














Contents

EX@CULIVE SUMMANY ....ooiiiiiiiiieiinriiinssess s ssssssssn s s s s sssm s s e amm s e s e e n s mmnn e s e e nnnnnns 8
= T | o] g o R 8
Main Achievements of Year 4:.........cccuuuiiiiiiiiininneeeeeiennnn s ssssssssss s s s s 8
IR1: Increased Political Commitment for DOTS .........ccocccmmmiiniiimmrrrnsssr s sssanns 8
IR2: Strengthened and expanded DOTS Programs.........cccreesssssssmnssssssssssssnnssssssssssssssssssssssnnns 9
IR3: Increased public and private sector DOTS participation and collaboration................. 9
IR4: Increased and strengthened TB and HIV/AIDS coordinated activities.........cccccviiiinnnens 9
IR5: Improved human and institutional capacity.........cccccccmmmmmmriii i —————— 9
Main Achievements in TB CAP COUNTHES: ... 10
Main Challenges FOr The FUTUFe: ..o 13
1. INTrOAUCTION ..o nnnnnnn 15
PR = - T (o 1 ¥ T T 15
3. TB CAP and Knowledge Management..............ccouimmmmminnninnnssssssssnsssmsssmnnssssss s ssssssssssssssses 17
4. Core and Regional Projects........ccccccmmmmmmmmmmiininiciiinssssssssssssssssssssssss s 20
L 2 T=T o 10T T= L o o= € 23
LI 0o T T o o= o 27
7. Impact Level RESUIES........cciiiiiiiiieeeeeesse s 29
8. Outcome level RESUIES.........cci e 31
9. Achievements of Year 4 in each Intermediate Result (IR4) area............cccevvvviiiiiiiicinnnes 37
IR1: Increased political commitment for DOTS..........ccccoimmminirrr s 37
IR2: Strengthened and expanded DOTS Programs .........ccccceeusssssmmmsssmssssssssssssssssssssssssssses 38
IR2.1 Strengthened TB program leadership and management;............ccoeecmrrrnnisisnmnnnennnnns 38
IR2.3 Improved diagnostiC CapPaCItY .......ccuuiiiiiiiiiiisssssnnnnnemmmnnnnn s nnnnnnns 39
TB CAP Fourth Annual Report 21/01/2010



IR2.4 Improved prevention and management of MDR-TB.............ccccciiiniiiniinnnnssssssssssseeennns 43

IR2.5 Improved equitable access to quality TB care for vulnerable populations .............. 46
IR2.6 Scaled-up TB IC measures at country level ... s 47
IR2.7 Strengthened Community-based DOTS ..........ccccirmmmmmnnnssnrr s 49
IR 3: Increased public and private sector DOTS participation and collaboration.............. 49
IR 4: Increased and strengthened TB and HIV/AIDS coordinated activities ..........ccccveuee. 52
IR 5: Improved human and institutional capacity.........cccccccmmmmmmriimi i ——————— 57
10. Significant Achievements of 23 TB CAP Countries in Year 4...........cccoccmmrrrriiisnmnnnnnnnnns 61
FiNancial OVerVIEW ........ciiieieiiiise s s s san s e s amn e e 152
Annex TB CAP Year 4 Indicator ReSUILS ...........ccccmmiiminiiimmmsnnssss s 160
TB CAP Fourth Annual Report 21/01/2010



Executive Summary

This is the fourth annual report of the Tuberculosis Control Assistance Program (TB CAP), carried out by the Tuberculosis

Coalition for Technical Assistance (TBCTA) a coalition of the following eight organizations; KNCV Tuberculosis foundation (prime
implementer), the American Thoracic Society (ATS), Centers for Disease Control and Prevention (CDC), Family Health International
(FHI), The International Union Against Tuberculosis and Lung Disease (The Union), the Japan Anti-Tuberculosis Association
(JATA), Management Sciences for Health (MSH) and the World Health Organization (WHO). Close collaboration exists with the
Stop TB Partnership and with a number of other national and international collaborating agencies.

Over the last four years TB CAP has expanded both its technical and geographical portfolio. In 2005 TB CAP started with nine
countries and now four years on the total stands at 25. During the same period the total budget has increased from $8 million in the
first year, $17 million in year 2, $20 million in year 3 to $53 million in year 4.

This report covers core, regional and country projects during the period October 1, 2008 to September 30, 2009.

Background

TB CAP is USAID’s chief five year mechanism contributing to the global targets of Tuberculosis (TB) control. The aim of it is to
reach the following specific goals in the TB CAP countries with significant investment;

90% of public clinics implementing DOTS

At least 70% case detection rate

At least 85% treatment success and/or cure rate

75% of countries meeting MDR-TB quality standards defined by TB CAP

100% of countries where nationwide TB and HIV program are effectively coordinated.

TB CAP achieves its objectives by focusing on five key components the so-called intermediate results (IRs):
IR1: Increased political commitment for DOTS

IR2: Strengthened and expanded DOTS programs

IR3: Increased public and private sector DOTS participation and collaboration

IR4: Increased and strengthened TB and HIV/AIDS coordinated activities

IR5: Improved human and institutional capacity

Main Achievements of Year 4:

Broadened Knowledge Management
TB CAP Toolboxes : The TB CAP Toolbox (CD ROM) which contains all TB CAP products/tools was updated with the latest tools
in August 2009 and the new Laboratory Toolbox CD has also been finalised.

TB CAP Focus: The publication of the first TB CAP Focus was in March 2009. The aim of this printed publication is to provide a
more detailed picture of TB CAP’s work. Three volumes were published in Year 4.

Reaching towards the 70% case detection and 85% treatment success rates;
Vietnam, Afghanistan, Bangladesh, Kenya and Pakistan have achieved both 70/85 targets.

Based upon NTP estimates, 2008 Case Detections Rates
in Indonesia, Namibia, Vietnam, Afghanistan, Bangladesh,
Dominican Republic, Kenya, Mexico and Pakistan have all
reached or exceeded the 70% target.

2007 treatment cohorts have reached and exceeded 85%
Treatment Success Rate target in 10 TB CAP countries namely,
DR Congo, Indonesia, Zambia, Cambodia, Malawi, Vietnam,
Afghanistan, Bangladesh, Kenya and Pakistan.

TB CAP started with a baseline of 56% CDR in six TB CAP
countries and has reached to 62% in year 4 in 23 project
countries.

IR1: Increased Political Commitment for
DOTS

The revised planning and budgeting tool has been used in a
total of 16 TB CAP countries to support the preparation of their
country work plans and budgets.
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IR 4: Increased and strengthened TB and HIV/AIDS coordinated activities

In Year 4, TB and HIV/AIDS Coordinated Activities have been scaled up in most TB CAP countries. The interventions have been
focused on improving the policy environment for collaborative TB and HIV/AIDS activities as well as to support the scaling up of key
components of integrated TB/HIV care.

The TB CAP intervention strategy for collaborative TB/HIV activities has been context specific depending on the epidemiology and
the burden of the two diseases in the particular country. The planned interventions therefore vary from a focus on Most at Risk
Populations (MARPs) as in Bangladesh, to specific targeted geographical areas scaling up to national level policies and capacity
development as in most of the countries.

The expected outputs on TB/HIV for TB CAP are:
Improved national policies and coordination between National TB and HIV programs.
Improved access of HIV positive TB patients to HIV services.
Improved access of persons living with HIV to TB services.

The key TB CAP indicators for monitoring achievements of the activities to strengthen TB/HIV coordinated activities are;
Number of countries that have implemented the revised recording and reporting system for TB/HIV.
Percent of co-infected TB patients referred for HIV/AIDS care.
Percent of all registered TB patients who are tested for HIV.
Number of countries with joint planning at national (and TB CAP areas) level for collaborative TB/HIV activities between NTP
and NACP.
Number of persons living with HIV receiving TB prophylactic therapy.
Percent of co-infected TB patients on ART.
Percent of all registered persons living with HIV who are screened for TB.

At the end of year 3 the number of TB CAP countries scaling up TB/HIV collaborative activities was nine. These countries were;
Cambodia, DR Congo, Indonesia, Kenya, Mozambique, Nigeria, South Africa, Uganda and Zambia.

During the first quarter of year 4 project periods (October-December 2008), a general TB/HIV assessment of the status of
collaborative TB/HIV activities of priority TB CAP countries was conducted using questionnaires and desk reviews by the PMU.
Data from 11 countries (Bangladesh, Cambodia, DRC, Ethiopia, Ghana, Kenya, Mozambique, Namibia, Nigeria, Uganda and
Zambia) was analyzed and triangulated with the data from the routine TB CAP monitoring and evaluation (M&E) system. In those
countries assessed, the results provided more insight into the state of collaborative TB/HIV activities as well as the key bottle necks
to implementing the global policy for collaborative TB/HIV activities.

Results showed that with regards to “Mechanism for collaboration, coordination, joint planning and M&E”, 50% of the countries had
coordination of TB/HIV activities only at national level. However, nearly all countries have reported that joint planning between the
NTP and NACP exists. Only 6 of the 11 countries have implemented the revised recording and reporting system country wide within
the TB programs. Most countries did not implement the revised system in HIV/AIDS programs.

With regard to - “Reducing the burden of TB in PLWHA”, 4 out of 11 countries (Cambodia, DR Congo, Uganda and Zambia)
reported having no protocol for the active screening of tuberculosis (ICF) for PLWHA. A higher proportion (6 out of 11) reported that
either the national TB policy doesn’t support IPT or policy guidelines on IPT were not available. TB-IC was the weakest of the 3I's
with 8 of the countries reporting no TB-IC policy guidelines.

With regard to “Reducing the burden of HIV in TB patients” - Provider Initiated Counseling and Testing (PICT) — although widely
offered in most of the high TB and HIV/AIDS prevalent settings, data on services was not optimally reported. Cambodia, DR Congo,
Ethiopia, Nigeria and Uganda have reported less than 30% of registered TB patients tested for HIV nationally. Cotrimoxazole
preventive therapy (CPT) for co-infected patients has been relatively better implemented, with most countries reporting more

than 50% of co-infected patients receiving CPT. Most countries reported low ART coverage rates of 20%-30% for HIV infected TB
patients.

The assessment revealed that the key bottle necks for scaling up ICF have been the lack of training and shortage of staff, service
quality for integrated TB/HIV care, insufficient coordination between the programs, lack of ownership by HIV/AIDS programs, lack of
optimal policy guidelines with diagnostic algorithms (tools) for screening TB in PLWHA and Inadequate M&E systems. Bottle necks
reported for scaling up IPT were lack of IPT policy, concern on the development of Isoniazid resistance, diagnostic capacity to
exclude active tuberculosis and optimal adherence strategy. For TB-IC lack of policy guidelines, training and awareness of staff and
patients, lack of resources and poor health facility structure were identified as key bottle necks.

Status of collaborative TB/HIV activities during year 4

By the end of year 4 the number of TB CAP countries scaling up TB/HIV collaborative activities has reached 16. The countries are;
Bangladesh, Botswana, Cambodia, DR Congo, Dominican Republic, Ghana, Indonesia, Kenya, Malawi, Mozambique, Namibia,
Nigeria, Uganda, Vietnam, Zambia and Zimbabwe.

The different TB CAP countries have focused on specific areas within the collaborative TB/HIV activities. Some countries (Cambo-
dia, Indonesia, Kenya, Malawi, Zambia, Mozambique, Uganda and Nigeria) had a comprehensive approach to collaborative TB/

TB CAP Fourth Annual Report 21/01/2010
52









Figure 14: Percent of registered TB patients tested for HIV in selected TB CAP countries
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Figure 15 (below) illustrates that overall HIV testing of TB patients in TB CAP countries has increased from 16% in 2005 to 52% in
2009

Figure 15: Percent of TB patients tested for HIV in selected TB CAP countries
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Figure 16 shows the number of countries reporting four TB/HIV indicators. Similar to last year, the number of countries reporting data
is not sufficient to describe, IPT, ICF, ART and CPT. The figure illustrates that there is a continuous increase in countries reporting
these indicators with “Percent of TB patients tested for HIV” has gone from one to 15 countries.
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Figure 16: Number of TB CAP countries that reported TB/HIV indicators
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Cross-cutting challenges in scaling up TB/HIV activities.

The engagement of HIV/AIDS implementer in scaling up TB care to PLWHA has not been to the scale that would make a
significant impact on integration of the 3I's (Intensified Case Finding, TB Infection Control and Isoniazid Preventive Therapy) in
most HIV/AIDS care settings.

The recording and reporting of key indicators for optimal monitoring and evaluation of collaborative TB/HIV activities under
program conditions continues to be a challenge. There is lack of ownership of the monitoring and evaluation system resulting
in the lack of optimal TB/HIV indicator data for program management by both TB and HIV/AIDS programs. This is more evident
especially for TB care in PLWHA (3 I's).

The lacks of strong health systems, human resources capacity, as well as effective diagnostic strategy for early detection of TB
in PLWHA continue to be challenges.

Despite enhanced collaboration between TB and HIV/AIDS programs at national level, the coordination and collaboration
activities are not optimal at all levels. This emanates from the difference in priority setting of the different programs at different
levels.

At the facility level, service integration is challenging due to the fact that most ART services are centralized while TB services are
decentralized. This discrepancy in coverage of services requires the use of different models of integration including the need for
optimal referral services for co-infected patients

Policy/guidelines are still not yet optimal in all countries to support scaling up of collaborative TB/HIV activities especially the 3 I's.

Lessons learnt to further enhance TB/HIV activities during year 5

Intensified Case Finding (ICF) has to be a priority focus to enhancing TB care for PLWHA and a gate way to implementation of
IPT and TB-IC activities in all relevant settings. By focusing on intensified case finding, key cross cutting services in TB diagnosis,
treatment and follow up particularly in PLWHA would be strengthened. IPT should be linked to ICF as a package and not as a
stand alone intervention.

Focusing on monitoring and evaluation of TB/HIV collaborative activities is an important prerequisite to scaling up activities,
especially the 3 I's. Since the implementation of the 3I’s is mainly with in the HIV/AIDS stakeholders, the implementation and
dissemination of the revised and standardized recording and reporting formats and establishing the systems on TB/HIV activities
in all integrated care settings and HIV/AIDS settings is critical.

Optimizing TB infection control (TB-IC) strategies in health facilities in resource poor settings is vital. Interventions and tools for
context specific and community oriented strategy for resource constrained health facilities, congregate settings and communities
require focus.

TB CAP partners need to further strengthen links with HIV/AIDS stakeholders for practical implementation of TB care services for
PLWHA particularly the 3 I's (ICF, IPT and IC). The strategy should aim at supporting as well as advocating for key stakeholders
to take leadership and ownership of TB diagnosis, care and support with in HIV/AIDS service points.
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There is a need for more efforts to link with PEPFAR partners and national HIV/AIDS programs. Although the attribution of TB
CAP to such efforts and outputs is difficult to measure, the overall enhancement in collaborative as well as improved patient care
and support at service points would suffice.

Improved diagnostic strategy based on strong laboratory capacity and community based case finding activities remain vital part
of enhancing collaborative TB/HIV activities. Improving quality of standard diagnostic tools as well as introducing new tools
proven to improve TB case finding especially in PLWH is indispensable.

Development of context specific guidelines based on existing tools to address TB in children especially in the Africa context
where the rate of co-infection in children is high is an important priority.

IR 5: Improved human and institutional capacity

The expected output for TB CAP IR 5 is improved staff at different levels of the health system and improved availability of staff of
all categories involved in comprehensive TB control. In order to deliver this output, TB CAP focuses on improving Human Resource
Capacity and improving Institutional Capacity.

In 2009 five countries have developed and implemented comprehensive HRD plans (Indonesia, Malawi, Vietham, Bangladesh and
Mexico. Fifteen other countries are at different stages of developing comprehensive HRD plans (DR Congo, Mozambique, Namibia,
Southern Sudan, Zambia, Cambodia, Djibouti, South Africa, Uganda, Ethiopia, Ghana, Nigeria, Afghanistan, Kenya and Zimbabwe).
At this stage only three countries have not started at all the process of developing HRD comprehensive plans (Pakistan, Botswana
and Dominican Republic). The biggest challenge is to support the countries in finalizing, approving and implementing the HRD
comprehensive plans.

Figure 17 provides information on the status of HRD plan development in TB CAP countries.

Figure 17: Status of HRD plans prepared based on global HRD guidelines for comprehensive TB control in TB
CAP countries
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Improvement has been made in the number of HRD focal persons appointed (from 50% in the last year to 65% this year. Although
numbers do fluctuate due to transfers and staff turn-over at least now in 15/23 countries an HRD focal person is appointed (DR
Congo, Indonesia, Mozambique, Southern Sudan, Zambia, Cambodia, Malawi, South Africa, Ghana, Nigeria, Vietnam, Afghanistan,
Bangladesh, Kenya and Pakistan. Ideally all NTP programs should have an HRD focal person.
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Figure 18: TB CAP Countries where NTP has an HRD focal point
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One of TB CAP’s expected outputs is the updated/upgraded pre-service curricula to reflect the implementation of TB control activities
based on the Stop TB Strategy. The chart indicates that only slow progress has been made in terms of upgrading and/or revising pre-
service curricula in TB CAP countries. For most countries, the priority is on In-service training. In 2009 the following countries have
updated pre-service curricula: DR Congo, Mozambique, Namibia, Djibouti, Malawi and Nigeria and for Indonesia, Zambia, South
Africa and Mexico this is an on-going process. This means that in 13/23 countries the work still needs to start.

Figure 19: TB CAP countries where pre-service curricula have been upgraded/revised
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Finally TB CAP monitors whether NTPs have a Management Information System (MIS) on Human Resources in place that collects
and produces up-to-date information. This is important in order to better monitor and plan human resources for TB control. The chart
indicates that no improvements are made compared with last year. There are only a few countries with an HRD MIS and they also
report challenges with keeping the system up to date. At this moment only DR Congo, Indonesia, Cambodia, Vietnam and Pakistan
report to have a system in place.
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Figure 20: TB CAP Countries where NTP has an HRD MIS in place
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This lack of information system leads to difficulties to monitor the following indicators in TB CAP countries;
Percent of facilities with staff trained in TB case detection and treatment
Percent of key managerial NTP staff positions filled according to the HRD plan
Percent of TB microscopy units with at least one laboratory technician trained in AFB microscopy

TB CAP will continue the support on improving the availability and quality of HRD data in countries where there is a substantial
investment. TB CAP is in the process of gathering more information on the features of existing HRD MIS, the use of information
collected in those countries so that tailored TA could provided in the coming years.

TB CAP HRD e-portal

In total the e-portal has 73 registered members (including the IR5 working group members from 33 different countries. In the e-portal
tutorials are organized and e-discussions. The e-tutorial in year 4 was on — “curricula development” and participants receive
a certificate when they have finalized all the assignments with a good result. Two e-discussions were on - “task shifting” and -
“management competencies”. The library is kept updated. The biggest challenge is the sustainability of the e-portal after TB CAP, and
KNCYV is researching different options to continue the e-portal after the lifetime of TB CAP.

Support to regional training institutes

Also in year 4, TB CAP continued their investment in the two regional
training institutions to create capacity to develop, organize regional
training courses meeting international technical and educational quality
standards. Gadjah Mada University in Indonesia and the National TBL
Training Centre in Zaria in Nigeria were selected for this purpose. Both
institutions are doing well and their progress is above expectations.

Zaria held their second international course on - “leadership and
management for TB and HIV program managers” and in total 20
participants attended from the eight English speaking African countries
which attended the course. Participants included program managers
from national and sub-national levels from Nigeria, Zimbabwe, Liberia,
Ethiopia, Malawi, Ghana, Botswana and Southern Sudan. The course
was mainly facilitated by local facilitators from Nigeria, assisted by three
TB CAP co-facilitators from PMU, KNCV and MSH. Recommendations
included involving other trainers/facilitators from the region such as
experienced program managers from African countries to improve future Public Private Mix for TB Control - Gadjah Mada
trainings.

In the third year conducted its first international course on - “Program Planning, Budgeting and Management”. For year 4, a new
course was developed on - “Public Private Mix for TB Control”. The total number of participants was 22 (from 12 different countries).
Gadjah Mada has built their internal capacity to organize regional training at a professional level.

The Regional Training Centre (ReTraC) has its own website and is further exploring an E-learning platform and marketing of their
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courses. The PPM course will be revised to 8 effective days and adjustments will be made as discussed. Gadjah Mada will develop
their strategic plan for period after TB CAP and will involve NTP in specific sections. NTP and GMU will work towards building a
partnership. Training on planning and budgeting for year 4 is planned in December 2009 and for year 5, three other courses are on
the program: Hospital DOTS Linkage (January 2010), Operations Research (March 2010), Public Private Mix (July 2010).

In June 2009 the third HR Platform Meeting for joint TB/HIV activities was held in The Hague in The Netherlands. The two-days
meeting were followed by a choice of skills building workshops on the third day: strategic planning for HR, training methodology
and support supervision. The meeting was attended by 49 participants from 24 different countries and ended with the adoption of
ten resolutions. The resolutions addressed the indicators for human and institutional capacity building and sustainability of the HR
platform after TB CAP as working group of the Stop TB partnership. The proceedings of the platform meeting will be published by
November 2009.

Support to the CORE group was done through evaluations in Malawi and South Africa in September. Reports are expected to be

finalized in October/November. The Indonesia evaluation is planned for November 2009. The activities are expected to be finalized
in December 2009.

Expanding the pool of international TB consultants
Expanding the pool of consultants is one of TB CAP’s key strategies. Since 2005, TB CAP has conducted the following activities:

Table 28: TB CAP Consultancy Courses Conducted

Course Date Total Female Male
Trained

PPM DOTS Course for Consultants March 2006 19 4 15
Global TB/HIV Course for Consultants June 2006 22 7 15
Laboratory Course for Consultants June 2006 14 6 8
Laboratory Course for Consultants August 2007 20 12 8
TB/IC for International Consultants February 2008 29 13 16
International Consultants’ Training Course for Architects, Engineers May 2008 11 3 8
and Related-professionals
HRD Consultant Training Course May 2008 19 13
Harvard course for Engineering Controls July 2008 3 1

Total 137 59 78

Contact is maintained with the newly trained consultants (“trainees”) to see whether they have been using their newly acquired skills,
conducting consultancies and whether they need additional support. One of the key TB CAP indicators for this purpose is; “Percent
of all TB CAP consultant trainees who have completed at least two consultancies in the last 12 months”

In September 2007, a year after the first three courses were held, the first electronic questionnaire was sent to the trainees. The
purpose of this questionnaire was to ensure trainees’ connectedness with the international TB community while updating TB CAP’s
consultancy database for future collaboration and to assess the impact of training efforts. The survey was sent out in a similar
fashion in September 2008, now including the additional trainees from the August 2007 Laboratory course. In September 2009 the
survey was sent out once again, including the participants from the four 2008 courses. In total, 73 trainees out of 137 responded to
the survey. The overall response rate increased from 47% in 2007 to 53% in 2009. The highest response rate was 79% for the HRD
May 2008 course and the lowest was 32% for TB/HIV June 2006 course.

Table 29 indicates that the number of respondents who have completed at least two consultancy missions in the last 12 months has
nearly remained consistent compared to last year’s figure (38% compared to this year’s 37%).

Table 29: Consultancies completed by TB CAP Trainees in the last 12 months

2006 2007 2008
Total who responded to mail survey 26 39 73
Number of respondents who completed at least two consultancies 8 15 27
Percent of respondents who have done at least two consultancies in the last 12 months 31% 38% 37%
Total number of consultancies done by respondents 35 76 150
Average number of consultancy per respondent 1.3 1.9 21

One important finding is both the total and average number of consultancies performed by TB CAP trainees. Whilst in 2007, 26

TB CAP Fourth Annual Report 21/01/2010
60



trainees conducted a total of 35 consultancies with an average of 1.3 consultancies per trainee, in 2009 the total number of consul-
tancies rose to 150 with a cumulative average of 2.1 consultancies per trainee.

The trainees were also asked about their willingness and availability for future consultancy missions. In 2009, 84% of all trainees
who responded to the survey were also available for future missions.

As a follow up to the courses held, TB CAP started to facilitate Mentored Field Visits in Year 3. During a Mentored Field Visit a more
experienced consultant is joined during a mission by one or two trainees in order to strengthen their field experience. The maximum
number of mentored field visits for one trainee is three and whether the trainee is ready to do consultancies on his/her own will be
discussed in the evaluation at the end of each visit. Evaluation forms to be filled by both the trainee and mentor are developed for
this purpose. A total of 8 Mentored Field Visits in the areas of laboratory and HRD were supported by TB CAP in Year 3. In Year 4
this was continued and a total of 9 Mentored Field Visits took place in the areas of laboratory, HRD and CORE evaluations.

With limited funds available for Mentored Field Visits and 140 newly trained consultants, it is not possible to offer all consultants
this opportunity. One of the challenges therefore remains the selection process. Another challenge is when to consider a trainee
capable of doing independent consultancies in the area of training. To facilitate this, the senior consultant and trainee are expected
to set clear learning objectives and tasks with one another before the visit. Following the Mentored Field Visit both consultant and
trainee are expected to fill out an evaluation form at which time there is an opportunity to reflect on whether there are other areas
the trainee should focus on before going on independent consultancies. In Year 5, TB CAP will continue its support for these visits
in order to increase the pool of consultants.

10. Significant Achievements of 23 TB CAP Countries in Year 4

This section provides information on key and selected performance indicator results for the 23 TB CAP countries as well as their
most significant achievements reported in the last 12 months. Based on country reports these have been sort under 20 technical
areas listed below.

As seen from the table 30, during Year 4, TB CAP country projects have mostly focused and delivered significant results on
strengthening leadership of NTP, strengthening sputum smear microscopy and scaling-up IC measures.

Table 30: Number of TB CAP countries that have made significant achievements in selected technical areas

Technical Areas Number of Countries
Strengthened leadership and management through assisting & supporting NTP at the national level 17
Scaled-up TB Infection Control (IC) measures 15
Strengthened sputum smear microscopy (including EQA) 14
Improved prevention and management of MDR-TB 12
Expanding DOTS (including renovation, construction works) 11
Increased NTP coordination and collaboration with public and private sectors 11
TB/HIV coordination and TB/HIV M&E activities 10
Community-Based DOTS 9
Strengthened culture and DST 9
Human Resource Development- In-service 8
HIV/AIDS services implemented in TB program 7
Improved quality of chest X-Ray diagnosis 6
TB activities implemented in HIV care settings 6
Support NTP in strengthening TB program in Remote Areas 6
Support NTP for Global Fund Application 6
ISTC 4
Drug supply and management 4
TB in Prisons 3
Human Resource Development- Pre-service 3
TA to PEPFAR TB/HIV partners 1
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AFGHANISTAN

Key Performance Indicators 2005 2006 2007 2008 2009
Total Population in millions 26.2
Population covered by TB CAP interventions in millions 9.1
Percent of public clinics implementing DOTS strategy 62 57 ‘
2008 Case Detection Rate (new smear positive) 52 63 64 -:
2007 Treatment Success Rate 90 84 90 |

coordinated

A= TB/HIV is reflected both in TB and HIV/AIDS
strategic plans

B= Annual work plans available for TB/HIV both in TB

Meets TB CAP's Three MDR TB quality standards oY oY
A = Political will N N
B = Surveillance system is in place N N
C= At least one laboratory in the public sector per- N N
forming culture & DST

Last National MDR Survey Conducted n/a
Total number of MDR patients currently on treatment 0
Nationwide TB and HIV programs effectively n 3y

produces up-to-date information

and HIV/AIDS programs N N

C= Coordinating body is in place N

D= Nationwide reporting system for TB/HIV is in place N

Completed the Planning and Budgeting exercise N N
Identified priority challenges according to a N

measurable action plan using TB CAP’s MOST

Percent of laboratories performing TB microscopy with 80 86
over 95% correct microscopy results

Country provides TB culture and sensitivity services 1 1
meeting international quality standards (min 4)

National IC Technical Guidelines is available -
Number of hospitals conducted assessment and 3
prepared IC action plans

“ISTC” has been adopted and implementation has 0 0
started in at least several institutions/regions (min. 2)

The county has started implementation of PPP (min. 3) 1 -
NTP has developed a comprehensive HRD plan and

officially incorporated into the country strategic plan 0 1

(min. 3)

NTP has an HRD focal point N -
Pre-service curricula have been upgraded based on N N

the Stop TB Strategy

NTP has an HRD MIS in place that collects and N N
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Afghanistan Year 4 Work plan Project Specific Indicators

Outputs Performance Indicators Indicator | Comments/Notes
Results
Sustained appropriate level | TB Task Force established- Number of
. . 29
of government funding and | meetings of TB task force
ensured political and legal [ National stakeholder conference conducted This activity has been
framework N cancelled
Annual evaluation workshops for NTP
leadership at CU and provincial levels
in place - Number and cadre of staff 161
participated in the evaluation workshop for
leadership
National health plan available - TB is
incorporated as a priority public health Y
intervention
Coordination and integration with other
MOPH established - Number of coordination 24
meetings with other MOPH departments
Strengthened TB National guidelines and manual available USAID supported
. s 355 .
program leadership and - Number and percent of health facilities 749, provinces only
management having national guidelines and manuals °
Pediatric guidelines available - Number and
percent of health facilities having pediatric 0
guidelines
SOP for TB case detection available - All over the country
s . 1,000 &
Number and percent of health facilities using 599
SOP for TB case detection °
TB staff trained - Number of central unit who LDP and MOST
. 66
attended TB managerial course
Number of TAs commissioned 11
Strengthened integration of | Number of NGOs and personnel trained in CHS:48
DOTS services into general [ CB-DOTS 234 Nurse: 78
health services MD: 78
Activities at provincial level integrated -
Number of joint planning and monitoring 44
meetings conducted
Improved diagnostic TB microscopy networks improved - Number 10
capacity of functional TB microscopy centers
Number of staff trained in TB microscopy
10
and QA
Improved equitable access | Operational plan to address the vulnerable
to quality care of vulnerable | groups is available N
population
Number of OR studies to address vulnerable 0 This will be conducted in
groups conducted December 2009
Scaled up TB-IC measures | Number of health facilities with a TB-IC plan 0
at country level Number of staff trained in IC 43 39M + 4F
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Increased NTP
coordination and
collaboration with public

PPM DOTS reviewed - Number of health
facilities that received the report of the
review

and private sectors Urban TB model in Kabul implemented -

Number of health facilities implementing
quality DOTS (focusing on case detection
and quality of care)

22

Improved competence of Job aids for doctors, nurses and CHWS MD: 371
staff at different levels of available - Number of health workers Nurse: 273

700

health system disaggregated by cadre and gender oriented Lab tech: 56

to job aids

Afghanistan Year 4 Work plan Highlights

Expanded DOTS (including renovation and construction
work)

Strengthened leadership and management through assisting
& supporting NTP at the national level:

s ~r

UZBEKISTAN

The DOTS strategy has been expanded to people most at need,

CB-DOTS implemented by BRAC in four provinces: Badakhshan, TUREMENISTAN
Baghlan, Jawzjan and Herat

Ten Basic Health Facilities (BHC) upgraded with laboratories in four
provinces,

Eight Health facilities and provincial TB offices renovated.

Thirteen TB offices equipped with a set of stabilizer, printer, Laptop

computers and a scanner,

Four motorbikes provided to four provinces for supervision of com-

munity based DOTS.

Seven provinces supplied with appropriate office furniture

Kheyrabad

Mazar-e

Sharif 40
Bagram, Hin

Towraghondi KABUL

*Herat *Jalalabad %

RS Ghazni
Shindand 7

= Kondoz

=y
Line of =
Control

Qandahar
Zaran] y

PAKISTAN

TB Task Force has been revitalized and now 24 regular meetings are
conducted and the decisions are followed by NTP and all partners.

A INDIA

National Evaluation workshop conducted in February and 160 individuals attended.

National NTP guidelines and SOPs for case detection and treatment revised, and SOPs for child treatment, and TB-IC devel-
oped.

National TB M&E plan and TBIS manual developed and 23 staff was trained on M&E and 21 staff was trained on TBIS data-
base.
Treatment and referrals of suspected TB cases reflected in CHWSs curriculum and reporting system.
Stop TB partnership established in Kabul and Herat and conducted 16 regular meetings.
Management training (LDP, MOST for TB and report writing) conducted to 78 senior NTP staff.
85,000 school children were mobilized during World TB day celebration in 13 USAID supported provinces.
TB CAP has continually tried to build the capacity of NTP and health facility staff on TB control program and trained 744 indi-
viduals from NTP, BPHS implementers and NTP partners. In addition to the trainings mentioned above the following training
courses were also conducted:

558 health facility staff on SOPs for case detection and treatment,

18 pharmacist on initial DOTS training

2 individuals sponsored to attend epidemiology, biostatistics course,

3 NTP staff trained on MS ACCESS.

National TB information system database developed and piloted in 6 provinces.

TB CAP has provided DOTS packages to NTP. These packages will be distributed to all Health Facilities in the country during
next quarter. These packages are:

Training package: this package includes National TB guideline and SOPs in local languages (Dari & Pashto). 2000 sets
of this package printed.

Diagnostic & Treatment package: includes sputum containers, slides, gloves, lab reagents and metal boxes for sputum
transportation. TB CAP provided 2500 metal boxes to the NTP.

Treatment package: includes TB drugs, syringes and water for injection and plastic boxes for drug kits. TB CAP provided
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11. Financial Overview

In the last few months an extension of the project was granted by USAID. The project is extended with 18 months to March 312011 with a total
amount of $8,9 million, bringing the ceiling amount at $158,9 million. With this ceiling increase, the required cost share has also increased to $
28,284,200.

The total obligated amount up to Year 4 is $98.46 million. 74% of this amount ($72.27 million) has been spent up to September 30", 2009 (79% for
Core, 47% for Regional and 75% for countries). See Table 31 for details:

Table 31: Financial overview up to Year 4

Obligated Expensed | Remaining | Reprogrammed | Expenses from Total Remaining Level of
Amount (incl. funds Reprogrammed | expenditures from Spending
accruals) Funds obligated
amount
Core a b c = (a-b) d e f = (b+e) g = (a-f) h = (f/a)
Year 1 2,570,000 2,164,629 405,371 405,371 405,371 2,570,000 0 100%
Year 2 4,140,000 3,075,470 | 1,064,530 1,064,530 31,452 3,106,922 0 75%
Year 3 4,750,000 4,146,682 603,318 21,967 0 4,146,682 581,352 87%
Year 4 5,688,490 3,041,688 | 2,646,802 0 0 3,041,688 2,646,802 53%
Total 17,148,490 | 12,428,468 | 4,720,022 1,491,868 436,824 12,865,292 3,228,154 75%
Regional
Year 1 600,000 524,571 75,429 75,429 8,081 532,652 0 89%
Year 2 390,000 389,407 593 593 389,407 0 100%
Year 3 452,080 452,080 0 0 452,080 0 100%
Year 4 2,457,249 998,839 | 1,458,410 0 998,839 1,458,410 41%
Total 3,899,329 | 2,364,897 | 1,534,432 76,022 8,081 2,372,978 1,458,410 61%
Countries
Year 1 4,645,000 4,645,000 0 0 4,645,000 0 100%
Year 2 11,913,528 | 11,913,528 0 0 11,913,528 0 100%
Year 3 15,251,204 | 15,251,204 0 0 15,251,204 0 100%
Year 4 44,892,807 | 25,509,435 | 19,383,372 0 25,509,435 19,383,372 57%
Total 76,702,539 | 57,319,167 | 19,383,372 0 57,319,167 19,383,372 75%
Global Fund TA
Year 1 250,000 195,876 54,124 0 195,876 54,124 78%
Year 2 466,000 520,124 -54,124 0 520,124 -54,124 112%
Total 716,000 716,000 0 0 716,000 0 100%
Total
Year 1 8,065,000 7,530,076 534,924 480,800 413,452 7,943,528 54,124 98%
Year 2 16,909,528 | 15,898,528 | 1,011,000 1,065,124 31,452 15,929,981 -54,124 94%
Year 3 20,453,284 | 19,849,966 603,318 21,967 0 19,849,966 581,351 97%
Year 4 53,038,546 | 29,549,962 | 23,488,584 0 0 29,549,962 23,488,584 56%
Grand Total 98,466,358 | 72,828,533 | 25,637,825 1,567,890 444,905 73,273,437 24,069,935 74%

Please note that while Year 1, 2 and 3 figures have been audited, Year 4 figures are unaudited.

Out of the remaining core funds a total of $1,5 million has been reprogrammed for additional core projects of which some have started recently. A
total of $437,000 has been spent so far.

The cause for the low level of spending on the Regional projects is mainly attributed to the establishment of a MDR-TB center of excellence in the
African region. The project not only started late but also the main expenditures on capacity building are planned in the coming quarters following
the selection of the site and development of the tailored implementation plan. The CAR project is also lagging behind which needs closer technical
and financial monitoring. Although the Infection Control workshops in Eastern Europe have been completed, the follow-up TA to the participating
countries has yet to be realized. Remaining funds from Year 1 and 2 have been reprogrammed in Year 3 and 4 projects.

For the country projects all Year 1-3 funds have been fully spent while only 57% of the obligated amount for Year 4 is spent. There are several
reasons for this; some of the country obligations came in during the Year 4 thus activities started later; several Year 4 activities are carried over to
Year 5, while these funds remain in the Year 4 obligations; slow implementation in several countries due to various local factors and fluctuations in
currency rates have also lead to unexpected savings.
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Annex: TB CAP Year 4 Indicator Results

TB Incidence (all forms WHO estimates) per 100,000 population
Indicator 1|Year of Data 2003 2004 2005 2006 2007
DR Congo 366 356 356 392 392
Year 1 Indonesia 285 245 239 234 228
6 Mozambique 447 460 470 480 431
Countries Namibia 809 817 808 787 767
South Sudan 220 220 228 242 243
Zambia 656 680 600 553 506
Cambodia 515 510 505 500 495
Year 2 Dijibouti 751 766 781 797 813
5 Malawi 410 405 391 368 346
Countries |South Africa 852 898 925 940 948
Uganda 396 385 370 350 330
Year 3 Ethiopia 399 403 398 388 378
4 Ghana 207 206 205 204 203
. Nigeria 328 331 327 319 311
Countries |\ictham 178 176 175 173 171
Afghanistan 333 333 168 161 168
Bangladesh 232 229 227 225 223
Year 4 Botswana 772 780 770 751 731
8 Dominican Republic 78 76 73 71 69
. Kenya 436 441 406 371 353
Countries |5 ico 26 24 23 21 20
Pakistan 181 181 181 181 181
Zimbabwe 825 834 824 803 782
HIV prevalence in adult incident TB cases (%)
Indicator 2|Year of Data 2003 2004 2005 2006 2007
DR Congo 21 24 17 9,2 6
Year 1 Indonesia 0,9 0,9 0,8 0,6 3
6 Mozambique 32 49 50 52 47
Countries Namibia 52 61 58 38 67
South Sudan n/a 13 8,8 4,6 11
Zambia 70 54 55 37 70
Cambodia 13 6 9,6 8
Year 2 Djibouti 12 16 10 28
5 Malawi 52 50 70 68
Countries [South Africa 60 58 44 73
Uganda 19 30 16 39
Ethiopia 11 6,3 19
Yeir 3 [Ghana 12 7 16
Countries Nigeria 19 10 27
Vietnam 3 5 8,1
Afghanistan 0 0
Bangladesh 0 0,3
Botswana 54 68
Yegr 4 Dominican Republic 3,3 15,2
. Kenya 52 48
Countries ) ico 11 2.8
Pakistan 0,3 2,1
Zimbabwe 43 69
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TB CAP Countries where NTP has an HRD MIS in place that collects and
produces up-to-date information

Indicator [Project Year Baseline Year 1 Year 2 Year 3 Year 4
32 Reporting (as of) Sep 2005 | Sep 2006 | Sep 2007 | Sep 2008 | Sep 2009
DR Congo
Year 1 Indonesig
6 I\N/Ioza_atl;gblque
. amibi
Countries South Sudan
Zambia
Cambodia
Year 2 |Djibouti
5 Malawi
Countries |South Africa
Uganda
Ethiopia
Ye:r 3 Ghana
Countries N}gena
Vietnam
Afghanistan
Bangladesh
Botswana
Yeasr 4 Dominican Republic
Countries Ken\_/a
Mexico
Pakistan
Zimbabwe
Year 1 Countries 1 1 2 2 2
23 Year 2 Countries 1 1 2 2
Countries Year 3 Countr!es 1 1 1
Year 4 Countries 1 1
Total 1 2 4 6 6
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