by hand.


	Conclusions and Lessons Learned

	Community and Ministry of Health partnership are essential for stopping TB and controlling HIV co-infection. Maximizing the present spirit of volunteerism and community spirit, the MOH must do more to foster partnerships by utilizing data collection tools friendly to community referrals, integrate more into community-led activities that promote health, and modify reporting schemes that collect patient-level data, including a significant feedback loop into the village health committees and care groups, pastor’s networks and other community groups active in TB control and health messaging.


	Recommendations and Use of Findings

	A simple new tool was developed—a quarterly reporting scheme that provides patient level data not summary level, district/quarter data. It is more sensitive, with narrower confidence intervals. An Excel-based version was adapted for this purpose and is being piloted in three districts where both data collection systems are functioning. Findings will be discussed in the project’s final report, shared with other TB projects in the area, the MOH, and USAID. 

	

	The Vurhongo Community Based DOTS Project in Gaza Province, Mozambique is supported by the American people through the United States Agency for International Development (USAID) through its Child Survival and Health Grants Program. The Vurhonga Community Based DOTS Project is managed by World Relief under Cooperative Agreement No. GHN-A-00-09-00017-00. The views expressed in this material do not necessarily reflect the views of USAID or the United States Government.
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Implementing a Community-Centered Tuberculosis Program Based on a Care Group Model

Yukyan Lam, Johns Hopkins School of Public Health

Introduction

Tuberculosis (TB) remains a significant cause of mortality and morbidity around the world. In 2011, there were an estimated 9 million new cases and 1.4 million deaths from TB (WHO 2012). The existence of effective drugs has helped alleviate the disease’s burden to some extent. However, detection and diagnosis continue to present challenges in many high-burden countries, limiting the positive impact of these treatments. According to the World Health Organization (WHO), TB case notifications have stagnated in recent years (WHO 2012). Estimates of under-reporting in seventeen African countries consulted by the WHO in 2010 ranged from 17% of TB cases going undetected (for Kenya) to 65% (for Mozambique) (WHO 2010).  

The “onion model” (see Figure 1) is a conceptual model that shows the different steps where TB cases can be missed (WHO 2009). One key finding from the regional consultation is that the vast majority of cases are lost in the outer three layers of the model: cases with no access to healthcare, cases with access that do not go to health facilities, and cases presenting to health facilities that are not diagnosed (WHO 2010). It is precisely within three levels that TB case detection can be strengthened by the community-based approach described in this scenario script. 
Figure 1: The “Onion” Model (WHO 2009)
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This scenario script draws on World Relief’s experience in implementing the Vurhonga Community-Based DOTS Project in six rural districts of Gaza Province between 2009 and 2014. The script describes the steps necessary for implementing a community-centered tuberculosis detection and treatment program based on World Relief’s (WR) care group model, which was initially developed by Dr. Pieter Ernst to promote maternal health and child survival. The script should therefore be read in conjunction with World Relief’s Care Group manual, “The Care Group Difference: A Guide to Mobilizing Community-Based Volunteer Health Educators” (Laughlin 2004). 

In particular, that manual may help programmers make the first, important decision of whether a volunteer-based model will work in a given context. Our point of departure is that health workers operating at any level should be paid for their work, and this imperative is no less important in resource-poor settings than affluent ones. On the other hand, we also recognize that everyday, people around the world undertake deliberate actions that contribute to a societal good without expecting any tangible, material return. That tendency, the spirit of volunteerism, also should not be presumed to be more prevalent among the rich than among the poor (though rightly more should be demanded of those who have more). The World Relief Care Group manual, we hope, will help answer and guide consideration of what is asked, of whom, and how much, in a traditional, care group model. This script describes a variation on that model, a community-centered TB DOTS program, which seeks as much to strengthen the local health system and facility-based health workers’ relationship with communities, as it does to strengthen intra-community dynamics. In settings where community health worker networks already exist, this script may lend some elements to fortify on-going programs, rather than be implemented wholesale to create parallel structures.

Care Group Basics

World Relief’s care group model is a structure of community health workers that relies heavily on volunteers to achieve complete or nearly complete coverage of all households located in the target areas. Typically, volunteers are women. At the outset of the project, volunteers learn lessons on a given topic from project staff and/or government health workers, which they subsequently transmit to the population. 

At the neighborhood level, volunteers known as care group volunteers (voluntárias domiciliárias) (CGVs) are each responsible for conducting health education and promotion in their own household and approximately ten other nearby households through periodic visits. CGVs are arranged in groups, known as care groups, of 10 to 15 volunteers. Each care group chooses two of its members to be the leader and assistant leader of the group. These positions are usually filled by women with some reading and writing ability.  

Care groups meet once or twice a month so that CGVs can discuss challenges and provide support, ideas, and motivation to each other. They also meet with project staff —health promoters or project supervisors—to receive ‘refresher’ health lessons and discuss difficulties they experience in convincing households to adopt health-promoting behaviors. 

To increase coverage of volunteers and facilitate oversight without necessitating substantial additional resources, the community-based TB project introduced another level of volunteers at the village level. These village-level focal point volunteers (voluntárias focais) (FPV) work closely with the CGVs in their communities, attending care group meetings to provide additional support and learn about difficulties encountered. FPVs can then transmit this information to project staff. Depending on the size of the community, a focal point volunteer may follow between 10 to 40 CGVs. Serving as a link between staff members and CGVs, FPVs permit the project to include a larger number of CGVs and, ultimately, households. Since FPVs come from the same communities as the CGVs and households, they also liaise with village leadership and facilitate meetings with leaders, village health committees, and all of the community’s CGVs when needed.  

Project staff may include health promoters/educators, district-level supervisors, a project manager, and a monitoring and evaluation (M&E) officer responsible for tracking relevant indicators across project areas, as well as personnel who provide logistical and administrative support. Although the care group structure may vary slightly from one project to another, all projects based on this model rely heavily on the contribution of community health volunteers who are working toward a common goal. The Vurhonga Community-Based DOTS Project, for example, recruited over 3,500 volunteers to reach a population of approximately 200,000 (see Table 1 and Figure 2). 

Table 1: Personnel from the Vurhonga Community-Based DOTS Project

	Personnel
	Level
	Total 
	Type of position

	Project manager
	Project level
	1
	Staff 

	M&E officer
	Project level
	1
	Staff

	Project supervisor
	1 to 2 per district
	10
	Staff

	Focal point volunteers
	1 to 4 per community
	185
	Volunteer

	Care group volunteers
	1 per neighborhood block (ten to twelve households)
	3377
	Volunteer


Figure 2: Personnel from the Vurhonga Community-Based DOTS Project
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Using the Care Group Model for Tuberculosis Detection and Treatment

This script is broadly divided into steps for establishing a care group-based TB detection and treatment program. Although the steps are meant to occur sequentially, in some cases elements of one step may need to happen after components of a later step. We have explicitly noted these circumstances below. In addition, where possible we have included as annexes the instruments, tools, and planning documents used in the Vurhonga CB DOTS Project for the reader’s reference. 

Step 1: Select intervention areas and conduct initial assessments.

It is useful to select target areas at the district level to ensure that there is at least one health center with TB diagnostic capacity—a laboratory with smear microscopy—serving each area. In addition, this will make it possible to track health data maintained at the district level, such as population-based rates and other indicators maintained by health centers. 

The presence of health posts is helpful but not essential, as many rural areas in particular lack them. However, certain population characteristics can facilitate the implementation of a community-based DOTS program. For example, areas that are more densely populated and that have strong community leadership will make recruitment of volunteers and formation of care groups easier. In fact, in some areas care group structures may already exist, and it may be possible to use the existing volunteers, as the Vurhonga TB program did with CGVs from a past child survival project. Moreover, each care group volunteer’s responsibility of visiting the ten to twelve households that correspond to her will be less burdensome when households are more closely situated. These considerations should be balanced against the need of potential project areas. 

Understanding the need in potential intervention areas requires an initial assessment of the burden of TB, on the one hand, and of TB-related knowledge, practices, and coverage (KPC) on the other hand. Regarding the TB burden, several sources of information are necessary. First, census data for the target districts should be obtained from the preceding years, with statistics disaggregated by gender if possible. Second, it is imperative to obtain the relevant health centers’ data on TB case diagnosis and treatment. Baseline figures for all of the indicators described in the section below on the health information system should be obtained, including: 

· number of TB suspects by source of referral;

· number of suspects tested by sputum microscopy;

· number of suspects who test sputum smear positive;

· number of patients diagnosed with any form of TB;

· number of patients who are treated with DOTS and non-DOTS;

· number of MDR cases;

· number of cases with each possible treatment outcome; and

· number of TB cases with HIV co-infection.  

In many health facilities, data on the above indicators may be missing or unreliable. At a minimum, however, it is essential to obtain the number of TB cases detected (including all forms of TB), the number of patients completing treatment, and the number of patients who are cured. Moreover, baseline statistics should be constructed from averaging the past four quarters to obtain figures for the previous year, rather than using only the most recent quarter as the baseline value. From the health facility data and census data, updated case detection rates can be calculated and compared to the incidence estimates provided by the World Health Organization for the country (see WHO 2012). Government reports on the TB burden in the target districts—or in the province if district-level data are unavailable—can provide additional contextual information. 

A baseline KPC survey should also be conducted to increase understanding of need. Respondents should be randomly sampled to generate representative results that can be compared with mid-term and final assessments. In the clusters where the survey will be implemented, the survey team should contact local leaders and explain the purpose of the research. The survey should be translated into the local language and back-translated to ensure translation accuracy. Questions in the survey should include basic socio-demographic information, knowledge about TB, experience with TB among respondents’ households, preferences and availability of TB treatment, and stigma related to TB, as well as HIV knowledge and stigma. The KPC survey used in the Vurhonga Community-Based DOTS Project has been provided in the annex as a model. 

Finally, initial assessments of TB burden and TB-related KPC should be conducted not only in the intervention districts but also in several non-intervention districts, which can serve as points of comparison for determining the project’s impact. Non-intervention districts should be similar to the intervention districts (e.g., rural districts located in the same province) without any planned community-based TB interventions. 

Step 2: Recruit personnel and acquire necessary infrastructure.

Recruitment should take place starting from the central level moving outward toward more peripheral levels. At a minimum, the key positions at the central level include a project manager and an M&E officer. The project manager should have medical training and experience with TB or other public health programs. The M&E officer should be trained in social sciences, statistics or public health, and be able to conduct qualitative and quantitative research. Other personnel hired at the central level may include an M&E assistant, an administrative assistant, an accountant, drivers, and a mechanic. 

The selection of project supervisors is a crucial step that occurs after project staff at the central level have been hired. Projects supervisors are assigned to work in a particular district, with one or two supervisors per district. Thus, they should have some familiarity with their district and the community structures operating there. Fluency in the local language is essential. Experience training and supervising at a grassroots level is more important than TB expertise, as TB-specific training is one of the project’s activities. In the Vurhonga Community-Based DOTS Project, all project supervisors were female, and this was considered beneficial for interacting with households and the predominantly female volunteers. 

After project supervisors are recruited and before selection of volunteers, it may be useful to first train project supervisors (see Step 3 below). After this training occurs, volunteer recruitment can then proceed. Project supervisors should work with the project manager and the M&E officer to assess the number of focal point volunteers (voluntárias focais) needed for a given district. This should be done in consultation with the district health director and based on demographic information available from the district health department. This information may also be supplemented with data from health posts. Both the number of inhabitants, as well as the way they are distributed across localities (villages and towns) in the district will influence the number of focal point volunteers needed. On average, one to two, but as many as four, FPVs may be required to cover a community. It is crucial to consult the district health director, as his or her experiences with immunization and mosquito net distribution campaigns will be informative for making this determination. 

After tentative targets for the number of focal point volunteers are established, project supervisors and the project manager should contact village leaders, acquire their support for the project, and determine the exact number of FPVs needed in each village. In obtaining local leaders’ support, some useful measures include: (1) showing letters of support for the project from the Ministry of Health; (2) requesting district-level health workers to accompany the project staff’s meetings with local leaders; and (3) doing background research to find out what issues are important in the places targeted. In general, the Vurhonga Project did not face enormous difficulties in acquiring support from local leadership, as village leaders tended to understand and agree with the public health importance of addressing TB in their communities. 

Following this initial contact, the village leaders can convene a community meeting during which the focal point volunteers will be selected. Important community actors such as religious leaders and village health committees are often present at these meetings and provide input, as well. Although the community and its leaders select the focal point volunteers, the project staff help guide this process. The project manager and the corresponding project supervisor should attend the community meeting and provide a short list of criteria that the FPV candidates should meet. As record-keeping is an essential part of FPVs’ responsibilities, one key requirement is that FPVs should be able to read and write. Besides literacy, Vurhonga Project staff recognized the following as important traits of FPVs:

· Enjoyment of community service

· Willingness to work without expecting anything in return

· Flexibility to attend meetings and visit households

· Interest in learning

· Honesty

· Not having a problem with alcohol

· Being female was seen as an advantage; however, the lack of literate women in some areas may necessitate selecting male FPVs.

In some cases, care group volunteers (voluntárias domiciliárias) can be selected during the same community meeting. Otherwise, neighborhood-level meetings convened by the ‘neighborhood secretaries’ (secretários do bairro) are held. One care group volunteer is selected for each block of 10 to 12 households, often by the households themselves. The households ensure that the CGV is someone who is responsible and knows the families well. As CGVs must conduct household visits on a regular basis, being female can be an important—though not absolute—criterion. Households feel more comfortable receiving visits from volunteers who are female, especially when there are only female household members at home. Literacy, on the other hand, is not as necessary, and in fact may not be possible to fulfill in many cases.

After CGVs are chosen, volunteers can be arranged into care groups of 10 to 15 volunteers based on factors such as geographical proximity and existing social networks. Each care group may then select one member to serve as the lead volunteer of the group (chefe do grupo), and another to serve as her assistant (adjunto). The group leader may need to assume some record-keeping and correspondence tasks, and thus some ability to read and write can be useful.  

The above description highlights the substantial human resources needed for implementing a community-centered TB program based on the care group model. However, it is important not to underestimate the physical infrastructure required, as well. The resources required by project personnel will depend on the scale of the project and the condition of the geographic areas targeted. For rural-focused interventions, motorbikes for each of the project supervisors and at least one off-road vehicle for the project will most likely be necessary. The availability of transportation for FPVs should also be strongly considered, as FPVs are often expected to accompany TB suspects/patients and travel between their communities, the health post, and the district health center. 

In addition to physical resources that facilitate logistics, it is also advisable to provide for tangible incentives, which can help sustain motivation among volunteers. For example, many Vurhonga Project staff highlighted the positive impact that providing t-shirts had on volunteer morale. Conversely, lack of any token of recognition was perceived to hurt morale, especially when contrasted with other organizations’ health projects that do provide small incentives for their volunteers.  

Step 3: Train project personnel and other key actors in the community.

There are multiple levels of initial training that occur in a community-centered TB project. First, Ministry of Health officials with TB-specific expertise should help train project staff, including the project supervisors. Training of project supervisors should occur even before volunteers are recruited (Step 2 above). The topics of this initial training include:

· Tuberculosis (causes, symptoms/signs, prevention, treatment, etc.)

· Detection, referral and counter-referral (see Step 5 below)

· Diagnosis

· Direct observed treatment

· All forms of TB control

· MDR 

· Project goals and indicators

· Health information system (see Step 6 below)

· Health education strategies for community-based DOTS 

The length of training necessary will depend on the number of staff members to be trained, the frequency of trainings, and the availability of Ministry of Health officials. In the Vurhonga Project, ten project supervisors received initial training by province-level health officials and World Relief’s own experts over the course of two weeks, with five full-day sessions per week.

After project supervisors have been trained and FPVs have been selected, training of the FPVs occurs at the district level. Primary responsibility for training the FPVs is assumed by the corresponding project supervisor and district-level TB official. The training agenda includes the following topics:

· Tuberculosis (causes, symptoms/signs, prevention, treatment, etc.)

· Detection, referral and counter-referral (see Step 5 below)

· Record-keeping at the village level

· Diagnosis

· Direct observed treatment and criteria for selecting a padrinho/madrinha 

· Tuberculosis co-infection with HIV

· Adult education principles and methods

Scheduling of training can be flexible to accommodate the schedule of the focal point volunteers and district health workers. However, at least two full days of training should be planned. 

The project supervisors also assume primary responsibility for training care group volunteers. The training curriculum is similar to the agenda used for FPVs, but places increased emphasis on TB case-finding and treatment. The curriculum is divided into four lessons, each lasting half a day, which are conducted in a highly participatory manner (see TB DOTS Curriculum Training Guide for World Relief Supervisors in the annex for reference):  

· Lesson 1: Symptoms and signs of tuberculosis 

· Lesson 2: Causes of tuberculosis

· Lesson 3: How can TB be prevented?

· Lesson 4: Treatment of TB

Project supervisors may also find it useful to address the topic of HIV co-infection and elaborate on the role of the padrinho/madrinha in directly observed therapy, as CGVs themselves often perform that role. Ideally, FPVs should also be present to help facilitate these trainings and observe the areas that may require subsequent reinforcement. Given the participatory nature of the trainings, project supervisors should conduct trainings with one care group at a time. A sample training schedule lasting approximately two months per village is as follows:

Figure 3: Sample Initial Training Schedule for One Village

	
	Mon.
	Tues.
	Wed.
	Thurs.
	Fri.
	Sat.
	Sun.

	Week 1
	Training with 1st care group on lesson 1
	Training with 2nd care group on lesson 1
	Training with 3rd care group on lesson 1
	Etc.
	
	
	

	Week 2
	· Care group volunteers conduct house visits

· Focal point volunteer(s) accompany some of the visits

· Project supervisor holds trainings and talks with other community actors, meets with health workers at health posts and health centers, and follows up with households visited by CGVs. 

	Week 3
	Training with 1st care group on lesson 2
	Training with 2nd care group on lesson 2
	Training with 3rd care group on lesson 2
	Etc.
	
	
	

	Week 4
	· CGVs conduct house visits

· FPVs accompany some of the house visits

· Project supervisor holds trainings and talks with other community actors, meets with health workers at health posts and health centers, and follows up with households visited by CGVs.

	Week 5
	Training with 1st care group on lesson 3 
	Etc.
	
	
	
	
	

	Weeks 6-8
	Continue as above through Week 8, until all four lessons are finished.


Note that other community actors, such as religious leaders, members of village health committees, and traditional healers, are also targeted by the community-level trainings. In the experience of the Vurhonga Project’s project supervisors, it was extremely useful to use the weeks in between care group trainings to raise TB awareness in the community and bring key local actors on board with the project. 

Throughout the multiple levels of initial training, the KPC baseline results should inform training curricula and priorities. For example, if the KPC baseline results have revealed that local understandings of TB illness are different than the biomedical model, then trainings may focus on reconciling differences in a culturally appropriate manner. Similarly, if the baseline survey has shown that residents seek care for TB symptoms in the non-formal health sector (e.g., with traditional or spiritual healers), then project supervisors could work with members of this sector and acquire their support for the project. For example, in the Vurhonga Project, trainings were conducted with traditional healers (curandeiros), many of whom later agreed to refer patients with TB symptoms to health facilities. 

Training should also be informed by the messages and priorities that volunteers themselves consider most important for their communities. Although the training curricula described above are focused on TB as the central topic, it may be feasible and advantageous to include additional topics, such as those related to child survival and maternal health, for which numerous health education resources already exist. 

Lastly, training should be seen as an ongoing process. Following the initial training, it is important to ensure that CGVs continue to reinforce past material within their care groups and with FPVs. In addition, CGVs and FPVs should receive updated information regarding tuberculosis detection and treatment from project supervisors and other project staff. 

At the same time, ongoing training provides an opportunity to include new topics that are important to the community. Although TB should be maintained as the primary focus of the project during its duration, some flexibility to include additional health concerns is beneficial for maintaining volunteers’ and households’ interest in the project. As TB cases are relatively uncommon, addressing other issues that more visibly affect the population’s health allows volunteers to feel like they are making a difference.  For example, CGVs in the Vurhonga CB DOTS Project reported speaking to households about diarrhea, hygiene, sanitation, family planning, malaria and other infectious diseases. 

Step 4: Train facility-based health workers.

Training of facility-based health workers in the intervention districts should be conducted while or soon after project personnel are trained. In the Vurhonga Project, province-level representatives from the Ministry of Health, the project manager, and the project’s M&E officer collaborated in training health workers from all facilities located in the project districts. These included the district TB supervisors, health center clinicians, and health post nurses. Training topics consisted of the following:

· Tuberculosis (causes, symptoms/signs, prevention, treatment, etc.)

· Detection, referral and counter-referral (see Step 5 below)

· Diagnosis

· Direct observed treatment

· All forms of TB control

· MDR 

· Detection and management of TB-HIV co-infection

· Project goals and indicators

· Health information system (see Step 6 below)

· Case management

· Quality assurance

· District-province coordination to improve drug supply and data management

· Health education strategies for community-based DOTS 

Lab technicians from each of the project districts should also receive training on challenges related to TB diagnosis and quality control, maintaining microscopes, fixing slides for storage and transport, reading sputum slides, and adopting infection and environmental controls to prevent the spread of TB to staff, patients and others. Trainings of district lab technicians may be provided by the provincial TB supervisor, provincial lab technician, or other outside experts. In the Vurhonga Project, the lead organization in the Mozambique TB Control Assistance Program – Family Health International—identified and recommended Ministry of Health trainers who had a good track record. To follow up on lab technician training, the project should provide for routine quality reviews for slide reading accuracy and the random selection of slides for this purpose. 

Step 5: Establish the community referral and counter-referral system.

The community referral and counter-referral system is the core of the community-centered TB detection and treatment program. The project will only be successful if every step of the system functions well. (See Figure 3 below.)

Finding TB Suspects

The system begins with case-finding through periodic household visits conducted by care group volunteers. During these visits, CGVs not only deliver health messages learned during initial and subsequent training, but also inquire about the health status of household members. CGVs should be given flexibility to decide on the mode of visiting that fits best with their schedule. The time and length of visits will vary. Some CGVs may choose to spend a few hours every week visiting several households at a time, delivering a health lesson and asking about the health of everyone in one household before moving onto the next household. Other CGVs may opt to convene a single meeting with representatives from all of the households and teach the lesson to the group. 
The CGVs can then follow up with households individually to ensure that each representative has adequately shared the message with the other members of his or her household. The follow-up visits thereby present an opportunity for the CGV to inquire about the health status of everyone in the household. CGVs may sometimes conduct visits in pairs or with the accompaniment of the FPV.

Upon discovering someone with tuberculosis symptoms, the care group volunteer refers the TB suspect to the corresponding focal point volunteer. The focal point volunteer is responsible for managing the referral forms (see the Programa Nacional de Controlo de Tuberculose: Guia de Referência in the annex). She fills out the top part of the referral form and gives the suspect the form to take with him or her to the nearest health facility—typically the district-level health center (centro de saúde or unidade sanitária)—to be tested for TB. An additional responsibility for the FPV may be to keep a supply of sputum bottles on hand, so that she can give a sputum bottle to the TB suspect to take with him or her to the health center. This protects against the eventuality of a sputum bottle stock-out at the health center. When referring the TB suspect for sputum testing, the FPV also makes a note of the referral in her own, village-level records and informs her project supervisor so that the project supervisor is on alert. In cases where the suspect requires special support, the project supervisor, FPV and/or CGV may even accompany the suspect to the health facility to ensure that testing is done. 

In areas where there is a health post, the FPV may refer the patient to the health post first rather than to the district-level health center directly. Most health posts currently do not have the capacity to conduct sputum microscopy tests or even fix slides. However, the nurse at the health post, who has received tuberculosis training, may conduct pre-screening of suspects. If the nurse decides that the TB suspect needs further attention, she will staple an additional referral form to the guia de referência to document that the suspect has passed through the health post. The nurse then advises the suspect to go with the forms to the nearest health center for testing or other treatment. The health post may also maintain a supply of sputum bottles and provide the suspect with a bottle to take to the health center. Thus far, in most areas there is no system set up to transport sputum samples or slides from health posts to district health centers. In the few areas where this capacity exists or where it may eventually be established, TB suspects will not have to travel to the district health centers themselves. The project should encourage and take advantage of these opportunities to promote TB testing and case-finding, since it is often difficult and expensive for TB suspects to undertake the trip to the health facility. (See “Focus on Challenge” box below.)

Focus on Challenge: Getting TB Suspects to the Health Facility for Testing

One of the primary challenges in the community-based TB detection and treatment project is getting TB suspects tested. Especially in rural areas, travel to the nearest health facility with testing capacity can be arduous and expensive. For these and other reasons, TB suspects may be reluctant to go to the health center, delaying their visit to see traditional healers first or to see if they recover on their own. These delays can contribute to case fatality, which remains around ten percent in the Vurhonga Project districts. Such circumstances necessitate greater accompaniment by the CGV, FPV, or project supervisor. They may even require involvement of village leaders or other community members (e.g., traditional healers, village health committees, religious figures, or former TB patients), to find creative solutions to logistical barriers or to convince the TB suspect to undertake the trip without delay. In the experience of the Vurhonga CB DOTS Project, the primary obstacle to testing was not TB suspects’ willingness to get tested, but rather their lack of money to pay for bus fare and absence of any other means of transportation. Various solutions have been tried, including:

· Project supervisors transported TB suspects to health centers on their motorbikes when the suspects’ health permitted.

· FPVs transported TB suspects to the health facility on bicycles when the suspects’ health permitted.

· Suspects’ families sold an animal to raise money for bus fare.

· Village leaders asked someone in the community who had a car to take the suspect. This was written down as a debt to be repaid by the suspect in the future. 

· Patients or volunteers borrowed money from others to pay for bus fare.

· Patients or volunteers borrowed bicycles from other community members.

As can be seen from the above, there has not been a permanent or reliable solution to the problem. It is important to recognize that the challenge has persisted in the Vurhonga Project, and is a factor that affects volunteer morale and thus the project’s sustainability. In future projects, if it is at all feasible, the possibility of creating an emergency transportation fund for TB suspects to undergo testing (or for treated TB patients to go and get re-tested) should be explored. This would be an important investment that would greatly advance many of the project’s goals: case detection, case treatment, and sustainability.

Traditional healers and health posts also have guias de referência in case suspects seek care through them first rather than through the project volunteers. However, the health posts and health centers should maintain a list of FPVs so that they can notify the corresponding FPV about any patient who has arrived directly at the health facilities without passing through a community volunteer first.  Similarly, the FPV may also learn of someone with TB symptoms before the CGV does. The TB suspect will proceed through the referral and counter-referral system in the same way, with the only difference being that the FPV will later notify the corresponding CGV to involve the CGV in the suspect’s testing and treatment. 

An additional method of community-based case detection consists of “TB days” (días de mensagem de tosse), which are a collaboration between a community’s volunteers, the project supervisor, and the TB district supervisor. The project supervisor and TB district supervisor coordinate with community leaders to schedule a TB day and publicize it among the residents. The goal of the TB day is to disseminate information about TB through a public forum, and then collect sputum samples from people who have TB symptoms. The TB district supervisor then brings the samples back to the health facility for testing. When there is a positive test result, the district supervisor informs the patient and the relevant focal point volunteer, and a plan for community-based DOTS treatment is arranged (as described below).

Lastly, the project can also benefit from linking with community-based organizations and activists who work with persons living with HIV/AIDS (PLWHA). Their collaboration will be useful to encourage HIV-infected patients to undergo TB screening and cotrimoxazole prevention therapy (CPT). In the Vurhonga Project, these linkages were especially important in urban areas, where home-based care activists and youth mobilization teams received training on TB identification, stigma reduction, and treatment compliance, and referred PLWHA for testing.

Diagnosing and Treating TB Cases

After the TB suspect arrives at the health center for testing, he or she should be registered in the center’s TB patient registry. This is typically done by the district TB supervisor. (See Step 6 below.) The laboratory technician performs the sputum microscopy test, and the result should be available within a day. The district supervisor then fills out the referral form that the TB suspect has brought with him or her, keeping one part of the referral form for the center’s records. The patient keeps the other part of the form, which now states the test outcome, and brings the form back to the focal point volunteer.  

Regarding testing, one potential complication occurs when the TB district supervisor is absent, and there is no one else who can attend to the TB suspect. Similarly, most health centers have only one or two lab technicians performing all of the tests for the entire center, and these technicians are sometimes away at trainings or occupied with performing tests for other diseases. These problems may be compounded by infrastructure failure, such as power outages and microscope maintenance problems. In addition, attention for TB patients is typically unavailable in the evenings and on the weekends. 

Many patients are not able to spend the night in town and come back the next day if the TB district supervisor or lab technician is unavailable. Health system strengthening is urgently needed to address these difficulties, especially given the substantial burden that traveling to the health center often entails for the patient. In the meantime, project supervisors should coordinate with TB district supervisors to establish greater clarity about hours when TB attention and testing is available. This information should then be disseminated through the FPVs to the community. If possible, suspects and/or FPVs should call the facility beforehand to verify whether TB testing and attention will be available that day. At the same time, the project should promote greater understanding on the part of health workers of the difficulties faced by patients in reaching the health center. In some cases, it might be feasible for the suspect to leave a sputum sample, and the health center should store the sample until lab testing can be done. 

A TB suspect should be confirmed as a TB case if the sputum smear test is positive, or, even if the test result is negative, when the clinical history indicates that the TB suspect is likely a case. Because of the latter possibility, it is important that health workers are trained in the clinical clues that support a diagnosis of extra-pulmonary TB. After the lab result is available and the diagnosis is made, the TB district supervisor (or his or her assistant) should write down the result on the suspect’s referral forms. The suspect should then take the form back to the focal point volunteer, so that the volunteer can update her village-level records accordingly. 

For TB suspects who are confirmed as TB cases, all TB medications are provided free of charge, and the community-based DOTS regimen proceeds as follows: First, the district TB supervisor (or assistant) registers the patient as a TB case to be treated through community-based DOTS and notifies the corresponding FPV or project supervisor. The district TB supervisor fills out two copies of a TB treatment card (ficha de tratamento de tuberculose). One copy is given to the patient to keep track of the medication as he or she takes it. The second copy is kept on file at the health center. When the patient comes back for control visits, the copy on file at the health center is filled out with the same the information that is on the patient’s ficha de tratamento. In areas where there is a health post, the health center should give a third copy of the ficha de tratamento to the patient, for the patient to drop off at the health post on his/her way back to the community. The health post’s copy is also updated periodically with the information on the patient’s copy of the ficha de tratamento. 

Second, in areas where there is no health post, the health center gives the patient about 15 days of medication to start the intensive phase of treatment. The health worker should explain to the patient the proper dosage, when to take the medicine, and the possible side effects from the medicine. Back in the community, the FPV works with the patient to select a padrinho/madrinha who will observe therapy daily. This person may be a family member, a friend, the CGV, or even the FPV herself. The FPV will explain the responsibilities to the padrinho/madrinha, which include filling out the ficha de tratmento everyday (see Table 2 below). The FPV also keeps track of when the medicine is close to running out. In some cases, she reminds the padrinho/madrinha and patient to get a refill, and the padrinho/madrinha or patient will do so and check back in with the FPV after returning to the community so that the FPV can keep track of how much medicine was given and when she needs to remind the patient to get more. In other cases, the CGV or FPV herself goes to get more medicine and brings it back to the padrinho/madrinha or patient. This process continues, with the FPV constantly following up with the padrinho/madrinha and patient, to ensure that the patient is taking the medicine, to see if there are any problems with side effects, and to make sure that refills are obtained in a timely manner. 
In areas where there is a health post, after the initial diagnosis the district TB supervisor may give the patient two months’ of medications, which correspond to the entire intensive phase of treatment. The patient will drop off the supply of medications at the health post, along with the extra copy of the ficha de tratamento. The patient will receive 15 days of medication at a time from the health post. When needed, the FPV, CGV, padrinho/madrinha, or patient will go back to the health post to obtain a refill. As described above, the FPV will issues reminders to get refills, follow up with the padrinho/madrinha and patient to make sure that the medication is taken, and see if there are any problems with side effects. 

Third, after the two-month intensive phase of treatment, it is the FPV’s responsibility to remind the patient to go back to the health center for re-testing. If there is a health post, the patient should stop at the health post on the way to the health center to give the nurse the information on his/her ficha de tratmento, so that the health post’s copy of the ficha de tratmento can be updated. At the district health center, the center’s copy of the ficha de tratmento is also updated. The patient is re-tested there for TB, and the result is noted in the TB registry and on the copies of the patient’s treatment cards. Based on this result, on whether the original test was positive to begin with, and on the patient’s clinical history, the health worker will decide on the appropriate treatment going forward. For example, if the test result remains positive, the district TB supervisor may send a sputum sample for a culture test in Maputo at this time, so that the patient can be tested for MDR-TB. In most cases, the patient continues with non-intensive TB DOTS treatment, and is given one month’s supply of medication.  The FPV, project supervisor, and (if relevant) health post are kept informed about the patient’s status. The therapy proceeds as before, with the FPV and padrinho/madrinha ensuring that the patient takes his/her medications and obtains refills when necessary. 

Finally, at the end of five months, the FPV once again reminds the patient that it is time for another control visit at the district health center. The copies of the patient’s ficha de tratamento at the health post (if there is one) and the health center are updated to match the patient’s own copy. The patient undergoes a sputum smear test at the health center once more. Depending on the new test result and the patient’s clinical history, the district TB supervisor will declare the patient cured or, in the case of drug-resistant TB, conduct further testing and/or modify the treatment regimen. For purposes of community-based DOTS, however, the flow of information and division of responsibilities remain the same. The project supervisor, FPV and health post (if relevant) are kept informed about the patient’s progress, and update their records as required. They monitor the patient to make sure that no control visits are missed. The padrinho/madrinha stays involved with the patient’s treatment and ensures that the patient’s ficha de tratmento is filled out appropriately while the patient is on therapy.  The CGV is there to provide additional support to the patient and his or her family as necessary.

Figure 4: Community Referral and Counter-Referral Flow Chart
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Table 2: Responsibilities by Project Position

	Care Group Volunteer (voluntária domiciliária)
	· Participate in initial and refresher trainings organized by project staff

· Conduct house visits of her households and accompany house visits done by other CGVs when needed

· Through house visits, provide health lessons to the households, follow up with households to ensure retention of messages, and inquire about TB symptoms among household members

· Facilitate and participate in the “TB days” in the community

· Take note of other health problems and concerns deemed important by households, and suggest these topics for future trainings

· Provide support to TB patients and their padrinhos/madrinhas

· Accompanies TB suspects/patients in visits to health facilities as needed

	Lead Care Group Volunteer (chefe do grupo)


	· Organize care group meetings

· Serve as main point of contact between the care group and the FPV

· Provide support and motivation to the CGVs in her group

· Conduct house visits of her own households, and accompany house visits undertaken by other CGVs in her group as necessary

	Focal Point Volunteer (voluntária focal)
	· Keep records of TB suspects and cases referred from her village

· Accompany CGVs’ house visits as necessary

· Help TB patients select padrinhos/madrinhas 

· Facilitate DOTS by reminding patients about control visits and refills

· Help problem-solve barriers to care-seeking among TB suspects and patients

· Accompany TB suspects/patients in visits to health facilities as needed

· Serve as main point of contact between the village and the project supervisor

· Serve as main point of contact between the village and the health facilities

· Work closely with village leaders, village health committees and other key community actors to maintain support for the project 

· Facilitate and participate in the “TB days” in her community

	Padrinho/ madrinha 


	· Observe TB patient taking medication daily

· Fill out the patient’s treatment card (ficha de tratamento)

· Provide support to TB patient and inform CGV and FPV about any problems with side effects, obtaining refills, etc.

· Accompany TB patients in control visits to health facilities as needed

	Project Supervisor
	· Organize trainings for CGVs and FPVs

· Provide support to and oversight of FPVs

· Coordinate closely with the district TB supervisor to organize “TB days” and other TB initiatives

· Meet regularly with the district TB supervisor to discuss challenges, such as treatment failures, missed appointments by TB patients, and case detection

· Serve as main point of contact between the project and the district TB supervisor and other health workers

· Provide recommendations to health centers and health posts on how to improve the services offered

· Works with volunteers and other community members to solve care-seeking barriers among TB suspects and patients

· Accompany TB suspects/patients in visits to health facilities as needed

· Help check the district TB registry periodically to keep track of TB patients in the district, and to ensure that the registry accurately notes suspects referred from the community.   

· Provide district-level reports to central project staff

	Project Manager
	· Hire and train project supervisors

· Provide support to and oversight of project supervisors

· Provide support to and oversight of M&E officer

· Monitor project’s progress 

· Facilitate and provide suggestions for baseline, mid-term and final evaluations

· Serve as main point of contact between the project and health officials at the province and national levels

· Provide recommendations to provincial and district-level health officials for improving services offered at health facilities

· Coordinate with other NGOs that also work in the project districts to prevent duplicating efforts and to explore potential collaborations

· Ensure adequate upkeep of physical infrastructure for the project

· Organize distributions of incentives for volunteers

	M&E Officer
	· Manage data relevant for the project

· Provide on-going assessment of project progress by district

· Provide recommendations on how to improve record-keeping, both by the district health centers and by the project itself

· Generate analysis and reports relevant to the baseline, mid-term and final evaluations


Step 6: Establish and maintain the health information system.

An adequate health information system is indispensable for monitoring the project’s progress. The ideal system has four components: (1) patient-level data extracted directly from the TB registry in the TB room at each health center; (2) the health center’s TB room consultation record, which tracks the total number of consultations arriving at the TB room, the number of consultations that arrived at the TB room through community referral by project volunteers, the number of those consultations that are deemed suspected cases (i.e., those who meet the definition of TB suspect), and the number of suspected cases that are sent for a smear test; (3) laboratory data on the number of sputum smear tests done per quarter, the number of smears sent for quality control, and the number of those smears found to be incorrect; and (4) pharmacy data on stock of medications. 

 The specific data fields to be recorded and monitored can be found in the Microsoft Excel template (see annex) for the proposed health information system. One template document should be filled out for each district and quarter. The template automatically tabulates patient-level data and produces summary statistics for each district and quarter. Based on the experience of the Vurhonga Project, most of the data required in the template are already being recorded at the district health centers. There are a few important exceptions, however, and it is important to collaborate with health officials at the outset of the project to make the modifications described below. 

First, some health centers do not currently collect information regarding the second component (TB room consultations) described above. Many health facilities only collect information on patients confirmed as TB cases. They do not record the number of TB suspects (defined as such by the WHO) or the number of people arriving for consultation. This information, however, is central to monitoring the progress of any community-centered TB detection and treatment program. Analyzing and resolving the problem of TB under-detection requires knowing whether the problem is that too few people arrive at the health facility for consultation in the first place, or whether the problem is that suspects are getting mismanaged or otherwise fail to receive TB testing and care once they are at the health facility. Moreover, in order to assess the project’s impact, the consultation book should also record the number of people who arrive at the TB room due to community referral by project volunteers. One of the challenges observed in the Vurhonga Project was that health facilities did not systematically record community referrals. With the modification suggested above, project supervisors can perform periodic checks to make sure that the number of community referrals recorded by the health facility is at least as high as the number of referrals sent by all of the FPVs in the district. 

Another important point lies in ensuring that the patient-level data recorded in the TB case registry systematically includes information on whether the TB patient was referred by  community volunteers, and whether the TB patient is being treated with community-based DOTS. The Vurhonga Project found that many district health centers did not record this information in a standardized way. However, the information is indispensable for analyzing the impact of the community-based TB detection and treatment program. Project supervisors can collect data from their FPVs on TB patients who are being treated with community-based DOTS in the district. They can cross-check to make sure that the health centers’ TB registry lists at least these individuals as being on community-based DOTS. 

Step 7: Conduct oversight.

The central project staff, in particular the project manager and M&E officer, should conduct continuous oversight and provide support to the project supervisors. In the Vurhonga Project, this consisted of monthly meetings attended by the project manager, M&E officer, and ten project supervisors. One key element that the project manager focused on was ensuring coordination between project supervisors and district TB supervisors. Before each monthly meeting, each project supervisor met with the relevant district TB supervisor to obtain information and decide on joint initiatives to be undertaken during the next month. Project supervisors would then meet with the project manager to present these plans and receive feedback. After the meeting, they would return to their districts and work with the district TB supervisor on implementing the plans.  

As part of the collaboration between project staff and health officials, district TB supervisors and project supervisors also conduct quarterly visits to the villages to talk to care group volunteers, focal point volunteers, and patients who are on community-based DOTS. These visits supplement the project supervisors’ individual visits to communities, which are conducted more regularly. The joint quarterly visits are important because they promote direct linkages between communities and the district TB supervisor, which can continue beyond the lifetime of the project. 
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Annex 7: Optional
Annex 7.1 Modified DRAT Quarterly Results

Table 1: Modified DRAT Quarterly Results

	Indicator
	Target
	Q4 '12
	Q1 '13
	Q2 '13
	Q3 '13

	 
	 
	n
	N
	n/N
	n
	N
	n/N
	n
	N
	n/N
	n
	N
	n/N

	Case notification rate per 100,000 population
	165
	65
	226523
	114.8
	52
	226523
	91.8
	105
	226523
	185.4
	57
	226523
	100.7

	TB suspects examined by sputum microscopy
	80%
	132
	147
	89.8%
	382
	478
	79.9%
	513
	516
	99.4%
	554
	554
	100.0%

	References received from volunteers
	60%
	15
	147
	10.2%
	65
	478
	1359.8%
	25
	516
	4.8%
	67
	554
	12.1%

	Cohort analysis of Treatment Outcomes for SS+ TB patients
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	Successfully Treated
	85%
	65
	90
	72.2%
	64
	84
	76.2%
	133
	161
	82.6%
	102
	130
	78.5%

	Cured
	-
	57
	90
	63.3%
	43
	84
	51.2%
	70
	161
	43.5%
	43
	130
	33.1%

	Completed Treatment
	-
	4
	90
	4.4%
	4
	84
	4.8%
	3
	161
	1.9%
	2
	130
	1.5%

	Failed
	-
	8
	90
	8.9%
	21
	84
	25.0%
	63
	161
	39.1%
	59
	130
	45.4%

	Defaulted
	<2%
	3
	90
	3.3%
	2
	84
	2.4%
	0
	161
	0.0%
	3
	130
	2.3%

	Died
	<7%
	18
	90
	20.0%
	10
	84
	11.9%
	24
	161
	14.9%
	20
	130
	15.4%

	Not Evaluated
	-
	0
	90
	0.0%
	2
	84
	2.4%
	0
	161
	0.0%
	3
	130
	2.3%

	Percentage of SS-patients who completed treatment
	85%
	44
	52
	84.6%
	45
	53
	84.9%
	67
	74
	90.5%
	42
	51
	82.4%

	Percentage of patients on CB-DOT
	60%
	35
	90
	38.9%
	46
	84
	54.8%
	35
	161
	21.7%
	60
	130
	46.2%

	Proportion of major errors
	<1%
	0
	433
	0.0%
	0
	255
	0.0%
	0
	350
	0.0%
	0
	385
	0.0%

	Sputum smear conversion
	90%
	37
	56
	66.1%
	41
	48
	85.4%
	83
	87
	95.4%
	44
	48
	91.7%

	TB suspects with SS+ confirmation
	10-25%
	155
	378
	41.0%
	189
	1133
	16.7%
	203
	908
	22.4%
	147
	1090
	13.5%

	Percentage of TB/HIV+ patients on CPT*
	90%
	247
	322
	76.7%
	286
	291
	98.3%
	204
	318
	64.2%
	214
	214
	100.0%

	Percentage of TB patients tested for HIV
	95%
	280
	420
	66.7%
	371
	371
	100.0%
	249
	490
	50.8%
	338
	338
	100.0%

	Percentage of HIV+ patients screened for TB
	60%
	382
	434
	88.0%
	392
	1183
	33.1%
	614
	2869
	21.4%
	1734
	1764
	98.3%

	Percentage of HCs reporting TB drug stock outs
	<5%
	0
	8
	0.0%
	0
	8
	0.0%
	0
	8
	0.0%
	4
	8
	50.0%

	Percentage of HCs reporting CPT stock outs
	<25%
	0
	8
	0.0%
	0
	8
	0.0%
	0
	8
	0.0%
	0
	8
	0.0%

	HPs receiving supervisory visits last quarter
	100%
	6
	6
	100.0%
	6
	6
	100.0%
	5
	6
	83.3%
	2
	6
	33.3%

	 
	 
	
	
	
	 
	
	
	 
	
	
	 
	
	 

	Other Indicators
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	Case detection rate
	N/A
	155
	260.5
	59.5%
	189
	260.5
	72.6%
	203
	260.5
	77.9%
	147
	260.5
	56.4%

	Smear positivity rate
	N/A
	155
	323
	48.0%
	189
	1037
	18.2%
	203
	855
	23.7%
	147
	1056
	13.9%

	Percentage of patients tested for MDR-TB
	N/A
	22
	56
	39.3%
	12
	14
	85.7%
	20
	27
	74.1%
	29
	45
	64.4%

	Percentage of MDR-TB cases
	N/A
	6
	224
	2.7%
	3
	262
	1.1%
	2
	356
	0.6%
	4
	193
	2.1%

	Percentage of TB patients who are also HIV+
	N/A
	322
	420
	76.7%
	291
	371
	78.4%
	318
	490
	64.9%
	214
	338
	63.3%

	Percentage of TB/HIV+ on ARVs
	N/A
	265
	322
	82.3%
	256
	291
	88.0%
	271
	318
	85.2%
	160
	214
	74.8%

	Percentage of TB patients who are BK+
	N/A
	155
	239
	64.9%
	189
	823
	23.0%
	203
	579
	35.1%
	147
	617
	23.8%

	Percentage of HIV+ patients with TB
	N/A
	263
	434
	60.6%
	289
	1183
	24.4%
	372
	2869
	13.0%
	214
	1764
	12.1%

	Percentage of children with TB who completed treatment
	N/A
	28
	30
	93.3%
	8
	23
	34.8%
	18
	19
	94.7%
	11
	11
	100.0%


Table 2: Indicator Summary, Q4 2012 (October-December 2012)
	Indicator
	Guija
	Massin-gir
	Mabala-ne
	Chicua-laculala
	Massan-genga
	Chigubo
	Rural US
	Chokwe
	Macia
	Grand total
	Target
	Project Numerator
	Project Denominator
	Project Indicator

	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	Case notification rate per 100,000 population
	129
	116
	104
	154
	71
	36
	115
	121
	78
	107
	165
	65
	226523
	115

	TB suspects examined by sputum microscopy
	100.0%
	71.4%
	89.5%
	88.2%
	83.3%
	90.0%
	89.8%
	81.3%
	85.1%
	85.4%
	0.8
	132
	147
	89.8%

	References received from volunteers
	8.5%
	0.0%
	21.1%
	2.9%
	0.0%
	30.0%
	10.2%
	19.4%
	4.6%
	12.4%
	0.6
	15
	147
	10.2%

	Cohort analysis of Treatment Outcomes for SS+ TB patients
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	Successfully Treated
	59.0%
	100.0%
	83.3%
	66.7%
	80.0%
	50.0%
	72.2%
	76.3%
	82.8%
	76.3%
	0.85
	65
	90
	72.2%

	Cured
	53.8%
	62.5%
	83.3%
	66.7%
	80.0%
	50.0%
	63.3%
	73.7%
	82.8%
	71.9%
	-
	57
	90
	63.3%

	Completed Treatment
	2.6%
	0.0%
	16.7%
	11.1%
	0.0%
	0.0%
	4.4%
	7.9%
	5.2%
	5.8%
	-
	4
	90
	4.4%

	Failed
	5.1%
	37.5%
	0.0%
	0.0%
	0.0%
	0.0%
	8.9%
	2.6%
	0.0%
	4.5%
	-
	8
	90
	8.9%

	Defaulted
	2.6%
	0.0%
	0.0%
	0.0%
	0.0%
	50.0%
	3.3%
	2.6%
	0.0%
	2.2%
	<2%
	3
	90
	3.3%

	Died
	35.9%
	0.0%
	0.0%
	22.2%
	20.0%
	0.0%
	20.0%
	9.2%
	12.1%
	14.3%
	<7%
	18
	90
	20.0%

	Not Evaluated
	0.0%
	0.0%
	0.0%
	0.0%
	0.0%
	0.0%
	0.0%
	0.0%
	0.0%
	0.0%
	-
	0
	90
	0.0%

	Percentage of SS-patients who completed treatment
	87.5%
	87.5%
	100.0%
	50.0%
	100.0%
	66.7%
	84.6%
	87.7%
	96.4%
	88.1%
	85.0%
	44
	52
	84.6%

	Percentage of patients on CB-DOT
	7.7%
	81.3%
	50.0%
	100.0%
	30.0%
	25.0%
	38.9%
	0.0%
	6.9%
	17.4%
	0.6
	35
	90
	38.9%

	Proportion of major errors
	0.0%
	0.0%
	0.0%
	0.0%
	0.0%
	0.0%
	0.0%
	0.0%
	0.0%
	0.0%
	<1%
	0
	433
	0.0%

	Sputum smear conversion
	69.2%
	62.5%
	50.0%
	66.7%
	50.0%
	83.3%
	66.1%
	77.4%
	70.2%
	71.5%
	0.9
	37
	56
	66.1%

	TB suspects with SS+ confirmation
	55.3%
	42.9%
	47.4%
	47.1%
	50.0%
	10.0%
	44.2%
	41.0%
	35.6%
	41.0%
	10-25%
	155
	378
	41.0%

	Percentage of TB/HIV+ patients on CPT*
	100.0%
	100.0%
	100.0%
	100.0%
	75.0%
	100.0%
	98.7%
	60.5%
	98.4%
	76.7%
	0.9
	247
	322
	76.7%

	Percentage of TB patients tested for HIV
	100.0%
	100.0%
	100.0%
	100.0%
	100.0%
	100.0%
	100.0%
	24.7%
	100.0%
	66.7%
	0.95
	280
	420
	66.7%

	Percentage of HIV+ patients screened for TB
	100.0%
	72.7%
	100.0%
	100.0%
	100.0%
	100.0%
	98.4%
	79.7%
	80.3%
	88.0%
	0.6
	382
	434
	88.0%

	Reported TB drug stock out
	No
	No
	No
	No
	No
	No
	0.0%
	No
	No
	0.0%
	<5%
	0
	8
	0.0%

	Reported CPT stock out
	No
	No
	No
	No
	No
	No
	0.0%
	No
	No
	0.0%
	<25%
	0
	8
	0.0%

	HPs receiving supervisory visits last quarter
	Yes
	Yes
	Yes
	Yes
	Yes
	Yes
	100.0%
	No
	Yes
	87.5%
	1
	6
	6
	100.0%

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Other Indicators
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	Case detection rate
	72.2%
	64.3%
	58.1%
	86.5%
	40.0%
	20.0%
	64.0%
	67.4%
	43.4%
	59.5%
	N/A
	155
	260.5
	59.5%

	Smear positivity rate
	55.3%
	60.0%
	52.9%
	53.3%
	60.0%
	11.1%
	49.2%
	50.4%
	41.9%
	48.0%
	N/A
	155
	323
	48.0%

	Percentage of patients tested for MDR-TB

	20.0%
	-
	100.0%
	100.0%
	0.0%
	-
	54.5%
	31.4%
	50.0%
	39.3%
	N/A
	22
	56
	39.3%

	Percentage of MDR-TB cases
	2.6%
	0.0%
	0.0%
	0.0%
	0.0%
	0.0%
	1.1%
	6.6%
	0.0%
	2.7%
	N/A
	6
	224
	2.7%

	Percentage of TB patients who are also HIV+
	64.7%
	61.1%
	61.1%
	69.2%
	50.0%
	53.3%
	61.8%
	99.5%
	55.0%
	76.7%
	N/A
	322
	420
	76.7%

	Percentage of TB/HIV+ on ARVs
	93.9%
	90.9%
	90.9%
	100.0%
	75.0%
	62.5%
	89.5%
	79.5%
	82.0%
	82.3%
	N/A
	265
	322
	82.3%

	Percentage of TB patients who are BK+
	65.0%
	64.3%
	47.4%
	80.0%
	100.0%
	28.6%
	63.1%
	68.6%
	62.0%
	64.9%
	N/A
	155
	239
	64.9%

	Percentage of HIV+ patients with TB
	100.0%
	9.1%
	100.0%
	3.3%
	100.0%
	44.4%
	29.8%
	79.7%
	100.0%
	60.6%
	N/A
	263
	434
	60.6%

	Percentage of children with TB who completed treatment

	100.0%
	-
	100.0%
	33.3%
	-
	-
	71.4%
	100.0%
	100.0%
	93.3%
	N/A
	28
	30
	93.3%

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	


Table 3: Indicator Summary, Q1, FY2013 (January-March 2013)
	Indicator
	Guija
	Massin-gir
	Mabala-ne
	Chicua-laculala
	Massan-genga
	Chigubo
	Rural US
	Chokwe
	Macia
	Grand total
	Target
	Project Numerator
	Project Denominator
	Project Indicator

	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	Case notification rate per 100,000 population
	85
	116
	104
	48
	237
	36
	92
	137
	176
	130
	165
	52
	226523
	92

	TB suspects examined by sputum microscopy
	100.0%
	77.8%
	16.4%
	100.0%
	100.0%
	100.0%
	79.9%
	100.0%
	100.0%
	91.5%
	0.8
	382
	478
	79.9%

	References received from volunteers
	10.2%
	0.0%
	8.2%
	0.0%
	78.7%
	1.8%
	13.6%
	17.8%
	5.6%
	11.6%
	0.6
	65
	478
	13.6%

	Cohort analysis of Treatment Outcomes for SS+ TB patients
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	Successfully Treated
	52.2%
	78.6%
	94.4%
	83.3%
	100.0%
	78.9%
	76.2%
	78.6%
	87.7%
	82.1%
	0.85
	64
	84
	76.2%

	Cured
	52.2%
	57.1%
	33.3%
	83.3%
	100.0%
	42.1%
	51.2%
	51.8%
	52.5%
	51.9%
	-
	43
	84
	51.2%

	Completed Treatment
	13.0%
	0.0%
	0.0%
	0.0%
	0.0%
	5.3%
	4.8%
	5.4%
	0.8%
	3.1%
	-
	4
	84
	4.8%

	Failed
	0.0%
	21.4%
	61.1%
	0.0%
	0.0%
	36.8%
	25.0%
	26.8%
	35.2%
	30.2%
	-
	21
	84
	25.0%

	Defaulted
	4.3%
	7.1%
	0.0%
	0.0%
	0.0%
	0.0%
	2.4%
	3.6%
	0.0%
	1.5%
	<2%
	2
	84
	2.4%

	Died
	26.1%
	7.1%
	5.6%
	16.7%
	0.0%
	5.3%
	11.9%
	12.5%
	9.8%
	11.1%
	<7%
	10
	84
	11.9%

	Not Evaluated
	4.3%
	7.1%
	0.0%
	0.0%
	0.0%
	0.0%
	2.4%
	0.0%
	0.0%
	0.8%
	-
	2
	84
	2.4%

	Percentage of SS-patients who completed treatment
	73.1%
	100.0%
	100.0%
	100.0%
	66.7%
	100.0%
	84.9%
	41.2%
	95.0%
	52.1%
	0.85
	45
	53
	84.9%

	Percentage of patients on CB-DOT
	21.7%
	85.7%
	100.0%
	100.0%
	50.0%
	15.8%
	54.8%
	0.0%
	4.1%
	19.5%
	0.6
	46
	84
	54.8%

	Proportion of major errors

	 
	 
	0.0%
	0.0%
	 
	0.0%
	0.0%
	 
	 
	0.0%
	<1%
	0
	255
	0.0%

	Sputum smear conversion
	100.0%
	55.6%
	71.4%
	100.0%
	66.7%
	100.0%
	85.4%
	85.2%
	96.8%
	89.7%
	0.9
	41
	48
	85.4%

	TB suspects with SS+ confirmation
	9.7%
	50.0%
	8.2%
	6.9%
	21.3%
	3.6%
	10.9%
	27.8%
	16.9%
	16.7%
	10-25%
	189
	1133
	16.7%

	Percentage of TB/HIV+ patients on CPT*
	100.0%
	100.0%
	100.0%
	87.5%
	100.0%
	80.0%
	94.9%
	100.0%
	100.0%
	98.3%
	0.9
	286
	291
	98.3%

	Percentage of TB patients tested for HIV
	100.0%
	100.0%
	100.0%
	100.0%
	100.0%
	100.0%
	100.0%
	100.0%
	100.0%
	100.0%
	0.95
	371
	371
	100.0%

	Percentage of HIV+ patients screened for TB
	16.1%
	12.4%
	20.0%
	100.0%
	8.7%
	100.0%
	42.1%
	 
	17.2%
	33.1%
	0.6
	392
	1183
	33.1%

	Percentage of HCs reporting TB drug stock outs
	No
	No
	No
	No
	No
	No
	0.0%
	No
	No
	0.0%
	<5%
	0
	8
	0.0%

	Percentage of HCs reporting CPT stock outs
	No
	No
	No
	No
	No
	No
	0.0%
	No
	No
	0.0%
	<25%
	0
	8
	0.0%

	HPs receiving supervisory visits last quarter
	Yes
	Yes
	Yes
	Yes
	Yes
	Yes
	100.0%
	Yes
	No
	87.5%
	1
	6
	6
	100.0%

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Other Indicators
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	Case detection rate
	47.2%
	64.3%
	58.1%
	27.0%
	133.3%
	20.0%
	51.2%
	76.6%
	97.9%
	72.6%
	N/A
	189
	260.5
	72.6%

	Smear positivity rate
	9.7%
	64.3%
	50.0%
	6.9%
	21.3%
	3.6%
	13.6%
	27.8%
	16.9%
	18.2%
	N/A
	189
	1037
	18.2%

	Percentage of patients tested for MDR-TB

	100.0%
	 
	 
	 
	 
	0.0%
	75.0%
	100.0%
	100.0%
	85.7%
	N/A
	12
	14
	85.7%

	Percentage of MDR-TB cases
	4.3%
	0.0%
	0.0%
	0.0%
	0.0%
	0.0%
	1.2%
	1.8%
	0.8%
	1.1%
	N/A
	3
	262
	1.1%

	Percentage of TB patients who are also HIV+
	82.9%
	71.4%
	61.9%
	74.4%
	100.0%
	31.3%
	70.5%
	76.7%
	97.3%
	78.4%
	N/A
	291
	371
	78.4%

	Percentage of TB/HIV+ on ARVs
	100.0%
	100.0%
	100.0%
	78.1%
	100.0%
	100.0%
	92.9%
	88.5%
	80.3%
	88.0%
	N/A
	256
	291
	88.0%

	Percentage of TB patients who are BK+
	9.7%
	64.3%
	50.0%
	6.9%
	28.6%
	20.0%
	16.0%
	38.3%
	21.7%
	23.0%
	N/A
	189
	823
	23.0%

	Percentage of HIV+ patients with TB
	16.1%
	12.4%
	20.0%
	9.3%
	0.0%
	2.9%
	12.7%
	 
	16.7%
	24.4%
	N/A
	289
	1183
	24.4%

	Percentage of children with TB who completed treatment

	40.0%
	 
	 
	 
	100.0%
	 
	50.0%
	55.6%
	0.0%
	34.8%
	N/A
	8
	23
	34.8%


Table 4: Indicator Summary, Q2 FY2013 (April-June 2013)
	Indicator
	Guija
	Massin-gir
	Mabala-ne
	Chicua-laculala
	Massang-enga
	Chigubo
	Rural US
	Chokwe
	Macia
	Grand total
	Target
	Project Numerator
	Project Denominator
	Project Indicator

	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	Case notification rate per 100,000 population
	353
	129
	139
	58
	71
	54
	185
	55
	178
	140
	165
	105
	226523
	185

	TB suspects examined by sputum microscopy
	100.0%
	90.5%
	98.0%
	100.0%
	100.0%
	100.0%
	99.4%
	50.5%
	100.0%
	94.2%
	80%
	513
	516
	99.4%

	References received from volunteers
	5.5%
	4.8%
	8.0%
	0.0%
	0.0%
	17.4%
	4.8%
	1.0%
	5.5%
	4.6%
	60%
	25
	516
	4.8%

	Cohort analysis of Treatment Outcomes for SS+ TB patients
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	Successfully Treated
	86.7%
	69.2%
	83.3%
	62.5%
	66.7%
	66.7%
	82.6%
	78.0%
	85.0%
	82.3%
	85%
	133
	161
	82.6%

	Cured
	40.7%
	46.2%
	38.9%
	62.5%
	66.7%
	66.7%
	43.5%
	78.0%
	42.5%
	51.1%
	-
	70
	161
	43.5%

	Completed Treatment
	2.7%
	0.0%
	0.0%
	0.0%
	0.0%
	0.0%
	1.9%
	7.3%
	5.3%
	4.2%
	-
	3
	161
	1.9%

	Failed
	46.0%
	23.1%
	44.4%
	0.0%
	0.0%
	0.0%
	39.1%
	0.0%
	42.5%
	31.2%
	-
	63
	161
	39.1%

	Defaulted
	0.0%
	0.0%
	0.0%
	0.0%
	0.0%
	0.0%
	0.0%
	0.0%
	0.0%
	0.0%
	<2%
	0
	161
	0.0%

	Died
	10.6%
	30.8%
	11.1%
	37.5%
	33.3%
	33.3%
	14.9%
	14.6%
	9.7%
	13.2%
	<7%
	24
	161
	14.9%

	Not Evaluated
	0.0%
	0.0%
	0.0%
	0.0%
	0.0%
	0.0%
	0.0%
	0.0%
	0.0%
	0.0%
	-
	0
	161
	0.0%

	Percentage of SS-patients who completed treatment
	84.4%
	100.0%
	88.9%
	100.0%
	100.0%
	87.5%
	90.5%
	55.2%
	84.4%
	65.7%
	85%
	67
	74
	90.5%

	Percentage of patients on CB-DOT
	0.0%
	53.8%
	100.0%
	100.0%
	33.3%
	16.7%
	21.7%
	48.8%
	0.0%
	21.1%
	60%
	35
	161
	21.7%

	Proportion of major errors

	0.0%
	-
	0.0%
	0.0%
	-
	0.0%
	0.0%
	-
	-
	0.0%
	<1%
	0
	350
	0.0%

	Sputum smear conversion
	98.2%
	100.0%
	88.9%
	87.5%
	85.7%
	100.0%
	95.4%
	37.5%
	98.2%
	74.1%
	90%
	83
	87
	95.4%

	TB suspects with SS+ confirmation
	24.4%
	47.6%
	24.0%
	6.3%
	8.6%
	13.0%
	20.3%
	26.7%
	24.4%
	22.4%
	10-25%
	203
	908
	22.4%

	Percentage of TB/HIV+ patients on CPT*
	6.8%
	100.0%
	100.0%
	81.0%
	100.0%
	100.0%
	43.3%
	100.0%
	6.8%
	64.2%
	90%
	204
	318
	64.2%

	Percentage of TB patients tested for HIV
	100.0%
	100.0%
	100.0%
	100.0%
	100.0%
	100.0%
	100.0%
	0.0%
	100.0%
	50.8%
	95%
	249
	490
	50.8%

	Percentage of HIV+ patients screened for TB
	8.7%
	10.3%
	4.4%
	100.0%
	5.6%
	47.6%
	22.0%
	100.0%
	8.7%
	21.4%
	60%
	614
	2869
	21.4%

	Percentage of HCs reporting TB drug stock outs
	No
	No
	No
	No
	No
	No
	0.0%
	No
	No
	0.0%
	<5%
	0
	8
	0.0%

	Percentage of HCs reporting CPT stock outs
	No
	No
	No
	No
	No
	No
	0.0%
	No
	No
	0.0%
	<25%
	0
	8
	0.0%

	HPs receiving supervisory visits last quarter
	Yes
	Yes
	Yes
	Yes
	Yes
	Yes
	83.3%
	Yes
	Yes
	87.5%
	100%
	5
	6
	83.3%

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Other Indicators
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	Case detection rate
	197.2%
	71.4%
	77.4%
	32.4%
	40.0%
	30.0%
	103.4%
	30.9%
	99.3%
	77.9%
	N/A
	203
	260.5
	77.9%

	Smear positivity rate
	24.4%
	52.6%
	24.5%
	6.3%
	8.6%
	13.0%
	20.5%
	52.9%
	24.4%
	23.7%
	N/A
	203
	855
	23.7%

	Percentage of patients tested for MDR-TB

	66.7%
	-
	100.0%
	-
	-
	0.0%
	66.7%
	100.0%
	66.7%
	74.1%
	N/A
	20
	27
	74.1%

	Percentage of MDR-TB cases
	0.0%
	0.0%
	0.0%
	0.0%
	0.0%
	0.0%
	0.0%
	2.4%
	0.0%
	0.6%
	N/A
	2
	356
	0.6%

	Percentage of TB patients who are also HIV+
	64.8%
	62.5%
	37.5%
	100.0%
	75.0%
	50.0%
	65.8%
	64.3%
	64.8%
	64.9%
	N/A
	318
	490
	64.9%

	Percentage of TB/HIV+ on ARVs
	89.8%
	100.0%
	100.0%
	81.0%
	100.0%
	80.0%
	90.4%
	80.0%
	89.8%
	85.2%
	N/A
	271
	318
	85.2%

	Percentage of TB patients who are BK+
	38.8%
	52.6%
	66.7%
	6.3%
	8.6%
	37.5%
	29.2%
	73.0%
	38.8%
	35.1%
	N/A
	203
	579
	35.1%

	Percentage of HIV+ patients with TB
	8.7%
	10.3%
	4.4%
	5.0%
	1.4%
	0.0%
	7.5%
	100.0%
	8.7%
	13.0%
	N/A
	372
	2869
	13.0%

	Percentage of children with TB who completed treatment

	100.0%
	100.0%
	0.0%
	100.0%
	-
	-
	87.5%
	100.0%
	100.0%
	94.7%
	N/A
	18
	19
	94.7%


Table 5: Indicator Summary, Q3 FY2013 July-September 2013)
	Indicator
	Guija
	Massin-gir
	Mabala-ne
	Chicua-laculala
	Massang-enga
	Chigubo
	Rural US
	Chokwe
	Macia
	Grand total
	Target
	Project Numerator
	Project Denominator
	Project Indicator

	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	Case notification rate per 100,000 population
	134
	77
	151
	87
	24
	18
	101
	96
	108
	101
	165
	57
	226523
	101

	TB suspects examined by sputum microscopy
	100.0%
	100.0%
	100.0%
	100.0%
	100.0%
	100.0%
	100.0%
	85.5%
	100.0%
	96.9%
	80%
	554
	554
	100.0%

	References received from volunteers
	32.9%
	3.6%
	3.3%
	4.2%
	0.0%
	2.8%
	12.1%
	0.0%
	4.6%
	7.4%
	60%
	67
	554
	12.1%

	Cohort analysis of Treatment Outcomes for SS+ TB patients
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	Successfully Treated
	84.3%
	62.5%
	76.2%
	80.0%
	66.7%
	77.8%
	78.5%
	-
	74.6%
	77.2%
	85%
	102
	130
	78.5%

	Cured
	35.3%
	37.5%
	19.0%
	20.0%
	66.7%
	77.8%
	33.1%
	-
	73.0%
	46.1%
	-
	43
	130
	33.1%

	Completed Treatment
	0.0%
	12.5%
	0.0%
	0.0%
	0.0%
	0.0%
	1.5%
	-
	11.1%
	4.7%
	-
	2
	130
	1.5%

	Failed
	49.0%
	25.0%
	57.1%
	60.0%
	0.0%
	0.0%
	45.4%
	-
	1.6%
	31.1%
	-
	59
	130
	45.4%

	Defaulted
	3.9%
	0.0%
	0.0%
	3.3%
	0.0%
	0.0%
	2.3%
	-
	1.6%
	2.1%
	<2%
	3
	130
	2.3%

	Died
	11.8%
	25.0%
	14.3%
	13.3%
	33.3%
	22.2%
	15.4%
	-
	12.7%
	14.5%
	<7%
	20
	130
	15.4%

	Not Evaluated
	0.0%
	0.0%
	9.5%
	3.3%
	0.0%
	0.0%
	2.3%
	-
	0.0%
	1.6%
	-
	3
	130
	2.3%

	Percentage of SS-patients who completed treatment
	85.7%
	100.0%
	83.3%
	61.5%
	100.0%
	100.0%
	82.4%
	53.3%
	84.4%
	62.1%
	85%
	42
	51
	82.4%

	Percentage of patients on CB-DOT
	27.5%
	62.5%
	9.5%
	96.7%
	33.3%
	44.4%
	46.2%
	-
	0.0%
	31.1%
	60%
	60
	130
	46.2%

	Proportion of major errors

	0.0%
	0.0%
	0.0%
	-
	-
	0.0%
	0.0%
	0.0%
	0.0%
	0.0%
	<1%
	0
	385
	0.0%

	Sputum smear conversion
	100.0%
	60.0%
	100.0%
	100.0%
	100.0%
	100.0%
	91.7%
	95.2%
	15.0%
	56.6%
	90%
	44
	48
	91.7%

	TB suspects with SS+ confirmation
	16.2%
	7.2%
	8.6%
	18.8%
	2.9%
	1.4%
	10.3%
	20.1%
	14.2%
	13.5%
	10-25%
	147
	1090
	13.5%

	Percentage of TB/HIV+ patients on CPT*
	100.0%
	100.0%
	100.0%
	100.0%
	100.0%
	100.0%
	100.0%
	100.0%
	100.0%
	100.0%
	90%
	214
	214
	100.0%

	Percentage of TB patients tested for HIV
	100.0%
	100.0%
	100.0%
	100.0%
	100.0%
	100.0%
	100.0%
	100.0%
	100.0%
	100.0%
	95%
	338
	338
	100.0%

	Percentage of HIV+ patients screened for TB
	94.3%
	100.0%
	100.0%
	97.5%
	97.8%
	100.0%
	97.5%
	98.7%
	98.8%
	98.3%
	60%
	1734
	1764
	98.3%

	Percentage of HCs reporting TB drug stock outs
	Yes
	Yes
	No
	No
	No
	No
	33.3%
	Yes
	Yes
	50.0%
	<5%
	4
	8
	50.0%

	Percentage of HCs reporting CPT stock outs
	No
	No
	No
	No
	No
	No
	0.0%
	No
	No
	0.0%
	<25%
	0
	8
	0.0%

	HPs receiving supervisory visits last quarter
	No
	Yes
	Yes
	No
	No
	No
	33.3%
	Yes
	No
	50.0%
	100%
	2
	6
	33.3%

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Other Indicators
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	Case detection rate
	75.0%
	42.9%
	83.9%
	48.6%
	13.3%
	10.0%
	56.2%
	53.7%
	60.1%
	56.4%
	N/A
	147
	260.5
	56.4%

	Smear positivity rate
	16.2%
	7.2%
	8.6%
	18.8%
	2.9%
	1.4%
	10.3%
	23.5%
	14.2%
	13.9%
	N/A
	147
	1056
	13.9%

	Percentage of patients tested for MDR-TB

	-
	100.0%
	0.0%
	-
	-
	-
	50.0%
	76.5%
	22.2%
	64.4%
	N/A
	29
	45
	64.4%

	Percentage of MDR-TB cases
	0.0%
	0.0%
	0.0%
	0.0%
	0.0%
	0.0%
	0.0%
	-
	0.0%
	2.1%
	N/A
	4
	193
	2.1%

	Percentage of TB patients who are also HIV+
	60.6%
	66.7%
	29.4%
	84.2%
	25.0%
	50.0%
	58.3%
	59.7%
	76.5%
	63.3%
	N/A
	214
	338
	63.3%

	Percentage of TB/HIV+ on ARVs
	100.0%
	78.6%
	100.0%
	87.5%
	100.0%
	85.7%
	90.5%
	46.1%
	100.0%
	74.8%
	N/A
	160
	214
	74.8%

	Percentage of TB patients who are BK+
	23.5%
	7.8%
	9.6%
	24.3%
	100.0%
	14.3%
	15.3%
	26.3%
	65.2%
	23.8%
	N/A
	147
	617
	23.8%

	Percentage of HIV+ patients with TB
	12.7%
	20.0%
	5.5%
	6.7%
	1.1%
	26.9%
	9.3%
	39.7%
	7.2%
	12.1%
	N/A
	214
	1764
	12.1%

	Percentage of children with TB who completed treatment

	100.0%
	-
	-
	100.0%
	-
	100.0%
	100.0%
	100.0%
	-
	100.0%
	N/A
	11
	11
	100.0%


Figure 1. Case Notification Rate







Figure 2. Smear Positivity Rate

Figure 3. Suspects Examined by Smear




    Figure 4. MDR-TB Cases 
Figure 5. TB Suspects with SS+ Confirmation



    Figure 6. Percentage of TB patients who are also HIV+

Figure 7. TB drug stock out
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Women sit together for a Care Group meeting





[Insert photo]





An animator leads a Care Group





Key Findings:


Community partnership in TB control requires client-centered data collection with adequate feedback referral mechanism.














PROGRAM LEARNING BRIEF





PROGRAM LEARNING BRIEF





PROGRAM LEARNING BRIEF





Referral for diagnosis





Person seeks care directly at  facility





Community-based case-finding





Counter-referral for CB DOTS





Sputum sample collected at community “TB Day”





Volunteers (CGVs & FGVs) find TB suspect





TB screening for PLWHA, referred by HIV/AIDS caregivers 

















Health Post (if any)





-Pre-screens and refers TB suspects for testing





TB suspect seeks care at health post





TB suspect seeks consult at center





TB suspect seeks care at TB room





District Health Center General Consultation





-Health worker identifies a TB suspect





Traditional healer is visited by person with TB symptoms











District Health Center’s TB Room





-Registers, tests and diagnoses TB suspects


-Determines treatment for TB cases








�� Not collected in FY2013.  The project will collect data for this indicator in FY2014.


� Organization, World Health. (2004). Compendium of Indicators for Monitoring and Evaluating National Tuberculosis Programs. Geneva, Switzerland: World Health Organization


� If there is no SS+ patient in retreatment, this indicator has a zero (0) denominator. 


� If there are no children diagnosed with TB, this indicator has a zero (0) denominator. 


� When HCs did not send any slides to the referral laboratory, it was impossible to calculate this indicator. HC staff have said transportation of slides from district to provincial level is a challenge. WR offered to deliver the slides on their behalf, but often when we arrive to take the slides, they say the slides have not yet been prepared. WR will continue to work with MOH on this challenge. 


� If there is no SS+ patient in retreatment, this indicator has a zero (0) denominator. 


� If there are no children diagnosed with TB, this indicator has a zero (0) denominator. 


� When HCs did not send any slides to the referral laboratory, it was impossible to calculate this indicator. HC staff have said transportation of slides from district to provincial level is a challenge. WR offered to deliver the slides on their behalf, but often when we arrive to take the slides, they say the slides have not yet been prepared. WR will continue to work with MOH on this challenge. 


� If there is no SS+ patient in retreatment, this indicator has a zero (0) denominator. 


� If there are no children diagnosed with TB, this indicator has a zero (0) denominator. 


� When HCs did not send any slides to the referral laboratory, it was impossible to calculate this indicator. HC staff have said transportation of slides from district to provincial level is a challenge. WR offered to deliver the slides on their behalf, but often when we arrive to take the slides, they say the slides have not yet been prepared. WR will continue to work with MOH on this challenge. 


� If there is no SS+ patient in retreatment, this indicator has a zero (0) denominator. 


� If there are no children diagnosed with TB, this indicator has a zero (0) denominator. 
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