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Executive Summary
Assessment purpose

Tuberculosis continues to threaten the health and well-being of the citizens of the Democratic Republic
of the Congo (DRC) and undermine the long-term development goals supported by USAID/DRC. In order
to understand success and challenges related to its efforts to combat TB and inform future programming
accordingly, USAID/DRC requested the Monitoring, Evaluation and Coordination Contract (MECC),
implemented by International Business & Technical Consultants, Inc. (IBTCI) to undertake a broad
examination of its TB portfolio. MECC’s task included answering 12 questions related to the epidemiology
and trends of TB in DRC, assessing the effectiveness of and lessons to be drawn from the various
interventions supported by USAID and other donors, and making recommendations to improve the
extension of services at all levels of the health system.

Assessment questions, methods, and limitations

A set of twelve questions, listed below, guided the assessment of USAID/DRC’s TB portfolio. They are
presented in this report in three main sections as detailed below.
The report begins with an overview of TB programming and resources in the country, addressing the
following assessment questions. Responses for these questions come primarily from the assessment team’s
review of project literature, as well as key informant interviews with representatives from USAID,
implementing partners, and other donors.
I.
What resources have been made available for the implementation of the TB activities in order to
achieve the expected results? How were the available resources used?
II.
What other partners and agencies are supporting the TB program in the DRC and what is the
focus of their respective programs? What results have they achieved? What lessons can USAID
learn from their successes and shortfalls?
The report then shares assessment findings related to key TB trends over the last five years,
correlation of those trends and key indicators with USAID programming, and the efficacy of USAID
programming at the activity level. This section draws heavily from quantitative data reported by PNLT
and USAID IPs and addresses the following assessment questions:
III.
What trends can be observed of key TB indicators in USAID-supported provinces and nonUSAID-supported provinces? During the last 5 years, how did USAID programs have an impact
on the TB epidemic in the country?1
IV.
During the last five years, has each USAID implementing mechanism that received TB funding
reached its objectives and targets for TB?
V.
What weaknesses or challenges contribute to ongoing low TB case detection rates despite the
availability of resources allocated to TB?
The report then provides a set of recommendations for the design and implementation of future
programming, in direct response to the questions below. Responses to these questions synthesize much
of the data gleaned from responses to questions above, and also rely heavily on key informant interviews
that provided a wealth of perspectives from all levels of the health system.
VI.
What opportunities exist at different levels (central, intermediate, and operational) of the DRC
health system to improve the TB program performance and how are USAID/DRC TB
implementing partners using these opportunities?
VII.
If USAID’s strategy is to support the implementation of TB activities in its geographic priority
Note that this assessment did not evaluate impact and cannot draw conclusions of causality; the analysis
presented in this section is therefore limited to identifying patterns between outcomes and intervention areas.
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VIII.
IX.
X.
XI.

areas, should USAID continue to support the central unit of the TB program? If yes, what would
be the most cost-effective ways to provide that support?
What key leverage points, strategies and tools are necessary to increase case detection rates and
to respond to the growing problems of multi-drug resistant (MDR) and extremely drug resistant
(XDR) TB?
What key context issues and other assumptions around TB prevention, diagnosis, and treatment
should be considered in future programming?
How can USAID reinforce and strengthen the integrated approach in TB case management at the
health zone level?
To improve performance in the future, what are the most important shifts that need to happen
in the way USAID/ DRC currently plans, budgets, programs, implements, monitors and learns
from the TB program?

Key findings and recommendations

The fundamental challenge for successful control of TB in DRC will be to extend current detection
and treatment to those substantial parts of the population currently left out, either because they
have no access to health care at all (the case for many rural or marginalized populations) or because
the health system in their areas does not effectively integrate TB. The assessment team explored
various aspects of expanding access to TB services, including mobile clinics; targeting high risk
populations, such as prisoners; and scaling up use and functionality of GeneXpert machines.
To achieve the outreach and scale to bring TB health care to the half of DRC’s population currently
untreated, TB should be better integrated into existing programming, including HIV, child
survival, etc. approaches. Collaboration can and should extend to joint efforts with donor activities
in other sectors, including activities focused on SGBV, the mining sector, and education, to name a
few. This cross-sector collaboration could be appropriate at different points in the program cycle,
from activity design, to work planning and implementation, to monitoring, evaluation and learning.
Much of USAID’s field-level efforts in TB are via its Challenge TB activity (CTB) and the Integrated
Health Project Plus activity (IHP+). The former implements activities through a vertical approach
specifically focused on TB efforts (coordination, outreach, detection, treatment, tracking) at all levels
of the health system, while IHP+ operates primarily at the provincial and health zone level and focuses
on multi-disease, integrated primary health care. This report explores the experiences of both
vertical and integrated approaches in DRC. On the one hand, CTB has met more of its targets
and provided essential support to provincial level coordination; on the other hand, in the longer run,
more progress against TB will depend integrated models, such as IHP+.
The assessment also identified needs opportunities to improve evidence-based, systematic
learning related to TB programming in DRC. The maintenance of national surveillance (assisted by
the World Health Organization), planning (the PNLT) and donor coordination will be critical to
ensuring a coherent approach to expanded diagnostic testing and reliable supply chains of drugs. It
will also require ongoing epidemiological research (for instance, to understand the patterns of multidrug resistance) and operations research to keep comparing the design of different local integrated
interventions. The assessment team also recommends improved M&E and learning frameworks within
USAID.
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Introduction
Background and context

Tuberculosis continues to present significant challenges to the health and well-being of the Congolese
people. DRC accounts for 2.2% of the global tuberculosis burden, ranking 11th in the world, and has one
of the highest rates of TB-HIV co-infection, with HIV prevalence among TB patients at an estimated 16%,
for an incidence of 25 per 100,000. Incidence since 1990 has remained relatively stable at approximately
325 cases per 100,000 and multidrug resistant cases are estimated to be around 2,8002.
The age distribution of notified cases of TB in DRC appears to be a smooth curve, with incidence growing
with age until the peak in the 25-34-year-old age group, and declining after that age cohort3. This may be
deceiving in that patients with active TB or with co-morbidities from over-crowding, as well as the
immuno-compromised, may perish and disappear from the sample universe. The risk of TB increases 20
times among HIV infected individuals. In recent years, it has become evident that Type 2 diabetes mellitus
increases TB risk three-fold, also increasing the severity of infection and risk of death.4 Furthermore,
there appears to be systematic greater under-detection among children5.
An airborne disease, TB typically begins as a latent infection (LTBI) and may not progress to active
(symptomatic) disease until years later, if ever. The vast majority of people who harbor TB are
asymptomatic. Triggers that lead the infection to active disease depend considerably on the individual’s
immune status, which may be compromised by other diseases, such as HIV, diabetes and malnutrition.
HIV has been responsible for much of the increase of TB in sub-Saharan Africa since the 1990s.
A cough is typically the initial screening point for identifying cases. It is frequently accompanied by wasting.
Chest x-rays are valuable in ascertaining the extent of pulmonary TB progression, however, in countries
like the DRC, chest x-rays are a prohibitively expensive means of screening or detection.
Treatment protocols recommend at least six months to allow the majority of latent organisms in the body
to be exposed to the drugs, even after they have eliminated actively growing bacilli. Treatment requires a
mix (or cocktail) of complementary drugs6. Treatment with less-than-fully-effective drug cocktails or
inappropriate medications leads to the emergence of drug-resistant strains, a negative outcome for both
the patient and the general public. Because of this, a major emphasis of TB therapy must be on treatment
compliance: ensuring the patient takes their full course of therapy properly. Failure to do so endangers
the patient and those around them, as well as society at large.

Methodology

The assessment team used a mix of methods to gather and review data from multiple sources. Documents
were requested for review, and epidemiological and cost data wherever available, including from
implementing partners (IPs), the National Tuberculosis Program (referred to throughout this report by
its French acronym, PNLT), the World Health Organization (WHO) and other independent survey
groups. Several dozen key informant interviews (KIIs) with implementers, policymakers and experts were
conducted, with names of persons listed in Annex I. Our analytic approach includes distillation of evidence

Audit Report, Global Fund Grants to the Democratic Republic of the Congo, 2016, 4
World Health Organization 2016 Democratic Republic of Congo, Tuberculosis Profile, 2016
4 Christopher Dye, The Population Biology of Tuberculosis (New Jersey: Princeton University Press, 2015)
5 Aketi Loukia, Shiku Joseph, et al. “Trends in Tuberculosis Epidemiology Among Children in the Democratic
Republic of Congo” Journal of Tuberculosis Research, 2016, 4:235-248.
6 Include Rifampin, Isoniazid, Rifapentine, Pyrazinamide, Ethambutol and Streptomycin
2
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to understand trends and their projections, identify gaps, and compare experiences between provinces in
DRC, and also from other countries that may apply to informing programming in DRC.
Desktop reviews of documents and other research began in December 2017 and continued throughout
the review. KIIs have targeted non-governmental organizations (NGOs), USAID’s IPs, WHO, the Global
Fund, the USAID-funded Challenge TB program (CTB), The International Union Against Tuberculosis and
Lung Disease (The Union), foundations, the Belgian NGO Action Damien; government officials (including
the Ministry of Health), the French storage company, TB Partnership, medical/healthcare workers and
independent experts (including groups such as MSF). Research extends beyond DRC to include key agency
informants and experts in Belgium, Switzerland and the United States. The KII questions are indicative and
intended to open conversations, and to be followed more in-depth depending on the answers given.
Annex II of this document lists the primary questions included in most interviews and group discussions.
The furthest right column, the Informants, lists indicative targets. Field implementation of these research
instruments took place in Kinshasa, Nord-Kivu, Sud-Kivu, Haut-Katanga, Kasai Oriental and Maniema.

Overview of TB programming and resources
USAID TB programming

What resources have been made available for the implementation of the TB activities in order to achieve the
expected results? How were the available resources used?

Expected Results

USAID invests, on average, $13 million annually, or approximately 5% of its development assistance
budget, to reduce TB incidence and mortality in USAID-supported geographic areas in DRC by building
capacity in the national and provincial TB programs. In 2017, key metrics of success identified by USAID
in support of this goal included ensuring screening among high-risk populations, initiating and overseeing
successful completion of treatment for patients diagnosed with TB with USAID support, improving
identification and management of MDR-TB, building the capacity of the health system at all levels to address
TB, and taking the lead among all donors in the country in addressing XDR-TB7.
USAID/DRC’s expected results and activities correspond to three of the four objectives in USAID’s 2015
– 2019 Global TB Strategy: 1) improving access to high quality TB, DR-TB, and TB/HIV services; 2)
preventing transmission and disease progression; and 3) strengthening TB service delivery platforms.
USAID/DRC TB activities do not currently address the Global Strategy’s fourth objective of accelerating
research and innovation.
The DRC Mission does not currently have a logical framework or MEL plan for quantifying and monitoring
expected results across multiple activities. The assessment team recommends developing these
frameworks, as discussed in the section Recommended Shifts, later in this report.
As noted above, USAID supports the DRC government to combat TB at the national, provincial, health
zone, and community levels through various awards that represent a combined annual investment of
approximately $13 million. Two awards – Challenge TB and the Integrated Health Program Plus (IHP+) –
comprise just over 70% of USAID’s TB portfolio.

7

USAID/DRC Performance Plan and Report, 2017
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Challenge TB

Challenge TB is a global five-year program managed by the Infectious Diseases Division in USAID’s Bureau
of Global Health. The Union coordinates activities for the program in DRC.
Challenge TB’s goal is to reduce mortality from TB in selected high burden TB countries, of which DRC
is one. Globally the program aims to achieve this goal through five objectives: 1) enhancing leadership and
technical capacity of national and provincial TB programs to effectively guide and manage implementation
of TB control activities; providing technical assistance and support to the NTP to detect and successfully
treat all TB cases, especially among the most vulnerable through the engagement of all providers; providing
technical assistance for the coordination and implementation of comprehensive TB/HIV services;
strengthening NTP capacity to scale up the implementation of good quality MDR TB programming; and
supporting the NTP efforts to expand access to TB prevention. In DRC, however, Challenge TB objectives
are articulated as those of USAID’s Global TB Strategy noted above (access to services, prevention, and
strengthening TB service delivery platforms).
Since 2015 Challenge TB implements activities in support of these objectives via a primarily, though not
purely, vertical approach to strengthen the National TB Program at all levels. Challenge TB provides
resources and support to the PNLT at the central level, eight CPLTs at the intermediate level, and a
number of health facilities and communities in health zones at the operational level. The program operates
in Kasaï, Kasaï Central, Kasaï Oriental, Lomami, Mongala, Maniema, Sankuru and Sud Kivu; these provinces
comprise 30% of the country’s population (approximately 27,000,000 people) and registered TB cases8.
Challenge TB’s FY 2017 budget included over $6M for the following, inter alia:
● Central level support: technical assistance to the National Laboratory, procurement of
MDR/XDR medicines and GeneXpert machines, and training to PNLT staff;
● Intermediate level support: joint coordination meetings among DPS, CPLTs, and other
stakeholders in a given province; support to data validation meetings, storage and distribution of
commodities; and
● Operational level: support to local TB NGOs conducting community sensitization and active case
detection; and detection and treatment for high-risk populations.
This report explores Challenge TB’s effectiveness in providing this support, as assessed through its
performance monitoring data, in a later section.

Integrated Health Project Plus
In contrast to Challenge TB, which supports the National TB Program at all levels of the health system,
the Integrated Health Project Plus (IHP+) supports integrated health care across all diseases, primarily9 at
the provincial and health zone levels, with the stated objective to improve the basic health conditions of
the Congolese people in selected health zones. It is fully in line with the GDRC’s Health Systems
Strengthening Strategy and 2011-2015 National Health Development Plan.
IHP+ is a field support program implemented by Management Sciences for Health (MSH). It serves as a
bridge project for the previous five-year IHP and has two major components: direct support for delivery
of services related to family planning, maternal, newborn, and child health (FP/MNCH); nutrition; malaria;
TB; HIV/AIDS; and water, sanitation, and hygiene (WASH) (approximately 80% of activities); and health
systems strengthening (20%), primarily at the health zone and DPS levels. Like Challenge TB, IHP+ service
delivery activities related to TB include screening, diagnosis, and treatment. Figure 1 provides a simple

8
9

Challenge TB Year 3 Annual Report, 2017
Occasionally provides on demand support at the central level
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illustration of how Challenge TB (in red) and IHP+ (blue) operate within and support the DRC health
system.
The project supports 83 health zones10 in eight DPSs: Kasai, Kasai Central, Lomami, Kasai Oriental,
Sankuru, Haut Lomami, Lualaba, and South Kivu (see Figure 2 for current IHP+ and Challenge TB
intervention areas by DPS11).

Figure 1-CTB and IHP+ within the DRC health system

TB funds account for approximately 11% of the IHP+ budget, and totaled $2,250,000 in FY 2017, in support
of joint meetings among DPS, CPLT & other TB stakeholders; trainings; health zone supervision visits of
CSDTs and CSTs; community outreach via RECOs; monthly health zone review meetings; monthly
monitoring meetings with each CSDT; transport and distribution of commodities; transport of samples
from CSDTs to GeneXpert machines; and occasional procurement of certain commodities.

Other programs receiving TB funding

Challenge TB and IHP+ implement the majority
(~70%) of interventions supported with TB funding;
however, other activities also contribute to
USAID/DRC’s objective of reducing TB incidence
and mortality in USAID-supported geographic areas
by building capacity in the national and provincial TB
programs. The WHO Afro Communicable Disease
grant supports the National TB program at the
central level through training and technical
assistance in the development of strategies and
national directives and executing supervision and
oversight. USAID support via WHO in 2017 totaled
$500,000. Other support includes the Global Health
Supply Chain activity, implemented by Chemonics,
for the provision of supplies and commodities; the
recently closed Health Financing and Governance
activity tasked with strengthening institutional
Figure 2 - Challenge TB and IHP+ Intervention Areas
capacity of three directorates in the Ministry
of Health at the central level and establishing DPSs in Haut-Katanga and Lualaba; and the upcoming
Breakthrough Action award, focused on behavior change and communication.
10
11

Increased from 78 health zones under IHP.
Intervention areas will change under the new rationalization plan.
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TB programming outside of USAID

What other partners and agencies are supporting the TB program in the DRC and what is the focus of their
respective programs? What results have they achieved? What lessons can USAID learn from their successes and
shortfalls?

Principal Partners
Overview of Rationalization
The PNLT and donors are in the process of developing a rationalization plan to “Increase efficiency
through better reorganization of geographical coverage and complementarity in terms of support to
reduce duplication of efforts by partners; (2) Improve coordination of activities at all levels (national,
provincial and health zone)12.” The rationalization plan, which is not yet finalized, assigns each DPS to
either the Global Fund or USAID, with Action Damien collaborating with one of the two in several
provinces. The partners will share responsibility for central level support, which includes, inter alia, support
to PNLT operations, coordination meetings, training for Central Unit staff and DPS/CPLT teams, technical
assistance, supervision, and participation in international conferences.
Each partner will provide a minimum package of services to their assigned DPSs, which includes operation
support to the CPLT; storage and transport of inputs; supervision at different levels (CPLT, ZS, FOSA and
community); joint TB-HIV meetings, community outreach, DPS/CPLT coordination meetings, quarterly
data validation meetings; monitoring of MDR and XDR-TB patients, procurement of computer equipment
and office supplies, and transportation support13.
USAID currently operates in Kasai, Kasai Central, Kasai Oriental, Lomami, Maniema, Mongala, Sankuru,
Haut-Lomami, Lualaba and Sud Kivu. Under the new rationalization plan it will expand to Haut Katanga
and Tanganyika to complement Action Damien support and will transfer Kasai, Maniema, and Mongala to
the Global Fund, and will be active in a total of 169 health zones.
GDRC (MoH, PNLT)
The Ministry of Health (MOH)’s PNLT, through its Central Unit, takes the lead in setting standards and
regulating TB drug supply in DRC. It sets the strategic direction of TB efforts and coordinates efforts
across donors, as documented in the rationalization MoU. As part of its strategic leadership the PNLT, in
partnership with the PNLS (National HIV/AIDS Program), undertook a joint mission to develop an
operational plan for the provision of differentiated services; an operational plan for the development of
the "one-stop-shop" service for TB / HIV; and finalization of the GeneXpert expansion plan.
The PNLT’s Central Unit coordinates across donors and procures large quantities of Bacille CalmetteGue´rin (BCG) vaccines (supported also by UNICEF and GAVI14) from international companies
coordinated by UNICEF15 which it distributes to very large numbers of children country-wide. The MOH
also oversees payment of staff salaries of coordination structures at different levels and of service
providers in public CSDTs.

Draft TB Rationalization Memorandum of Understanding, 2017
Draft TB Rationalization MoU
14 Approximately half of all vaccine costs are supported by GAVI, according to a 2016 landscape analysis by PATH:
Immunization in the Democratic Republic of Congo: Landscape Analysis and Policy Recommendations
15 UNICEF procures approximately 180 million doses a year on behalf of requesting countries, from WHOprequalified pharmaceutical providers. See: TB Dose Providers
12
13
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Action Damien
Action Damien is a Belgian NGO operating in DRC since 1964. It receives funding from private donations
and spends $5.8 million per year in DRC for TB and leprosy (they were founded at first to focus on
leprosy). Action Damien implements activities in the DPSs of Equateur, Haut Katanga, Haut Lomami, Haut
Uelé, Ituri, Kinshasa, Kwilu, Lualaba, Nord Kivu; its intervention areas will remain unchanged under the
new rationalization plan; under which Action Damien will support 251 health zones.
Current activities include provision of first-line drugs and reagents for Ziehl and transportation of supplies
from Regional Distribution Centers (CDRs) to health zones and health centers. In 2016 Action Damien
screened and treated 80,351 cases of TB16.
Global Fund
The Global Fund for AIDS, Tuberculosis and Malaria was established in 2003 and has been operating in
DRC since 2005, though only working with malaria initially. The U.S. government provides 35% of its
global funding; the rest comes from a range of key donors including the European Community, Japan and
the Bill and Melinda Gates Foundation. Global Fund programming focuses on provision of first-line drugs
for drug-sensitive TB, detection technology, and storage and transport. Since 2015, the Global Fund
provided funds for the procurement of drugs through the Global Drug Facility mechanism. In 2014 the
Global Fund approved a concept note for $257 million in funding for HIV and TB and $341.5 million for
Malaria over a period of three years. Just under $39 million in TB funding was allocated to two Principal
Recipients: Caritas Congo (Investing for impact against Tuberculosis and HIV in the Democratic Republic
of Congo grant) and the Ministry of Health (Speeding up of Universal Access to Prevention, Treatment
and Support Services).
Global Fund currently implements activities in Bas Uelé, Kongo Central, Kwango, Mai Ndombe, Nord
Ubangi, Sud Ubangi, and Tshuapa. Post rationalization Global Fund will expand to Equateur, Haut Uelé,
Ituri, Kinshasa, Kwilu, North Kivu, and Tshopo to complement Action Damien support and will assume
the DPSs of Kasaï, Maniema, and Mongala from USAID. Global Fund will operate in a total of 348 health
zones.
Among other activities, such as community level activities in support of the national tuberculosis program
and procurement of drugs through the Global Drug Facility mechanism, the Global Fund is piloting the
operation of four mobile clinics for hard-to reach populations. Global Fund reported results include a
reduced mortality rate of 14% between 2000 and 2014 and a reduction in HIV co-infection from 60 to 45
cases/100,00017.

Other Stakeholders
Medecins Sans Frontieres
Medecins Sans Frontieres (MSF) has been implementing TB programming in DRC since at least 1994 and
receives funding primarily from private donations. They manage numerous clinics wherever they are based
(including Goma, Massisi, and Kinshasa), which include labs and distribute drugs, including TB
chemotherapy. Key achievements related to MSF programming is primarily in the treatment of TB/HIV
co-infections in clinics in hotspot areas, including medical and psychosocial care for HIV patients, including
co-morbidity. MSF treated 396 TB patients in 201718.

16
17
18

Action Damien
Audit Report: Global Fund Grants to the Democratic Republic of the Congo
MSF Work Locations in DRC
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World Health Organization
WHO has been addressing TB in DRC since it was founded in 1948 and provides technical support to the
national response. It provides rigorous surveillance, data collection and analysis, through large scale,
representative surveys of TB patterns and trends in the DRC including MDR as well as overall prevalence
of active TB. Key achievements related to TB include the seminal sample survey that revealed the extent
of growth of MDR and XDR in 2015.
World Food Program
As part of its emergency response in the Kasais, WFP is providing nutrition support to 8,000 malnourished
PLHIV and TB patients.
ICRC
In Bukavu ICRC works with the CPLT, IHP and CTB for the detection and treatment of TB in prisons. Its
activities consist mainly of advocacy and support to the construction of a separate area for prisoners with
TB to minimize risks of contagion.

Lessons Learned from other partners / agencies
TB-HIV integration
The OIG audit of Global Fund grants in DRC in 2016 identified challenges to the successful integration of
TB and HIV services that may be applicable to the design and implementation of USAID programming.
The audit found that, despite a focus on HIV-TB collaboration 65% of facilities supported by project
activities did not provide isoniazid prophylaxis to patients on antiretroviral treatment. Furthermore, “the
country’s policy to limit testing TB patients for HIV to those health facilities offering treatment against
both diseases leaves 44% of TB diagnostics centers (719 out of 1655) without HIV testing kits19.”
Data quality
The same OIG audit identified concerns with data quality, including “both quality of the data compared to
source documents, and internal controls around data transmission from one level to another.20” MECC’s
experience assessing data quality for USAID implementing partners (across sectors) suggests lessons
learned from Global Fund on data quality will be beneficial for USAID programming as well.
Community outreach
Action Damien programming demonstrated the effectiveness of using former TB patients when reaching
out to the population, an approach whose effectiveness is documented in Challenge TB’s mid-term
evaluation and annual reports and was confirmed in interviews with respondents at Action Damien and
USAID. MSF programming likewise demonstrated the relevance of including psychologists in treatment
facilities where patients with HIV and TB are confused about how to manage the complex new demands
of joint therapies on their lives21.

Trend analysis and efficacy of USAID programming
Key trends

What trends can be observed of key TB indicators in USAID-supported provinces and non-USAID-supported
provinces? During the last 5 years, how did these programs have an impact on the TB epidemic in the country (e.g.
increased TB case detection, increased TB treatment outcomes in USAID supported provinces)?

19Audit
20
21

Report, Global Fund Grants to the DRC,10
Audit Report, Global Fund Grants to the DRC, 20
Key informant interview
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The 2018 - 2020 PNLT Strategy identifies case notification and treatment success rates as key indicators
in in the fight against TB in the DRC and cites a significant increase in case notification over the last 30
years -- from just over 3,000 patients in 1981 to 120,508 in 2015 as well as an increase in treatment
success rates from 50% in 1996 to 89% in 2014 as overall positive trends.
Other data, however, illustrate the continuing challenges of combating TB, including the limitations of the
data themselves. The assessment team reviewed data related to coverage, incidence, and detection rates
to assess the current state of TB in the country, as well as to shed light on trends in provinces supported
by USAID versus those in which USAID does not operate. It should be noted that analysis of these trends
does not imply attribution of outcomes to USAID interventions or any other causality. The 2016
reorganization of political administrative divisions in the country - decoupage - which increased the
number of provinces from 13 to 26 complicates analysis of these disaggregated trends over the last five
years. Therefore this report includes a review of trends in USAID versus non-USAID supported provinces
only between 2016 and 2017.

Incidence
Incidence, or the number of new TB cases in one year per 100,000 population, has followed a generally
similar pattern across provinces over the last five years, remaining relatively stable or decreasing slightly
from 2013 to 2015, and rising from 2015 to 2017. The increase in the former Oriental province, now
comprising Bas-Uele, Haut-Uele, Ituri, and Tshopo is particularly steep.
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Figure 3 TB incidence by province, 2013-2017

From 2016 to 2017, incidence increased on average by 17% in the USAID-supported provinces of Haut
Lomami, Kasai, Kasai Central, Kasai Oriental, Lomami, Lualaba, Maniema, Mongala, Sankuru, and Sud-Kivu.
The sharpest rise was Mongala, which saw a 62% increase in incidence, whereas Kasai Central and Kasai
saw decreases of 1% and 4%, respectively.
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In non-USAID supported provinces incidence increased by slightly less than in USAID-supported provinces
(14%). Equateur and Tshopo saw the steepest increases, at 36% and 33%, respectively, while Kwilu and
Kongo Central experienced declines of 4% and 2%, respectively.

Detection rates

Provisional data on detection rates, the number of cases notified divided by the number of cases estimated
for that year, disaggregated by province are only available for 2017, so analysis of trends over time are
not presently possible. However, 2017 data allow for a comparison among provinces supported by USAID
via Challenge TB, those supported by Action Damien, and those either supported by the Global Fund or
without any donor support. Detection rates were highest in USAID-supported provinces at 61%, followed
by Action Damien provinces at 53%, and provinces supported by Global Fund or without donor support
at 40% (see Figure 4). Within USAID-supported provinces detection rates ranged from 31% in South Kivu
to 146% in Kasai Oriental (see Figure 5).

Figure 4 - Avg. provincial detection rate by partner in 2017

Figure 5- Detection rates in USAID-supported provinces in 2017

Coverage
On average, each CPLT has nine more CSDTs than five years ago. In 2017 USAID-supported provinces
had an average of 79 CSDTs per province, up from 71 in 2012; in Action Damien the average number per
province increased from 68 in 2012 to 76 in 2017; and in Global Fund or non-supported provinces, the
average number decreased from 57 to 50.

Performance of USAID TB programming over the last 5 years

During the last 5 years, has each USAID implementing mechanism that received TB funding reached its objectives
and targets for TB, referencing IP monitoring data?
The assessment team reviewed 2017 performance monitoring data from IHP and IHP+ and Challenge TB
to gauge progress against expected results.

IHP / IHP+
IHP+’s performance against targets is shown in Figure 6, below. Training and detection appear to remain
low, representing a lack of attention to active community outreach and case finding.
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Figure 6 - IHP+ performance against targets, 2017

TB integration was inconsistent in IHP. Not all IHP supported sites were designated under the Centre de
Santé et de Despistage Traitement de Tuberculose for the provision of TB care and treatment. According to
an independent evaluation, “The TB treatment sites providing coverage for TB contact tracing and
monitoring of TB patients in the communities visited and surveyed was about 78%. Good TB community
interventions were seen in Kamina (Haut-Lomami province) and Kolwezi (Lualaba province) as well as
Tshumbe and Mwene-Ditu in Kasai Oriental. Overall, one quarter of key informants said that service
delivery and quality remained unchanged, with three-quarters reporting improvements due to IHP22.”
Case notification did not reach the target of 214 cases per 100,000 people due to an insufficient quantity
of health personnel adequately trained in the management of TB, the insufficient coverage of community
activities, and an over-ambitious target established in the PMP23.
Over the course of the project 49% (28,702) of TB patients seen in IHP supported facilities were tested
for HIV, slightly less than the PMP target of 58%. Tshumbe tested only 40% of patients. However, project
performance exceeded the target rate during the final two years of the project.
TB treatment and care at the HCs remained low (below 50%) without any significant changes between
2013– 2015. The coverage level for TB diagnosis and treatment services improved in Kamina (83%) and
remained lowest in Tshumbe (33%). IHP’s training of Comités de Développement de l'Aire de Santé in
Information, Education and Communication (IEC) activities related to TB had improved the TB services
in the target areas.

Challenge TB

Figure 7 below shows CTB performance against targets in 2017.

22

Comparison of two Active Case-finding Strategies for Community-based Diagnosis of Symptomatic, SmearPositive TB and Control of Infectious TB in Harare, Zimbabwe (Lancet 376: 124401253)
23
Working Together, Saving Lives, Final Report 2010-2015, Integrated Health Project in the Democratic Republic of
Congo
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Figure 7 - Challenge TB performance against targets in 2017

The number of TB cases reported in prisons increased each year from 2015 to 2017. In year 3, 40% of
prisoners (2,465/6,133) were screened; 137 TB cases all forms were identified, of whom 13 had RR-TB.
Among the identified TB cases (all forms), 47% (64/137) were detected in Sud Kivu.
The annual rate of all TB case notification in CTB provinces increased from -0.2% in 2014, the activity’s
first year of implementation, to 14% at the end of 2016. Non-CTB provinces saw an increase from 4% to
8% during the same period24.
“Active” case finding has been the focus of much of USAID’s support through Challenge TB, mobilizing
community volunteers to visit large numbers of households. Challenge TB (CTB) showed a range of
positive results: the number of Drug Resistant TB (DR-TB) cases notified in CTB areas increased from 99
in Year 1 to 267 in Year 3 through CTB-supported sputum sample transportation for GeneXpert testing,
particularly among the new and retreatment cases.

Weaknesses or challenges contributing to low detection rates

What weaknesses or challenges contribute to ongoing low TB case detection rates despite the availability of
resources allocated to TB?
The true detection rate of TB in DRC is unknown because prevalence is unknown25, but it is estimated
to be roughly 47-48% of the infected population26. Detection rates for drug-resistant TB are even lower,
at only 37% for MDR-TB, likely due to the fact that the most common screens for TB – microscopy and

Challenge TB Year 3 Annual Report
Since it is believed that a large but unknown share of cases are undetected, it is difficult to estimate the number
of all cases.
26 PNLT Epidemiological Report, 2016
24
25
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clinical signs – cannot flag MDR or XDR strains. The low detection rate is the biggest challenge, overall,
in controlling TB and reducing TB-related mortality in DRC.
TB detection in DRC has been limited by the weakness of the health system itself and its coverage, the
size of provinces and dispersion of large populations relative to functional health facilities, political unrest,
insecurity, persistent poverty, poor financial support to the health system, and data collection and supply
chain gaps. Specific weaknesses or challenges contributing to low case detection are detailed below.

Low coverage rate

Although 2017 PNLT data show that 100% of the population is covered by TB services, meaning they live
in a health zone with at least one CSDT, these data overstate the actual coverage rate. Although the
number of CSDTs has almost doubled since 200427, only 1,830 of the existing 8,630 health facilities, or
21%, are equipped for diagnostics28, meaning many people technically covered may have prohibitively long
distances to travel to reach a CSDT. For example, in Maniema, there are 63 CSDTs (3 of them new as of
2017), providing diagnostic coverage for a population of 2.7 million persons spread over 132,000
kilometers, or one CSDT to serve, on average, an area of 2,100 kilometers and a population of almost
43,00029. This underscores the effective low coverage rate; if an individual -- particularly one potentially
suffering from TB -- must travel over a thousand kilometers for diagnosis or treatment, he or she is not
effectively covered.

Barriers to testing to testing for patients – cost, distance, and stigma

PNLT data from 2017 show that only 28% of cases detected resulted from active detection, underscoring
the fact that case detection in DRC is most often “passive”, relying on sick individuals traveling to health
centers for screening. There are a number of barriers that may prevent individuals from doing so.
Cost
The costs of TB laboratory or x-ray tests required to confirm a TB case function as barriers for patients
accessing TB treatment. Although the government and donors subsidize the transport and actual tests for
TB in most areas, many patients are deterred by the costs of testing. Patients who arrive at the health
center / hospital and who are not yet detected with TB have to pay all costs related to the consultation,
laboratory tests including the Ziehl Nelsen microscopy test and, sometimes, even radiology of the thorax.
Interviews with CDST staff and TB patients indicate these fees can vary from 7,500 CDF to more than
50,000 CDF if radiological examinations are included. If a patient’s first stop is a health center without
diagnostic capabilities (not a CSDT) and is subsequently be referred to a CSDT, s/he must pay fees for
the initial consultation and exams. It is only after a positive TB diagnosis that the patient can access free
medical care for TB treatment.
Access
DRC’s population remains largely rural, with much of the population lacking easy access, if any, to the
formal health system. Much of the population relies on private or traditional health care workers who do
not benefit from national TB training. As noted above, low service coverage rates mean that patients may
live far from a CSDT; this presents significant challenges for patients with advanced TB, who are often
unable to travel long distances. Furthermore, for those patients on directly observed daily or weekly
therapy, the hardship of traveling long distances deters them in advance from the idea of treatment, and
therefore they forgo testing.
There were 991 operational CSDTs in 2004. Source: 2018 – 2020 Plan National Strategique
Inoussa ZABSONRE, UNOPS/Stop TB Partnership Consultancy Technical Report, Country: Democratic Republic of
Congo (DRC), 2017
29 Report from Maniema Provincial Health Division CPLT, February 2018
27
28
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Stigma
Assessment findings revealed that individuals may be discouraged by their perception of the stigma
associated with TB and the complications of enduring long treatments. The Director of the National TB
Program shared with the assessment team that, in his opinion, one of the major impediments to detection
is fear of stigma, particularly among women. This opinion is supported by research published over the last
three decades citing stigma around TB, historically due to its contagion and fears of infectivity, and more
recently perhaps due to its association with HIV, and its negative impact on uptake of testing and treatment
30.

Difficult to diagnose

TB is often a hidden disease, manifested by cough and wasting; and therefore its symptoms are often
indistinguishable from those of food insecurity, respiratory infection or other disease. When finally
diagnosed, it is often later in the disease cycle, and patients present after having had an active case for a
time.
Options for accurate and timely TB testing have improved in recent years, but TB is still referred to as
“the great pretender” because its symptoms come in many forms, which are often confused for other
organ-specific malignancies. Traditional tests for TB have low sensitivity and specificity for discriminating
between latent TB, active TB and TB with suppressed response to some tests. People who have received
the BCG (Calmette-Guerin) vaccine, for instance, cannot be accurately tested for TB with skin tests, and
people with HIV, cancer or other immunosuppression diseases may not demonstrate a response to skin
tests.

Lack of modern diagnostic equipment

Availability of technologically sophisticated diagnostic equipment for detection remains limited
compounding difficulties in diagnosing TB, particularly drug-resistant TB. The recent acquisition of
GeneXpert equipment across DRC is currently revolutionizing the ability to more accurately detect TB
and to answer questions, within two hours, about the resistance profile of the infectious strain. GeneXpert
machines are significantly more effective than microscopy in the detection of TB, and the only accurate
means by which to detect drug-resistant TB. In 2017 there were 84 GeneXpert machines in the country,
20 of which are not yet functional or are not connected to a reliable power source, and only 2% of
suspected TB cases were tested using GeneXpert.
Where GeneXpert machines are in place, their effectiveness can be hampered by the lack of sufficient
transportation infrastructure. In areas observed by the assessment team in North Kivu, the former
Katanga province, and Kasai Oriental, there were no reliable means to transport samples from the
community to a CSDT or from the CSDT to a GeneXpert machine. Such transport depends on the
goodwill of health providers, who often consider the task to be extra work without compensation.

Lack of coordination

The cost and efficiency of transportation of samples remains high and cumbersome in large part because
CSDTs, health care providers, NGOs and private providers do not communicate or coordinate to pool
the transport of samples, for instance, by plane. Agencies organizing them currently miss key opportunities
to jointly ship samples.

Amrita Daftary, Integrating Patients into Integrated Healthcare: Perspectives from Individuals Co-infected with
Tuberculosis and HIV (University of Toronto: 2016)
30
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Several interviewees, including staff at CPLTs and at WHO, noted that TB testing and treatment is
hindered by the limitation on private health facilities from qualifying as CSDTs, due to government
regulations. Private facilities do purchase their own equipment, such as GeneXpert, and private NGOs,
such as MSF, are fully able to detect TB, but the national health system does not integrate, link with or
build the capacity of private health facilities in that the health facilities have no incentive to collaborate.

Low staff motivation and lack of qualified health personnel

The need for specialized training and facilities for TB detection, diagnosis, and treatment can negatively
affect the motivation and performance of non-specialized staff and facilities. Staff and facilities who do not
benefit from the resources and training provided to CSDTs and TB medical personnel may be apt to leave
detection and treatment “to the experts”, i.e. the doctors and nurses specifically trained in TB, leading to
missed opportunities for identifying cases. Compounding this challenge is the low number of medical
personnel trained in TB, as observed by the assessment team at Mwengeji General Hospital in Kolwezi
and at Kindu General Hospital, where only one doctor of forty and thirty, respectively, were trained on
TB by the CPLT. Although personnel trained by the CPLT are ostensibly responsible for training others
in a given health facility, they often are the only staff addressing TB, as shared by the head doctor in Manika
health zone and staff at the General Reference Hospital (HGR) Kindu.

Recommendations for future programming
Opportunities in DRC health system to improve TB program performance

What opportunities exist at different levels of the DRC health system (operational- including communities;
intermediate; central) to improve the TB program performance? How are USAID/DRC TB implementing partners
using these opportunities? If USAID’s strategy is to support the implementation of TB activities in its geographic
priority areas, should USAID continue to support the central unit of the TB program? If yes, what would be the
most cost-effective ways to provide that support?

Central Level

The central level, the PNLT Directorate, is responsible for overseeing TB programming throughout the
country through its Central Unit, whose activities include mobilizing and distributing resources and
coordinating donor support. The central level of the PNLT comprises 13 services, a National Laboratory
for Mycobacteria (LNRM), and a large depot for anti-TB drugs and other inputs.
USAID/DRC support to the NTP at the central level is primarily via Challenge TB, whose programmatic
support totaled just under $800,00031 in 2017 and included the following (in descending order of budget
allocation):
● Training of trainers from central level to health facilities in PATI V, HIV co-infection, pediatric TB,
MDR, etc.;
● Central level supervision of CPLTs in the management of drugs, labs, and MDR;
● Technical assistance in MDR, pediatric TB, etc.;
● Lab equipment maintenance;
● Support to CEDA, a referral hospital in Kinshasa for MDR-TB;
● Operational support -- including internet, fuel, and building maintenance -- to the Central Unit
and the LNRM;
● Technical assistance for the development of a TB-HIV concept note;
● Support to World TB Day; and
This figure does not include operating costs for Challenge TB, which were included in the central level support
budget figures provided to the assessment team.
31
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●

Training to lab technicians in GeneXpert and quality control.

While many other government entities have seen significant turnover at senior levels in an unpredictable
political environment, the PNLT is exceptional in its steady and strong leadership over the last three years
in the person of “ ”. Although USAID’s strategy is to support the implementation of TB activities in
its geographic priority areas and the DRC’s own PNDS prioritizes support at the health zone level, the
PNLT’s leadership presents a unique opportunity to continue its support to the central level. It should
be noted that USAID/DRC’s Country Development Cooperation Strategy for 2015 to 2019 calls for
support to national level institutions to more effectively implement their mandates. Although the type of
data the assessment team collected does not allow for a value for money analysis of the various types of
support to the central level, the assessment team recommends the following, based on challenges
specific to DRC as well as priorities for programming articulated by various key informants.
● Continued support to the LNRM: As stated previously improving identification and management
of MDR-TB is a stated objective of USAID/DRC’s TB programming and detection rates for MDR
lag behind those of TB overall. Furthermore, DRC has one of the highest MDR rates in the world.
LNRM responsibilities include coordinating the activities of the laboratory networks and
developing technical guidelines and standards in GeneXpert MTB / RIF, and culture; ensuring
surveillance of TB drug resistance in first and second line treatment; and conducting operational
research. 2017 budget figures show that Challenge TB’s support to the LNRM accounted for 12%
of central level support. Given the scope of the challenges that LNRM activities seek to address
and the types of support those activities entail (ensuring proper use of GeneXpert machines,
operational research on MDR-TB, etc.), continued support to the LNRM may be an effective and
efficient mechanism for supporting large-scale, nationwide impact through targeted support in
Kinshasa.
● Training and supervision of CPLTs: Although training of trainers at the central level and
supervision of CPLTs accounts for over 50% of programmatic support at the central level, it is
arguably critical to ensure standards for service delivery are maintained throughout the country,
which is an essential function of the PNLT Central Unit.

Intermediate Level

Opportunities to improve TB program performance at the intermediate level exist within two structures:
the DPS and the CPLT. Within the DPS there is significant opportunity to improve the implementation
and coordination of supervision of health facilities. The 2016 final performance evaluation of IHP noted in
particular the opportunities to improve a) DPS data quality audits to complement supervision efforts in
order to ensure consistent data at all levels of the health system and improve decision making and b) DPS
institutionalization of quarterly review meetings to support efficient service delivery32. Challenge TB has
identified insufficient resources for drug transport from CPLTs to CSDTs as an area for strengthened
support at the intermediate level to improve TB program outcomes.
USAID is leveraging the following opportunities at the intermediate level: joint meetings among DPS,
CPLTs and other TB stakeholders; DPS-CPLT joint supervision; CPLT data validation meetings; and
support to provincial reference laboratories.
Provincial TB offices may also leverage corporate and private partnerships, particularly mining companies,
in order to target high-risk groups. At present, the communications to explore and promote this do not
exist or occur.

32
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Operational Level

Interviewees noted a number of opportunities at the operational level, including at the health zone and
community level. These include:
● Community outreach by former patients: Many interviewees cited the effectiveness of former
patients in community outreach efforts, as a way of dispelling misconceptions that TB is not
treatable as well as to ensure community sensitization efforts present a realistic and empathetic
view of what diagnosis and treatment entail. Challenge TB has reported success in using former
patients as community mobilizers (MOCOs).
● CSDTs: As discussed in the next section, increasing the number of CSDTs, or adding diagnostic
capabilities to CSTs through training and provision of equipment, is a key opportunity for
improving detection rates and, therefore, TB programming outcomes. There is a need for
strengthened networked system of health centers (HCs) for increasing the number of CSDTs. A
map of CSDTs and corresponding feeding CSTs (Centres de Santé de Traitement), which refer
people for diagnostics, and Centres de Santé (CSs) would allow a flow of samples, enabling some
CSs to treat TB through the accredited CSDT and CST.
● GeneXpert machines: As previously stated, GeneXpert machines are significantly more effective
than microscopy at detecting TB and the only accurate method of detecting drug-resistant TB. In
2017 there were only 84 machines in the country, only 64 of which were functional. Expansion of
GeneXpert machines throughout the country will be key to improving TB detection.
● Mobile clinics: Mobile clinics represent an opportunity to effectively reach certain types of
communities that do not currently interact with the existing health systems and infrastructure,
either because their location is distant from major hubs, or because the populations are
marginalized (including indigenous groups), or because they are displaced or migrants. Mobile
clinics are being pilot tested in DRC by the Global Fund, but have worked well elsewhere.

Leverage points, strategies, and tools to improve detection rates and respond to MDR

What key leverage points, strategies and tools are necessary to increase case detection rates and to respond to
the growing problems of multi-drug resistant (MDR) and extremely drug resistant (XDR) TB?
Data on drug-resistant TB are only available for 2016 and 2017 but show a 118% increase between the
two years in presumed cases for new patients (those who have never been treated) and a 24% increase
for patients who have already been treated with first line drugs. MDR and XDR cases have seen a marked
increase in Kongo Central over the last three years, discussed in more detail in the text box to the right.
As previously stated, detection rates for MDR-TB are lower than those for TB overall, likely in large part
due to the technology required for testing. Assessment interviews and review of relevant literature suggest
the following to address challenges specific to MDR.

Expand availability of GeneXpert machines
The recent advent of the GeneXpert assay which tests accurately for MDR-TB has been viewed as a major
advance in diagnostics. GeneXpert MTB/RIF is an automated system allowing medium-skilled personnel
to process, amplify and detect TB infection, as well as resistance to rifampicin, in approximately two hours.
Critically, it accurately identifies cases of TB that are smear-negative. As noted in the previous section,
there are currently only 84 GeneXpert machines in the country, of which only 64 are functional. The
PNLT’s GeneXpert operational plan for 2018 - 2020 envisions expanding the number of available machines
to 212 in 2018, of which the Global Fund is expected to provide 62, and a total of 246 in 2019. The
operational plan calls for an additional 41 machines in provinces to be supported by USAID postrationalization.
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Improve use and maintenance of existing GeneXpert machines

Challenge TB has noted the full utilization and maintenance of
GeneXpert machines continues to impede maximizing their efficiency
to address the challenges of MDR and XDR. They observed that
utilization of the machines in their provinces stood at only 27% and
they did not receive regular maintenance33. Donors can better
support existing machines and those expected under the expansion
plan by establishing an effective system of maintenance and input
supply, including providing solar panels, other energy sources, such as
diesel, and cartridges.

Improve access to and capabilities of testing sites
Of equal importance is the challenge of getting samples to testing sites
and improving the capacity of those testing sites, including facilitating
the transport of sputum samples from CSTs and CSDTs that do not
have GeneXperts to CSDT with GeneXperts. The distance between
affected populations and functioning diagnostic equipment continues
to be an impediment to both patients and health care providers.
GeneXpert promises a significant improvement to the system
precisely because of its ability to test quickly and to identify resistant
strains. Meanwhile, there is a limited number of laboratories currently
able to make cultures (only in Kinshasa, Kisangani, and Lubumbashi).

Improve coordination within the PNLT and regionally

The PNLT can better leverage regional collaboration to track the
spread of emerging, resistant strains of TB and TB transmission
including better understanding of cross-border exchanges and
population movements. Day to day small trader movements between
the Republic of Congo, the DRC and Angola, for example, occur
across relatively large and porous borders. Further operational
research on this phenomenon, including a case study of Kongo
Central as noted in the test box, would help identify the magnitude
of this challenge and potential remedies.

Key context issues for consideration

What key context issues and other assumptions around TB prevention,
diagnosis, and treatment should be considered in future programming?
The assessment team identified the following context issues, defined
dynamics or realities beyond the manageable interest of TB
programming stakeholders but which may affect TB outcomes, that
should be taken into account in the design, implementation, and
monitoring of interventions.
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MDR and XDR in
Kongo Central
Emerging MDR and XDR
patterns are most notable, and
threatening, in Kongo Central,
where a large, sudden and
unexpected increase in drug
resistant cases appeared only
over the last three years. As the
reasons for this increase are not
yet well understood, Kongo
Central represents an important
case
for
investigation
as
understanding the future trends
in MDR in DRC may depend on
which explanations account for
the acceleration of MDR there.
At present, it is best understood
as some combination of these
trends:
• Cross border spread from
Angola has introduced new
strains to urban centers in
Kongo Central such as Boma
and Matadi;
• Cross border spread of new
strains
from
CongoBrazzaville;
• Transport and commerce
among traders actively back
and forth to Kinshasa;
• New strains that biologically
involve more accelerated
person-to-person spread;
• New
behavior
practices
among people creating new
exposure risks;
• Better detection technology
that is diagnosing strains
previously missed;
• Better
outreach
or
sensitization
leading
to
enhanced active detection;
and
• Long-latent strains suddenly
active in individuals due to
other health shocks

Considerations related to under-represented, high-risk,
and marginalized populations

TB remains a disease of poverty, disproportionately affecting

Suggested cross-sector
collaborations:

UNICEF: focused on children;
living in harsh environmental conditions, where there is
overcrowding and poor ventilation, and suffering from
ICRC: works extensively in prisons;
malnutrition. These socio-demographic indicators can have a
WFP: works with IDPs;
significant impact on efforts to detect and treat TB, many of
IOM: addresses cross-border and
which are already reflected in the design of TB programming,
health transmission, screening and
such as targeting high-risk groups such as miners and
surveillance.
prisoners. Certain populations may have no or limited access
to the health system due to physical restrictions (such as
USAID PSO programs: work with
SGBV survivors
prisoners) or cultural reasons. Such is the example of the
LGBTI framework project in Bukavu which, by integrating a TB
USAID EG programs: works in
component, ensures that the LGBTI people it works with and
mining sector
who are presumed to have TB are referred to the appropriate
facilities for diagnosis and, if necessary, treatment. Similarly,
ICRC mobilized Challenge TB and IHP+ resources in Bukavu to detect and treat prisoners in two prisons
it supports in South Kivu (in Bukavu and Uvira), resulting in the detection and treatment of at least 30
cases. Research from eastern DRC suggests that case detection efforts may need to be specially designed
for victims of sexual and gender-based violence, as they may be hesitant to seek health care34. Given the
previously discussed reliance on passive detection as well as the prevalence of SGBV in certain parts of
the country, this could significantly impact TB outcomes in those areas and argues for investigating
potential collaboration with USAID or other donor funding programming focused on SGBV.

There is likewise scope for further collaboration with interventions targeting displaced populations, who
endure overcrowded living conditions and malnutrition that can exacerbate the spread of TB and who
often are inaccurately captured in surveillance efforts. TB interventions could benefit from collaboration
with other agencies such as WFP, which is active in outreach and feeding of IDPs and could scale up “food
by prescription” programs piloted in other countries for people on TB therapy who are at risk for lossto-follow-up because of the discomfort and side effects when taking medicine without food. See an
example of a successful cross-sector collaboration in the text box at the bottom of this page.

Urban vs. Rural Challenges

Nationwide, much detection is anchored around and dependent on urban or large town hubs as TB
infectivity, i.e. the average number of secondary cases per case (R nought) is increased by population
density (namely over-crowding), living conditions and cultural factors. The quality of detection data

COLLABORATION SUCCESS STORY
In the former Katanga Province, health services, including TB services, are often far from the people who need them and are
overstretched. To extend TB education, screening and referral, FHI 360/ROADS integrated TB into mobile outreach HIV
Testing and Counseling (HTC) services. ROADS, alongside other implementing partners, designed a TB screening tool
administered to HTC clients where symptomatic clients are referred for confirmatory testing. From October 2014 to June
2015 HTC sites identified 97 HIV-positive clients as TB symptomatic and linked them with TB services.

34 SA Bartels et al, “Demographics and care seeking behaviors of sexual violence survivors in South Kivu province,
Democratic Republic of Congo”, Disaster Medicine Public Health 2012
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decreases, however, for more rural areas and provinces. TB programming should address the challenges
specific to urban and rural populations as they relate to transmission and detection.

Stigma

As discussed in the section addressing challenges to detection, stigma associated with TB can be a barrier
to effective detection, especially for women. Stigma can present particularly significant challenges for
patients co-infected with TB and HIV35. TB programming should recognize the consequences of stigma
for both detection and treatment rates and incorporate mitigation measures throughout the detection
and treatment cycle, including community outreach campaigns which de-emphasize TB as a disease of
lifestyle and behavior choices (such as smoking and promiscuity) and emphasize treatment success
statistics, which are high.

Enforcement of drug regulations
TB drug regulations are not enforced, fostering improper self-treatment and increased risk of new drug
resistance. Because black-market trade in TB drugs is not controlled, incomplete or inappropriate
treatment occurs, spurring the growth of resistant bacilli. Future donor support may address this challenge
through continued support to the Central Unit of the PNLT, charged with oversight of enforcement of
drug regulations.

Strengthening the integrated approach

How can USAID reinforce and strengthen the integrated approach in TB case management at the health zone
level?
Integration is key to increasing access, improving outcomes and maximizing resources for the delivery of
essential health services. The need is heightened for TB as the disease is pervasive and long-term; often
co-prevalent with other diseases and ailments, such as HIV, diabetes, and malnutrition; and is not being
sufficiently controlled by current campaigns. Overall, the National Tuberculosis Program is present in all
26 provinces and 517 Health Zones, yet, in Health Zones, not all facilities provide for the detection and
treatment of TB.
As discussed previously, much of USAID’s field-level efforts in TB are via IHP+ and Challenge TB, which
generally adopt an integrated and vertical approach, respectively. IHP+ includes TB as a component of
the larger multi-disease, integrated primary health care (horizontal programming) project. Challenge TB
mainly operates through vertical programs specifically focused on TB (coordination, outreach, detection,
treatment, tacking); however, it does include a particular focus on integration at the community level,
demonstrating that the two approaches are not mutually exclusive.

Detection and treatment
Research in integration of TB and HIV services in Sub-Saharan Africa suggests four entry points for
improving patient outcomes:
a) Intensive TB case finding: Improve TB detection through the integration of a TB symptom
questionnaire into general HIV care;
b) Isoniazid Preventive Therapy (IPT): Reduce TB incidence in HIV patients by linking IPT
implementation to intensive case finding mentioned above, for example by including an IPT
checklist with the symptom questionnaire to more quickly identify patients eligible for IPT;
c) Infection control: Reduce transmission in health facilities through training of health workers on
measures to protect themselves from contagion and establishing and socializing clear processes
and protocols for screening and separating suspected cases; and
35
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d) Initiation of anti-retroviral therapy: Improve survival rates by initiating ART during TB treatment,
rather than treating the diseases sequentially, which is often the case36.

Training

There are two approaches to integration of TB and HIV services currently being implemented at the
facility level in order to create a “one stop shop.”37 The first is by having two different teams in the same
facility, each focused on either TB or HIV. In this situation, a patient may enter through either service
area, and then be referred to the other based on results of an examination. The second approach has the
medical staff trained in both TB and HIV, and therefore able to provide diagnostic and curative services
for both diseases. The use of a single team for integrated disease management would maximize resource
use, and therefore allow for increased coverage through the reallocation of resources gained to additional
facilities. This suggests that integration should begin at the point of training itself, ensuring that medical
professionals are trained in all of the services provided for under the DRC MPA-plus.

Joint supervision
Interviewees noted a lack of coordination and cooperation between the DPS and CPLT in terms of joint
supervision of health zones. In some locations, rather than drawing on the expertise of the CPLT to build
technical capacity of DPS staff to supervise service delivery in health zones, DPS expects CPLT staff to
conduct the visits, which undermines integration of supervisory responsibilities at the DPS level. In
particular, organizing and implementing joint supervision activities for TB and HIV would allow better
oversight of integration approaches, and also increased communication.

Integrated outreach

Effective integration must extend to the outreach level, by cross training RECOs (Relais Communautaires)
with other health outreach efforts. Similarly, TB messages should be embedded into the Essentials Family
Practices package to promote improved awareness of TB signs among pregnant and lactating women.

Recommended shifts in USAID planning, budgeting, programming, implementing,
monitoring, and learning

To improve performance in the future, what are the most important shifts that need to happen in the way USAID/
DRC currently plans, budgets, programs, implements, monitors and learns from the TB program?
Based on its analysis of TB trends in DRC and performance of certain intervention efforts over the last
five years, as detailed in a previous section, as well as anecdotal feedback from key informants and focus
groups, the assessment team recommends the following changes to USAID/DRC’s activities related to
planning, budgeting, implementing, monitoring and learning from the TB program.

Planning and budgeting

The USAID/DRC Health office is currently organized as four teams: Malaria, HIV/AIDS, Supply Chain, and
Maternal Child Health, which includes TB as well as WASH, nutrition, and family planning. According to
interviews with USAID/DRC staff, the composition of these teams has implications for annual planning
and budgeting processes, particularly during the development of the operational plan. The assessment
team understands that USAID/DRC is considering adding an infectious disease advisor to the Health team
and recommends further consideration of establishing an infectious disease team. Doing so may help
model the integration USAID/DRC is supporting in its projects, particularly between TB and HIV
Integration of Tuberculosis and HIV Services in Sub-Saharan Africa: Lessons Learned, Andrea A. Howard, Wafaa
M. El-Sadr, Clinical Infectious Diseases, Vol. 50, May 2010, S238-244
37 Focus Group Discussion
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programming and may help streamline decision making during the annual operational planning process and
allocation of funding to different awards. This recommendation would entail a restructuring of the Health
office, potentially combining TB, HIV, and malaria into one infectious disease team.
There are efforts in the Mission to include of formal coordination and collaboration written into scopes
of work for new awards because of the integrated nature of its Country Development and Cooperation
Strategy (CDCS). As discussed elsewhere in this report - and in this section - strengthening the integrated
approach toward TB programming, as well as maximizing the efficiency of resources allocated to expected
results will require collaboration among TB partners, with other health partners, and across other sectors.
Including this requirement in awards - including details on with whom and when collaboration is expected
- will help ensure that efforts are coordinated.

Implementation

Although some positive trends are observed among key TB indicators and despite sustained donor
resources, the disease remains an intractable challenge to public health and overall development in DRC.
This calls for evidence-based but bold solutions which USAID should not be afraid to pilot. Mobile clinics
are one such suggestion repeatedly mentioned by respondents. Although they are costly, evidence from
other similarly resource-constrained environments indicate their effectiveness in reaching marginalized
populations. There is likewise some research indicating the possibility of shorter course treatments in
order to improve fidelity to treatment regimens. The assessment team recommends increased operational
research on new approaches that may be piloted in selected target areas.
We also encourage scaled up collaboration at the activity level, in the form of joint work planning and
implementation of sub-activities. As previously mentioned, this collaboration could be with other USAID
partners or other agencies.
Finally, the assessment team believes that USAID can do well to focus more funding on activities cited in
the four boxes in the upper-right of Figure 9 below, namely, promoting more partnerships with agencies
involved in funding or operating outreach programs to high-risk populations, but in a way that is light,
nimble and integrated. The two-dimensional table arrays types of intervention by their ability to scale to
reach a larger proportion of TB infections in DRC, organized visually from low (left, bottom) to high (top,
right), comparing two dimensions: scalability and integration.
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Figure 9 - Implementation recommendations

Monitoring and Learning
USAID/DRC’s TB program would greatly benefit from the development of a logframe that incorporates
objectives documented in USAID’s Global TB Strategy and the PNLT 2018 - 2020 strategy. Although key
informant interviews indicate general agreement on the broad objectives of current TB efforts objectives,
those objectives lack the specificity and quantification to allow for meaningful and rigorous review of
progress against expected results. A logframe would be particularly helpful in light of the number of
governing frameworks (USAID/DRC’s CDCS and, as mentioned, USAID’s Global TB Strategy and PNLT’s
2018-2020 strategy), all of which include quantifiable metrics of success to which implementing partners
are accountable and which, although not contradictory are not necessarily consistent across documents
and need to be reconciled.
Ideally this log frame would be complemented by an MEL plan that details key learning questions and
knowledge gaps and how they will be addressed, in addition to documenting how program performance
and key context indicators will be monitored. The MEL plan would include the TB program’s learning
agenda, which may include activities spanning all vertical levels of the PNLT as well as horizontally across
health areas and other sectors. Although specific learning activities will need to be built on identified
learning needs, the assessment team offers a few preliminary suggestions for consideration, based on
respondent feedback and review of key documents:
● Closely tied with planning, continuation of cross-sector learning workshops with USAID activities
implementing interventions in other sectors, including those focusing on SGBV, orphans and
vulnerable children, and mining, to name only a few;
● Increased emphasis on operational research, including case studies of successes and challenges of
TB efforts in other countries;
● Regular stocktaking exercises among implementing partners, within relevant USAID teams, and
with other partners and agencies addressing TB in DRC; and
● Peer-to-peer learning exchanges for PNLT central level staff with counterparts from other DRC
programs or National TB Programs within the region.
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Summary of Recommendations

The table below presents a summary of recommendations related to the five pertinent assessment questions, i.e. those focused on recommendations or
issues for consideration vis-à-vis the design and implementation of future TB programming. These recommendations necessarily draw on findings for the
other two sets of assessment questions: those focused on an overview of TB programming in the country and those looking at TB trends and efficacy of
USAID programming. Therefore, the second column, observed problems and opportunities, reflects findings from those questions.
Assessment question
What opportunities exist at different
levels of the DRC health system
(operational -- including communities;
intermediate; central to improve TB
program performance? How are
USAID/DRC TB IPs using these
opportunities? If USAID’s strategy is to
support the implementation of TB
activities in its geographic priority
areas, should USAID continue to
support the central unit of the TB
program? If yes, what would be the
most cost-effective ways to provide
that support

Observed problems and
opportunities
Lack of coordination across different
levels of the PNLT
Need for improved capacity within
CPLTs and DPSs
Demonstrated the effectiveness of
using former TB patients when
reaching out to the population
Low detection rates
Small number of functional
GeneXpert machines
Lack of access to diagnostic facilities,
which often require prohibitively
long travel

Recommendation

For action by

Central level:
Continued support to the LNRM

USAID and other donors

Training and supervision of CPLTs

USAID and other donors

Intermediate level:
Improving the implementation and
coordination of DPS supervision
efforts

USAID and DPS

Increasing resources for drug
transport between CPLTs and
CSDTs

USAID and other donors

Improved collaboration between DPS
and CPLTs

DPS and CPLTs

Operational level:

1

Community outreach by former
patients

USAID and IPs

Increasing the number of CSDTs

USAID and other donors

Provision of GeneXpert machines

USAID and other donors

Mobile clinics

Donors

Assessment question
What key leverage points, strategies
and tools are necessary to increase
case detection rates and to respond to
the growing problems of MDR and
XDR-TB?

Observed problems and
opportunities

Recommendation

For action by

Low detection rate, est. 47-48% of
the infected population, and only
37% for DR-TB

Expand availability of GeneXpert
machines and improve use and
maintenance of existing machines

USAID and other donors

Only 21% of all health facilities are
equipped for diagnostics.

Improve access to and capabilities of
testing sites

USAID and other donors

Improve coordination with the PNLT
and regionally

PNLT

Consider unique challenges and
opportunities related to underrepresented, high-risk and
marginalized populations and seek out
collaborations with programming
focused on those populations

USAID and other donors

Address challenges specific to urban
vs. rural populations related to
transmission and detection

USAID and other donors

Recognize and address effect of
stigma on detection and treatment
rates

USAID and other donors

Cost of testing can be7,500 CDF 50,000 CDF
Stigma may deter against testing
Symptoms are indistinguishable from
those of other diseases
Lack and limited use of
technologically sophisticated
diagnostic equipment
Active case finding showed positive
results for CTB
What key context issues and other
assumptions around TB prevention,
diagnosis, and treatment should be
considered in future programming?

High transmission rates among
prison populations and CTB success
in working with prisoners
Potential reluctance of some groups
to seek medical care, including
LGBTI community and SGBV
survivors
Displaced persons live in conditions
ripe for TB but have limited access
to formal health care system
MSF programming demonstrated the

2

Assessment question

Observed problems and
opportunities
relevance of including psychologists
in treatment facilities

Recommendation

For action by

Improve enforcement of drug
regulations

PNLT

Integrate a TB symptom
questionnaire into general HIV care

PNLT

Link IPT implementation to intensive
case finding

PNLT

Train HCWs on measures to protect
themselves from contagion and
establish protocols for screening and
separating suspected cases to reduce
transmission in health facilities

USAID and other donors

Initiate ART during TB treatment,
rather than treating sequentially

PNLT

Begin integration at the point of
training, so medical professionals can
provide care for both TB and HIV

PNLT

Improve coordination between the
DPS and CPLT

DPS and CPLT

Integrate outreach efforts through
consolidated messaging and crosstraining RECOs

USAID, other donors, and
PNLT

Black market drug trade increases
risk of new drug resistance
How can USAID reinforce and
strengthen the integrated approach in
TB case management at the HZ level?

Co-prevalence of TB with other
diseases and ailments, such as HIV,
diabetes, and malnutrition
Lack of coordination and
cooperation between the DPS and
CPLT vis-à-vis joint supervision
Inefficient use of resources when
services are not integrated

3

Assessment question
To improve performance in the future,
what are the most important shifts that
need to happen in the way
USAID/DRC currently plans, programs,
implements, monitors, and learns from
the TB program?

Observed problems and
opportunities
TB and HIV in different teams
(Maternal Child Health and HIV,
respectively) within USAID/DRC
Health office; each team engages in
its own operational planning process
Despite significant donor
investment, TB remains intractable
challenge to public health
No TB logical framework or MEL
plan for quantifying and monitoring
expected results across multiple
activities

4

Recommendation

For action by

Planning and budgeting: Consider
integrating management of infection
disease portfolio within the
USAID/DRC health team and embed
collaboration among health partners
and with other sectors into awards

USAID

Implementation: Pilot innovation
solutions, e.g. mobile clinics and
shorter course treatments; and
conduct operational research on new
approaches that may be piloted

USAID

Monitoring and Learning:
Develop a logframe incorporating
objectives in USAID’s Global TB
Strategy and PNLT 2018-2020
Strategy, and accompanying MEL plan

USAID

ANNEX I. INFORMANTS INTERVIEWED
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ANNEX II. TOOLS
Evaluation
Questions
1. What trends can
be observed of
key TB indicators
in
USAIDsupported
provinces
and
non-USAIDsupported
provinces?

-

-

-

Methods for
KII questions
Obtaining Data
Identify key indicators - Qui appuient les activités TB dans
Identify
USAIDles provinces non appuyées par
supported provinces
USAID?
and
no-USAID- - Qui appuient les activités TB dans
supported provinces
les provinces non appuyées par
Analyze of secondary
USAID?
data for comparing - What do the IPs show as the
indicators
changes over time among key TB
KIIs with M&E person
indicators for their populations,
of PNLT/IPs
taking into account changes in
reporting or improvements in
data or changes in their target
population scale or demographics?
- Que révèlent les IP au fil du temps
comme changement parmi les
indicateurs clés de la tuberculose
pour leurs populations ciblées, en
tenant compte des changements
dans le rapportage ou les
améliorations de la qualité des
données ou des changements dans
la structure démographique de la
population ciblée?
- Do you think that data collection
is done in the same way or with
the same completeness in USAIDsupported
and
non-USAIDsupported provinces?
- Pensez-vous que la collecte des
données est faite de la même
manière ou avec la même
complétude dans les provinces
appuyées par USAID et dans celles
non appuyées par USAID ?
- What other independent factors
or influence the apparent trends
about TB to better understand
progress against TB: factors such
as
HIV/AIDS,
malnutrition,
urbanization, etc?
- Quels
autres
facteurs
indépendants ou éléments qui
pourraient
influencer
les
tendances de la tuberculose pour
mieux comprendre les progrès de
15

Informants
-

IPs
USAID
PNLT national
PNLT
provincial

- PNLT national
- PNLT
provincial
- USAID

la lutte antituberculeuse: facteurs
tels que le VIH / SIDA, la
malnutrition, l'urbanisation, etc.?
- What data exists about the
percentage of TB cases in the
population that are observed by
the health system? In other
words, what proportion of TB
goes unnoticed because the
household is never in contact with
health workers?
- Quelles données captées par le
système de santé existent sur le
pourcentage
des
cas
de
tuberculose dans la population? En
d'autres
termes,
quelle
proportion de la tuberculose
passe inaperçue parce que le
ménage n'est jamais en contact
avec les agents de santé?
2. What weaknesses
or challenges are
contributing
to
the ongoing low
TB case detection
despite
the
availability
of
resources
allocated to TB?

- What do you think are the
- KIIs
current weaknesses that do not
- Documentary review
(rapports PNLT et
allow a good detection of TB cases
in the country, entity or by your
IPs)
project (as the case may be)?
- Correspondence with
experts
- Quelles sont selon vous les
faiblesses actuelles
qui ne
- Direct observations
permettent
pas
une
bonne
at field sites
détection des cas de TB dans le
pays, entité ou par votre projet
(selon le cas) ?
- What is the change over time in
utilization
of
reference
laboratories? What are the
changes in ability to access
laboratories ?
- Quel changement est observé à
travers le temps dans l'utilisation
des laboratoires de référence?
Quels sont les changements dans
la
capacité
d'accéder
aux
laboratoires?
- What are the main challenges you
have encountered in detecting TB
cases?
- Quels sont les principaux défis
que vous avez rencontrés dans la
détection des cas de TB ?
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- PNLT national
- PNLT
provinces
- USAID-IPs and
stakeholders
- WHO

- PNLT national
- PNLT
provinces
- USAID-IPs and
practitioners

- What can be done or what
strategies or tools are needed to
strengthen TB case detection?
- Que ce qui peut être fait ou
quelles stratégies ou outils faudrat-il mettre en place pour
renforcer la détection des cas de
TB ?
- Is there a warning system and
early detection of lost TB cases?, if
so, how does this system work?
- Existe-t-il un système d'alerte et
réponse précoce de détection des
cas de TB des perdus de vu ?, si

- PNLT national
- PNLT
provinces
- CDC
- USAID-IPs and
others
- WHO
- Union
- PNLT national
- PNLT
provinces
- USAID-IPs and
others

oui, comment
ce système - TB detection
fonctionne-t-il ?
& care center
- What community mobilization or
health worker outreach models
are effective at increasing the
reach to people for referrals and
testing?
- Quels modèles de mobilisation
communautaire
ou
de
sensibilisation par des agents de
santé
sont
efficaces
pour
augmenter
le
nombre
de
personnes pour références et
dépistage des cas de TB?
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3. What
key
leverage points,
strategies
and
tools
are
necessary
to
increase
case
detection or for
responding to the
growing problem
of MDR and XDR
TB?

- What can be done or what
- KIIs
- Document
review
strategies or tools will be needed
to strengthen the detection of
(rapports PNLT et
multidrug-resistant TB cases?
IPs)
(taux
de
reconversion)
- Que ce qui peut être fait ou
- Correspondence with
quelles stratégies ou outils faudraexperts
t-il mettre en place pour
- Direct observations
renforcer la détection des cas de
at field sites
TB multi résistante ?
- What are choke points or limiting
factors in use of new machines for
testing for MDR or XDR ?
- Quels
sont
les
points
d'étranglement ou les facteurs qui
limitent l'utilisation de nouvelles
machines pour la détection des
cas de MDR ou XDR?

- PNLT national
- PNLT
provinces
- USAID-IPs and
others
- WHO

- Is there an early warning system - PNLT national
for the detection of lost to follow- - PNLT
up, if yes, how does this system
provinces
work?
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4. What key context
issues and other
assumptions
around
TB
prevention,
diagnosis,
and
treatment should
be considered in
future
programming?

- KIIs
- Documentary review
(rapports PNLT et
IPs)
- Correspondence with
experts
- Direct observations
at field sites

-

- Existe-t-il un système d'alerte
précoce de détection des perdus
de vue, si oui, comment ce
système fonctionne-t-il ?
- What are the trends in the comorbidity between MDR or XDR
and HIV/AIDS ? How are PEPFAR
funds addressing this?
- Quelles sont les tendances de la
comorbidité entre MDR ou XDR
et VIH / SIDA? Comment les fonds
PEPFAR répondent-ils à cela?
- What are the context, prevention,
diagnosis and treatment aspects of
TB that need to be considered in
the development of a new plan for
TB activities?
- Quels sont les éléments lies au
contexte, à la prévention,
diagnostic et traitement de la
tuberculose qu'il faut prendre en
compte dans l'élaboration d'un
nouveau plan pour des activités
TB ?
- How effective are systems for
transporting patients for testing
or followup?
- Quelle est l'efficacité des systèmes
de transport des patients pour les
tests ou le suivi ?
- What is missing to the TB
program currently to produce
good results?
- Qu’est ce qui manque au
programme TB actuellement pour
produire de bons résultats ?
- What geographic priorities set by
donors – including USAID – are
appropriate to the actual patterns
of TB prevalence? What other
geographic areas should be
addressed in future programming?
- Quelles priorités géographiques
établies par les donateurs - y
compris
l'USAID
sont
appropriées aux schémas réels de
la prévalence de la tuberculose?
Quelles
autres
zones
géographiques devraient être
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- USAID-IPs and
others
- TB detection
& care center

- PNLT national
- PNLT
provinces
- USAID-IPs and
others
- TB detection
& care center
- WHO

- PNLT national
- PNLT
provinces
- USAID-IPs and
others
- TB detection
& care center
- WHO

-

-

-

-

-

-

5. How can USAID
reinforce
and
strengthen
the
integrated
approach in TB
case management
at the health zone
level?
Meaning
that
TB
not
vertical.
With
Leprosy.
At
provincial level.
Survey
about
prevalence
of
MDR.
Side

- KIIs
- Document review
- Correspondence with
experts
- Direct observations
at field sites
- Comparison of IP
experiences
in different regions

-
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abordées dans la programmation
future?
What innovative strategy do you
think should be put in place to
improve the prevention and
management of TB in the country?
Quelle stratégie innovantes qui
selon vous devront être mises en
place
pour
améliorer
la
prévention et la prise en charge de
la TB dans le pays ?
How are the experiences different
between
urban
and
rural
populations
in
terms
of
prevalence, case detection, case
follow-up, treatment outcomes?
En quoi les populations urbaines
diffèrent-elles des populations
rurales en termes de prévalence,
de détection des cas, de suivi des
cas, de résultats du traitement?
How do you think that key or
marginalized populations such as
prisoners, minors, and pregnant
women ... can be taken into
account for the prevention and
management of TB?
Comment pensez-vous que des
populations clés ou marginalisées
comme les prisonniers, mineurs,
femmes enceintes, … peuventelles être prises en compte pour
la prévention et la prise en charge
de la TB ?
How is the situation of TB
integration activities at the level of
the Health Zone in the DRC?
Comment se présente la situation
de l’intégration des activités de TB
au niveau de la Zone de santé en
RDC ?
What elements are taken into
account for the integration of TB
activities at the level of the health
zone?
Quelles sont les éléments qui sont
pris en compte pour l’intégration
des activités TB au niveau de la
zone de santé ?

- IPs
- PNLT national
- PNLT
provinces
- USAID-IPs and
others
- TB detection
& care center
- WHO

- IPs
- PNLT national
- PNLT
provinces
- USAID-IPs and
others
- TB detection
& care center
- WHO

-

- PNLT national
- PNLT
provinces
- USAID-IPs and
others
- TB detection
& care center;
- WHO

effects
drugs.

of

TB

6. During the last 5
years, has each
USAID
implementing
mechanism that
received
TB
funding reached
its objectives and
targets for TB?

- KIIs
- Document review
- IP monitoring and
surveys
- Review of database
(WHO, IPs, NTP)

7. During the last 5
years, how did
these programs
have an impact on
the TB epidemic
in
the
country?
(e.g.

-

KIIs
Documentary review
National datasets
IP reporting datasets,
comparisons
over
time, trend analysis

- What challenges are you facing for
a better integration of TB care at
the health zone level?
- Quels sont les défis que vous avez
pour une meilleure intégration de
la prise en charge la TB au niveau
de la zone de santé ?
- Comparing experiences across
provinces, what are examples of
better integration that can be
transferred to other provinces?
- En comparant les expériences
entre les provinces, quels sont les
exemples
d'une
meilleure
intégration qui peuvent être
transférés à d'autres provinces?
- Whether what USAID or how
USAID should do for about
strengthening
the
integrated
approach of TB management?
- Que ce que USAID ou comment
USAID doit il s'y prendre pour le
renforcement
de
l’approche
intégrée de la prise en charge de
la tuberculose ?
- What lessons can be learned from
the implementation of USAIDfunded TB activities in the DRC?
- Quelles leçons peut-on tirer de la
mise en œuvre des activités TB
financées USAID en RDC ?
- What are the major challenges
that USAID IPs have encountered
in implementing TB activities?
- Quelles difficultés majeures les IPs
de l’USAID ont rencontré dans la
mise en œuvre des activités TB ?
- What is the quality of the
reporting data from each IP?
- Comment
appréciez-vous
la
qualité des données de produites
par chaque ONG de mise en
œuvre?
- What are the main successes of
implementation by IPs of TB
activities under USAID funding in
the DRC?
- Quels sont les principaux succès
qu’on peut retenir de a mise en
œuvre par des IPs des activités TB
21

- PNLT national
- IPs
- PNLT
provinces
- USAID-IPs and
others
- Global Fund
- TB detection
& care center
- WHO

- IPs
- PNLT national
- PNLT
provinces
- USAID-IPs and
others
- TB detection
& care center
- WHO
- USAID
- IPs
- NTP

- USAID
- IPs
- NTP

-

NTP
IPs
WHO
Global Fund
Health/Medica
l workers

increased TB case
detection,
increased
TB
treatment
outcomes
in
USAID supported
provinces)

8. What resources
have been made
available for the
implementation of
the TB activities in
order to achieve
the
expected
results?
How
were the available
resources used?

sous financement de l’USAID en - Researchers,
RDC ?
Univs

-

- How do you think that TB
activities supported by USAID
have impacted the TB epidemic in
the DRC in the last 5 years?
- Comment pensez-vous que les
activités TB appuyées par USAID
ont impacté l’épidémie de la TB en
RDC au cours de ces 5 dernières
années ?
- How do we estimate attribution
(for impact) / What is the
evidence that USAID’s resources
have made a difference ?
- Comment
estimons-nous
la
contribution (pour l'impact) /
Quelle est la preuve que les
ressources de l'USAID ont fait la
différence?
- What do you see as the most
successful components of the TB
program? and why ?
- Quels sont selon vous les
composantes du programme TB
qui ont les mieux réussi ? et
pourquoi ?
- What do you think are the
components of the TB program
that did not succeed? and why ?
- Quels sont selon vous les
composantes du programme TB
qui n'ont pas réussi ? et
pourquoi ?
- What difficulties have been
KIIs
encountered in the use of project
Documentary review
resources?
Correspondence with
experts
- Quelles difficultés ont-elles été
rencontrées dans l'utilisation des
Direct observations
at field sites
ressources du projet ?
- What are the best practices that
have contributed to the rational
use of resources to achieve the
expected results?
- Quelles sont les meilleures
pratiques qui ont contribué a
l'utilisation
rationnelle
des
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-

IPs
USAID
CDC
NTP

- IPs

-

-

NTP
USAID
Global Fund,
Accion
Damian,
CDC
NTP
USAID
Global Fund,
Accion
Damian,
CDC

-

-

9. What are the
other partners/
agencies that are
supporting the TB
program in the
DRC? What is the
focus of their
respective
programs? What
results have they
achieved? What
lessons
can
USAID learn from
their successes
and shortfalls?

- Documentary review (tableau des bailleurs
des fonds
avec
détails)
- KIIs
- Correspondence with
experts
- Direct observations
at field sites
-

-

-

-

-

-

-
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ressources pour atteindre les
résultats attendus ?
What are the levels of funding
each year from key donors
(Global Fund, Accion Damian,
USAID, CDC, Government of
DRC, etc ?)
Quels sont les niveaux de
financement annuel des principaux
donateurs (Fonds mondial, Action
Damien,
USAID,
CDC,
Gouvernement de la RDC, etc.?)
How do you value the
implementation of projects funded
by other donors outside of
USAID?
Comment appréciez-vous la mise
en œuvre des projets financés par
d’autres bailleurs de fonds en
dehors de l’USAID ?
What are the strategies today of
different donors for DRC?
Quelles sont les stratégies
actuelles des différents donateurs
pour la RDC?
What are the trends in their
donations, including geographic
prioritization, program selection,
or partners?
Quelles sont les tendances dans
leurs dons, y compris dans la
priorisation géographique, la
sélection des programmes ou les
partenaires ?
What lessons can USAID draw
from the implementation of these
projects? Success points and gaps?
Quelles leçons l'USAID peut-elle
tirer de la mise en œuvre de ces
projets ? points de réussites et
lacunes?
How are different donors, or MSF,
transferring lessons from other
countries where they work to
DRC?
Comment
les
différents
donateurs, ou MSF, transfèrent-ils
les leçons des autres pays où ils
travaillent en RDC?

-MOH ;
-MSF
-Red Cross
-Global Fund,
- Accion
Damian,
- CDC

- IPs
- PNLT national
- PNLT
provinces
- USAID-IPs and
others
- TB detection
& care center
- WHO

- What lessons allow for scaling up
to the whole population?
- Quelles leçons permettent de
passer à l'échelle de toute la
population?
10. What
opportunities
exist at different
levels of the DRC
health
system
operationalincluding
communities;
intermediate;
central)
to
improve the TB
program
performance, and
how
are
USAID/DRC TB
implementing
partners
using
these
opportunities?

11.

- What are the opportunities that
- KIIs
exist at different levels of the DRC
- Case studies
- Comparison of other
health system (operational levels
including
community,
country experience
intermediate and central) to
- Correspondence with
improve the performance of the
experts
TB program in the DRC?
- Quelles sont les opportunités qui
existent à différent niveaux du
système de santé de la RDC
(niveaux opérationnel y compris
communautaire, intermédiaire et
central) pour améliorer les
performances du programme TB
en RDC ?
- Do you think there are
opportunities that USAID can
capitalize on in the future? Which
ones?
- Pensez-vous qu’il existe des
opportunités que l’USAID peut
capitaliser
dans
l’avenir ?
Lesquelles ?
- How
can
USAID
TB
implementation partners capture
these
opportunities
in
implementing their activities?
- Comment les partenaires de mise
en œuvre des activités TB de
USAID peuvent-ils saisir ces
opportunités dans la mise en
œuvre de leurs activités

To
improve - Review of budgets, - What are the important changes
performance
in
budget trends of USG
that USAID needs to make in its
the future, what
and other donors
way of supporting the national
are the most - Projection of trends
response to TB? Regarding of
important shifts - Correspondence with
planning, budgeting, programming,
that
need
to
implementing
activities,
experts
happen in the way
monitoring and evaluation and
USAID/
DRC
learning?
currently
plans,
- Quels sont les changements
budgets,
importants que USAID doit
24

- MOH, NTP
- MSF
- WHO, CDC

-

NTP
IPs
WHO
Accion
Damian

- IPs
- MOH
- Provincial
authorities
- NTP
- USAID
- Experts
- Caritas
- The Union
- Challenge TB
- IPs
- PNLT national
- PNLT
provinces
- USAID- Accion
Damian
- TB detection
& care center
- WHO

programs,
implements,
monitors
and
learns from the
TB program?

-

-

-

12. If
USAID’s
strategy is to
support
the
implementation of
TB activities in its
geographic
priority
areas,
should
USAID
continue
to
support
the
central unit of the
TB program? If
yes, what would
be the most cost
effective ways to
provide
that
support?

Interviews
Document review
Field site case studies
Examination
of
geographic areas so
far not addressed
- Correspondence with
experts
- Direct observations
at field sites
-

-

-
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apporter dans sa façon d'appuyer
la réponse nationale a la
tuberculose. C’est-à-dire dans sa
façon de planifier, budgétiser,
programmer, mettre en œuvre les
activités, d’assurer le
suivi
évaluation et l'apprentissage ?
What levels of support including
staff are necessary to fulfill the
goals of the TB program, per the
CDCS of USAID?
Quels niveaux de soutien y
compris en ressources humaines
sont nécessaires pour atteindre
les objectifs du programme de
lutte contre la tuberculose, selon
le CDCS de l'USAID?
What essential tasks for TB
control in DRC are most underfunded?
Quelles sont les aspects essentiels
à la lutte antituberculeuse en RDC
qui sont le plus sous-financées?
Given that USAID supports TB
activities in priority provinces, do
you think it will be necessary for
USAID to further support the
central level of the National TB
Program? if so what would be the
most effective way to do it?
Etant donné que USAID appui des
activités TB dans des provinces
prioritaires, pensez-vous qu'il sera
nécessaire pour USAID d'appuyer
encore le niveau central, si oui
quel serait le moyen le plus
efficace de le faire?
What are the unit costs or costs
for scaling up of different models
of TB support? What are ways to
focus on the most efficient
programs for identifying and
treating different forms of TB in
terms of cost-per-patient/year or
cost per successful treatment?
Quels sont les coûts unitaires ou
les coûts associés pour le passage
à échelle de différents modèles de
soutien à la lutte contre la
tuberculose? Quelles sont les

- IPs
- PNLT national
- PNLT
provinces
- USAID
- Global Fund
- WHO
- Independent
experts

voies et moyens de se concentrer
sur les programmes les plus
efficaces pour l’identification et le
traitement de différentes formes
de tuberculose en termes de coût
par patient / année ou de coût par
traitement réussi?
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