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A) Summary

Overview of the Project:

CARE International Indonesia (CII) is working in four districts of Banten province-
Tangerang district, Pandeglang district, Cilegon City, and Tangerang City, with the
primary implementing partners - Indonesia’s National Tuberculosis Program (NTP),
KNCV (Royal Netherlands TB Association), participating District Health Offices,
primary government health centers (Puskesmas with DOTS facility) and
government/province planning board (BAPEDA). The project named MITRA -
Membangun Integrasi Program TB di Republik Indonesia (“Partners for TB control in
Indonesia”) falls in the “Tuberculosis” grant category and dedicates 100% of its resources
to improving TB control and treatment activities. The duration of the project is from
October 2005 to September 2009. The project’s goal is to support NTP in decreasing
morbidity and mortality caused by tuberculosis in the project population of 6,188,365;
achieve 85% Case Detection Rate (CDR); and maintain at least 88% Treatment Success
Rate (TSR). The project aims to target 47,000 patients in four years, out of which smear-
positive or active pulmonary TB cases are expected to be 19,667. About 807
communities are expected to benefit from the project’s interventions. The strategic
objectives of MITRA are: 1) To create sustainable community-based TB control
structures 2) To strengthen the delivery capacity of the district and provincial TB
Program; 3) to increase private sector participation in the TB

Program.

Main accomplishments:

The project has demonstrated establishment of some innovative community based
structures and individuals like the Paguyubans who support patients visiting health
centers (Puskesmas) and promote positive health seeking behaviors; TB posts which
enables DOTS provision closer to the community; Community Based Treatment
Observer (CBTO) Coordinators who provide supportive supervision to the treatment
observers (who are mostly family members) and improve their linkages with the health
centers. The proportion of people who thought TB was curable has gone up from 31% at
baseline to 50% at midterm. Similarly there has been an 87% (data extrapolated from
Quarter 2 data for 2007) increase in suspected patients seeking diagnosis in health
centers. The project did well in identifying poor performing areas through a composite
score card for initiation of project activities thus providing more than three years of
implementation period to these areas.

Progress in achieving project objectives:

MITRA has exceeded targets in terms of identifying and training treatment observers in
poor performing areas. MITRA has not expanded beyond 25 health center areas (107 in
project area) covered in the first year of project implementation. The Behavior Change
Communication Strategy (BCC) has been articulated recently and the use of BCC
material is minimal. Therefore the achievements listed above cannot be solely attributed
to project efforts. The project is beyond schedule in committed indicators for capacity
building of private providers. The committed coverage for communities has not been
possible owing to a delay in expansion of project activities. Project does not have any



structured partnership with CBOs (Community Based Organizations) or NGOs to aid
expansion of activities. The committed trainings of health center staff could not be
executed by MITRA due to the district/provincial health office’s requests and availability
of the global funds within the government apparatus.

Constraints and Problems and Areas needing further attention:

The trainings that the government said would be conducted with Global Funds could not
be carried out due to temporary suspension of funds in Indonesia. Two training
coordinators left the project while replacement for one was found; the project is still
looking to fill the other position. The CII is working towards a reshuffling of roles and
responsibilities of staff and job descriptions to make the project work more responsively
to the work plan. Advocacy and relationship between project and the district/provincial
health offices need strengthening. Similarly there is a need for strengthening the
managerial and community skills of the health center and district TB officers.

Effects of Capacity-Building:

The_capacity building of community and the community based volunteers (CBTOs and
CBTO coordinators) have been carried out successfully resulting in a growing awareness
of the population, improved health seeking and treatment completion. The capacity
building for health center staff needs to be reworked owing to changing realities and
MITRA may do well to consider enhancing the managerial and community skills
capacity of the public providers. Similarly within the capacity building strategy for
Private Providers there is a need for training sessions on BCC and partnership modalities.

Prospects of Sustainability:

There is no phase out plan as of yet. The establishment of Community Based Observer
(CBO) Coordinators has a high prospect of sustainability as Community Based Treatment
Observers (CBTO), who are mainly family members, may not wish to continue their role
after the treatment of their kin. The government is highly committed to involving private
providers and MITRA support in improving the quality of their trainings will ensure
continuing positive TB outcomes. The Child Survival Sustainability Framework (CSSA)
workshop has not been carried out as yet.

Conclusions:

In conclusion, the project is behind schedule. The MITRA activities are taking place in
25% of the project areas. Community mobilization efforts have been made in these areas
demonstrating some scalable models. Introduction of the cadre of CBTO coordinator
presents the possibility of a sustainable structure who can act as a link between the
community and the facilities.

Recommendations for the Project and the Grantee’s Response

1. Coordinate with Dinkes and Puskesmas
a) Expand activities to cover more than 25 Puskesmas areas. Sign MOU'’s as planned
with able local NGO/CBO partners to achieve expansion.



Grantee’s response - The project is expected to scale up into the remaining puskesmas in
each district, prioritizing the weaker ones.

b) Improve information sharing with the Puskesmas through structured methods for

d)

9)

better utilization, monitoring and sustainability of strengthened community
structures and individuals.
Grantee’s response -The project will systematically use the quarterly Monitoring
meeting at the puskesmas level for better coordination and utilization of
volunteer efforts by linking them to the puskesmas.
Rethink the trainings that MITRA wants to give at the Puskesmas level. Who will
be trained? What will be the content? How will this be done? Drop the indicators
pertaining to training of Puskesmas staff. Consider managerial and leadership
training for Puskesmas staff if NTP restarts technical trainings for them through
the latest round of GFTAM funding.
Grantee’s response -To date the project has worked with the MOH at district and
province levels. The project will continue to work together with them as per the
unfolding scenario of global funds. It appears that Pandeglang district will
justifiably need more support in terms of difficult to reach areas and high staff
turnover.
Jointly with the Dinkes, investigate the use of recommended score cards for
pediatric diagnosis to identify reasons for over diagnosis and train providers to
address the situation (either through MITRA funded trainings or through NTP).
Use quarterly monitoring meetings to underline the need for using standardized
pediatric score cards. Assess the need for capacity building and advocate for
fulfilling the gaps in capacities.
Grantee’s response -The project will work with the Dinkes and the IDAI local
chapters to focus attention on proper diagnosis and management of pediatric TB,
using the national score cards.
Through regular analysis of monitoring reports and field feedback, identify
drug/lab/reporting issues and advocate for resolutions at appropriate forums.
Advocate for resolution of issues related to sharing of drug boxes and
unavailability of streptomycin at provincial and national level.
Grantee’s response -The project together with the Dinkes will systematically
monitor reports at all levels for early identification of areas of weakness and work
with the partners to resolve them.
To ensure drug stocks and that individual boxes are meant for only one patient.
Seek help at different levels to address this issue.
Grantee’s response -As this has been identified as an issue of significance,
MITRA will review this immediately in the identified districts and work with the
Dinkes to resolve this issue.
Conduct CSSA framework workshop and monitor sustainability indicators.
Grantee’s response -The project will conduct the CSSA workshop with its
partners.



2. BCC Related

a) Conduct a workshop of all key stakeholders to finalize the draft BCC strategy.
Quickly adapt, produce and disseminate IEC materials to community based
partners and the Puskesmas.

Grantee’s response -A BCC workshop will be conducted shortly. Points (b) and
¢) below will be a part of the BCC workshop.

b) Include messages on side effects, HIV — TB linkages and MDR TB to the
appropriate extent. Address some of the identified misconceptions about TB
(using same utensils will cause TB, TB is sexually transmitted, TB patient should
be isolated) which generate stigma.

Grantee’s response — Please see point (a) above

¢) Advocate for development of linkages between TB-HIV programs, as Banten is

deemed as a high HIV prevalence area.
Grantee’s response — Please see point (a) above.

d) Remove the indicator “100% increase (from 30% to 60%) in knowledge of
symptoms of TB and its curability in the community” as this is already captured
in two other indicators and is merely repetitive.

Grantee’s response - Accepted

e) Rephrase indicator “at least 20% increase in the number of TB suspects from
6,560 in 2005 to 7,800 by September 2009 combined for the 4 districts.” — to read
“ at least 40% increase in number of suspected TB patients reaching or screened
by the Puskesmas in four project districts from 27,953 in 2005 to 39,134 in 2009.”
Grantee’s response -The project accepts the suggestion on the indicators above.

3. Strengthening of CBOs

a) Build on successful experiences of community groups, Paguyubans and CBTO
coordinators.
Grantee’s response -The project will rapidly scale up these experiences in all
districts except Cilegon.

b) Utilize the simple monitoring formats to measure outputs and outcomes of
CBTO/Volunteer activities.
Grantee’s response - Monitoring formats will be revisited and used to measure
the outputs and outcomes of volunteer activities.

4. Working with PP - Piggy back with MOH/KNCYV initiatives

a) KNCV is planning to work with Hospitals and larger clinics in Indonesia and a
collaborative effort with them would be mutually beneficial.

Grantee’s response - The project has already sounded out KNCV to work with
them in the hospitals of Banten Province.

b) Develop a simple monitoring format for issues not covered by existing TB
formats — support required, problems faced — which can be used by the PP to
communicate with the Puskesmas.

Grantee’s response - The project will develop DOTS TB related material for PPs
to make their diagnosis, counseling and referral simpler and more systematic.



5.

Improve Coordination with NTP at all levels to expand definition of
coordination to include problem solving.

a) Discuss with NTP the support required to bridge the gaps in quality diagnosis.

b)

Identify the role that MITRA can play. In case that NTP does not require MITRA
support then, follow up, monitor, share findings and advocate for improving
quality.

Grantee’s response - The project will coordinate with NTP at national, province
and district levels to bridge identified gaps. The project will use the mechanism of
the quarterly meeting forum to do so.

Develop a specific, written strategy for engaging decision-makers. District,
provincial and national level interactions should be utilized to avert possible
quality assurance related issues in a timely manner.

Grantee’s response — The project will develop a specific written strategy to
engage with decision makers.

Recommendations for Scaling up and Down

1.

Cilegon has been performing well on the DOTS indicators and the linkages
between health centers and the communities are well established. MITRA can
consider phasing out community activities in Cilegon and support improvement of
quality in private provider trainings.

Grantee’s response -Though MITRA was expected to phase out of Cilegon, some
activities like PP trainings and BCC related activities especially for HIV and
MDR will be undertaken in Cilegon as per the request of the Dinkes team.
Consider working with CBTO coordinators as against CBTOs. Since most
CBTOs are family members, their interest in continuing as CBTOs beyond the
treatment of their kin is moot. Scale up Pagyubans and TB posts.

Grantee’s response - MITRA will now focus primarily on CBTO coordinators.
Drop identified indicators which are either redundant or cannot be achieved
(owing to change in government stance)

Grantee’s response -We accept this recommendation.

Consider dropping COPE for DOTS quality monitoring indicators. For example
proportion of providers both government and private who are using BCC
principles and IEC materials for TB suspects and patients.

Grantee’s response - CARE Atlanta will follow up with EngenderHealth and CRS
to see if the TB COPE is possible in given circumstances. If it is found to be
difficult in the next 6 months, then MOH quality monitoring indicators for DOTS
will be used.

Dovetail the government’s efforts to train private providers by enhancing the
community and managerial aspects of their skills.

Grantee’s response - As suggested MITRA in conjunction with the MOH will do
some pilots and study outcomes.

MITRA has done exceptionally promising work in some areas like working with
the religious leaders for BCC. This should be scaled up. However, it is running
into obvious impediments in its work with Village Health Committees. MITRA is
also considering the PP as only the doctors while in Indonesia the PP includes the



Midwives, who are also doing private practice, or government midwives who can
practice privately after office hours. Hence the recommendations are:

a) Scale up work with Religious leaders as what we saw in the field was good and
maybe that will be effective for BCC.

b) Reducing the number of PPs to be reached from 150 to 50 and then scale up, if
success is met, or clarify the number 150 to include PPs + Bidans +
private clinics etc.

¢) Reduce the work with village health committees to 30- 50 pilot villages and scale
it up based on lessons learnt.
Grantee’s response — As recommended MITRA will work more intensively with
religious leaders and document the effectiveness of this approach, and will
include the bidan training as training of PP and MITRA will draw lessons from
both these experiences to scale up. The project will also intensively pilot its work
with 30 VHC and study the results before scaling it up.

Point to Ponder for USAID

1. TB programs worldwide are very structured and rigid which makes it difficult for
NGO partners to carve a role for themselves. Further the role carved is restricted
to some aspects, with no controls on other aspects of DOTS. However, DOTS
does not work until all five components come together. There is a need for future
project designs to envisage a larger and more active role for local missions and
TBCAP partners, to ensure that the factors outside the control of NGO partner can
be advocated at a higher level.

2. Consider incorporating an indicator pertaining to ‘“initial defaulters’. These are
people who approach care provider and are diagnosed to be sputum positive, but
are not put on treatment. This indicator can act as an indicator to assess quality of
service provision within the control of NGO.

Grantee’s Responses to MTE recommendations
Please see above

Action Plan
Please See Annex (E)

Note — Some generic and specific responses have already been noted above. The specific
action plan will cover more broad and cover other significant areas in the
recommendations as given by the consultant.



B) Assessment of the Progress — Technical Approach

The Mid Term Evaluation (MTE) MITRA project was carried out between 30 October
and 15 November 2007. The evaluation process included a Knowledge Practices and
Coverage (KPC) survey and a participatory qualitative analysis. It is important to note
while interpreting findings that while the sampling universe for the KPC was the entire
project area, the sampling for qualitative analysis was done in those areas where the
project has initiated activities.

1. Overview of the Project

CARE International Indonesia is working in four districts of Banten province, located on
the country's most populous island, Java: Tangerang district, Pandeglang district, Cilegon
City, and Tangerang City (large urban center), with the primary implementing partners -
Indonesia’s National Tuberculosis Program (NTP), KNCV (Royal Netherlands TB
Association), participating District Health Offices, primary government health centers
(Puskesmas with DOTS facility) and government/province planning board (BAPEDA).
The project will strengthen tuberculosis (TB) control efforts in these four districts of
Banten province, a USAID priority province. The project named MITRA — Membangun
Integrasi Program TB di Republik Indonesia (“Partners for TB control in Indonesia”)
falls in the “Tuberculosis” grant category and dedicates 100% of its resources to
improving TB control and treatment activities. The duration of the project is from
October 2005 to September 2009.

The project’s goal is to support the NTP in decreasing morbidity and mortality caused by
tuberculosis in the project population of 6,188,365; achieve 85% Case Detection Rate
(CDR); and maintain at least 88% Treatment Success Rate (TSR).

The project districts accounted for 68.6% of TB cases (all types) in the province and had
a CDR of 62.8% at the time of proposal design. The project aims to target 47,000 patients
in four years, out of which smear-positive or active pulmonary TB cases are expected to
be 19,667. About 807 communities are expected to benefit from the project’s
interventions.

At the time of DIP preparation it was found that the Cilegon district had exceeded
WHO/NTP and MITRA's end of project targets. Therefore, it was decided that activities
in Cilegon would focus more intensively on Private Provider and industry collaboration,
an intervention proposed under operations research. After deliberations with the ClI
team, the district MOH/ DOTS team, the provincial MOH/DOTS team, the KNCV
representative in Banten, the local USAID mission, and with USAID (Washington, DC)
approval, CARE added the Pandeglang district to its geographical working area.



Pandeglang was a larger district and did not have 100% DOTS coverage. Consequently it
was decided that the project will focus on the entire district with advocacy and capacity
building activities (the latter restricted to the Puskesmas staff) and community level
activities will be undertaken in 10 to 15 Puskesmas areas which had operational zed
DOTS strategy.

The project’s Strategic Objectives (SO) are:

1. To create sustainable community-based TB control structures
2. To strengthen the delivery capacity of the district and provincial TB program
3. To increase private sector participation in the TB program.

The project commits to addressing three (text in bold) of the five components of the
DOTS strategy: (1) Sustained political commitment; (2) Access to quality-assured TB
sputum microscopy; (3) Standardized short-course chemotherapy for all cases of TB
under proper case management conditions, including direct observation of
treatment; (4) Uninterrupted supply of quality-assured drugs; and (5) Recording and
reporting that enables outcome assessment.

2. Progress Report

This section describes the activities planned during the DIP under each Strategic
Obijectives; progress towards benchmarks; effectiveness of the interventions; successes;
constraints and recommendations. The progress on monitoring indicators is presented at
the end of this section so that ample perspective could be developed.

Important methodological note: KPC and NTP data are for the entire project area. The
qualitative evaluation is restricted to 25 Puskesmas areas where project has ongoing
activities.

2.1 Strategic Objective 1: To create sustainable community-based TB control
structures

2.1.a. Planned Activities and their Effectiveness

The objective of building sustainable community-based structures aims to improve TB
care seeking, treatment adherence and decrease default rates among the project
population. Baseline KPC surveys revealed that though more than 86% of the
respondents knew that TB is curable, only 31% could cite common symptoms of TB.
Further the barriers to achieving cessation of TB transmission were related to care
seeking. The project found that there are no dedicated sustainable structures for
promoting TB awareness, referring suspects, observing treatment; and that the linkages
between the community and the health facilities were weak especially in Cilegon city.
This was further compounded by care seeking through a chain of traditional healers and
private practitioners. Besides being expensive this delayed and worsened the patient’s
condition. MITRA aimed to address these constraints by improving community TB care



seeking behavior and providing support to patients to complete treatment through trained
cadre of observers and volunteers

The Strategic Objective one has the following output level objectives:
a) Build capacity of community-based organizations to implement TB control
activities
b) Build capacity of volunteer health workers to generate community awareness and
support TB patients and their families to fully participate in DOTS
¢) Use Behavior Change Communication (BCC) to increase the TB health-seeking
practices of the community.

In the first year, as described in the first annual report, CARE met with key stakeholders
and a decision was taken to initiate project activities in poor performing areas of each
district. The partners (CARE and local Ministry of Health officials) identified the poor
performing areas in each district based on criteria which included TB program data, staff
performance, availability of local NGO/CBO/FBOs, availability and capacity of health
kaders (volunteers at village level), number of TB patients detected (the TB dense
pockets), hard to reach populations (accessibility problems) and proportion of poor
people living in the area.

A scoring system was developed based on the above mentioned criteria and a total of 25
out of 107 project Puskesmas were selected for implementation in the first year, with the
distribution as follows: three (out of 8 in Cilegon), six (out of 30 which had DOTS in
Pandeglang), six (out of 25 in Tangerang city) and ten (out of 40 in Tangerang
Kabupaten).

While this was an excellent strategy to reach poor, vulnerable and marginalized
populations and provide them the benefit of four years of project implementation, the
project did not expand activities beyond these identified the 25 Puskesmas areas in the
second year of the project. This has resulted in the project falling behind schedule.

In each of the communities where the project has initiated activities, various volunteers
and Community Based Organizations (CBOs) have been identified. These include:

e Community Based Treatment Observers (CBTOs): Most CBTOs are better
educated family members who are expected to ensure that the patient consumes
the required medication. The CBTO also supports the patient by commuting to the
Puskesmas to collect drugs. Prior to project initiation CBTOs were only
supervised upon their visit to the Puskesmas, leading to drop outs and cessation of
treatment.

e Kaders: They are community members who provide voluntary support to the
activities at the Integrated Health Pots (Posyandus). Puskesmas build on the
availability of this structure and provide extension/outreach services through this
post every month. There are five to six Kaders in each Posyandu and one of them
has been designated as the TB Kader by the project.



e Bidan Desa: These are the village midwives who manage the community level
maternal and reproductive posts (Polindes). These Bidans also have practice
privately after the government duty hours. There are a smaller number of Bidans
who are exclusively in private practice. The system of private practice by Bidans
is more common in Pandeglang where there are very few doctor managed private
clinics. The project is currently working with the government Bidans at the
government Polindes, but not at their private practices. A larger proportion of
Bidans in private practice are the government Bidans.

e PKKs (Program Kesejahteraan Keluarga or Family Welfare Program) This is an
associations of women, cascading down from national level down to the street-
level. The head of each level is the wife of that level’s administrator for example -
President/Governor/Bupati/Camat/Village head/Sub-village head/Neighborhood
head/Street head. The members at the lower level however are all the women in
the street. This makes all women in Indonesia (in principle) a PKK member.
PKKSs have been traditionally involved in developmental activities.

e Religious groups Many religious congregations have been identified by the
project. The Koran recitation meetings (pengajian) are used as an opportunity to
interact with the community members.

e CBTO Coordinators MITRA has created a cadre of CBTO coordinators. They
are either Posyandu volunteers (Kaders) or are community volunteers (PKK
members, religious leaders and teachers). leaders, who regularly meet with them
to discuss constraints in treatment adherence and to provide appropriate advisory
support.

e Paguyuban TB Paguyuban in Bahasa means “a group of people with the same
interest or goals’. Paguyuban TB therefore is a group of ex patients, who get
together on TB days (for e.g. Monday/Wednesday) at Puskesmas and disseminate
TB related information. They form a support group as well to the patients
currently on treatment. There are four such groups in the project area. The first
was formed by the effort of Pulo Merak Puskesmas. Owing to its success three
more Paguyubans were formed. MITRA supports the activities of Paguyubans
and plans to facilitate expansion of these groups.

e Community Groups MITRA has facilitated the formation of community level
groups which consist of current and ex TB patients, their family members (many
of them are the treatments supporters), Kaders, and PKK members (a cascading
association of women led by wives of local administrators).

e Village Health Comittees These are village level institutions envisioned under
USAID’s Health Services Project in Tangerang District and by CARE’s BERSIH
Program (this is the USAID funded Development Assistance Program). The final
vision for this project is the formation of "Desa Siaga" or ‘alert villages' where
village health councils are able to intelligently monitor health issues in the
population both in an acute setting like influenza and a chronic setting like TB
and to be able to plan and prepare for both.

MITRA developed orientation material and training manual (which also includes sessions
on community mobilization and communication skills) and built the capacity of these
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identified individuals and groups to disseminate TB information; and support patients on
treatment.

However, the BCC strategy workshop which was to be carried out in the beginning of the
second year could not take place because the selected consultant was unable to deliver on
the contract. A new consultant has been identified, a draft BCC document has been
developed prior to the mid term evaluation and a BCC workshop is expected by February
2008. This document has been informed by the NTP’s Advocacy, Social Mobilization
and Communication (ASMC) strategy and outlines desired behaviors expected from
patients, communities and providers. Project has also identified available IEC material.
However these material require adaptation as they are verbose, need more illustrations
and Sundanese language inputs (one third of project population speaks the Sundanese
language).

2.1.b. Knowledge and Treatment Seeking Practices

Although there has been an absence of a clear and written BCC strategy and dearth of
IEC material (project has not made available materials to volunteers, providers and health
centers), the project has been training its volunteers to disseminate TB messages with
some success.

Table 1. Knowledge and Treatment Seeking Indicators for SO 1.

Output Indicators Baseline to Mid Term Comments
By the end of the project at There has been a significant
least 70% of the population can improvement in the knowledge
list 2 common symptoms of TB levels of the communities
regarding TB symptoms. Whether
31% to 50% this is entirely attributable to

MITRA’s interventions cannot be
commented upon. MITRA
currently covers 25 Puskesmas
areas out of the 107 in the project
area. Furthermore NTP ran a mass
media campaign between March
and May this year.

This increase though not
statistically significant should be
seen in the light of the fact that it
was already high at baseline,
making it difficult to reach
significant increase.

By the end of the project at
100% of the population knows 87% to 94%
that TB is curable

100% increase (from 30% to This is a repetition of the above
60%) in knowledge of two indicators and should be
symptoms of TB and its deleted hereafter.

curability in the community

At least 20% increase in the Total sputum positive The indicator has not been worded
number of TB suspects from cases detected n four appropriately. It should either read
6,560 in 2005 to 7,800 by project districts: ‘20% increase in new sputum

11




September 2009 combined for
the 4 districts. (total number of
TB suspects registered in the
project area in year 4 or
2009/total number of TB
suspects registered in the
project area in year 1 or 2005 )

source- Provincial NTP
reports, Oct 07

2005: 4137

2006: 4487

2007: 2489 (Q2)
Total patients
suspected of TB
2005: 27,953
2006: 35,332
2007: 26,161 (Q2)

positive patients put on treatment
or registered from year one to year
four /

OR

20% increase in humber of
suspected TB patients reaching or
investigated by Puskesmas.

If it is the latter then there has been
tremendous progress. Patients
approaching Puskesmas and being
investigated for TB has increased
26% between 2005 and 2006.
There is an 87% increase in this
number when Q2 2007 data is
extrapolated for the whole year.
This phenomenon of more people
seeking TB diagnostic care from
the Puskesmas has not translated
into increased CDRs* except in
Pandeglang district. However,
since MITRA works in only 25 of
the 107 Puskesmas areas, results
cannot be attributed solely to
project.

*CDR and other TB indicators are
described under quality assurance
section.

2.1.c. KPC Findings

A Knowledge Practice and Coverage (KPC) survey using the 30 x 10 cluster sampling
technique was carried out parallel to the qualitative evaluation. Enumerators gathered
information from 330 (age greater than 17 years) respondents and the survey covered

1629 household members.

Some of the key findings are detailed in table number 2.

Table 2: Key TB Knowledge Indicators in the Community

Variable Baseline MTE Other
(2005) (2007) Sources*

Has heard about TB disease Not asked 88.2% 92.4%
Knows that TB is curable 86.5% 93.7% 88.2%
Aware of TB symptoms” 30.8% 50% 24.8%
How is TB transmitted? *

Cough & Sneeze 37% 44% 51.1%
Touching of patient 8% 8% | Not Available
Transmitted through food 22% 11% 62.6%
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Sharing of utensils - 36% | Not Available
Sexual Intercourse 0.6% 2% Not Available
Others 9% 21% 15.6%
Don’t Know 21% Not Available

*TB prevalence survey 2004 (NIHRD - Indonesia MOH);

+MITRA (as does the national survey) defines it as productive cough > 3 weeks as the symptom;

# Difficult to compare as TB prevalence survey classifies responses as fully correct, not fully correct and incorrect.
KPC does not clarify how many respondents mentioned only the correct answer (exposure to sputum - cough or sneeze)

The findings suggest that there have been positive changes in the knowledge level of the
community with regards to certain key information points on TB especially their
knowledge regards common symptoms of TB.

About 12% household members were reported to have productive cough suggesting
continuing higher prevalence of TB. Whereas the 2004 TB prevalence survey in
Indonesia found that 7.7% respondents (in Java-Bali area) had either cough for more than
a month or hemoptysis.

2.1.d Qualitative Evaluation Findings

1) Knowledge

The qualitative evaluation teams found that most of the patients and community members
knew about TB. They knew that TB is a disease and that it is curable. Many cited
prolonged cough, fever and loss of weight as the symptoms of TB. Although most
thought that TB spread through exposure to cough, they also thought that TB could be
spread through sharing food with the patients. While patients knew that they had to cover
their mouths while coughing; and dispose sputum hygienically to prevent the spread of
TB; community members in addition to the above mentioned good air and nutrition as
means of preventing TB.

Both patients and community members knew that drugs had to be taken regularly for
periods between six to eight months. Although most respondents had heard of HIV, only
one or two could explain the relationship between HIV and TB. Again very few had
heard of MDR TB.

Patients reported getting TB messages from television, radio jingles, through Kaders and
in Koran recitation meetings. Very few reported seeing any material other than leaflets
and they saw flipcharts during meetings conducted by MITRA staff. Patients said they
did not receive much information at the Puskesmas and had rarely seen IEC material in
these centers.

2) Treatment Seeking Behavior

Most patients reported going to the Puskesmas for treatment following four to five weeks
of symptoms. This is perhaps because project works in the poorer communities of the
districts (prioritized project areas for the first year of implementation). Some of them
however, though they claimed that they could not afford it, preferred using the services at
private clinic as they believe that the drugs provided by the private provider are better in
quality. Very few people reported going to the traditional healer (Dukun) first as they
were closer and cheaper. Interestingly most focus group members said that more or equal
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numbers of women as compared to men suffer from TB. However there were no
differences in treatment seeking behaviors between the two sexes.

Many focus group members reported having undergone sputum tests for diagnosis, but
could not specifically mention the details of follow up sputum test requirements. Many
reported having undergone X-Ray examination as well. Patients spend nearly four to five
US dollars for an X-Ray examination. The expense for the trip to Puskesmas was also
stated as being prohibitive. In addition patients pay a registration fee at the Puskesmas, a
nominal amount of USD 0.30. However, focus group members in Jatiuwung Puskesmas
area (Tangerang city) reported paying for drugs as well. No other focus group reported
paying money for drugs and everyone was aware that the drugs are provided free of cost
in the Puskesmas.

Although the population in the project districts has grown on an average by 2% annually,
the proportion of patients approaching Puskesmas and being investigated for TB has
increased tremendously — 26% increase between 2005 and 2006. Extrapolating from data
for the first two quarters of 2007, this increase in 2007 would be 48% over 2006. This
phenomenon of more people seeking TB diagnostic care from the Puskesmas has not
translated into increased CDRs except in Pandeglang district (detailed in quality
assurance section). However, as MITRA works in 25 out of 107 Puskesmas areas, this
cannot be attributed to project efforts alone.

3) Treatment Adherence

Most patients reported receiving ample support from their CBTO (who is generally a
family member) and from the CBTO coordinator or Kader. The supporters were credited
with inspiring the patients to consume drugs, accompany them to the Puskesmas and at
times bring back drugs from the Puskesmas. Many forms of incentives are available to
the patients for adhering to and completing treatment. These range from food (noodles
and rice from WFP in Tangerang city) to transport cost reimbursement (in Cilegon city).
These were much appreciated by the patients. The project is committed to carrying out
operations research on the impact of existing enablers/incentives on CDR and TSR,
however, this has not been carried out as yet.

“I must not stop taking medication; if | do then I will have start all over again.””-Patient
in Kota Tangerang area

There is a huge demand for treatment centers closer to the community; the prohibitive
expenses of seeking treatment being one of the two main reasons for discontinuing
treatment. Patients suggested that the CBTO coordinator or the Kaders should stock the
drugs so as to facilitate adherence and completion of treatment. The other most
commonly cited barrier to treatment adherence was side effects. Patients have to
approach the TB staff in the Puskesmas to resolve side effects related issues and many
times stop the intake of medicines without approaching the doctor. The trainings for
CBTOs and their coordinators include sessions on familiarity of side effects. However,
they need to refer patients to the Puskesmas for further management for all the side
effects except discoloration of urine caused by Rifampicin.

4) Stigma
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Most patients did not perceive any overt stigma from the community members and felt
they were treated no differently because of their tubercular status. Community members
however said that there was a subtle stigma attached to being a tuberculosis patient and
some admitted that if they were to get the disease they would hide the fact from others.
This however did not seem to affect treatment seeking among the community.

“TB can be spread via plates, glasses and spoon and by using shirts of the patients”
Community member, Labuan Puskesmas area, Padeglang

5) Pediatric TB

There were at least one or two care takers of pediatric patients in each FGD group.
Children who are in close contact with a patient; have a family member who is a patient;
or are malnourished (under the -‘red line’- of for underweight) were found to be referred
to the Puskesmas for diagnosis and treatment by Posyandus. An unusual finding was a
child aged four years, who was found to be on treatment for the last three years according
to the grandmother. The reasons for this prolonged treatment need to be investigated
further by MITRA. Some of the Puskesmas were found to have more pediatric cases than
adult cases, raising the question of over diagnosis. This is further discussed in the section
pertaining to health facilities.

2.1.e  Community Based Structures and Individuals

The variety of community based structures identified by MITRA was detailed in the
previous section. Progress made against monitoring indicators is presented in Table 3.
MITRA has identified and trained 956 kaders, 471 CBTOs and 152 CBTO coordinators
in the project area. It should be noted here that many of the CBTO coordinators are
Kaders. While the first two categories (Kaders and CBTOs) have been given one day
orientation in DOTS, the latter (CBTO coordinators have undergone a training of trainers
for 3 days.

Table 3. Indicators to measure performance of community based structures

PERFORMANCE OCT 05 TO SEP-07 COMMENTS
INDICATORS

At least 1,284 (25%) of 113 posts in 26 The qualitative evaluation team
village based institutions like | villages, 6 sub-districts | found that Posyandu Kaders

the integrated nutrition and (volunteers) were well trained and
health posts - Posyandus were disseminating messages to the
(total number 5,136) in community. There are 5-6 Kaders in
project area are disseminating each Posyandu. One of these has
TB information. been trained as a TB Kader. These

Kaders were actively referring
suspected patients to the Puskemas
for diagnosis; and supporting
patients to complete treatment.
However they did not have any IEC
material available to aid their
counseling and group discussion
sessions.
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At least 710 (15%) of all
places of worship (total
number 4,736) in project area
communicate monthly
message on TB/DOTS

24 religious groups
(places of worship) in
21 villages, 14 sub-
districts

The Kaders and CBTOs trained by
the project were found to be taking
the lead in utilizing the Koran
recitation meetings for discussing
TB related messages. Project
monitoring reports however do not
capture the number of such meetings
conducted or the issues identified
and resolved. Again due to overall
lack of IEC material in the area,
these meetings were found to be
relying on group discussions as
means of communication.

At least 285 (30%) of (total
number of 953 midwives)
especially those (Bidan Desa)
who work at village maternal
and reproductive health
centers at (Polindes) and
other identified village health
center workers, oriented or
trained on DOTS

134 midwives in 22
health centers
(Puskesmas) areas

Trained Bidan Desa were actively
disseminating the messages,
referring suspected patients,
specially those malnourished
children who were not improving
despite nutritional interventions.
Communities were found to have
more Bidans than those posted at the
polindes. These Bidans have private
practices and are expected to be
seeing suspected TB patients, due to
their close proximity to the
community, especially in
Pandeglang, which does not have
any private clinics. Project has an
opportunity to bring these Bidans
into the fold of DOTS.

By the end of the project, at
least one new village
committee or existing CBO in
each selected project area
(Puskesmas level) has the
capacity to organize the
community to implement
community-based TB control
activities

Need to revisit this
indicator. Please see

comments for reasons.

CBOs at community level include
the Posyandus. Therefore this
indicator subsumes the first indicator
in this table. Other CBOs available
in MITRA area are: Polindes,
Paguyuban, PKK, Health
Committees and local governments.
MITRA actively involves local
governments at village (in rural areas
- Desa) and Ward (in urban areas -
Kelurahan) level. Members of Desa
and Kelurahan developmental
agencies have been oriented to
DOTS and TB control issues.

PKKSs have been oriented and trained
by MITRA and are actively
participating in disseminating TB
information and supporting patients.
Very few village health committees
(under the HSP program) have been
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formed and recently, hence MITRA
has not been able to intervene to the
desired extent here. However,
MITRA has involved health
committees formed under CARE’s
BERSIH project.

MTE teams met with various cadres of community level volunteers and groups and
through focus groups tried to understand their roles and capacities. All volunteers were
found to have good knowledge of TB, its cause, modes of spread, modes of prevention
and importance of regular and completed treatment. They were found to be actively
supporting patients — accompanying them to Puskesmas, following up on the regularity of
treatment, preventing default and ensuring treatment is completed. They were cognizant
of the side effects and were found to be referring the patients to the Puskesmas for
appropriate interventions. Detailed sessions on side effects and the actions needed to be
taken formed a part of trainings of the volunteers who act as CBTO coordinators.

Different districts have different incentive systems and some involve incentives to the
CBTOs and volunteers as well. These come in the form of transportation charges or food
packets. As described before very few CBTOs or volunteers have IEC material which
affects the quality of their communication, especially with a new audience. Most
volunteers were found to be well connected to the Puskesmas. This coordination between
community volunteers and the Puskesmas have the scope for improvement from the
perspective of Puskesmas and should be structured for measuring the sustainability of
efforts.

Most awareness sessions in the community are held at the Posyandus. These are the
integrated nutrition and health posts at community level. While the set up of the
Posyandu and its monthly gatherings provides an opportunity in terms of attendance by
community members, the Kaders are busy with growth monitoring and immunization
activities at the same time.

The presence of trained community volunteers means that a suspected patient will receive
appropriate advice; however, the possibility of having a regular dissemination of TB
information through this post needs to be measured. The project assumes that TB
information will be shared with the community but is not currently monitoring outputs
from the community volunteers to ascertain this. Simple formats were developed in Jan
2007 for this purpose but have not been utilized as yet. The project team informs that all
FOs have been familiarized with the formats as of August 2007.

The volunteers are utilizing various community gatherings (for instance - Koran
recitations meetings) to talk about TB. Further owing to the fact that they belong to the
community, they are accessible to suspected patients and are aware of local patients on
treatment.

MITRA has facilitated the formation of community level groups which consist of current
and ex TB patients, their family members (many of them are the treatments supporters),
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Kaders, and PKK members (association of wives of local leaders). Four such groups have
been formed in Pandeglang (3, of which one is a TB post, discussed in detail in the next
section) and Tangerang district (1). The need for the association emanated from the lack
of any cohesive community structures dedicated to TB. These associations meet monthly
and discuss problems associated with treatment and TB related information. The Kader
utilizes the opportunity to follow up on current patients and discuss support requirements.
This also provides an opportunity for the Kader to learn about any community member
who has been suffering from a prolonged cough or is suspected of having TB. The
participation of the PKKSs provides the issue of TB a developmental platform.

In addition MITRA built on the existence of Paguyuban TB in Cilegon. This Paguyuban
first formed in by the Pulo Merak Puskesmas has done exemplary work in supporting
patients visiting the centers. Members get together on TB days (eg. Monday/Wednesday)
at Puskesmas and disseminate TB related information. They have been active in TB day
campaigns and recently have been registered as a Community Based Organization (CBO)
and acknowledged by the local government at the sub-district level. Owing to its success,
MITRA facilitated the formation of four (three in Cilegon and one in Tangerang City)
more Paguyubans in partnership with Dinkes. MITRA plans to facilitate expansion of
these groups.

These are excellent examples of community involvement in supporting TB treatment,
disseminating TB information and reducing stigma by opening up discussions. The
groups can be strengthened to take a greater responsibility for networking across the
community and expanding awareness activities.

MITRA has initiated collaboration with Village Health Committees (VHC) formed under
USAID’s HSP and managed by Tangerang and Pandeglang District Dinkes and VHC
formed by CARE’s BERSIH Program. MITRA has started by developing a set of training
modules (basically improving the existing CBTO-supervisor modules), which consists of
4 modules for DOTS and TB (diagnosis & treatment, monitoring patients),
communication skills for IEC, and community TB activities for the VHC members. So
far MITRA has worked with one VHC formed by HSP at Rawakidang village, Sukadiri
sub-district, Tangerang district. There are 12 VHCs in Tangerang district and 12 VHCs in
Serang district (which is outside MITRA working area).

Lack of IEC materials restricts the activities which can be undertaken currently and
absence of monitoring system has resulted in project’s inability to measure the outputs
and outcomes of such groups.

The rapid expansion of these groups with support from local NGO partners and
development of linkages between these groups and Puskesmas staff will ensure that
sustainable community level structures are available for continuing treatment support and
behavior change.
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2.1.f Recommendations

1. Expand activities to cover more than 25 Puskesmas areas. Sign MOU’s as

planned with able local NGO/CBO partners to achieve expansion

Build on successful experiences of community groups and Paguyubans.

3. Improve information sharing with Puskesmas through structured methods for
better utilization, monitoring and sustainability of strengthened community
structures and individuals.

4. Remove the indicator “100% increase (from 30% to 60%) in knowledge of
symptoms of TB and its curability in the community” as this is already captured
in two other indicators and is merely repetitive.

5. Rephrase indicator “at least 20% increase in the number of TB suspects from

6,560 in 2005 to 7,800 by September 2009 combined for the 4 districts.” — to read

“ at least 40% increase in number of suspected TB patients reaching or screened

by Puskesmas in four project districts from 27,953 in 2005 to 39,134 in 2009.”

Carry out the committed operations research on impact of incentives on CDR.

7. Follow up the identified child in Waliwis village and investigate the reasons for
continuing treatment even after three years.

8. Utilize the simple monitoring formats to measure outputs and outcomes of
CBTO/Volunteer activities.

no

S

Please note that the BCC related recommendations are covered under the BCC section.

2.2 Strategic Objective 2. To strengthen the delivery capacity of the district and
provincial TB program

2.2a Planned Activities

The key activities planned to achieve this objective include capacity building; and
coordination/advocacy for quality assurance (including drug availability and slide cross
checking). The capacity building activities were aimed at developing a cadre of CBTO
coordinators (called treatment observers supervisors in DIP) in selective geographical
areas of the project; in partnership with the Puskesmas create TB posts, which are closer
to the community; and train identified Puskesmas and Dinkes staff in DOTS. To ensure
that the components of DOTSs not addressed directly by the project (continued political
commitment and availability of quality assured, uninterrupted supply of drugs) and the
components of DOTS which the project chose to support without direct control of the
project (quality assured sputum examination for diagnosis), MITRA planned coordination
and advocacy activities. The MITRA plans include:

e ldentify and ascertain the reasons for high error rates; and train Puskesmas laboratory
technician who are not preparing the slides for regular cross checking

e Coordinate with KNCV/NTP to ensure availability of drugs, microscopic facility and
other infrastructural inputs into DOTS program
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e Participate in TB partners forum
e Regularly meet and discuss project issues with stakeholders at National level
¢ Identify and solve program problems with counterparts at provincial and district level

2.2.b Effectiveness of interventions - Development of New Cadre: CBTO
Coordinators

Table 4 Capacity Building of CBTO coordinators — Output Indicator for SO 2

Output Indicators Oct 05 to Sep-07 Comments

In identified poor 152 treatment MITRA has exceeded targets and has done

performing areas 100% observers’ well in developing the much required

PMO supervisors coordinators community component in the poor performing

(minimum number 100) | (Ssupervisors) areas. MITRA has identified one of the Kaders

receive training in to act as CBTO coordinator at each Posyandu

counseling and in the 25 poor performing Puskesmas areas,

supportive supervision where project was initiated. They have

skills received three days training on DOTS and
communication skills. The development of
this training manual received assistance from
CARE Atlanta’s health interns

The CBTO coordinators have an important role to play as most CBTOs are family
members although oriented to DOTS through MITRA efforts. The coordinators follow up
regularly on treatment adherence, sputum checks and problems, either through the
Posyandu meetings or through community visits. This is a good mechanism for providing
support to a TB patient, especially because current prevalence levels (even when they are
high) mean that there are only one or two patients in a community and it is resource
intensive to train one person in each community to act as a CBTO. The success of a
community member acting as a CBTO is further dependent on this person’s interest in
supporting the patient. A family member on the other hand is interested in the well being
of the patient and can be monitored through the mechanism of a CBTO coordinator who
has undergone in depth training. Furthermore the coordinator provides continuing support
and education to both the patients and the CBTO (family member).

“l wanted to stop treatment. | was very tired and depressed. | have been able to complete
my treatment owing to the support of the Kadre and my sister who is my treatment
observer.” — Patient in Waliwis Puskesmas area, Tangerang District

MITRA has done well in developing this cadre in poor performing areas. The

coordinators along with the CBTOs are creating community level awareness about TB
control as reported by the MTE team. Though MITRA has committed to this activity in
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poor performing areas, it should consider replicating this model across the project area,
even if on pilot basis and disseminate the success at Puskesmas and Dinkes level.

2.2.c Effectiveness of TB Posts

In addition to creating the cadre of CBTO coordinators, MITRA facilitated the formation
of TB posts. These are seven DOTS TB drug distribution posts of which three are active.
Six are established by MITRA and one by PKM. One TB post is in Kabupaten
Tangerang and the rest are in Pandeglang district. Once the patient is registered and drug
boxes requisitioned, the patient box is transferred to the TB post. The patients visits this
community based facility to consume and collect drugs. This strategy overcomes barriers
pertaining to transport costs and allows for closer monitoring of patients through trained
facility workers. The post is managed by a trained paramedic or the TB officer and is
open on scheduled days of the week. Some of the posts’ even help carry the sputum
samples of patients to the Puskesmas.

2.2.d: Effectiveness of Capacity Building at Puskesmas

Table 5. Progress on Puskesmas level Trainings — Output Indicators for SO 2

Output Indicators Oct 05 to Sep-07 Comments
100% of District TB Supervisors This indicator was included to
total number 5 (Wasor) are re- reflect a specific request made by
trained in TB DOTS Dinkes during DIP preparation.
programming However, later Dinkes requested
that CARE not carry out these
Nil trainings as they would be
conducted through Global Fund
to fight TB AIDS and Malaria
(GFTAM) budgets. These have
been however not carried out by
Dinkes owing to temporary
cessation of GFTAM funds.
100% of all doctors, nurses TB 37 doctors, 16 TB Similarly the project was not
officers, and laboratory officers, and 14 lab allowed to carry out planned one
technicians in 107 government technicians of 17 day orientations to additional
health centers (excluding those Puskesmas oriented to | Puskesmas staff. Project however,
who are already trained) DOTS through one day | trained a few before Dinkes
oriented/trained in TB DOTS workshops requested that CARE not to carry
these trainings.
75 (70%) of TB-Leprosy officer Because the Dinkes requested
in designated health centers Nil CARE not to implement these
(Puskesmas) are trained in DOTS trainings as they had commitment
from Global Funds.

21



It was intended that all DOTS staff (TB and Leprosy Officers) and other non-technical
staff in the Puskesmas and those in the periphery (Bidans and para medical staff) would
be oriented to DOTS through one day workshops. The inclusion of training indicators for
Doctors and Nurses means an intention to train them. MITRA, by increasing the number
of oriented personnel at each Puskesmas hopes to overcome the problem of frequent
transfers at the center. Having additional able staff also means that in the absence of the
TB officer, patients receive guidance and education. At the time of DIP, NTP had plans
to train doctors through NTP/WHO training modules. MITRA however incorporated
indicators to reflect that the doctors and the lab technicians would also be oriented to
DOTS. While orienting non-technical staff to DOTS ensures better referrals into the
DOTS, one-day orientation to doctors who may not have undergone the national 7-day
training does not build the capacity of technical staff to dispense medication, monitor
patients or help with reporting and does not ensure that DOTS programs continue
seamlessly when a trained staff is transferred. As the NTP clearly requested CARE to
refrain from the technical trainings for the Puskesmas staff, it is best to consider dropping
this indicator.

Besides, managing a DOTS program requires not only technical training but also
managerial capacities which were not envisioned as a part of capacity building strategy
during design of the project. A training needs assessment was carried out by MITRA in
collaboration with NTP and various medical/professional organizations (IDI, PDPI,
PPNI, IBI). However the needs assessment did not enquire into the managerial
capabilities of the providers. MITRA recognized this aspect and suggested to Provincial
Dinkes a 5day management supervision training for Wasors. This was rejected both by
the Province and Dinkes of Tangerang city because KNCV had done this training
throughout Banten from 2004 — 2006, and the Province was planning to hold refresher
trainings conducted by the NTP and funded by the Global Fund in 2007.

MTE teams found that there are issues pertaining to management of DOTS across the
Puskesmas and the Dinkes. The quantitative data for health facility assessments are
detailed in the Capacity Building section.

Drug Management: By the policy of NTP, no buffer stocks are held in the Puskesmas.
Drugs are requisitioned once the patient is registered. It takes a week to a month for the
drugs to arrive at the Puskesmas. Some Puskesmas were found to be dipping into
designated boxes of registered patients to treat newly registered patients, to overcome the
delay in receipt of drugs from the Dinkes. Most Puskesmas have not put patients on
Category Il as Streptomycin has not been easily been made available to them. According
to TB officers interviewed category Il patients are put on Category | drugs. Discussions
with Dinkes and Wasors revealed that there is a dearth of Streptomycin; however this was
not cross checked by the MTE team through a visit to warehouses. NTP at the national
level informed that drugs were indeed available and that no warehouse has seen stock
outs. NTP also informed that Puskesmas lacked the capacity to increase the CDR, do not
capture Category Il patients, hence do not requisition for the drugs which are evidently
available at the national/province level.

The delay in provision of drugs to a diagnosed patient can give rise to the possibility of
initial default — that patients default even before being put on treatment. This is being
recognized as one of the reasons for CDRs not increasing beyond a point in other parts of
the world. Although this point is being made in retrospect and was not investigated in the

22



field, this forms a good indicator of quality of services which the NGO has direct control
over.

IEC material: Similarly while IEC materials were found to be available at Dinkes, they
haven’t been requisitioned either by the Puskesmas or by MITRA. MTE teams did health
facility assessments in 26 out of the 107 Puskesmas across four project districts. Fifteen
out of the 26 Puskesmas visited did not have any IEC material on display.

Lab related issues: Lab reports continue to be late. Though more labs have started
reporting, not all labs submit reports on time. Some lab officers in Pandeglang Puskesmas
have not been trained and some are not analysts. Currently there is one trained sputum
analyst out of nine posted. Due to the high staff turnover of around 30% a year the
number of technicians that need to be trained remains high. Details of the lab
assessments carried out during the MTE are covered in the health facility assessment
section.

Pediatric cases: There seems to be a possibility of over diagnosis of pediatric cases. In
Puskesmas Jatiuwung, in Tangeran City, nearly one third of the patients on treatment
were children. There were 67 children on treatment against 46 Category | adults and 84
Category Il adults. A pediatric score card was launched nation wide through revised
NTP guidelines and these were released in Aug 2007 and have not gained familiarity in
the Puskesmas. It was expected that prior to the introduction of this score card (detailed
in the DIP) there would be a situation of over diagnosis.

Table 6 Performance Level Indicators for SO 2

Performance Indicators Oct 05 to Sep-07 Comments

Three of these have been created by
Zblst';'z""e?gjg gg”\fﬁﬁz OefSTB MITRA. MTE found that the fourth
P per g has been running for four years and
(community level), for 4TB in 4 vill . df h id p
example, at the sub-centers post in 4 villages | is managed from t_ e residence of a

N ! Puskesmas TB officer. MITRA has

midwife centers, and village .

actually created 7 TB posts of which
health posts .

three are active.

MITRA planned to work with 88
Puskesmas with lab facilities. While
the las assessments carried out
during the MTE revealed that 100%
labs visited kept slides for cross
checking and that these were picked
up by the Wasor, the provincial
level TB data reveals that except
Cilegon city, information for cross
checking of slides is not available
for all labs on a quarterly basis for
years between 2005 an 2007 (Q2).
However, the number of labs
sending slides for cross checking
has increased over the last two
years.

It is difficult to
conclude on this
indicator with the

available data. Please
see comments.

2.2 100% of Puskesmas (total
number 88*) had smear slides
for cross checking collected by
the District Wasors regularly

2.3 Special indicator for 25 of 34 (73.5%) At baseline 13 Puskesmas were
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Pandeglang district** 100% delivering DOTS services. This has
DOTS coverage (34 health increased at mid term. MITRA has
centers) contributed by orienting the
Puskesmas staff to DOTS and
formation of three TB posts.

Note: * Only 15 health centers in Pandeglang will be covered
** All other districts have 100% DOTS coverage

To enable the creation of TB posts across the project, and provide quality DOTS care
MITRA will need to consider building managerial capacities at Puskesmas level.

2.2.e  Advocacy Related Progress

Recognizing the need for comprehensive support for the five-pronged DOTS strategy, the
project committed to coordinating with all relevant stakeholders to identify, discuss and
bridge gaps in DOTS delivery at the provincial and district level. This intervention was to
ensure that issues like drug availability, diagnostic quality and training needs are
addressed as and when they affect the project. At the district level, the project and project
functionaries are to interact with the District Health Officer, who is responsible for all
medical and public health activities; and the Wasor who is responsible for the
organization of TB activities in the district. At the sub-district/health center (Puskesmas)
level CARE is to interact with a team of Medical Officer designate, lab Supervisor and
Treatment Observer Supervisors, to monitor the quality of the program, build capacity of
community partners, NGOs, and Private Practitioners, and implement treatment
activities, e.g. timely diagnosis of cases and supply-related issues. Some of the staffing
positions detailed above may or may not be present in all Puskesmas.

However, MITRA has not been able to resolve identified problems (detailed in previous
sections) through its coordination efforts.

Table 7 Advocacy related Output Indicators

Output Indicators Oct 05 to Sep-07 Comments

2.1 100% (4 per year) attendance The attendance at these meetings
of WHO-sponsored TB 8 meetings attended have not been utilized to
Partnership meetings at National successfully address the

level identified problems in DOTS
2.2 100% (2 per year) attendance implementation throughout the
of TB Partnerships meeting in 3 meetings attended | project area

District and Province level

2.3 At least one monitoring and
evaluation meeting in each year
attended by NTP, Province TB 2 meetings conducted
Team, District TB Team, KNCV,
and other TB partners
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It can be concluded that MITRA needs to rethink its capacity building strategy for the
Puskesmas staff and make a concerted effort to identify problems in a timely manner
seeking solutions at district, provincial and national level.

2.2f Recommendations

1. Build on success of CBTO coordinator capacity building strategy

2. Rethink the trainings that MITRA wants to give at Puskesmas level. Who will be

trained? What will be the content? How will this be done?

Drop the indicators pertaining to training of Puskesmas staff.

4. Consider managerial and leadership training for Puskesmas staff if NTP restarts
technical trainings for them through the latest round of GFTAM funding.

5. Jointly with Dinkes, investigate the use of recommended score cards for pediatric
diagnosis to identify reasons for over diagnosis and train providers to address the
situation (either through MITRA funded trainings or through NTP).

6. Through regular analysis of monitoring reports and field feedback, identify
drug/lab/reporting issues and advocate for resolutions at appropriate forums.
Advocate for resolution of issues related to sharing of drug boxes and
unavailability of streptomycin at provincial and national level.

w

2.3  Strategic Objective 3: To increase private sector participation in the TB
program.

2.3.a Planned Activities

Planned project activities to promote and improve participation of Private Practitioners
(PPs) are:

e In line with MOH and IDI (Indonesian Association of Doctors) strategy train PPs as
per International Standards for TB Care (ISTC)

e Regularly attend quarterly IDI meetings to enable enrollment of PPs into the training
program

e Provide the doctors with WHO/KNCV/NTP designed literature like, treatment
algorithms, disease diagnosis, classification and the treatment regimens in
information capsules in the form of flyers and posters.

e Link them with nearest government health center and support identification treatment
observers in the community.

e Facilitate reporting of patients and defaulters to health centers

e Strengthen capacity of health centers staff to partner; provide support in prompt
follow up on defaulters through community based treatments supporters and
volunteers.

e ldentify industrial clinics, orient them in ISTC, support implementation of DOTS and
promote TB BCC employees.
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2.3.b Effectiveness of Capacity Building for Private Providers

Table 8. Progress on Indicators for Private Participation

Output Indicators Oct 05 to Sep-07 Comments

At least 330 (30%) of 1,102 Project behind schedule.

Private Practitioners (physicians) PPs are oriented to ISTC guidelines.
receive International Standards of There is no training manual which
Tuberculosis Care (ISTC)/DOTS addresses issues ranging from
orientation technical protocols to how to partner

with Puskesmas and link with the
community. PPs await the second

27 round of trainings to enable their
linkages with the above-mentioned
partners. Furthermore PPs have
received copy of ISTC guidelines, but
have not received any handouts or
IEC materials.

Project has plans to incorporate these
in their upcoming workshops.

At least 125 private hospitals and Project behind schedule. Initial
clinics management team receive Nil interactions with hospital
ISTC/DOTS orientation managements have taken place.
Identify, orient and help Project behind schedule. Initial
implement in at least 20 industry Nil interactions have been held this year.

clinics on ISTC/DOTS

The MOH through NTP is highly committed to the involvement of PPs in providing
DOTS. District Dinkes have been organizing several training programs for both
individual practitioners and industry clinics/hospital staff. Tangerang Kabupaten Dinkes
officials informed the MTE team that the district had trained 80 PPs this year. However
there are constraints involved in enrolling the PPs. This year the Dinkes of Kota
Tangerang invited 150 PPs of whom 30 attended trainings and a mere 5 committed to
participating in DOTS. The orientation sessions take a day, which keeps the PPs away
from practice for a longer duration that they desire. KNCV has been using lunch sessions
for orienting PPs, an initiative which will perhaps overcome the problem of low
attendance in these trainngs.
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The Dinkes has introduced a Memorandum of Understanding (MOU) between committed
PPs and the MOH. This details the roles and responsibilities of both parties. While the
role of MOH/Dinkes/Puskesmas is to provide training, drugs for each registered patient,
IEC material and support with follow up of default patients; the role of PP is to report
each patient to the Puskesmas, also defaulters for follow up and retrieval and display IEC
material along with the fact that the drugs are free of cost.

Many of the PPs are government doctors who by law are allowed to practice after their
duty hours. These are the doctors who have been targeted first. MTE teams met trained
PPs, some with and some without these MOUs. All of them understand the importance of
DOTS in controlling TB and face problems with default retrievals. They feel the need for
support from the Puskesmas to link patients with treatment supporters and default
retrievals.

They also expect to receive IEC material from MITRA/MOH to promote BCC. Those
with MOUs also face a problem with delays in drug receipt. It takes them a week to
receive drugs from the Puskesmas following patient registration. This is because, as
described before even for patients treated in Puskesmas, drugs have to be requisitioned
from Dinkes, as per NTP policy.

“The General Practitioners understand DOTS — but we find it difficult to implement it.
We need cooperation of the community”” — Private doctor from Tangerang District

MOH has been able to successfully enroll some larger hospitals and industrial houses into
ISTC orientations.

Parallel to the MTE, MITRA held an orientation for PPs in Cilegon City. The interesting
aspect of these trainings were sessions on strengthening partnerships with Puskesmas and
through them with the community and modalities of managing reporting and default
retrieval.

2.3.c  Recommendations

e Since MOH has been training more private practitioners and has allocated budgets
for the purpose, MITRA can dove tail these efforts by providing quality
enhancing inputs — put together a training manual in consultation with IDI and
KNCV; help develop training sessions to include action plans, partnership
modalities, available community support; put together a kit of treatment
algorithms, ready reckoners, IEC material and handouts with information on
community/Puskesmas contacts.

e In collaboration with local Dinkes develop a simple monitoring format for issues
not covered by existing TB formats — support required, problems faced — which
can be used by the PP to communicate with the Dinkes and Puskesmas.

e Consider splitting the entire training into one hour lunch hour sessions to increase
the participation of PPs.

e PPs are willing to network with their peers. Utilize this willingness to enroll more
PPs.
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3.

Dovetail MOH relationship with hospitals and industrial clinics and offer to bring
on board the above-mentioned quality enhancing inputs.

Actively link up volunteers and CBTOs trained by MITRA with the PPs and the
Puskesmas.

Cross-cutting approaches

Some of the background information and analysis for this section has been covered in the
above sections. The following sections will build on them to avoid repetition.

3.1

Community Mobilization

Community mobilization activities

Strategic Objective one aims at creating new community based structures for TB
control. These structures and individuals are being enabled to generate awareness
and improved care seeking behavior in the community.

The project works by building the capacity of the existing volunteers
(Kaders/Bidans) and groups (religious and developmental — PKK) so as to
achieve continuing community conversations on TB control.

The Field Officers (FOs), having identified and trained these individuals and
groups, carry out planned discussions with community members either through
monthly Posyandu gatherings or through Koran recitation meetings. Each meeting
is supported by MITRA through provision of refreshments, commuting expenses
to the Kader and training material (which may include copies of training manuals
for CBTOs and IEC material).

Most of the meetings are led by the FOs and it is assumed that some are organized
by the active Kaders/PKK members; however, this cannot be quantified as project
monitoring data does not measure outputs of volunteers.

Community response to BCC activities

FGDs with community members revealed that they are aware of TB and most
believe that TB is curable. Communities could list important symptoms of TB
(prolonged cough, blood in cough, fever, weight loss, lymph node enlargement).
However, they expressed ignorance about the connection between HIV and TB
and had never heard of MDR TB. Many misconceptions continue to exist about
how TB spreads. Although most cite exposure to cough or sneeze (key message in
the MITRA training modules) as one of the means, they also list, sharing utensils
and sexual contact as means of spread. There is also a perception that severely
malnourished children may have TB, which while partially correct, may be the
cause for exceptionally high pediatric cases registered in the Puskesmas. Most
admitted to going to Puskesmas as a first resort for treatment since MITRA works
in poorer communities.
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3.11

Focus groups in communities admitted to stigmatizing behavior towards patients,
though interestingly the patients did not perceive this as stigma. Community
members admitted to avoiding close contact with the patient, talking, sharing
utensils and not inviting them to community gatherings.

Some respondents expressed problems with the time consuming process of
seeking treatment in the Puskesmas. More members reported X-ray as means of
diagnosis as compared to sputum analysis, which reflects the continuing use of X-
rays for diagnosis in private and perhaps public sector. This is important because
of the cost implication of x-ray examination to the patient.

Most focus groups consisted of family members of TB patients, which may be the
reason for the similarity in knowledge and perceptions. MTE teams also met with
religious and community leaders and found similar findings. They also shared
information about support provided to TB patients (transport charges, food
incentives, forum for discussion of TB related information).

The effort of Paguyuban, discussed in earlier sections, is commendable and is an
excellent example of community participation in supporting TB treatment.
Currently five such groups exist, one in Tangerang district and four in Cilegon.
MITRA'’s plans to facilitate the formation and strengthening of more such
associations will indeed benefit the community and help improve quality of
services in Puskesmas.

Similarly community based groups of ex and current TB patients; Kaders, CBTOs
and their coordinators, PKK members and community members is yet another
example of mobilized community efforts.

MITRA has initiated activities with village health committees formed under the
USAID’s HSP and CARE’s BERSIH programs. There is a scope for expansion
of TB control activities wherever these structures are available.

It can be concluded that more people in the community are now aware and
mobilized to support TB control activities, albeit the numbers of these groups are
small and not across the entire project area. Misconceptions exist which need to
be addressed through robust BCC interventions.

Recommendations

1. Expand activities to cover all project areas. Build on the success of
Paguyubans and community groups.

2. Sign MOUs with identified able local NGO/CBO partners to ensure transfer
of expertise and expansion of activities.

3. Plan to withdraw support to mature groups and develop simple monitoring
formats to measure the outputs and outcomes of community activities.
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3.2 Communication for Behavior Change
3.2.1 BCC Strategy

During the DIP process MITRA presented the key desired behaviors pertaining to TB
control and the audience to be addressed through these messages. The BCC workshop
along with finalization of a BCC strategy document was slated for October 2006.
However, this was however not carried out as planned. A draft BCC strategy document
was ready in time for the mid term evaluation and is attached with this report. This draft
document is informed by and is in line with the NTP’s Advocacy, Communication and
Social Mobilization Strategy (ACSM). MITRA has collated available IEC material
(leaflets, brochures, flipcharts, posters, CDs of movies and radio jingles etc). These
require adaptation as most of the print material is verbose and may not suit the
requirements of the largely semi literate and illiterate community. Furthermore, the
language used in these tools is Indonesian and is deemed quiet formal. The project
communities mostly speak and understand the Sundanese language and have expressed a
need for more informal content.

3.2.2 Project’s BCC Activities

Community level

In the absence of a BCC strategy document, the project staff have been using messages
detailed in the DIP document; training manual for volunteers; and those presented
through the NTP/PCI’s IEC material to communicate TB messages to the communities.

Flip charts published by PCI’s TB project in Indonesia were identified as one of the key
tools of communication. These are being used by the FOs. These were not reproduced
pending the conduct of the BCC workshop. MITRA received another set of flipcharts
from Persatuan Pemberantasan Tuberkulosis Indonesia (PPTI -The Indonesian TB
Association). Nine of these flipcharts have been given to the volunteers trained by
MITRA. The project received 200 additional copies of these flipcharts in June 2007,
which were not distributed as they required amendments and adoption. These were not
reproduced by MITRA and distributed to all volunteers and groups across the project
communities. Furthermore, Dinkes staff informed the evaluation team members that they
had ample stocks of IEC material, although these are distributed to the Puskesmas only
when requisitioned. Most Puskesmas which were visited during the MTE had very few
communication materials available in stock. MITRA has not made any attempt to utilize
and disseminate the material available with the district Dinkes.
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“When | counsel patients without BCC aids its like giving food without the sauce” -
Health officer at Bojong Puskesmas in Padeglang

The current communication activities do not include messages pertaining to side effects
link between HIV and TB and MDR TB.

MOH level

Advocacy at Puskesmas, Dinkes and Provincial MOH level is done through
monthly/quarterly meetings. DIP committed to the formation of a provincial coordinating
committee with participation from relevant stakeholders like MOH, KNCV, HSP
(USAID) MITRA, IDI/IDAI, District MOH representatives and Industry representatives.
However this has not been formed and these meetings are attended by MOH officials and
MITRA staff. Most meetings at the Puskesmas and district levels are led by mostly by
Field Officers (FOs) and sometimes by Trainings Coordinators. Though monitoring visits
and routine interaction at Puskesmas level may be carried out either by the FO or the
Training Coordinator; protocol and culture in Indonesia demand that the interaction and
problem-solving meetings at Dinkes are attended by the Project Manager. Although the
FOs seem to manage the relationship well, they expressed the need for further support
from their superiors.

Private Practitioners

Project has been training Private Providers in the DOTS strategy but has not supported
them with the provision of IEC material. This was one of the supports requested by the
doctors interviewed by the MTE team. There is no articulated strategy to advocate and
expand participation of private practitioners in the DOTS program. The key barrier as
expressed by the project is the lack of government systems to deal with the integration of
PP and DOTS.

3.2.3 IEC Efforts by Other Stakeholders

In addition to having an ACSM working group (members include: NTP, WHO, KNCV
and Koalisi untuk Indonesia Sehat or Coalition for a Healthy Indonesia (KulS —a local
NGO), NTP has a developed a strategy for national mass media campaign and launched it
on the world TB day this year. The campaigns ran between March and mid May and had
to be discontinued due to the cessation of Global Funds. A variety of IEC tools were
developed for this campaign — radio shows, jingles (based on the popular dangdut form
of dance and song style), TV ads, posters for public and for Puskesmas, and health
seminars. Project areas had the benefit of these campaigns as well.

WHO in partnership with NTP has developed a Health Care Provider Communication Kit
which was designed by JHU CCP.
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A local Muslim Charity Organization (Dompet Dhuafa) hosted a biking event to generate
awareness about TB during the World TB day celebrations this year, which received
ample media coverage.

3.2.4 Measuring BCC Outcomes

Project captures ‘proportion of population who are aware of at least two symptoms of TB
and know that TB is curable’ at baseline, mid term and end line. Project management
information system captures number of community based organizations actively
undertaking TB activities along with dissemination of information. Further it utilizes the
monthly reports from Puskesmas to quantify the number of suspected TB cases seeking
care, on treatment and completing treatment. However, MITRA does not collect any data
to quantify number and coverage of BCC activities.

3.25 Recommendations

1. Conduct a workshop of all key stakeholders to finalize the draft BCC strategy

2. Quickly adapt, produce and disseminate IEC material to community based
partners and Puskesmas.

3. Include messages on side effects, HIV — TB linkages and MDR TB to the
appropriate extent. Address some of the identified misconceptions about TB
(using same utensils will cause TB, TB is sexually transmitted, TB patient should
be isolated) which generate stigma.

4. Build capacity of the partners to use the material.

Develop monitoring formats to quantify coverage with the tools and measure

effectiveness.

Partner with identified local NGOs to support BCC activities in the community

7. Develop an IEC kit for the private providers who have partnered with MITRA
and the DOTS program

8. Ultilize project monitoring data and NTP data to share, identify problems and
resolve them at Puskesmas, district, province and national level

9. Actively coordinate with NTP to be informed by and be able to contribute to the
national ACSM activities.

o

S

3.3. Capacity Building Approach

3.3.1 Strengthening the Grantee Organization

There has been substantial capacity building of the grantee organizations at all levels.

In the field
e The FOs and TC have received the standard DOTS TB training for one week.
e Some of the FOs and TC were also trained in qualitative data gathering and
analysis for the DOTS drop out study carried out in Banten Province.
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The project staff underwent a training of trainers’ course for DOTS TB.

Staff have also undergone exposure to specific trainings, like orientation
training of PPs, MOH doctors, nursing staff and bidans and training of health
post staff.

MITRA staff have been exposed during baseline and MT to qualitative and
quantitative data gathering methods like FGD, IDI and KPC and its synthesis
and reporting.

The PM underwent a CORE organized workshop for DOTS TB managers in
2006.

A TC participated and shared MITRA work with the rest of the CARE CS
team in 2007.

In short the staff has benefited and learned about public health project implementation
in general and DOTS TB in particular. The staff trainings are slightly behind
schedule.

At the HQ in Atlanta
The backstop for HQ is a co-chairman for the TB working group in CORE and that
relationship has enhanced capacities on either side.

The use of Elluminate was encouraged by CORE. The TB working group was
led in its very first presentation on Elluminate by the CARE HQ TB backstop
person, and now this has become a standard practice for the CORE -TB

group.

A web course was designed for CBTO and shared with larger CORE TB
group members and its on the CORE TB-Working group web site and is open
to use by any PVO working on DOTS TB.

The new TRM for TB was updated through efforts of the CSTS+ and CORE
TB working group and the final editing was done by the backstop person from
CARE HQ inAtlanta. Sections on XDR were included for the first time and
section on MDR was updated.

In 2007, CARE presented a paper on training of CBTOs in Banten province at
TB-ETN hosted by CDC.

CARE HQ benefited from

Attending nearly all subsequent Elluminate sessions with the CORE TB
working group which has greatly enhanced the knowledge of HQ.

A proposal written by CORE — TB working group as a joint bid for WHO for
evaluation of DOTS TB programs was a very good experience to build
capacity on writing joint bids.
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e Through CORE TB working group sharing experiences of ACSM between
different PVVOs, documentation and finally a representation by CORE at WHO
STOP TB platform was enriching.

e Finally, the CORE-TB working group hosted a best practices and lessons
learned workshop for the USAID TB PVO community. CARE HQ benefited
from this exposure.

The project has increased capacities in Cll and HQs on DOTS-TB project
implementation and management. The project is influencing work on TB in Banten
Province and the CORE-TB working group to some extent.

3.3.2 Strengthening Local Partner Organizations

MITRA partners with the government, private health care practitioners and the
community based organizations for TB control.

a MOH and NTP

The main partner for this project is the MOH and NTP program at Puskesmas, Dinkes
and Provincial Level.

The NTP, launched in 1979, is delivered through a well designed organization
framework, which has been detailed in the DIP. The district level health services are
regarded as the basic unit for TB control in the country. Microscopic facilities for TB
control are available at the district hospital, microscopic health centers and independent
health centers. Treatment services are provided at all these facilities. The treatment
register for the entire district is maintained by the tuberculosis officer or the district TB
coordinator called "Wasor", who regularly visits all facilities to collect data, collate and
report treatment and notification outcomes. The Wasor also ensures communication
between various facilities and ensures drug supplies.

In a recent policy, following suspension of GFTAM funds, drug boxes are made available
to Puskesmas by the Dinkes upon registration of the patient. Puskesmas send a request to
Dinkes with the sputum and investigation reports of the patient. It takes between a week
to a month (quicker in the two cities) to receive the drugs from the Dinkes. Drugs are
stocked in the warehouses at Dinkes, Provincial level and National level.

The reporting is through sets of structured formats. These formats flow from Puskesmas
and labs to Dinkes and Provinces — finally collated at national level.
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NTP is highly committed to private — public partnerships and in project districts has been
able to forge partnerships with PPs and hospitals. Dinkes coverage of private providers in
project areas with trainings is far more than that of the project.

The support envisioned from MOH/NTP in MITRA is to provide diagnostic and drug
logistics support, human resources for TB control along with continued political
commitment.

MITRA committed to building the capacity of additional non-technical staff (those not
covered by planned NTP trainings) to increase the depth of TB capacity at Puskesmas
level. Furthermore MITRA, through active coordination and advocacy forums, planned to
support monitoring, problems identification and resolution at all levels.

At the beginning of the project MITRA conducted training needs assessments of
Puskesmas staff members; however this was restricted to technical areas. Opportunities
for informal assessments which could have been possible through regular meetings and
project monitoring did not identify capacity of staff to adhere to technical guidelines (e.g.
use individual drug boxes) or managerial capacity at Dinkes (e.g. proactively manage
drug shortages at Puskesmas and Dinkes level). This failure to either identify or actively
support resolution resulted in findings already detailed in previous sections.

MITRA planned to orient Puskesmas staff to DOTS. However, following a few trainings
they were not given permission to train, as Dinkes expected to carry out these trainings
through global funds.

MTE teams observed 30 patient consultations (10 suspected and 20 on treatment) both
old and new) in all four districts to ascertain the quality of patient-provider interactions.
The tool for this observation was adapted from that used by PCI for their Tb project in
Mexico.

Some of the positive salient findings are as follow:

e Sputum tests were ordered for all suspected patients.

e X-rays were ordered for 12% of patients (those testing negative for sputum)

e Drugs were prescribed and dispensed appropriately to 20 patients on treatment

e Four patients were asked to get an HIV test done which indicates that there is
ample understating of the linkages between TB and HIV

Findings pertaining to education provided are:
e While 64% of patients received education about preventing transmission, about
33% received information about treatment adherence and side effects.

e TB testing of close contacts was discussed with 33% patients and follow up
instructions were given to 88% patients.
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MITRA has successfully (as described in previous sections) built the capacity of
peripheral MOH staff (those closer to the community — Kaders, Bidans and paramedics)
to address issues pertaining to TB control. Better coordination between these individuals
and the Puskesmas is required though to improve linkages between centers and
communities.

Challenges faced by the project include lack of local NGO or CBO partner to rapidly
expand these capacity building activities at community level; and inability to either
monitor or highlight identified quality issues discovered through monitoring in advocacy
forums.

b Private Practitioners

MITRA has partnered with 27 private practitioners in the project area. This was initiated
in June 2007. Capacity building has been so far limited to training. Although MITRA
plans to improve linkages of PPs with Puskesmas and the communities, this has not taken
place successfully. The trained providers await a second round of discussion with
MITRA to develop the aforesaid linkages. The training is actually an orientation to the
ISTC guidelines as no training manual has been developed. Further, as planned MITRA
has not provided PPs with any BCC material.

In a workshop for PPs held parallel to the MTE, these issues were identified and
addressed by the project and MITRA plans to focus on strengthening community linkages
support to trained PPs.

PPs are keen to partner with NTP, but would need clearly articulated roles and
responsibilities, provision of drugs from Puskesmas and support with follow up of
patients in the community. The MOUSs being signed between Dinkes and PPs addresses
most of these issues. MITRA could play a major role in strengthening linkages.

3.3.3 Strengthening Health Worker Performance

MITRA has identified and trained 956 kaders, 471 CBTOs and 152 CBTO coordinators
(all volunteer health workers) in the project area. Their performance and capabilities has
been discussed in previous sections. This aspect of the project has been effective in
providing community level information and services to the community. Further, MITRA
oriented 37 doctors, 16 TB officers, and 14 lab technicians of 17 Puskesmas in DOTS
through one day workshops.

3.3.4 Training
The training strategy has worked for the community based volunteers and workers. It did
not work for the Puskesmas staff primarily because few were given orientations before

they were stopped by the Dinkes as a result of the expected role of the global fund.
Progress against objectives has been discussed under SO 2 section.
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The training strategy for private providers has been discussed in detail under the SO 3
section. The project is behind schedule and needs to make recommended changes in its
training strategy for private providers.

3.3.5 Health Facilities Strengthening

The project committed to using COPE for enhancing delivery of quality services through
health facilities (Puskesmas). This was however not carried out. There are no new tools
for health facility assessment. The project collects NTP forms which include monitoring
supervisory visit formats of the Wasor. This has not been effectively utilized to identify
and resolve problems in a timely manner.

MITRA will need to focus on strengthening linkages between facilities and the
community further.

MTE teams carried out a health facility assessment and lab assessments. These were
carried out by the consultant, national facilitator, CARE Atlanta backstop and
Pandeglang Wasor using a checklist designed for the purpose.

Salient Findings of the Facility Assessments

e Total of 26 Puskesmas were assessed.

e On an average Puskesmas investigated 32 suspected TB patients in the last month,
excluding four Puskesmas who were found to be investigating 150-400 patients.

e Pediatric cases: Two of the twenty six centers visited had equal number of
children on treatment as adults.

e Barring three centers, all centers are able to register and hold positive patients

detected by them.

Consistency between number of doses on treatment card and the boxes: 58% .

96% of centers are making prompt house visits to retrieve defaulters.

In two centers drugs had crossed the date of expiry.

Half of the facilities received supervisory visit within the last three months; most

(90%) facilities received supervisory visits in the last five months. Feedbacks

provided include improvement of reporting, case finding, quality assurance of

slides and community outreach.

e More than half of the centers did not have in their stock TB registers, formats and
IEC material.

e Three out of 22 Puskesmas reported facing drug shortages for periods ranging
from one to three months.

Salient findings from Lab Assessments

e Total of 10 labs were assessed.

e All labs were found to have a separate designated place to operate from; had
standard operating procedures, lab registers, binocular microscopes and adequate
reagents, slides and other consumables.
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e Seven out of nine labs had a trained lab technician performing the sputum
examination. Almost all lab technicians met have been trained in the past two
years.

e 9 out of 10 labs kept slides and were reviewed by their supervisors. Slides for
internal quality analysis were maintained by all labs.

e All labs visited had received supervisory visits by their superior in the last one to

three months.

Reports of site evaluation by supervisor were present in eight labs

Most labs were disposing waste as per norm

One lab was performing culture and drug sensitivity tests.

Error rates of the reporting labs has been discussed under quality assurance

section

The primary problem concerns the management of drugs and other consumables. While
Dinkes and Puskesmas have made attempts (not all successful) to borrow drugs from
neighboring districts/centers (as reported in the in-depth interviews), their capacity to
foresee, negotiate and advocate needs to be built up by the project.

3.3.6 Recommendations

Some recommendations have been covered in the previous sections. Additional ones
include:

1. Build the capacity of Puskesmas and Dinkes in managerial and leadership aspects

2. Use monitoring data to foresee problems and coordinate efforts to find solutions.

3. Build capacity of Puskesmas staff to implement BCC interventions with support
from structures like Paguyuban

4. Advocate for development of linkages between TB-HIV programs, as Banten is
deemed as a high HIV prevalence area.

5. Use quarterly monitoring meetings to underline the need for using standardized
pediatric score cards. Assess the need for capacity building and advocate for
fulfilling the gaps in capacities.

3.4  Quality Assurance
3.4.1 Case Detection by Quality-Assured Sputum Smears Microscopy

Quality here is defined as: all laboratory technicians being trained; being supported with
provision of microscopes, reagents and equipment; and random sampling of sputum
slides for cross checking. MITRA committed to addressing the issue of quality checks for
sputum slides and timely reporting through trainings to lab technicians. MITRA was
however requested by the Provincial Health Department to not plan for these trainings as
they expected the trainings to be done by the GFTAM. The training matrix in DIP does
not describe any planned technical trainings for lab technicians. The lab technicians who
have 