MINISTRY OF PUBLIC HEALTH & SANITATION
Kenya

National Monitoring and Evaluation Plan

For
Division of Leprosy, Tuberculosis and other Lung Diseases (DLTLD)

DLTLD/MOPHS October, 2010



Acknowledgements:
The Division of Leprosy, Tuberculosis and Lung Disease (DLTLD) provided the framework
on which many stakeholders worked to develop a comprehensive national plan to monitor
the implementation of the national response to the control and prevention of Tuberculosis,
Leprosy and Lung Disease. Many individuals and organizations contributed immensely to the
development of this plan by providing time, technical expertise and finances. In particular
the following organizations deserve special mention and deeply felt thanks for their
contribution in the development of this strategic plan:

* Ministry of Public Health Sanitation (MOPHS)

* Ministry of Medical Services (MOMS)

* National HIV/AIDS and STI Control Programme ( NASCOP)

* World Health Organization (WHO)

* Tuberculosis Control Assistance Programme (TBCAP) - Kenya

* United States Agency for International Development (USAID)

* ICF MACRO International

* Royal Netherlands Tuberculosis Foundation (KNCV)

* International Medical Corps ( IMC)

* Management Sciences for Health (MSH)

* African Medical Research Foundation (AMREF)

* Malteser

* Programme for Appropriate Technology in Health (PATH)

* Kenya Association for the Prevention of Tuberculosis and Lung Disease (KAPTLD)

* Kenyatta National Hospital (KNH)

* Kenya AIDS NGOs Consortium (KANCO)

* Kenya Medical Research Institute (KEMRI)

* Medicin’s San Frontieres - France (MSF- France)

» Centers for Disease Control and Prevention (CDC)

* International Organization for Migration (IOM)

* Japanese Agency for Cooperation (JICA)

In addition the DLTLD wishes to acknowledge the individuals who participated in the
workshops which took place on May 5-8th, 2010, July 7-9t, 2010, and August 31st - September
4th, September 6th - 10th, and September 13th - 15th, The list of these individuals is provided in
Annex 1.

A core writing team synthesized the presentations and discussions of coordinated the
production of this Plan through an intensive 4 month period. This team consisted of: Hillary
Kipruto, Bernard Langat, Tara Fitzgerald, Kate Macintyre, Faith Ngari, Jane Ong’ango,
Jeremiah Chakaya, Peter Kimuu, Joel Kangangi and Joseph Sitienei.

Dr Joseph K Sitienei, MBChB, MPH, DIP

Director of Division of Leprosy, Tuberculosis and Lung Health
Division of Leprosy, Tuberculosis and Lung Health

September 2010



PREFACE

Kenya has made significant gains in its efforts to control and prevent Tuberculosis, Leprosy
and Lung Disease in the past few years, however much still needs to be done to ensure that
these diseases are controlled. With the coming into force of the new strategic plan 2011-2015
concerted efforts needs to be put together to adequately monitor the progress towards the set
milestones and targets.  This monitoring and evaluation plan builds on an integrated
approach to monitoring all the diseases the division is mandated to control and prevent and

leverages on the limited available resources.

This plan clearly identifies and defines all standard indicators that will be reported or
measured at national level, including baseline and targets for each indicator while clearly
indicating the measurement methods which are in line with the internationally acceptable
standards. As a move towards an integrated approach the plan describes existing systems in
place/plans to develop systems to collect data for measuring impact/outcome indicators and

programmatic indicators.

It important to note that DLTLD has been implementing and will continue to implement
sound policy and data driven interventions and how evaluations, reviews, survey,
surveillance, or special studies will be carried out has been clearly outlined including how
systematic collection, data quality assurance and analysis of data to make decisions will be

carried out.

Critical to sound monitoring and evaluation is the coordination mechanisms (including
management structures and roles which have been clearly defined in this plan while outline

for capacity building initiatives have been outlined.

The M&E unit within DLTLD is working towards putting in place systems to monitor and
evaluate programme activities and finances. The major challenge of this unit is to ensure
adequate monitoring for the rapidly growing programme. The whole programme focusing
on leprosy and tuberculosis has grown fast in the past 4 years, and the new management
requires this plan tto understand what is working and what is not working in the programme.
This M&E plan is designed to help the DLTLD improve management of the division and
information flow to the various stakeholders including the both ministries of Health, partners
and Tuberculosis international communities.

Dr. S. K. Sharif, MBS, MBChB, M. Med. DLSHTM, MSc.

Director of Public health and Sanitation

Ministry of Public Health and Sanitation
September, 2010
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CHAPTER1

1.0 INTRODUCTION:

This document presents the plan for monitoring and evaluating all the programmatic
activities undertaken by the Division of Leprosy, TB and Lung Disease in Kenya. Specifically,
it contains the basic elements of a standard DOTS and DOTS plus programme monitoring
effort (according to internationally recognized guidelines from global STOP TB partnership),
as well as specific monitoring needs for the Kenyan context and the DLTLD mandate. The
main aspects of evaluation of the program are focused on improving performance and
understanding the main strengths and weaknesses of the programme, but the Division is also
beginning to focus on areas of impact of different parts of the interventions to improve
efficiency and overall outcomes.

The basic logical framework for the M&E plan is given in Figure 1, and is adapted from the
international standard logical framework for M&E of Tuberculosis programs. After the
presentation of this figure and a brief description of the Division and its organization, the rest
of the document contains 7 sections. These sections follow the guidelines for a national M&E
plan given by the Global Fund for AIDS TB and Malaria. These sections include:

1. Indicator definitions and measurement: This section defines all standard indicators that will
be reported or measured at national level, including baseline and targets for each indicator

and defines measurement methods (timeline/frequency of data collection, responsible body,
and data source).

2. Routine data collection, analysis and reporting: This section describes existing systems in
place/plans to develop systems to collect data for measuring impact/outcome indicators and

programmatic indicators.

3. Evaluation, reviews, survey, surveillance, or special studies: This section of the deals with
activities that involve systematic collection and analysis of data to make decisions.

4. Data quality assurance mechanisms and related supportive supervision: This section
include practices and mechanisms required for ensuring data quality.

5. M&E coordination: This section captures coordination mechanisms (including management
structures and roles.

6. Capacity building: This section covers the aspects of human resource and capacity building.
7. M&E budget and work plan

Figure 1. Generic logical framework for M&E of TB programmes



M&E logical framework for DLTLD

INPUT PROCESS OUTPUT OUTCOME IMPACT

Human/Fin NLTP — mgt Diagnostic Case detection TB infection

Resources /communication services Case treatment TB morbidity

Drugs Communication Treatment
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Reduced
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Surveillance ]
System Stigma

CONTEXT

Political commitment Health system Socio-economic conditions Epi-context
Awvailability HIV prevalence
Access Malnutrition
Utilization Alcoholism

1.1 BACKGROUND:
The DLTLD has grown rapidly in the past five years due to increased mandate and number of

TB control interventions, with a growing budget and scope of activities, the programme has
required an increase in capacity to monitor and evaluate its activities. This is beginning to be
achieved through an increase and training of staff, an improvement data quality and use, an
increase in technical assistance in specific areas of M&E, and an expansion of the basic data
management system and M&E personnel working in the programme. To this end a functional
monitoring and evaluation unit was established in 2007. This unit is now developing systems
to monitor and evaluate programme activities and finances. While much has been achieved,
there still remain many challenges as the programme continues to grow and require more
accurate and rapid monitoring. This M&E plan is designed to help the Division improve
management of the division and information flow to the various stakeholders including the
GoK/MOPHS/MOMS, partners, donors and Tuberculosis international communities. This
plan is designed to monitor five year National Strategic Plan 2011 - 2015 for the DLTLD.



1.2 ORGANIZATION OF THE DIVISION OF LEPROSY TB AND LUNG DISEASE

To achieve the long-term objectives of Division of Leprosy, Tuberculosis and Lung Disease
[DLTLD], the activities for the reduction of the burden of these diseases will need to be carried
out across the whole country. These services must be appropriate, accessible, affordable and
acceptable to the affected population.

The most effective and efficient way to implementing Tuberculosis [TB], Leprosy and lung
disease control activities is by fully integrating them within the general health service. Case
finding, infection control and treatment can be carried out at most health facilities and Para-
medical workers can perform case holding activities such as supervision of treatment and
defaulter tracing. Emphasis is being placed on involving all providers including Faith based
organizations (FBO'’s), private health sector and communities at all levels.

Although TB, Leprosy and lung disease services are integrated within the general health
services, the DLTLD has specialized staff deployed full time at National, Provincial and
District levels who are responsible for co-ordination and supervision of these services and
therefore for maintaining the quality of care at service delivery points and in the community.

1.2.1 National Level

At the national level, DLTLD currently falls in the Department of Disease Prevention and
Control of the Ministry of Public Health and sanitation (MOPHS) as shown in figure 2 The
Division’s Central Unit is based at the MOPHS Headquarters and it is responsible for the
overall management of the Division and establishing linkages with other Divisions in the
Ministry. Currently DLTLD Central Unit consists of the head of Division supported by
National DLTLD Coordinators. DLTLD closely collaborates with National HIV and STI
Control Program (NASCOP) in the delivery of TB/HIV services and as such there is a
TB/HIV coordinator at DLTLD and a HIV/TB coordinator at NASCOP who ensure that there
is implementation of TB/HIV services at all levels. At the regional and district levels the
coordinators of the two programs work closely together and hold regular TB/HIV
collaborative meetings to review the implementation TB/HIV activities at their respective
levels. At the facility level there are currently efforts towards the integration of TB and HIV
services and where this has not been done referral mechanisms have been well established in
the health care facilities.

Figure2: Division of Leprosy, Tuberculosis and Lung Disease Organogram
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The tasks of the Central Unit are:
e Policy formulation



e Coordination of Division activities

e Design and implementation of trainings

e Facilitate procurement and distribution of drugs, equipment and other supplies

e Supervision of DLTLD activities at all levels

e Monitoring and evaluation

e Collection and analysis of data for all Divisional activities

e Compiling and disseminating reports to the Ministries of Health, partners and co-
operating organizations

e Coordinating advocacy, communication and social mobilization [ACSM] including
raising public awareness and highlighting public health concerns.

e Identify and facilitate research

e Identify and mobilize resources.

e Promotion of linkages and collaboration with other programmes and partners.

1.2.2  Provincial Level

At the provincial level, the Division is coordinated and supervised by, Provincial TB, Leprosy
Coordinators (PTLCs). These are medical officers with a leaning towards public health. They
are members of the Provincial Health Management Teams (PHMT). For technical matters,
related to the implementation of the Division activities, they are responsible to the Head of the
Division. However, for administrative matters, they are responsible to the Provincial Medical
Officers (PMO). They coordinate and supervise the work of the District TB, and Leprosy
Coordinators (DTLC) in the respective provinces or TB control zones. They are stationed at
the office of the PMO.

1.2.3 District Level
At the district level, the Division activities are co-coordinated and supervised by the DTLCs.
Part of the DTLCs time is devoted to actual diagnosis and treatment of patients. It is
recommended that as much as possible direct clinical work by DTLCs should be done on a
consultancy basis. For technical matters the DTLCs are responsible to the PTLCs, while
administratively fall under the District Medical Officer of Health (DMOH).
The tasks of DTLCs are to:
e Carry out support supervisory visits to all health units involved in the diagnosis and
treatment of leprosy, tuberculosis and lung patients at least once a month.
e Prepare reports on each supervisory visit, providing feedback of achievements and
constraints to the facility visited and keeping filed copies.
e Provide technical assistance to peripheral health workers.
e Verify diagnosis and treatment regimen of cases identified by peripheral health staff f,
during clinic visits and ward rounds.
e Refer complicated cases to Medical Officer, Physician or the PTLC
e Identify and refer leprosy patients in need of reconstructive surgery
e Verify whether patients are receiving regular and appropriate treatment according to
the treatment guidelines.
e Ensure that defaulter tracing is being organized effectively by the peripheral health
staff and that the defaulter tracing form is adequately filled by the responsible persons.
e Ensure that contact tracing, active case finding and infection control strategies are
being organized and effectively implemented by the peripheral health staff

10



1.2.4

Observe the performance of the peripheral health staff, in relation to patient care,
health education and providing advice and on-the- job training during supervisory
visits to clinics and wards.

Organize, conduct or participate in seminars and workshops for peripheral health
staff, community health workers, and laymen.

Initiate and co-coordinate public awareness campaigns for the general public
including public barazas, school visits, radio talks, theatre groups etc.

Verify the clinic records, update the district registers including personal digital
assistant [PDA], analyzing and forwarding data from the district to the PTLC on a
quarterly or half-yearly basis, as required by the division.

Provide quarterly progress reports to the PTLC, MOH, and other partners based on
the supervision reports and data analysis.

Collect samples of slides quarterly for External Quality Assurance (EQA) from
peripheral facilities and forward to the district medical laboratory technologist
[DMLT].

Verify with the district medical laboratory technologist the data in the laboratory
register corresponds to district TB register.

Maintain sufficient stocks of drugs and other supplies at district level.

Ensure that the assigned motorcycle/vehicle is maintained in good working condition.
Prepare annual work plan and related budget together with the DMOH/PTLC, based
on data analysis and supervisory reports.

Prepare an annual clinic and supervision schedule by November of each year and
distributing the schedule to all health facilities in the district. Copies of this schedule
should be forwarded to the PTLC and the DMOH.

Participating in quarterly DTLC meetings.

Participate actively in the district health management team meetings and activities
Network with district-based partners in close collaboration with PTLC and DMOH
Identify key areas or institutions for the expansion of TB, Leprosy and lung disease
services in close collaboration with PTLC and DMOH

Identify training needs for the health providers and the community in the district and
channel the information through PTLC and DMOH for appropriate action

Participate in the district and provincial stakeholders” meetings

Conduct refresher trainings for peripheral health workers.

Health Facilities

Most government health facilities are involved in DLTLD activities as well as some FBOs,

communities and private health care units. As part of the day to day medical work, the health

care workers in these facilities are responsible for case-finding, infection control and treatment

of TB, leprosy and lung patients. To effectively perform these tasks, they receive technical

and logistical support from the DTLCs/PTLCs. Support includes training, technical

assistance [TA] and supply of drugs and other items.

The tasks of peripheral health care staff, in relation to TB and leprosy control are to:-

11



1.3

Identify leprosy, tuberculosis and lung disease suspects and carry out relevant clinical
procedures to diagnose these diseases.

Start patients diagnosed with TB, Leprosy or lung disease on appropriate treatment.
Register TB or leprosy patients in the treatment register.

Ensure laboratory results are adequately entered in to the right registers

Refer those suspects where there is a doubtful diagnosis to the DTLC or any qualified
physician for further evaluation and management

Dispense drugs to patients according to treatment guidelines.

Prepare and fill default tracing form and trace patients who have defaulted from
treatment in close collaboration with CHEWSs and other community based health
providers

Participate in active case finding campaigns, infection control and other activities
including contact tracing for new leprosy and tuberculosis cases.

Treat uncomplicated wounds of leprosy patients and teaching them self-care.

Refer patients with severe complications of disease or its treatment to the DTLCs or
other relevant/senior clinician.

Participate in advocacy, communication and social mobilization for TB, Leprosy and
lung disease prevention and control.

Provide patient education to both leprosy and tuberculosis patients.

Complete and update patient -record cards, treatment registers and drug ledgers
Ensure timely ordering of TB and Leprosy commodities to maintain sufficient stocks of
drugs, health education materials, laboratory supplies and stationery (registers, forms,
patient cards, etc) at the health facility.

Ensure the community in the catchments area of the clinic receives adequate health
education regularly.

Network with partners working in the facility area on TB and Leprosy service delivery
Give adequate and prompt information to facility in-charge and DTLC on issues
affecting TB, Leprosy and lung disease management in the facility and the community
around

Participate and give feedback to facility health management team on TB and Leprosy
issues.

Should be regularly updated on TB, Leprosy and lung disease.

Provide diagnostic testing and counseling [DTC] activities for TB and Leprosy patients

Organization of TB/Leprosy Clinics

In each facility where TB, leprosy and lung disease patients attend for treatment, one or two

members of staff should be responsible for running the TB/leprosy clinic. They are selected

primarily on the basis of their interest in tuberculosis and leprosy and in the light of their

empathy with patients having these diseases. Patients on intensive phase should collect drugs

weekly. And those in the continuation phase should be seen once every four weeks.

Therefore, each unit is expected to have clinic day for both intensive and continuation phases.

The clinic day should run on a weekly and 28 days (4 weeks) cycle for intensive and

continuation phases respectively.

Patients on re-treatment and MDR-TB treatment should have their DOT in intensive phases

undertaken at health facility daily

12



CHAPTER 2 INDICATOR DEFINITIONS AND MEASUREMENT

2.0 Background
The vision and mission of the National Strategic Plan for Tuberculosis, Leprosy and Lung disease
between 2011 and 2015 are as follows:

Vision: To reduce the burden of lung disease in Kenya and render Kenya free of Tuberculosis
and Leprosy

Mission: To sustain and improve Tuberculosis, Leprosy and lung disease control gains in order
to accelerate the reduction of Tuberculosis incidence, intensify post-elimination
Leprosy activities and control lung disease.

Goal: To reduce Tuberculosis incidence, intensify post-elimination Leprosy activities and

control lung disease.

DLTLD and partners have selected and agreed upon key strategic output indicators which match the
Strategic Objectives and are in line with global reporting requirements, country health reporting and
sectors strategic plan. The core strategic output indicators are described in table 1. The baselines and
targets are given wherever possible and relevant.

Programme Outputs: This table describes illustrative outputs for each Strategic Objective. The outputs

are core measures of what the programme will be expected to reach or produce.

Table 2.1 Outputs for the National Strategic Plan 2011-2015

Strategic Objective

Strategic outputs

1. To sustain high quality DOTS expansion and enhancement through case
finding, case notification and case holding modalities to ensure all TB
patients have access to optimal TB diagnosis, care and treatment.

To increase case detection rate of
bacteriologically confirmed TB from
72% to 80% by 2015

To successfully treat 90% of
registered TB cases by 2015

2. To strengthen and sustain accessible, quality assured bio-safe TB
bacteriology (including use of new technologies) for early diagnosis,
monitoring, surveillance and management of tuberculosis and other lung
diseases

Universal access to quality assured
TB bacteriology

Adoption and use of appropriate new
technologies in TB diagnosis

3. To strengthen the TB, L &LD commaodity management system and
ensure access to and rational use of high quality medicines, laboratory
supplies and equipment and other health related products.

Ensure TB, Lung disease and Leprosy
commodity security

Ensure availability of quality
commodities through regular quality
controls

4. To ensure TB HIV co infected patients and suspects receive quality and
comprehensive TB HIV care and treatment

Universal access to comprehensive
package of TB/HIV services

5. To strengthen DR TB diagnosis, prevention, care, treatment and
support.

Universal access to MDR surveillance
amongst eligible DRTB suspects

13




Universal access to care and support
for DRTB patients

6. To strengthen the diagnosis and management of TB, TB / HIV, and
chronic lung diseases in children so as to sustain high quality DOTS
expansion and enhance case finding, case notification, case holding and
improve care of other lung diseases.

Provision of new diagnostics for
diagnosis of TB and lung disease in
children

Provision of IPT to children below 5
years exposed to index TB cases

7. To improve access to TB, leprosy and lung health services for all special
groups

Expanded diagnostic and treatment
facilities for special groups

8. To contribute to the strengthening of the health system to improve TB,
Leprosy & Lung Disease Service delivery.

Contribute towards strengthening
human resource capacity to deliver
health services

9. To promote provision of quality, accessible and affordable health care
for patients with respiratory illnesses including asthma, COPD and tobacco
related lung diseases.

Adoption of standard approaches to
management of lung diseases

10. To engage and network all health care providers and stakeholders for
provision of standardized quality lung health care.

Improved reporting from all
stakeholders

11. To promote response to TB, leprosy and lung diseases by creating an
enabling environment for behavior change, sustainable resource allocation
and partnership at all levels.

Increased financial resources
available to DLTLD

12. To increase the level of community involvement in provision of quality
TB, Leprosy and lung health services

Increased number of patients under
community care

13. To promote equitable access to tuberculosis care by implementing the
TB & poverty / Gender initiative strategy

Gender and poverty issues
mainstreamed into TB and Leprosy
control at all levels

14. To ensure early case detection, improved recording, reporting and
treatment completion of all diagnosed leprosy cases.

Reduced disability grading to less
than 5% of the reported cases

15. To improve, expand and use strategic information system to enhance
linkages between all the program areas to strengthen program performance

100% of the facilities using strategic
information for decision making

Integrated web based surveillance
system developed and in use
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The indicators outlined below observe the following characteristics:
e Definition of standard indicators measured at national level,
e Definition of numerators and denominators,
o Definition of measurement methods (timeline/frequency of data collection, responsible body, and data source).

Table 1: Indicator Definitions, Measurements and Targets

Indicator definition Measurement Method Source Frequency Responsible Responsible Baseline 2011 2012 2013 2014 2015
No organization person targets
THEMATIC AREA 1: CORE TB CASE DETECTION AND MANAGEMENT

Case notification rate (All Numerator: Number of TB | Quarterly report Annually DLTLD M&E 326(2009) 328 330 325 320 315
forms) patients reported to the on TB case coordinator

National TB program. registration in

Denominator: National district

population
Number of TB cases (All Number of TB cases (All Quarterly report Annually DLTLD M&E 110,065
forms)notified to the national | forms)notified to the on TB case coordinator (2009)
program national program registration in

district 112,042 114,283 116,568 114,237 111,952
Number of new smear Number of new smear Quarterly report Annually DLTLD M&E 37,402(2009)
positives notified to the positives notified to the on TB case coordinator
national program national program registration in
district 37,827 38,074 38,835 39,612 38,820

Incidence rate of all forms of Numerator: Number of Annual TB Annually DLTLD M&E N/A N/A N/A Baseline N/A N/A
TB new TB patients reported to report, WHO TB coordinator established

the National TB program. estimates

Denominator: per 100,00

of the estimated national

Population
Prevalence of rate Numerator: Number of National Annually DLTLD M&E N/A N/A N/A Baseline N/A N/A
bacteriologically confirmed new smear positive TB prevalence survey coordinator established
smear positive TB patients reported to the

National TB program.

Denominator: Estimated

country population during

that period
New Smear positive Numerator: New smear Quarterly report; Quarterlyand | DLTLD M&E 85.4(2009) 86% 86.5% 87% 87.5% 88%

Treatment Success Rate

positive TB patients
successfully treated (Cured
plus completed treatment)
.Denominator: New smear
positives registered during

District TB
register.

annually

coordinator
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No Indicator definition Measurement Method Source Frequency Responsible Responsible Baseline 2011 2012 2013 2014 2015
organization person targets
the quarter
7. Default rate Numerator: Number of DLTLD/ M&E 7% (2009) 6% 5.5% 5% 4.5% 4%
defaulters among smear Partners coordinator
positive TB cases. Quarterly and
Denominator: New smear annual TB Quarterly
positives registered during management and
the quarter report annually
8. The proportion of TB patients | Numerator: Number of TB DLTLD Quarterly DLTLD M&E 2% 2.5% 3% 3.5% 4% 4.5%
identified through contact patients identified through Quarterly report coordinator
tracing contact tracing
Denominator: Total number
of TB patients notified
9. Number of TB control Number of TB control Quarterly report Quarterlyand | DLTLD M&E 12(2009) 24 24 24 24 24
regions receiving technical regions receiving technical on technical annually coordinator
support supervision from support supervision from support
central unit central unit supervision
10. | Number supervisory visits Number supervisory visits Quarterly report Quarterly and DLTLD PTLCs 600(2009) 840 840 840 840 840
conducted to TB control conducted to TB control on technical annually
districts/zone by regional districts/zone by regional support
teams teams supervision
THEMATIC AREA 2: Laboratory (National/Smear Microscopy and CRL for culture/ DST for DRTB)
11. | Proportion of laboratories Numerator: Number of External quality Quarterly Laboratory 5696(2010) 60% 70% 80% 90% 100%
performing regular external AFB microscopy sites doing | assurance report Coordinator
quality assurance for smear Quarterly EQA for sputum DLTLD
microscopy. microscopy
Denominator: Number of
TB microscopy labs in the
country
12. | Percentage of laboratories Numerator: Number of External quality Quarterly Laboratory 80% (2010) 80% 85% 90% 95% 100%
showing adequate laboratories showing assurance report Coordinator
performance among those adequate performance for DLTLD

that received external quality
assurance for smear
microscopy during

the reporting period.

smear microscopy during
the reporting period.
Denominator: Number
laboratories that received
external quality assurance
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No Indicator definition Measurement Method Source Frequency Responsible Responsible Baseline 2011 2012 2013 2014 2015
organization person targets
for smear microscopy during
the reporting period.
13. | Number of laboratories Number of laboratories Administrative Quarterlyand | DLTLD HAO 60 (2010) 120 120 120 120 120
renovated renovated records annually
14. | Number of TB clinics Number of TB clinics Administrative Quarterlyand | DLTLD HAO N/A 30 30 30 30 30
renovated renovated records annually
15. | Number of districts with Number of districts with Quarterly and
laboratory equipment laboratory equipment annual TB Quarterly DLTLD/PHC HAO 210
inventory maintained inventory maintained management and /CSOs 210 210 210 210
report annually
THEMATIC AREA 3: Logistics and Commodities
16. | Number of districts TB Number of districts TB Quarterlyand | DLTLD Pharmacist 66(2010) 210 210 210 210 210
control zones using electronic | control zones using Administrative annually
TB commodity management electronic TB commodity records
tool management tool
17. Number of HCWs trained on Number of HCWs trained Quarterly and | Pharmacist Pharmacist 1,500 1,500 500 500 500
commodity management on commodity management Training records annually
information system information system
18. | Number HCWs trained on Number HCWs trained on Quarterly and | Pharmacist Pharmacist 1,500 1,500 500 500 500
pharmacovigilance pharmacovigilance Training records annually
THEMATIC AREA 4: TBHIV
19. | Percentage of HIV positive Numerator: Number of Quarterly report Quarterlyand | DLTLD TB/HIV 929%(2009) 95% 96% 97% 98% 99%
TB patients who receive 1 HIV positive TB patients TB case finding annually coordinator
dose of CPT during their TB | who receive | dose of co- reports.
treatment among all HIV trimoxazole preventive
positive TB patients therapy
registered Denominator: All HIV
positive TB patients
registered over a given
period of time
20. | Number of TB/HIV Number of TB/HIV Annual Annually DLTLD TB/HIV 2200(2009)
gyldellpes printed and gyldellpes printed and d!strlbu'tlor'] and coordinator 1500 1200 800 400 400
disseminated disseminated dissemination
reports.
21. | Number of health care Number of health care Training records Quarterlyand | DLTLD TB/HIV 18792009)
workers on trained on workers on trained on annually coordinator 1200 900 600 300 300

TB/HIV collaborative

TB/HIV collaborative
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No Indicator definition Measurement Method Source Frequency Responsible Responsible Baseline 2011 2012 2013 2014 2015
organization | person targets

activities. activities.

22. | Number of HCWs trained on | Number of HCWs trained Training records | Quarterlyand | DLTLD TB/H v 164(2009) 240 240 240 240 240
IMAI on IMAI annually coordinator

23. N_umber of HCW p|.’0v|ded N_umber HCW prov|.ded Training records Quarterlyand | DLTLD TB/H !V 250 250 250 250 250
with ART mentorship with ART mentorship annually coordinator

24. | Number of HCW trained Number of HCW trained Training records Quarterlyand | DLTLD TB/H !V 900 600 600 300 300
PwP PwP annually coordinator

25. | Number of health care Number of health care Training records Quarterlyand | DLTLD/NGO | Nutritionist 50(2010)
providers trained in food by providers trained in food by annually s 900 600 300 300 300
prescription prescription

26. | Anthropometric equipments ( | Anthropometric equipments | Management Quarterlyand | DLTLD/NGO | Nutritionist 0
weighing scales with ('weighing scales with report annually s
hightometers and MUAC hightometers and MUAC 1300 300 300 300 300
tapes) procured tapes) procured

27. | Number of quarterly TBHIV Number of quarterly TBHIV | DLTLD Quarterly DLTLD TB/HIV
committee meetings at all committee meetings at all INASCOP and annually coordinator 892 892 892 892 892
levels held trained levels held trained

28. | Proportion of HIV+/TB Numerator: Number of DLTLD Quarterly DLTLD TB/HIV 34% 38% 42% 46% 50% 50%
patients on ARVs among HIV+ patients started on INASCOP and annually coordinator
eligible TB patients. ARVs

Denominator: Total
number of HIV+ reported

29. | Number of service deliver . . 0

points equip and renovateczl to Number of service delivery Management Quarterly PPM
. points equip and renovated and DLTLD/PPP . 12 12 12 12
offer integrated TB/HIV . report coordinator 12
. to offer TB/HIV services annually
services
THEMATIC AREA5: Drug Resistant TB

30. | Number of laboratory- Number of laboratory- Quarterly report Quarterly DLTLD MDRTB 183(2010) 217 317 390 450 500
confirmed MDR-TB patients | confirmed MDR-TB on MDR-TB and coordinator
enrolled in second-line anti- patients enrolled in second- detection and annually
TB treatment line anti-TB treatment start of category

1V treatment

31. | Percentage of eligible TB Numerator: Number of DLTLD Annual Annually DLTLD CRL 61% 63% 65% 67% 69% 71%
patients receiving diagnostic MDR TB eligible suspects Report Incharge
drug susceptability testing for | screened for MDR TB
MDR-TB among the people
eligible for drug Denominator: Total Number
susceptability testing of all eligible MDR TB
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No Indicator definition Measurement Method Source Frequency Responsible Responsible Baseline 2011 2012 2013 2014 2015
organization person targets
according to national policy suspects
32. Numerator: Number of Quarterly DLTLD MDRTB
. MDR-TB patients with and i
Proportion of MDR-TB negative CS”L:I’E sSmV:ars at Quarterly report a:nuall coordinator
patients on second line mc?nth six on MDR-TB y
treatment who have negative ; . detection and 56% 65% 70% 75% 80% 85%
. Denominator: Number of
smear conversion at month . start of category
. MDR-TB patients enrolled
six of treatment. . . . IV treatment
in second line anti-TB
treatment at month six.
33. | Number of health workers Number of health workers Quarterly DLTLD MDRTB 96(2010)
trained on Drug Resistant TB | trained on DRTB Training records and coordinator 250 250 250 150 150
management management annually
34. Numerator: Number of Quarterly DLTLD MDRTB 57% (2009)
laboratory confirmed MDR- and coordinator
TB patients on second line Quarterly report annually
Treatment success rate treatment who successfully on MDR-TB
completed treatment detection and 65% 70% 75% 80% 85%
among MDR-TB cases R
Denominator: Number of start of category
MDR-TB patients enrolled 1V treatment
in second line anti-TB
treatment at 24 months
35. | Number of health workers Number of health workers Quarterly DLTLD MDRTB 25(2010)
train as trainers of trainerson | train as trainers of trainers Training records and coordinator 25 25 25 25 25
DRTB on DRTB annually
36. | Number of health k DLTLD/PHC 20(2009
u'm ero . e WOT ors Number of health workers Quarterly ( )
train as trainers of trainers on . . . - IPC
- . train as trainers of trainers Training records and . 25 25 25 25 25
TB Infection prevention and on TB IPC annuall coordinator
control( IPC) y
87. Number of TB IPC team Number of TB IPC team L Quarterly DLTLD/PHC IPC 50(2009)
. . Training records and . 625 625 625 625 625
members trained members trained coordinator
annually
38. | Number of TB diagnostic and | Number of TB diagnostic Quarter] DLTLD/PHC 24(2010)
treatment facilities and treatment facilities Management y IPC
- - - - and . 200 200 200 200 200
undertaking TB risk undertaking TB risk report annuall coordinator
assessment assessment y
39. | Number of h(.aglth care 3 Number of h(.ea.lth care Training records Quarterly DLTLD/PHC | IPC _ 24 1,000 1,000 1,000 1,000 1,000
workers sensitized on facility | workers sensitized on and coordinator
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No Indicator definition Measurement Method Source Frequency Responsible Responsible Baseline 2011 2012 2013 2014 2015
organization person targets
based TB IPC plans facility based TB IPC plans. annually
40. | Number of TB Number of Quarterl DLTLD/PHC 24
treatment/diagnostic sites treatment/diagnostic sites and y IPC 200 200 200 200 200
that meet standard IPC meeting standard IPC Management annuall coordinator
criteria criteria report y
THEMATIC AREA 6: CHILDHOOD TB
41. Quarterly 2(2010)
Number of health workers Number of HCWs trained Training records and Childhood TB
trained on childhood TB on childhood TB annually DLTLD coordinator 250 250 250 250 250
42. Quarterly report Annually DLTLD N/A
Number of under 5 exposed Number of under 5 exposed | on TB case
to PTB with no TB disease to PTB with no TB disease registration in Childhood TB
provided with IPT provided with IPT district coordinator 5000 7500 10000 12500 15000
THEMATIC AREA 7: SPECIAL GROUPS
43. | Number of outreach visits Quarterly
under_taken.by health ca.re Number of outreach visits Management and MOHA TBin prlson N/A 42 42 42 42 42
staff including partners in undertaken report coordinator
annually
hard to reach areas
44. Number TB prison clinics Number TB prison clinics Management Quarterly TB in prison 0
. . and MOHA h 20 20 20 0 0
refurbished refurbished report coordinator
annually
45. | Number of prisons Number of prisons Quarterly N 34(2010)
undertaking routine TB undertaking routine TB Management and MOHA TBin prlson 97 97 97 97 97
- . report coordinator
screening screening annually
46. | Number of prison Number of prison Quarterly L 68(2010)
undertaking TB health undertaking TB health Management and DLTLD/ TBin prlson 388 388 388 388 388
. . report MOHA coordinator
education education annually
THEMATIC AREA 8: HEALTH SYSTEM STRENTHENING AND HUMAN RESOURCES
47. | Number of program officers Number of program officers Quarterly DLTLD/HRD | HAO 5(2010) 25 25 25 25 25
; . Management
at all levels trained on trained report and
program management P annually
48. | Positions in staff Number of staff positions Management Quarterly DLTLD/HRD | HAO 625(2010) 647 748 748 748 748
establishment filled filled report and
annually
THEMATIC AREA 9&10: Lung Health and Public Private Mix
49. | Number of health workers Number of health workers National TB Quarterly DLTLD PAL 750 750 750 750 750
train on Practical Approach train on Practical Approach | program database | and coordinator
to Lung Health to Lung Health annually
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No Indicator definition Measurement Method Source Frequency Responsible Responsible Baseline 2011 2012 2013 2014 2015
organization person targets
50. Number of health workers in Number of health workers in Quarterly PPM
private sector trained on PPM | private sector trained on Training records and DLTLD/PPP . 100 100 100 100
- . coordinator 100
in TB control PPM in TB control annually
51. | Number of herbalist and Number of herbalist and
other informal alternative other informal alternative Quarterly PPM
. . . .. Training records and DLTLD/PPP . 300 3,000 300 300
care providers sensitize on care providers sensitize on annuall coordinator 300
TB control TB control y
52. | Number of regional urban Number of regional urban 2(2009)
. . . . A . Quarterly
sites with mapping of health | sites with mapping of health | Management PPM
e S and DLTLD/PPP _ 10 - - -
providers in informal providers in informal report coordinator -
annually
settlement settlement
53. | Number of health care Number of health care Quarterly PPM
workers in the slum areas workers in the slum areas Training records and DLTLD/PPP . 50 50 50 50
. . coordinator 50
trained on TB management trained on TB management annually
54. | Percentage of smear positives | Numerator: Number of Quarterly report Quarterlyand | DLTLD PPM 2%(2009) 4.1% 4.6% 4.9% 5.4% 6%
notified by private sector smear positive TB notified TB case finding annually coordinator
by the private sector reports.
Denominator: Total
number of smear positive
TB notified nationally
55. DLTLD/HRD
Quarterly
. and
Train teams of TOTs on the " PAL
priority lung conditions 100 TOTs in PAL trained Training records annuatly coordinator 100 100 0 0 100
56. DLTLD/HRD | PAL N/A
Quarterly .
and coordinator
Number of HCWs sensitize Number of HCWs sensitize "
on PAL on PAL Training records | 2MUaY 2160 2160 2160 2160 2160
57. Quarterl DLTLD/HRD | PAL N/A
Number of HCWs trained on | Number of HCWs trained g y coordinator
use of Lung function on use of Lung function an "
equipments equipments Training records annuatly 25 25 25 25 25
THEMATIC AREA 11: HEALTH PROMOTION
58. | Number of IEC materials ACSM 500,000(2010)
printed and distributed ) o Quarterly coordinator
Nl'meer of IEp materlals Administrative and DLTLD/HPC 4,000,00 | 4,000,00 4,000,000 4,000,000 4,000,0
printed and distributed records annually 0 0 00
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No Indicator definition Measurement Method Source Frequency Responsible Responsible Baseline 2011 2012 2013 2014 2015
organization | person targets
59. | Number of mass media DLTLD/HPC | ACSM
campaign undertaken Number of mass media Quarterly and coordinator
campaign undertaken annual TB Quarterly 1890 1890 1890 1890 1890
management and
report annually
60. DLTLD/HPC ACSM
Number of school visited for | Number of school visited for | Quarterly and coordinator
TB health education TB health education annual TB Quarterly 4200 4200 4200 4200 4200
management and
report annually
61. DLTLD/HPC ACSM
Number of TB health Number of TB health Quarterly and coordinator
education barazas held education barazas held annual TB Quarterly 210 210 210 210 210
management and
report annually
62. DLTLD/HPC ACSM
Number of TB health Number of TB health Quarterly and coordinator
education forum conducted education forum conducted | &mnual TB Quarterly 240 240 240 240 240
management and
report annually
63. DLTLD/HPC | ACSM
coordinator
Number of Program officers Number of Program officers | Quarterly and
trained on health promotion trained on health promotion | annual TB Quarterly % % % 25 25
management and
report annually
64. | Number of Health workers DLTLD/HPC | ACSM
trained on ACSM Number of Health workers Quarterly and coordinator
trained on ACSM annual TB Quarterly 100 100 100 100 100
management and
report annually
65. DLTLD/HPC | ACSM 40(2009)
Number of TB champions Number of TB champions Quarterly and coordinator
recruited and trained recruited and trained annual TB Quarterly 225 225 225 225 225
management and
report annually
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No Indicator definition Measurement Method Source Frequency Responsible Responsible Baseline 2011 2012 2013 2014 2015
organization | person targets
66. DLTLD/HPC | ACSM
Number of community Number of community Quarterly and coordinator
leaders trained on TB health | leaders trained on TB health | annual TB Quarterly 5299 5230 5230 5230 5230
management and
report annually
67. DLTLD/HPC ACSM
Number of patient charter Number of patient charter Quarterly and coordinator
reviewed and distributed reviewed and distributed | annual TB Quarterly 100000 | 100000 | 100,000 100,000 | 100,000
management and
report annually
68. ACSM
) ) ) ) ) Quarterly coordinator
2‘#?;‘;:?{/ Journalist trained :\r':ir:::;ngjs;gTi‘/"St Training records and 100 100 100 100 100
annually
69. | Percentage of population with | Numerator: Population Knowledge, Annually DLTLD ACSM 72%(2008) 76% 80% 85% 90% 95%
correct knowledge about TB with correct knowledge attitudes and or coordinator
(mode of transmission, about TB (mode of practice survey biennially
symptoms, transmission, symptoms,
treatment and curability) treatment and curability)
Denominator: The total
target population.
THEMATIC AREA 12: COMMUNITY BASED TB CARE
70. Number of districts with Number of districts with Quarterly and DLTLD/HPC CTBC.: NIA
. . annual TB Quarterly coordinator
mapping of mapping of management and 210 0 0 0 0
CSOs/NGOs/CTBC CSOs/NGOs/CTBC
report annually
71. Quarterly and DLTLD/HPC | CTBC
Number of. CSO program Number of' CSO program annual TB Quarterly coordinator 50 200 250 50 50
officers trained officers trained management and
report annually
72. | Number of annual Number of annual Quarterly and DLTLD/PHC | CTBC
stakeholders meeting stakeholders meeting annual TB Quarterly /CSOs coordinator 210
management and 80 160 210 210
report annually
73. | Number of community Number of community Quarterly and Quarterly DLTLD/PHC | CTBC
quarterly review meetings quarterly review meetings annual TB and /CSOs coordinator 320 640 840 840 840
management annually
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No Indicator definition Measurement Method Source Frequency Responsible Responsible Baseline 2011 2012 2013 2014 2015
organization person targets
report
74. | Number of DHMTs members | Number of DHMTs Quarterly DLTLD/PHC | CTBC
and CHEWS trained me_mbers and CHEWS Training records and /CSOs coordinator 800 800 500 125 125
trained annually
75. | Number of CHW s trained Number of CHW s trained Quarterly DLTLD/PHC | CTBC
on CTBC on CTBC Training records and /CSOs coordinator 1,600 1,600 1,000 250 250
annually
76. | Number of CHWs provided Number of CHWs provided Quarterly and DLTLD/PHC | CTBC
with incentives with incentives annual TB Quarterly /CSOs coordinator 4200
management and 1,600 3,200 ' 4,200 4,200
report annually
77. | Number of Community Number of Community Quarterly DLTLD/PHC | CTBC
Health Management teams Health Management teams Training records and /CSOs coordinator 80 80 50 10 10
sensitized on CTBC sensitized on CTBC annually
78. | Number of patient support Number of patient support Quarterly DLTLD/PHC | CTBC
group set up and supported group set up and supported Training records and /CSOs coordinator 320 640 840 840 840
annually
THEMATIC AREA 13: TB & POVERTY/GENDER
79. | Number of districts with Number of districts with DLTLD/PHC CTBC 0 1 1 8 16 16
needs assessment carried out needs assessment carried out | Quarterly and /CSOs coordinator
to identify the poverty and to identify the poverty and annual TB Quarterly
gender issues affecting TB gender issues affecting TB management and
control. control. report annually
80. | Number of workshops held to | Number of workshops held Quarterly and DLTLD/PHC | CTBC 1(2010) 42 42 42 42 42
sensitize stakeholders on TB, | to sensitize stakeholders on annual TB Quarterly /CSOs coordinator
Poverty and gender TB, Poverty and gender management and
report annually
81. | Number of officers trained n Number of officers trained n Quarterly DLTLD/PHC | CTBC 0 3 3 3 3 3
poverty and gender poverty and gender and /CSOs coordinator
Training records annually
THEMATIC AREA 14: LEPROSY CONTROL
82. | Number of health care Quarterly DLTLD/PHC
workers trained on Leprosy Number of h ealth care Training records and /CSOs Lepro_sy 375 375 375 375 375
workers trained coordinator
control annually
83. Quarterly DLTLD/PHC | Leprosy
Number of h?élth care Number of h?élth care Training records and /CSOs coordinator 375 375 375 300 375
workers sensitized workers sensitized
annually
84. | Number of health education Number of health education Quarterly and Quarterly DLTLD/PHC | Leprosy
- . - . . 240 240 240 240 240
sessions at Leprosy endemic sessions carried out annual TB and /CSOs coordinator
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No Indicator definition Measurement Method Source Frequency Responsible Responsible Baseline 2011 2012 2013 2014 2015
organization person targets
health facilities management annually
report
85. Quarterly and DLTLD/PHC | Leprosy
Number of community Number of community annual TB Quarterly /CSOs coordinator
48 48 48 48 48
support groups formed support groups formed management and
report annually
86. Quarterly and DLTLD/PHC | Leprosy
N_urpber of skin screening N!Jn_wber of skin screening annual TB Quarterly /CSOs coordinator 480 480 480 480 480
clinics held clinics held management and
report annually
87. Quarterly and DLTLD/PHC | Leprosy
Number of patients with DG1 | Number of patients with annual TB Quarterly /CSOs coordinator
. . . . 12 12 12 12 12
provided with footwear DG1 provided with footwear | management and 0 0 0 0 0
report annually
. L . | DLTLD/PH L
88 Number of orthopedic clinics | Number of orthopedic ;ietlrgler_ryBand Quarterl /CSOs [PHC cc?c‘))rrgi?ator
mapped in leprosy endemic clinics mapped in leprosy y 24 N/A N/A N/A N/A
. L management and
sites endemic sites
report annually
o Number of patients receivin Number of patients ;iﬂ::r_:_y;nd Quarterl /DCLSI)LSD/PHC Ic-(ir))rrgi?;tor 20442009
P VNG 1 receiving VMT ona y 204 | 204 204 204 204
VMT on a quarterly basis . management and
quarterly basis
report annually
9. Number of rehabilitation Number of rehabilitation (%lﬁjiy;nd Quarter] /%LSLLSD/PHC Ic-(fgrrgisn);tor 1(2009)
centres rehabilitated and centres rehabilitated and y 24 3 3 3 3
equinped equinped management and
quipp quibp report annually
oL Number of orthopedic Number of orthopedic ;Zﬂ;?%and Quarter] /%LSLLSD/PHC Ic_(fgrrgisn);tor 30(2010)
technologists/physiotherapist technologists/physiotherapis y 60 60 60 60 60
L. . management and
s sensitized ts sensitized
report annually
THEMATIC AREA 15: M&E, Operations Research and Surveillance
92. Number of HCWs trained on Number of HCWs trained L Quarterly DLTLD/HMI M&E_ 66 (2010)
. . . . Training records and coordinator 100 250 N/A N/A N/A
electronic TB reporting on electronic TB reporting S
annually
93. . L Quarterly DLTLD/HMI | M&E 75(2010)
Number of HCW trained in | Number of HCW trained in | . i rocords | and s coordinator 100 1500 | 1500 1500 1500
M&E M&E
annually
9. Number of HCWs trained in Number of HCWs trained in L Quarterly DLTLD/HMI M&E_ 25(2010)
Training records and S coordinator 125 125 250 250 250
E-TB manager E-TB manager annually
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No Indicator definition Measurement Method Source Frequency Responsible Responsible Baseline 2011 2012 2013 2014 2015
organization person targets
. ] . | DLTLD/HMI 29(201
9 Number of program officers Number of program officers . Quarterly / M&E_ 9(2010)
. . Training records and S coordinator 50 50 50 50 50
trained on OR trained on OR annually
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CHAPTER 3

3.0

3.1

ROUTINE DATA COLLECTION, ANALYSIS AND REPORTING

TB RECORDING AND REPORTING TOOLS

The Division of leprosy, tuberculosis and lung disease in conformity with the WHO

recommendations has several reporting tools in respect to the various thematic areas. The

following registers, cards and forms are used for the management of TB/Leprosy at health
care facilities supported by the DLTLD:

3.1.1
[ ]
[ ]

Tuberculosis:

TB Patient Appointment Card

TB Patient Record Card

TB Treatment Facility Register

TB Treatment District Register

Referral Form to TB clinic

Referral Form from TB Clinic to other care providers.
Quarterly Case Finding Report Form

Cohort Report Forms (Results of Treatment)

MDR TB

MDRTB Patient Appointment Card
MDRTB Patient Record Card
MDRTB Treatment Facility Register
MDRTB Treatment District Register
Quarterly Case Finding Report Form
Cohort Report Forms

Laboratory Tools
TB Sputum-smear Examination Request Form
Laboratory Register for Sputum-smear Examination
TB Culture/sensitivity Request Form.
Quarterly AFB Report Form

Drugs and other supplies reporting tools

Daily Activity Drug Register (DADR)

Facility CDRR (Consumption Drug Report & Request)Form
District CDRR

Bin Card

S11.

TB Patient Pack Control Card (currently in-printed on the Packs)



3.1.5 Others
e TB/leprosy Patient Defaulter Tracing Chart
e TB/leprosy Patient Transfer Form
e Facility Supervision Tool
e Patient Interview Schedule

TB appointment card:

This card has to be filled by the health worker when the patient is started on treatment. The
card remains with the patient during and after the full period of treatment. This will enable
the patient to collect drugs and to continue treatment at another TB clinic other than the one
he/she is registered when in transit or moving residence. In case of a more or less
permanent transfer, a transfer form must be filled and given to the patient. This card holds
the following information name of the district where the patient is receiving treatment, the
district registration number, name of the facility where the patient is receiving treatment,
patients full names, postal and physical address, age , sex, treatment regimen, date when
treatment started, outcome and body weight of the patient which is recorded every 28 days.
The rear part of the card contains the drug collection dates for both the intensive and
continuation phases.

TB Patient Record Card

Although, seemingly, containing more or less the same information as the Appointment
Card, the Patient Record Card is focussed more on the clinical aspects of patient
management. It also contains information, which cannot be put on the Appointment Card,
and as such cannot be replaced by it. The Patient Record Card is a very valuable source of
information for operational/clinical research on TB management. It contains data, which
often cannot be found in the TB Registers. The card should be filled as completely as
possible, during every visit of the patient by the health worker who manages their
treatment. The card contains the following information name of the district where the
patient is receiving treatment, district registration number, name of the facility (where the
patient is receiving treatment), patients full names, postal and physical address, age, sex,
treatment regimen, treatment outcome, body weight(taken every 28 days), name and
address of patient supporter, disease classification(Pulmonary/ Extra pulmonary), patient
classification( categorised on epidemiological and operational reasons as follows new
patient, smear positive relapse, smear negative/ EPTB relapse, RAD and TI), culture results,
source of patient(referred by), Transfers In CD4 results information on ART and the outcome
of treatment. The TB Patient Record Card contains medical information, which is strictly
confidential, must be handled accordingly and must be left at the unit where the patient
receives treatment.

TB Treatment Facility Register

The TB Treatment Register is maintained at each health facility where tuberculosis
treatment is provided. The Tuberculosis Treatment Unit/facility Register is a very
important monitoring & evaluation tools of the DLTLD. Based on the information in this
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register all reports on TB/HIV case finding and treatment outcome related data are
analysed and translated into activities essential for TB control in the country. Maintenance
of this register is the task of the health worker(s) who are responsible for the TB clinic. The
contents of this register should be handled as any other medical document containing
confidential information. It must be kept in a lockable place where unauthorized persons
don’t have access to it. Every patient receiving tuberculosis treatment at the health facility
must be recorded in this register. The register contains most of the information also found in
the TB Patient Record Card and therefore should be consistent with the latter. It must be
updated immediately after a patient attends the clinic for drug collection or when additional
information becomes available like sputum examination results, HIV test results etc.

TB Treatment District Register

This register is a summary of the facility register and contains the same information as the
latter. This register is normally updated by the District TB and Leprosy Coordinator and
contains information on all the patients in the district/zone. The DTLC prepares case
finding and cohort reports from this register.

Referral Form to TB clinic

This Patient Referral Form facilitates the referral of TB suspects or HIV positive patients to a
TB clinic for TB screening and subsequent treatment. The forms are provided in a booklet in
duplicate. One copy is filled and goes with the patient to the unit he/she is referred to and
the other copy remains in the booklet at the referring unit. Since these forms contain
confidential medical information, the booklet must be kept in a secure, lockable place.

Referral form from TB clinic to other care providers

This form is used by the TB clinics to refer TB patients to other care providers for additional
or continuing care. The forms are provided in a booklet in duplicate. One copy is filled and
goes with the patient to the unit he/she is referred to and the other copy remains in the
booklet at the referring unit. Since these forms contain confidential medical information, the
booklet must be kept in a secure, lockable place.

There are forms used for TB case finding and treatment outcomes and they are:
Quarterly Case finding Report form

This quarterly report is filled in from the DTLCs TB register and reports how many patients
were registered during the previous quarter of different patient. This forms the primary
source for assessing program performance and, to a lesser extent, epidemiological
surveillance. The report is usually filled in by the district TB coordinator and sent to the
provincial TB coordinator who reviews, analyses the report and forwards it to the central
level. The revision and collation of the data is done during the quarterly meeting which is
held after the 20th of the month proceeding the quarter that has ended.
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Cohort form

This quarterly report is filled in from the DTLCs TB register and gives the treatment result
of patients registered during the quarter that ended the previous year (13-15 months ),
allowing enough time for all patients to have finished treatment. The report is filled in by
the district TB coordinator using data from the DTLCs district register which is updated
from the TB facility register. The report is then sent to the provincial level to the Provincial
TB and Leprosy Coordinator who revises and analyses the report and forwards it to the
central level. Before submission to the central level data cleaning and collation takes place
during the quarterly meeting held as earlier on explained.

DEFAULTER TRACING({tc \11"7. DEFAULTER TRACING"}

Defaulter tracing is the responsibility of all health care staff in particular the nurse in the clinic,
the public health officer, the community health extension worker and the community health
care worker. During the intensive phase of Tuberculosis treatment (first two months), defaulter
tracing activities should be instituted immediately after the weekly clinic (within two days of
missing clinic) and during the continuation phase of tuberculosis treatment (after two months
to 6 months of treatment), defaulter tracing activities should be initiated immediately following
the two weekly drug collection (within two days). Particular attention should be paid to
addressing the course of defaulting.

MDR TB Recording and Reporting

MDRTB appointment card:

This card has to be filled by the health worker when the patient is started on treatment. The
card remains with the patient during and after the full period of treatment. This will enable
the patient to collect drugs and to continue treatment at another MDR TB clinic other than
the one he/she is registered when in transit or moving residence. In case of a more or less
permanent transfer, a transfer form must be filled and given to the patient. This card holds
the following information name of the district where the patient is receiving treatment, the
district registration number, name of the facility where the patient is receiving treatment,
patients full names, postal and physical address, age, sex, treatment regimen, date when
treatment started.

MDRTB Patient Record Card

The Patient Record Card is focussed more on the clinical aspects of patient management. It
also contains information, which cannot be put on the Appointment Card, and as such
cannot be replaced by it. The Patient Record Card is a very valuable source of information
for operational/clinical research on MDR TB management. It contains data, which often
cannot be found in the MDR TB Registers. The card should be filled as completely as
possible, during every visit of the patient by the health worker who manages their
treatment. The card contains the following information name of the district where the
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patient is receiving treatment, district registration number, name of the facility (where the
patient is receiving treatment), patients full names, postal and physical address, age, sex,
treatment regimen, treatment outcome, body weight, name and address of patient
supporter, disease classification(Pulmonary/ Extra pulmonary), patient classification(
categorised on epidemiological and operational reasons as follows new patient, smear
positive relapse, smear negative/EPTB relapse, RAD and TI), culture results, source of
patient, Transfers In CD4 results information on ART and the outcome of treatment. The
MDR TB Patient Record Card contains medical information, which is strictly confidential,
must be handled accordingly and must be left at the unit where the patient receives
treatment.

MDR TB Treatment Facility Register

The TB Treatment Register is maintained at each health facility where MDR TB treatment is
provided. The Tuberculosis Treatment Unit/facility Register is a very important monitoring
& evaluation tools of the DLTLD. Based on the information in this register all reports on
MDR TB case finding and treatment outcome related data are analyzed and translated into
activities essential for MDR TB control in the country. Maintenance of this register is the
task of the health worker(s) who are responsible for the TB clinic. The contents of this
register should be handled as any other medical document containing confidential
information. It must be kept in a lockable place where unauthorized persons don’t have
access to it. Every patient receiving tuberculosis treatment at the health facility must be
recorded in this register. The register contains most of the information also found in the TB
Patient Record Card and therefore should be consistent with the latter. It must be updated
immediately after a patient attends the clinic for treatment observation and drug collection
or when additional information becomes available like sputum examination results, smear
conversion, HIV test results etc.

MDR TB Treatment District Register

This register is a summary of the facility register and contains the same information as the
latter. This register is normally updated by the District TB and Leprosy Coordinator and
contains information on all the patients in the district/zone. The DTLC prepares case
finding and cohort reports from this register.

Referral Form to TB clinic

This Patient Referral Form facilitates the referral of MDR TB suspects to a TB clinic for TB
screening and subsequent treatment. The forms are provided in a booklet in duplicate. One
copy is filled and goes with the patient to the unit he/she is referred to and the other copy
remains in the booklet at the referring unit. Since these forms contain confidential medical
information, the booklet must be kept in a secure, lockable place.

Referral form from MDR TB clinic to other care providers

This form is used by the MDR TB clinics to refer MDR TB patients to other care providers
for additional or continuing care. The forms are provided in a booklet in duplicate. One
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copy is filled and goes with the patient to the unit he/she is referred to and the other copy
remains in the booklet at the referring unit. Since these forms contain confidential medical
information, the booklet must be kept in a secure, lockable place.

There are forms used for MDR TB case finding and treatment outcomes and they are:
Quarterly Case finding Report form

This quarterly report is filled in from the DTLCs MDR TB register and reports how many
patients were registered during the previous quarter of different patient. This forms the
primary source for assessing program performance and, to a lesser extent, epidemiological
surveillance. The report is usually filled in by the district TB coordinator and sent to the
provincial TB coordinator who revises and analyses the report and forwards it to the central
level. The revision and collation of the data is done during the quarterly meeting which is
held after the 20th of the month proceeding the quarter that has ended.

Cohort form

This quarterly report is filled in from the DTLCs MDR TB register and gives the treatment
result of patients registered during the quarter that ended the previous year (24-28 months ),
allowing enough time for all patients to have finished treatment. The report is filled in by
the district TB coordinator using data from the DTLCs district register which is updated
from the TB facility register. The report is then sent to the provincial level to the Provincial
TB and Leprosy Coordinator who revises and analyses the report and forwards it to the
central level. Before submission to the central level data cleaning and collation takes place
during the quarterly meeting held as earlier on explained.

LABORATORY FORMS AND REGISTERS

Laboratory request form for sputum examination{PRIVATE }

This form is used by health care workers who are examining patients at the
outpatient departments, chest clinics, and wards of the health facilities to request for
sputum examinations. The form is also used for sputum smear follow up in the chest
clinic and the laboratory. The following details must be filled Name of the
patient/client, Age, Sex(M/F), type of patient (new or follow-up)patient
number/laboratory serial number, results as indicated in the laboratory guidelines
and ownership of the work i.e. the health care worker must sign on the form to show
ownership.

AFB {PRIVATE }Laboratory Register

- This register is kept and maintained by the laboratory staff. The register contains the
laboratory findings and is timely updated by the laboratory staff in the facility. The register
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has various sections which include Serial number, date (1st date of registration of the
request), Name of the patient, age, sex, residence/ address, source of the request
(OPD/Ward/Clinic), results and ownership (name and signature of officer who did the
examination requesting).

Culture Request Form

Culture and sensitivity examination must be done for all retreatment, contacts of MDR-TB,
all NSP, all health care workers who develop TB and new smear negative HIV+ patients. The
Culture Request Form must be filled by the DTLC, or by the clinician requesting for the test.
The first part of the form contains the following information which must be filled: name (all
three names), district registration number, OP/IP number, address, actual age of patient, Sex of
patient, Referring clinic or ward, Facility name, Type of specimen, Date of collection, Clinician’s
name and signature, examination required: Specify whether for smear, culture or sensitivity,
type of patient: Tick the correct type of patient, Previous treatment: Indicate the duration of
treatment and drugs used. On the other side of the same form there is room for the
laboratory report for direct smear, culture report, and sensitivity testing. The report should
also have the name, signature and designation of the laboratory officer and the date the report
was finalized.

Quarterly AFB Report Form

The AFB report form is used to report on the AFB workload in specific districts. The district
medical Laboratory technologist must fill this form all the facilities in the district that carry
out sputum smear microscopy. The forms are submitted to the provincial Medical
Laboratory Technologist who revises the reports and forwards to the central level.

Drugs and other supplies reporting tools

These tools are used for logistic management information systems. They ensure commodity
data is well recorded and reported and they are:

Daily Activity Drug Register (DADR), which is kept and maintained at the facility level where
drugs are issued to the patients. This register is filled by the health care worker who issues
drugs and must update it every time drugs are dispensed. It contains information on the
stock levels at the beginning of the day and at the close of the day.

Facility CDRR (Consumption Drug Report & Request) Form is used for ordering drugs by the
health facility where patient drugs are dispensed. This form is filled by the facility in charge
monthly and contains information on stock levels at the end of the month, consumption,
losses and adjustments, quantity required and the actual calculated stock balance. This form
is submitted to the DTLC who aggregates the consumption data using the District CDRR for
the districts/zone and forwards it to KEMSA on monthly basis to facilitate drugs and other
supplies resupply.

Bin Cards are tools that are kept at the point where drugs are issued and they information
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on what is available and what has been issued. S11 are tools that are used for issuing drugs
and other supplies from one point to another. They are maintained and filled at the store
where drugs and other supplies are being issued to consumers.

TB Patient Pack Control Card which is currently in-printed on the patient Packs is used to
ensure DOTS and is filled whenever the patient takes the medication.

Leprosy Recording and reporting

The health staffs in charge of the tuberculosis or leprosy clinic is responsible for filling in and
maintaining the following records and registers used for case reporting, analysis of treatment
and defaulter tracing:

e Leprosy Patient Treatment File

e Leprosy Appointment Card

e Leprosy Treatment Register

e Defaulter Action Card

DEFAULTER TRACING({tc \11"7. DEFAULTER TRACING"}

Defaulter tracing is the responsibility of all health staff. During the full course of leprosy
treatment which is on monthly intervals. Failure to attend this clinic may lead to interruption
of treatment and treatment failure. Therefore, any leprosy patient who has missed one clinic
should be traced to establish why he/she has defaulted and to persuade him/her to attend
again. Since leprosy clinics run monthly, any patient who does not appear for a clinic should be
considered a defaulter and tracing activities instituted within one week.

3.2 INFORMATION/REPORT FLOW AND FEEDBACK MECHANISMS
Data is routinely collected and entered from the peripheral health facilities data capture

tools by the DTLC who does this on their monthly visits to the facilities. The DTLC carries
the District register to the facilities and transfers the raw data to the district register which is
paper based in 7 TB control zones and in the other 5 TB control region the DTLCs use the
PDA for data consolidation and analysis. PDA is computer based and contains the electronic
version of the TB district register. From the district level the data is channeled to the PTLC
who consolidates the provincial report for onward transmission to the central unit.

Monitoring and evaluation of the TB control program is conducted after the conclusion of
each quarter. In Kenya’s fiscal year, the four quarters are: Quarter 1: January - March;
Quarter 2: April - June; Quarter 3: July - September Quarter 4: October - December. At the
end of each of the quarters the DTLC s from the regions converge together in a meeting to
share findings, conduct data cleaning and update on TO/TI to improve on the treatment
outcomes. Reports are usually submitted to the PTLC from the DTLC within three weks of
expiry of the quarter and to the central unit within four weeks of expiry of the quarter. In

35



addition, the national office reviews the data and provides feedback to the provinces within
six weeks after the quarter. Detailed reports of the data are provided as feedback to the
provinces after 6 months during the bi annual PTLC meetings. Eventually, the national
office analyzes the data and prepares reports including the annual report with 6 months
after expiry of the year.

As a part of monitoring and evaluation process in TB control, DLTLD has been holding biannual
meetings. This meetings are held in a venue identified by the DLTLD central unit and includes:
Director Public Health and Sanitation, Head Department of Disease Control, Head DLTLD, Heads of
the various sections within the Divisions organ gram, staff from the division, PTLCs, PMLTs,
representative from the WHO, representative from the prisons and other key partners working
within the TB control area. This team acts as a steering committee at national level which meet
every six months to discuss: the results of each province with the central level in the presence
partners in TB control, the different problems and the solutions implemented and check the
weaknesses and strengthens confronting the areas of collaboration with other sectors like NGOs,
Prisons and Private Sector.

Meeting Venue: Venue identified by DLTLD Central Unit

Meeting Duration: 5-6 days, each of the 12 TB control regions presents its data,

achievements and challenges on the first 2 days, on the third day the national data is
presented with presentations from the various sections within the Division, day four is for
partners to present on their TB control activities in the past half year and their work plans
for the following year/year and day 5 is a summary of the comprehensive work plan of all
the planned activities from the division and partners. The division takes the lead in
developing the agenda for the meeting.

Meeting Frequency: Biannually

Meeting Participants
Central Level:
e  Ministry of Public Health and Sanitation
o The Head Department of Disease control

Head Division of Leprosy Tuberculosis and Lung Disease

Provincial Tuberculosis and Leprosy Coordinators

Provincial Medical Laboratory Technologist

Heads of sections within the Ministry of Public Health and Sanitation

0O O O O O

Partners in TB control

e National and international NGOs

o Representatives of each according to the meeting topics
e DLTLD Central Unit
o All different component coordinators
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After the completion of each quarter’s implementation, the District TB coordinator prepares
quarterly reports on case finding (TB notification), cohort reports (outcomes of treatment for
the previous year), line listing of all leprosy patients in the districts, new and retreatment
cases receiving DST, treatment success rate of MDRTB patients and the commodity
situation in the district. The reports should be sent to the provincial level by the 20t of the
tirst month of the next quarter. When all the reports are ready the PTLC calls for a quarterly
meeting and is usually conducted on or before the 20t of the second month of the following
quarter. During these meetings officers from the central level are present to conduct data
cleaning and give updates on the programmes progress. The features of the reporting
system at the different administrative levels are described below:

Figure 3 Data Flow
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Currently data is collected at service delivery points and in the community using paper
based system. At the district and provincial level, both paper based and electronic system is
used. Five out of twelve provinces are now using Personal Digital Assistant (PDA) to collect
data from the facility level. At the district level, data is synchronized into a customized
access database which allows the district to generate reports that will inform actions at
lower levels. The access database is then sent to the provinces where these is consolidated
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and analyzed to generate summaries and reports. These databases at the provincial level are
submitted electronically to the national level for country collation and analysis.
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CHAPTER 4

4 EVALUATION AND OPERATIONS RESEARCH

This section deals with activities that involve systematic collection and analysis of data to
make decisions. Evaluations undertaken by the Division are both process oriented (how is
the national programme being delivered or is it being delivered as intended?) and looking at
results from outcome or impact evaluations of various aspects of the Division’s work.

In this section, we describe existing practices, as well as some of the gaps in evaluation and
research that are being planned for in the next 5 years.

4.1 Program review

This activity is carried out at the mid-term and end term of the strategic plan which is
usually 5 year. The main focus of this review exercise is to evaluate the progress of the
Division in the implementation of the activities in the strategic plan. This activity is carried
out independently by a team consisting of international experts, Local partners in TB and
Leprosy and staff from the Ministry of Public Health and Sanitation. The review exercise is
conducted in such a manner that there are clear terms of reference and internationally
acceptable tools to be used in the review exercise. The review covers all the thematic areas in
the Division and the review exercise covers the whole country i.e. representative health
units and districts in all the provinces.

4.2 Program evaluation

This activity entails Looking at what the program intended to achieve - what
difference did it want to make? What impact did it want to make? Assessing its
progress towards what it wanted to achieve, its impact targets.

Additionally program evaluation looks at the strategy of the program. Did it have a
strategy? Was it effective in following its strategy? Did the strategy work? If not,
why not?

Looking at how it worked. Was there an efficient use of resources? What were the
opportunity costs (Opportunity costs are the opportunities you give up when you
decide to do one thing rather than another. For example, If you spend your money
upgrading laboratories, you give up the opportunity of using the money to
undertake AFB refresher training. You have to decide which the better use of the
money is.) of the way it chose to work? How sustainable is the way in which the
project or organization works? What are the implications for the various
stakeholders in the way the organization works? Evaluations will be done at every
third year after the strategy or a project has been initiated for long term projects but

39



for short term duration projects or strategies evaluations will be carried out at the
end of the project period to obtain information on the effectiveness of the
interventions implemented and to look at the cost effectiveness of the interventions.
All the evaluations undertaken must be carried out in an independent and objective
manner.

Various methods are used for evaluation of the Division:

421 Self-evaluation: This involves the Division holding up a mirror to itself and
assessing how it is doing, as a way of learning and improving practice. It takes a
very self-reflective and honest view by all the concerned to do this effectively, but it
can be an important learning experience.

4.2.2 Participatory evaluation: This is a form of internal evaluation. The intention
is to involve as many people with a direct stake in the work as possible. This may
mean Division staff and beneficiaries working together on the evaluation. If an
outsider is called in, it is to act as a facilitator of the process, not an evaluator.

4.2.3 Rapid Participatory Appraisal: This is a qualitative way of doing evaluations.
It is semi-structured and carried out by an interdisciplinary team over a short time.
It is used as a starting point for understanding a local situation and is a quick, cheap,
useful way to gather information. It involves the use of secondary data review,
direct observation, semi-structured interviews, key informants, group interviews,
diagrams, maps and calendars. In an evaluation context, it allows one to get
valuable input from those who are supposed to be benefiting from the development
work. It is flexible and interactive.

4.2.4 External evaluation: This is an evaluation done by a carefully chosen
outsider or external team.

4.2.,5 Interactive evaluation: This involves a very active interaction between an

outside evaluator or evaluation team and the organization or project being
evaluated. Sometimes an insider may be included in the evaluation team.

4.3 Surveys and surveillance

4.3.1 Specific studies/surveys
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Kenya plans to undertake surveys and surveillance for TB information, both biological and
behavioral surveys & surveillance in different target groups in collaboration with various
partners. Surveys will be conducted regularly to obtain information which cannot be
obtained through the routine program surveillance system. The surveys which are being
proposed to measure indicators which cannot be measured using routine data are outlined.
The protocols for the surveys and surveillance are based on international recommendations.
Examples of surveys & surveillance to be implemented:

4.3.1.1 Drug Resistance Survey - Nation-wide drug resistance surveillance will be carried
out by DLTLD with support of CDC in the year 2011 technical support will be provided by
KNCV, CDC and WHO; this will provide the country with information on the drug
resistance patterns.

4.3.1.2 Tuberculin surveys. The annual risk of TB infection (ARTI) indicates the proportion
of the uninfected population who will become primarily infected with tubercle bacilli
during the course of the year. This risk of infection depends on the prevalence of the sources
of infection, especially the smear-positive pulmonary TB cases. This can be used as a
measure of transmission to youngest population and has implications on how this can be
curtailed. Expected prevalence of TB infection (P), can be estimated using the formula, P = 1-
(1-R) Where R is the risk and a is the age at which the observed prevalence is expected. The
risk is based on tuberculin surveys done in the population in question. Several tuberculin
surveys have been conducted in Kenya to establish the annual risk of tuberculosis infection
(ARTI) among primary school going children (age 8 to 15 years). The latest two surveys
show that the amount of transmission of tuberculosis occurring in the communities and
trends of transmission of TB in Kenya has risen as reflected by an increase of ARTI from 0.69
in 1990 to 1.1 in 1996.

4.3.1.3 Prevalence surveys A TB prevalence survey has not been done in Kenya since the
advent of the HIV epidemic. While they are more expensive than tuberculin surveys, a
prevalence survey of the population does give a more reliable estimate of the case detection
rate (CDR). A prevalence survey entails examining a representative sample of the
population to determine the numbers of TB patients (those with active disease) that are
present in that sample and the duration they have been sick. This gives the point prevalence
of TB and the average duration of illness for all the patients identified. This can then be used
to calculate the incidence of TB using the formula: Prevalence = Incidence x Duration of
illness.

The case detection rate of the country in question can be then calculated. The DLTLD
intends to do a prevalence study in 2011 with funding from the GFATM.

4.3.1.4 Community IPT study
This study is a randomized clinical trial being carried out 2009-2011 and looks at the efficacy
of delivery of community IPT to the contacts of HIV positive TB patients.
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4.3.1.5 Anti Tubercular medicines Post marketing Surveillance Behavioral survey

KAP survey - KAP survey among amongst School going children, Teachers and
Community opinion leaders this was made possible through the support from global fund
round 6.

Motivation and De-motivation Survey amongst Health care workers- This survey was
carried out to obtain information on the factors that motivate or de-motivate health care
workers this will enable design of human resource policies to address gaps existing.

The results of the survey and surveillance will be shared among the M&E Advisory
committee and M&E Working Group to be used for future decision-making.

4.4 Research and Special Studies

Operational research: DLTLD will continuously endeavor to undertake research using the
operational data generated to use data already existing to inform policy designs and
monitoring the implementation of strategies and interventions. DLTLD plans to hold a
national consultative meeting to identify the research priorities for the thematic areas to be
implemented in the next two years. The meeting planned for 2011 will be a follow up to an
earlier meeting held in June 2008.
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CHAPTER 5
5 DATA QUALITY ASSURANCE MECHANISMS

5.1 SUPPORTIVE SUPERVISION

Support supervision objectives

Support supervision is a core management task and it is an activity that all staff of DLTLD
will be carried out on a regular basis. Supervision aims at improving work performance,

staff discipline and ensuring appropriate staff development.

The objectives of support supervision within the DLTLD are to:-

e Ensure that Division activities are being carried out according to the agreed and

published guidelines.

e Verify that outcomes are in line with what is being reported.

e Appraise the performance of the staff engaged in activities of the Division.

¢ Identify initiatives and achievements that should be communicated.

e Identify staff training needs.

e Give advice and provide on-the-job training.

e Agree on action plans for addressing specific problem situations.

e Receive feedback and learn from staff and the community on their experiences in the

implementation of the guidelines

Supervision takes place at all operational levels of the Division: National, province, district,
and community. Support supervision at levels is guided by the task set out in DLTLD
Organogram.
5.1.2Supervision by DTLCs
In health facilities within the district, health care workers are responsible for case-finding,
infection control and treatment of TB, leprosy and lung disease patients. Support
supervision to health care workers in diagnostic facilities is offered monthly while less busy
treatment only centers supervise quarterly. Large clinics in urban centres and “problem
centres” should be visited weekly. As far as possible visits should take place on scheduled

clinic day.
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The main responsibility of DTLCs is to offer technical support to health care workers in all
facilities in the district. A DTLC should be mindful of the principles of support supervision
as per guidelines.

Supervision Schedule: Preparation and distribution of the schedule will enable co-
ordination of activities at both the provincial and district levels. The Schedule of
TB/Leprosy clinic visits should be prepared by November and distributed in December.
This covers the whole year including January of the following year. .Preparation of the
schedule should be done in consultation with in-charges of the TB clinics and facilities. It
should clearly indicate when the clinics are due and when the DTLC will be visiting them. It
should be distributed to all health facilities, the PTLC, the DMOH and the District Clinical
officer (DCO).

Supervision should be a well-planned and organized event. The following guidelines
should help a DTLC in the preparation and conduct of a supervisory visit to a TB/Leprosy

clinic.

Table 3: Supervision Guidelines for DTLCs

What to carry
Take the following items:

e  Last supervision report

e  Notebook and pen

e Carry Personal Digital Assistance(PDA)

e Recording/reporting forms, TB/leprosy registers and other stationery

e  Tuberculosis/leprosy drugs

e  Laboratory supplies (slides/reagents)

¢  Money for re-imbursement

e Protective footwear for leprosy patients.

. Any relevant guidelines and IEC materials
How to do it

e  Supervision should not only be a fact-finding mission. Equally important is the assessment and development of
competence, support and motivation of health staff.

e  Supervision does not mean that the DTLC is doing the job of the health staff him or herself but rather that the DTLC
observes the staff as the clinic is being conducted. The DTLC should give guidance, advice, and training where
required. Compliments should be given when performance is good. On the flip side constructive criticism and
training should be offered if performance is below standard.

o The general health staff has to carry out several tasks which are delegated to them. The responsibility of the DTLC is
to see that these tasks are performed well.

What to look at

Besides the performance of the staff DTLCs should look at the following records.

In the clinic:-

e  The patient record cards: are they completely filled? Is treatment regimen and dosages correct? Are clinic
attendances recorded? Are appropriate actions taken in case sputum remains positive at two months or at five
months?

e  Are tuberculosis /leprosy treatment registers complete and updated?

e  Are follow-up smears taken at the appropriate stage of treatment?

e Isthere sufficient supply of drugs, recording forms, health education materials, poly pots?
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e  Are patient packs correctly used and stored?
e Are TB/HIV collaborative activities being offered?
In the pharmacy/ drugs stores:-
e  Areledgers/bin cards updated and consistent with the stocks?
e Always check expiry dates.
e Who is responsible for ordering and distribution of the drugs?
. Is the store well kept, clean and secure?
In the laboratory;-
e  Check the AFB register: Number of suspects examined, number of positive suspects and the number of smears
examined per suspect, any defaulter at lab level.
e Check whether what is in sputum register in lab is reflected in the TB register in clinic
e Check whether there are sputum results in the lab lying uncollected
e Check for physical condition of sputum desk/section
e Check if sufficient stock of reagents and lab materials are available and examine the quality of the reagents.
. Check for QC/ QA reports

Checklist:
To make such a supervisory visit as systematic as possible, a checklist will be used (see

Appendix I)

Reporting: The supervision check list has been provided in a supervision booklet. The
booklet is carbonated in such a way that three leaflets are filled. The original leaflet should
be passed on to the PTLC while the duplicate should be kept by the DTLC and used to
update the DHMT on the quality of TB services in the district and for sending a summarized

district report to PTLC and the triplicate is left at the facility .

5.1.2 Supervision by PTLCs

Responsibilities of the PTLC are to co-ordinate TB and leprosy control activities in the
province and supervise the work of the DTLCs. The PTLCs with the district teams plan
district level activities jointly during the quarterly meetings, make funds available for
supervisory and training activities, monitor performance and validate Divisional data
provided by the DTLCs.

Every control zones should be visited quarterly, and the PTLCs should spend three days per
visit during which they should accompany the DTLCs on a supervisory visit to at least three
or more clinics. The PTLC should involve provincial laboratory staff in combined
supervisory visits, when centres performing AFB microscopy are visited.

The following guidelines should help the PTLCs in planning their supervision activities in

the districts:
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Supervision guidelines for PTLCs

What to carry

Supervisory checklist

DLTLD programme manual

DLTLD clinical guidelines

Supplies - drugs, stationery, money, etc

Previous reports (supervisory reports, cohorts, DTLCs” monthly activities

Where to Visit

e  Regular and scheduled visits in the company of the DTLC should be made to the office of the DMOH, the
district hospital chest clinic, TB or leprosy wards in the hospital, the district laboratory; the district drug store,
at least two peripheral health units one of which should preferably be a dispensary, at least one
NGO/FBO/CBO health facility and at least one private health care facility if the district has on-going
PPMDOTS activities.

e Special visits might focus on particular problem areas in for example, in prisons, school.

e  Visit should also target at least one community-based TB activities

What to look at

As for supervision by DTLC

Inspect physical facilities’ e.g. beds in TB ward, microscopes in the laboratory, x-ray facilities etc.
Discuss and assess transport available to the DTLC

Discuss DOTS implementation and DOTS expansion activities.

The performance of community TB

What to look for

Quality of recording (completeness of entries)

Updating of the treatment outcomes

Consistency of the data

Verification of the physical stock

Expiry dates and quantity of supplies

State of storage of supplies

Bed capacity versus occupancy

DTLC office space

Distribution of staff in chest clinic/TB ward
Interpersonal relationships/team work

Staff welfare

Assess training needs

Completeness of tools used in monitoring community TB
Availability and distribution of IEC materials for TB/HIV

What to discuss

Major findings of the supervisory visit. When these are positive, compliment and when they are negative, look for
solutions with the team.

New Division policies including research, new regimens, circulars, new reporting systems, etc.

Successes, constraints, concerns.

What to record

Relevant issues that have come up during the visit
Recommendations arising from the discussion
Relevant statistical indicators (case finding, etc.)

What to report

All negative issues that could not be sorted out immediately.
Agreed solutions.

Statistical findings.

Changes related to problems identified during the previous visit.

5.1.3 Supervision by the Central Unit
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The Central Unit has responsibility for overseeing the full range of task at all levels of the
Division according to the guidelines set out in this manual. With regard to its supervisory
functions, the objectives are the same as those given at the beginning of this section. Central
Unit is concern with problem solving in conjunction with the PTLCs and responding to issues
that are identified either by the Central Unit in studying reports and in observing what is
happening in the field or by the PTLCs themselves or by others from outside the Division

As well as maintaining a regular pattern of visits to the provinces the Central Unit should
give priority to responding to requests from PTLCs for support in tackling difficulties and in
promoting new activities. If, in the course of monitoring reports, members of the Central
Unit notice certain aspects that should be explored or appraised, they should first discuss
these issues with the PTLC and agree on a course of action. The solution may involve a
supervisory visit to the place in question.

For routine Division supervision every province should be visited at least twice a year or

frequently as need arises.

Guidelines for supervision by CU
The team of supervisors from Central Unit shall comprise
e The Head of the Division or his/her nominee who will be the team leader. The
nominee may be a central unit staff or an experienced PTLC from a different TB
control zone.
e The Laboratory coordinator
e The nurse coordinator
e The Health Management Information System Coordinator [M&E coordinator]
e The Clinical Coordinator (an experienced district TB and Leprosy Coordinator)
e Logistical coordinator [Pharmacist]
e ACSM coordinator
e Aninvited partner who works or supports central unit [co-opted]
e Adriver
e The Central Unit supervision team will have the following TOR:
e To determine the extent to which TB/leprosy control activities are carried out
according to agreed national guidelines.

e To validate reports on TB/leprosy control activities from the provinces
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e To identify gaps, weaknesses and strengths that can be used to improve Division
performance.

e To identify resource and other needs for improving the capacity of the Division to
deliver DOTS

e To appraise the Division staff and other stakeholders on TB/leprosy control
activities including new initiatives.

The Supervision procedures: What to carry

e Supervision check list

e Reference materials

e Previous supervision report with a list of items that needed to be followed up

e New information

e Guidelines, manuals

e Writing materials

e Any emergency supplies

Supervision schedules: A supervision schedule shall be drawn up every half year. The
schedule should indicate provinces to be visited and the supervision dates. This schedule
should be communicated to all the PTLCs. The PTLCs. should be fully involved in preparing
the schedule so that dates are agreed on which are responsive to the needs of the
provinces/ districts. The responsibility for drawing up this schedule will be vested on the

head of the Division or his/her nominee.

Where to and who to visit: The supervision exercise will start with briefing session with the
PTLCs and the PMO. After reviewing TB/leprosy control reports with the PTLCs/PMO the
team will select two districts for field visits. These districts should consist of the best
performing and the worst performing districts so that issues affecting performance can be
learned. Consultations with the PTLCs should take about a day. The team is accompanied by
the PTLCs and sometimes other members of the PHMT then go to the selected districts. At
the district the team should have discussion with the DMOH and other members of the
DHMT and then visit at least 5 health care facilities: the provincial hospital, a district hospital,
a health centre, a dispensary and a private/faith-based facility all selected at random or after

identifying problems that need to be resolved at health facility level. The supervision of one
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district should take at least two days.

debriefing session with the DMOH and other members of the DHMT. Therefore the

The supervision of a district should end with a

supervision of province should take about five days and should end with a debriefing session

with the PTLCs/PMO and other members of the PHMT.

SUPERVISION CHECK LIST FOR DLTLD- CU

A-DOTS Implementation in the Province

How many times has PTLCs.visited the districts supervised in | More than twice | Twice Once No visit

the last quarter?

Average number of facilities visited by PTLCs. in district per | More than three | Two to | One None

supervision round three

Proportion of facilities visited with complete entries in the TB | 290% Excellent | 75-90% 50-75% <50%

register Good Average Poor

If there are facilities with average or poor performance was | Yes No NA NA

PTLCs. aware

Proportion of facilities with complete entries in the laboratory | 290% Excellent 75-90% 50-75% <50%

register? Good Average poor

If there are facilities with average or poor performance in the | Yes No NA NA

laboratory was PTLCs. aware

Proportion of facilities visited with default lists 290% Excellent | 75-90% 50-75% <50%
Good Average Poor

If there are facilities without default lists was PTLCs. aware? Yes No NA NA

Proportion of facilities visited with regular TB clinics 290% Excellent | 75-90% 50-75% <50%
Good Average Poor

If there are facilities without regular TB clinics was PTLCs. | Yes No NA NA

aware?

Overall assessment of default retrieval in the province Excellent Good Average Poor

Overall assessment of contact tracing activities in the province | Excellent Good Average Poor

Overall assessment of DOT in the province Excellent Good Average Poor

Proportion of patients from the health facilities visited who | >75% Excellent | 50-75% 25-50% <25%

receive DOT in the continuation phase Good Average Poor

Proportion of patients from the health facilities visited who | >75% Excellent | 50-75% 25-50% <25%

receive HIV DTC Good Average Poor

Overall assessment of health education given to patients in the | Excellent Good Average Poor

facilities visited.

B-The Subjective assessment: Relationship with other members of PHMT and staff

Relationship with DTLCs Excellent Good Average Poor

Relationship with other members of PHMT Excellent Good Average Poor

Quality of advice and on-the-spot training for general health | Excellent Good Average Poor

staff

Participation in PHMT meetings Excellent Good Average Poor

Ability to respond to problems encountered Excellent Good Average Poor

Overall assessment of ACSM activities in the province Excellent Good Average Poor

C-Training and Health Education

Number of health care workers training held in previous half year

Are meeting reports available 1. Yes 2. No

Number of other advocacy/meetings for the general population conducted in previous half year

Are meeting reports available 1. Yes 2. No
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D-Supplies and Equipment

Is there undersupply of drugs in facilities visited Yes No
Is there oversupply of drugs in facilities visited Yes No
Are there expired drugs in any of the facilities visited Yes No
Is there undersupply of laboratory reagents in facilities visited Yes No
Is there oversupply of laboratory reagents in facilities visited Yes No
Are there expired laboratory reagents in any of the facilities visited Yes No
State of motorcycle or other transport for DTLCs in the district visited Good Poor
If there problems with transport for the DTLCs was the PTLCs. aware: Yes No
State of microscopes in facilities visited Good Poor
If there problems with smear microscopy services in more than two facilities visited was the PTLCs. | Yes No
aware?

Are funds available for DTLCs reaching them in a timely manners Yes No
Is there problem with supply of TB/HIV IEC materials

E-Stock levels
1-  Facility is 3 month supply with I month buffer stock(4 month stock),
2-  District store is 3 months supply with 3 months buffer stock(6 month stock)
List problems identified:
List action taken or to be taken:
Signature of PTLCs..................... Signature of central unit Team Leader........................

This section should include practices and mechanisms required for ensuring data quality.
While there may be an overlap with other sections, it should include the following;

5.2 Data quality assurance.
In looking at data quality the following attributes are considered:

e Completeness
This attribute is achieved by ensuring that all the districts have reported and it is
counterchecked at all levels, internal consistency of the reports are checked at the provincial
level by looking at the reporting trends and it is indicative of whether all the cases in the
facilities have been notified. In addition, the completeness of data entered at the facility level
is routinely checked and updated during supervision. Consistency is further checked during
the review meetings where the registers are reviewed for completeness before cohort reports
are checked.

e Timeliness
Timeliness of submission of reporting is ensured though tracking of reporting rates at
provincial and national level at the end of the stipulated time. To ensure timely and wide
dissemination of the annual reports the program provides an electronic version available in
our website.

e Accuracy
Accuracy of the reports is ensured by regeneration of cohort reports during quarterly
review meetings and during routine data quality assessment. During the quarterly meetings
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self checking data fields are compared. In addition during supervision visits data in
different source documents are compared.

e Integrity
At all levels data is kept confidentially and submissions of reports have to be countersigned
by the District Medical officer of Health (DMOH). During supervisory visits data available
at the district level is compared with data at the facility level. Additionally, data is re
generated during routine data quality assessment and during quarterly review meetings

5.21 Review meetings

DLTLD holds quarterly review meetings of the provincial teams which includes DMOH,DTLCs,
DHRIO, DPHO and district medical lab technologists (DMLTs) in the province. At these meetings,
commonly referred to as the DTLC meetings, the data submitted by the DTLCs is reviewed by the
team with queries raised where there are discrepancies. An activity that has proved useful in
validating the case finding and treatment outcomes data is the exchange of TB district registers where
DTLCs generate case finding and case holding in order to ascertain the validity of the reported
findings. Similarly, during similar quarterly meetings of the Provincial TB and Leprosy Coordinators
and the DLTLD central unit, the PTLCS present their data which is reviewed by all and queries are
raised on any discrepancies.

5.22 Routine Data Quality Assessment

DLTLD will carry out routine data quality assessment every two years; this will entail an external
audit to assess a Program ability to report quality data. It will focus on:

¢ Verifying the quality of reported data

e Assessing the data management and reporting systems for standard program output
indicators

This will be achieved through use of acceptable Routine Data Quality Assessment Tools.
The objectives of the data quality assessment will be to:

[1 ASSESS - quantify rapidly

1) The quality of reported data for key indicators at selected sites; and

2) The ability of data-management systems to collect, manage and report quality data.

' MONITOR - improve capacity and performance of the data management and reporting system to
produce quality data.

The data quality assessment will serve the following purposes:

| Assesses of DLTLD data management and reporting systems. This is undertaken annually. It
assesses DLTLD ability to collect and report quality data at all levels. This will identify gaps and
monitor improvements.

[ Strengthen staff’s capacity in data management and reporting.

The data quality assessment will be implemented using standard protocol which clearly outlines
data verifications of the 5 attributes of the TB R&R quality indicator:
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¢ Quantitative comparison of recounted recorded data to reported data on source document.
Comparison is based on cross-checking of difference source document. Comparison between
independent source document such as laboratory-drug management and patient
management source documents, could be considered as capture-recapture approach,

¢ Quantitative review of timeliness of reported documents,

¢ Quantitative review of completeness of source documents

¢ Review of availability of source documents

¢ Quantified weight indicator of quality of TB Recording and Reporting system.

The output of data quality assessment is an indicator of the TB R&R for monitoring and improving
data quality.

AFB Microscopy Quality Assurance

To ensure the validity and reliability of laboratory smear results according to National EQA
guidelines are adhered to. External Quality Assurance (EQA) has been established in most of the
provinces, with countrywide coverage of 66% in 2010. The CRL oversees the EQA in the provincial
laboratories while the provincial and district Medical Laboratory Technologist supervise all the
district and health center laboratories respectively. The CRL receives bi-annual technical support
missions from international experts based at the International Union against TB and Lung Disease
(IUATLD) and WHO, who assist in making sure that it performs according to international
standards. In addition, the CRL is attached to the Supranational Laboratory in Brisbane, Australia
and regularly submits samples of TB cultures for validation of DST results. All these activities help
ensure the validity of the work conducted at the Central Reference Laboratory (CRL.)

There exists a quality assurance for TB drugs, TB drugs are procured and distributed using KEMSA

the Kenyan Medicines and supplies agency. Drugs assurance is further strengthened by carrying out
regular post marketing surveillance every two years.
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CHAPTER 6

6 MONITORING AND EVALUTION COORDINATION

6.1 M&E Structure
There is an established M&E unit within the Policy, planning and Research Section within
the Division of Leprosy, Tuberculosis and Lung Disease (DLTLD). The unit is charged with
the coordination and implementation of all Monitoring and Evaluation activities related to
the Division’s mandate. M&E activities are undertaken via several groups such as the M&E

advisory group, the M&E working group and the DLTLD M&E unit.

The Monitoring & Evaluation component for DLTLD has the following terms of reference:

a. To conduct M&E of TB control activities supported with funding from the different
funding agencies, with plans for implementation and capacity building in accordance
with the set indicators and objectives laid out in the strategic plan.

b. To coordinate with DLTLD Central unit with partners by providing technical support
to ensure that they are able to effectively monitor and evaluate activities and
summarize the overall impact of the project.

c. To coordinate and work with agencies undertaking M&E and other related agencies.

d. To integrate and link the M&E activities at the national level.

6.2 M&E Advisory Group

At the upper-most level an M&E technical advisory group to the National TB control
Program is being established. The M&E Advisory Group, comprised of both DLTLD
(Government), partners and NGOs, will act as a committee for technical support as well as
network collaboration for improving monitoring and evaluation processes and advocacy for
all TB control projects under DLTLD to follow up performance framework, M&E plan and

activities related to all grants on TB at all levels.

Roles and responsibilities of the National M&E Advisory Group

1. This group addresses M&E issues related to projects and programs being

implemented in coordination with the DLTLD to support principal recipients and
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sub-recipients of grants, as well as the relevant units of all the implementing
partners in conducting quarterly monitoring and progress review.

2. Supports the capacity development for staff in the area of M&E for DLTLD, sub-
recipients and other grantees and all partners, both in the public and private sectors
in accordance with the set indicators.

3. Supports supervision of the activities of DLTLD, sub-recipients and other grantees
and all relevant partners, both in the public and private sectors in accordance with
the set indicators.

4. Provides technical support in improving the quality of reporting, recording, and data
quality assurance for DLTLD and implementing partners.

5. Prepares summaries of key points and reports of the latest data on the current
situation, including comments and recommendations to the M&E Advisory Group.

The M&E Advisory Group will convene meetings twice a year as a strategy to advocate for
the inclusion of M&E activities to be a part of the routine activity of the country. In
addition, an M&E working group has been established to support implementation of M&E

activities.

6.3 The M&E Working Group

The M&E Working Group was established in November 2009. It will act as the M&E
team for TB technical support and network implementation and coordination with DLTLD,
SRs and key partners at all levels for improving M&E capacity and M&E system
strengthening of all concerned activities, problem solving in terms of project management
and following up performance framework, M&E plan and activities, DQA and OSDV - data
quality audit approaches and on-site data verifying process related to projects and programs

being implemented.

Roles and Responsibilities of working group on M&E
1. To act as the M&E working team providing technical support to all the program

monitoring and evaluation activities of the DLTLD. The M&E working team will organize
monitoring and updating meetings every 3 months.

2. To strengthen the capacities of workforces responsible for activities relevant to TORs.

3. To supervise, monitor and evaluate activities at DLTLD central unit and peripheral units

relevant to TORs.
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4. To foster the quality recording and reporting system and onsite verifying of the data.
5. To prepare key summary, updating the information and reporting finding and

recommendations to the M&E advisory committee.
6.4 DLTLD Monitoring and Evaluation Working Group Terms of Reference

6.4.1 Background
In accordance with the DLTLD M&E plan there shall be a Monitoring and Evaluation
Working group comprising of Key partners in Tuberculosis control. Their main role is to
advance the implementation and tracking of activities implemented for Tuberculosis
control. The technical working group is supported by the Division to fulfill its terms of
reference as noted below.
The working group will continue to focus on issues of monitoring and evaluation of
progress towards the attainment of the country and Global goals and objectives.
Recommendations to the DLTLD and partners in TB control should be useful, adaptable and
realistic. The working group is guided by the Division’s vision which is render Kenya and
its communities free of Tuberculosis, Leprosy and Lung Disease and the implementation of
the six components of the STOP TB strategy.
6.4.2 Rationale
Due to challenges posed in the implementation of the strategic plan 2006-2010 at its
inception stage DLTLD started working towards developing a comprehensive monitoring
and evaluation system to track progress towards the implementation of the strategic plan
and progress towards the WHO medium and Long term goals and targets. In the course of
developing this system, DLTLD identified a need for an M&E working group that could
inform DLTLD and partners in TB control on technical questions related to monitoring and
evaluation (M&E). This group brings together a group of individuals who are well versed in
the science of M&E as well as the programmatic needs and implications to advise on, and
advocate for, improved M&E.
In September 2008, the M&E working group was endorsed by the Midyear review meeting
bring together senior TB control managers and Partners in TB control and ratified by the

TBICC.
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The technical focus of the working group is on the adaptation of the global indicators to

assure consistency and accuracy in national and regional reporting.

6.4.3 Functions of the M&E Working Group

The Group is an advisory body for the DLTLD and partners in TB control. It does not have
authority to implement M&E activities on behalf of DLTLD, nor is it accountable for
reporting to the any partner or agency on national or regional progress in TB control.
Instead, the M&E work will be implemented by DLTLD in collaboration with partners in TB
control.

The activities of the M&E working group will include, but not be limited to, advising
DLTLD on the

Following functions:

* Developing and providing technical guidance on selection and definition of indicators for
national, regional and global reporting

* Advising on prioritization of tasks and recommendations for outputs or products from
working groups

* Providing technical guidance on appropriate data collection methods, analytic strategies,
and dissemination of recommendations

¢ Identifying critical technical questions arising from M&E activities and organizing smaller
working groups to address the questions and provide technical feedback on issues

¢ Identifying and prioritizing critical action steps for districts, provincial and national M&E
work to assure that action is taken by the relevant group(s) to achieve quality M&E in a
timely fashion

¢ Identifying and recommending strategies for addressing the needs for capacity building in
M&E at all levels

* Developing and maintaining consensus around M&E strategies across partners and
institutions

¢ Keeping DLTLD informed of developments within other institutions and initiatives, such
as the, the Global Fund to Fight AIDS, TB and Malaria, the US President’s Malaria Initiative,

WHO, and similar initiatives that have relevance for TB control
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* Monitoring changing needs for M&E as TB control strategies are initiated and develop
further

® Supporting coordination/harmonization of M&E activities (data collection, analysis,
dissemination) among the DLTLD working groups and partners

¢ Informally advocating for increased attention to and resources for monitoring and
evaluation activities within the DLTLD and its partners

¢ Other activities pertinent to M&E as requested by the DLTLD and its partners

6.44 Membership

The membership of the working group will be drawn from a variety of institutions and will
represent a broad range of disciplines necessary for informing the M&E process.

Depending on the objectives of a particular meeting or subject matter to be discussed, an
outside consultant or expert may be invited. The DLTLD will invite the members.

The following are suggested criteria as guidance for the selection of individuals:

¢ Expertise and experience in M&E

¢ Knowledge of Tuberculosis and HIV control

* Balance of scientific and programmatic knowledge and experience

¢ Commitment to participate actively in the M&E working group

e Balance of relevant disciplines (e.g. evaluation, public health, medicine,
epidemiology/biostatistics, social sciences, economics, programme management,

etc.)

All members should have a familiarity with M&E frameworks and issues and should be
responsible for M&E activities within their organizations. M&E members will include a
variety of partner organizations and individuals including but not limited to the following:
WHO, CDC, USAID, TBCAP, KNCV, KANCO,AMREF, NASCOP, HIS, PATH and
KAPTLD

6.4.5 Structure/Working Procedures

The working group will be comprised of 15-20 members. Other experts in specific fields will
be invited to participate in general M&E working meetings and task forces, depending on

the agenda and the focus of activities being conducted on behalf of DLTLD and partners.
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The Chair and Co-chair will be elected by DLTLD and M&E TWG members for a two-year
renewable period for a maximum of two terms.

The working group will meet 3-4 times a year as organized by DLTLD. Dates and

Locations will be determined by the Chair in coordination with members. Occasionally,
Smaller task forces of the working group may meet on an ad-hoc basis to address specific
issues as assigned by the larger body. DLTLD partner(s) will fund one of the implementing
agencies to serve as Secretariat for the M&E working group under the guidance of the
DLTLD.

The working group Secretariat will take responsibility for keeping minutes of the meetings
and preparing a report for distribution to the membership. It will also work with the
DLTLD to serve as the coordinators of the M&E working group, in particular with regards

to the arrangements for meetings, invitations, and logistical support.
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CHAPTER 7

7 Capacity building and human resources

This section contains aspects of human resource and capacity building;:

7.1 Existing M&E human resources capacity
The DLTLD currently has a fully fledged M&E unit with 8 staff with different mix of skills

complementing each other however there still remains a gap in the human resource
capacity. The DLTLD M&E unit requires Information Technology expert since it is planning
to scale up the use of electronic recording and reporting systems, additionally a programs
manager, statistician, program officer and financial expert will go a long way to
complement and support the financial and monitoring of the expanded mandate of the
DLTLD.

Within the DLTLD strategic plan 2011-2015 there is an elaborate plan to build the capacity of
staff including the M&E to effectively discharge their activities. There are specific M&E
supporting courses that have been identified and recommended to the staff it is hoped that
the courses will go a long way in improving the capacity of the staff to effectively discharge
their activities. Still within the strategic plan there are workshops which have been planned
to build the capacity of staff in analyzing data and disseminating information to ensure
informed decision making processes. DLTLD will make concerted efforts to ensure that the
gaps identified are addressed to ensure efficient monitoring and evaluation of DLTLD

strategic plan.
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CHAPTER 8
8 M&E BUDGET AND WORK PLAN

The M&E budget and work plan presented in this section include all M&E activities in

addition for each activity it includes:

i. Timeline for implementation

ii. Estimated budget

NATIONAL MONITORING & EVALUATION WORKPLAN-5 YEAR WORKPLAN

Activities/ Interventions

2011

2012

2013

2014

2015

Grand Total

Develop a web based online
reporting system

27,000

9,000

9,000

45,000

Set up and maintain DLTLD
National electronic surveillance
system

811,367

135,234

30,700

57,367

672,566

1,707,234

Provide internet connectivity for
all DTLTD coordinating staff

10,667

10,667

10,667

10,667

10,667

53,335

Develop, print and distribute TB
information system manual

16,398

16,398

32,796

carry out quarterly M/E TWG
consultative meeting

2,160

2,160

2,160

2,160

2,160

10,800

Training of HCWs on the use of
the TB information system using
the PDA

46,760

136,100

182,860

Set up and maintain a Laboratory
Information management system
in 8 regional laboratories and 20

high volume districts

69,582

69,582

185,551

185,551

139,163

649,429

Conduct a workshop to
develop/review M/E data
collection tools

10,245

10,245

10,245

30,735

Print and distribute data
collection tools

696,921

696,920

696,921

696,921

696,921

3,484,604

10

Procure data analysis software
and antivirus

15,333

15,333

15,333

15,333

15,333

76,665

11

Staff development and capacity
building for M&E

13,333

13,333

13,333

13,333

13,333

66,665

12

Train and support HMIS staff to
use the TB/HIV Information
system

60,050

60,050

60,050

60,050

60,050

300,250

13

Training of peripheral unit staff
on utilization of data for program
improvement at the facility level

21,844

327,660

327,660

327,660

327,660

1,332,484

14

Website updated regularly to
disseminate all current
information
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Training of HCWS on the use of

15 E-TB manager 59,700 59,700 135,400 135,400 135,400 525,600
Appoint a competent research
16 | focal person to coordinate i i - - - -
research activities
Train staff on operational
17 research at different levels (CU, 30130
provincial & district) as per the 30,130 30,130 ' 30,130 30,130 150,650
implementation plan
Review and operationalization
f th h impl i
18 0 .e resea.lrc |mp em(_ar}tatl_on 16,600 i
plan including the identification 16,600 - 16,600 49,800
of research priorities
19 H_old apnugl researgh 49,700
dissemination meeting 49,700 49,700 49,700 49,700 248,500
SUB-TOTAL 1,941,392 | 1,631,967 1,593,450 1,600,670 2,179,928 8,947,407
NATIONAL 5 YEAR ROUTINE PROGRAM SUPPORT
Activities/ Interventions
2011 2012 2013 2014 2015 | Grand Total
1 | Provide support to national lung 213,567
health scientific conference 213,567 110 110 213,567
640,923
Conduct regular support
2 | supervision: DTLC 595,315 595,315 1,166,496 1,166,496 1,166,496 4,690,118
3 | Conduct regular support
supervision: National level visit to
regions 128,520 128,520 128,520 128,520 128,520 642,600
Conduct regular support
supervision to the districts: PTLC/
4 | AssPTLCsand PHRIO 2,123,520 | 2,123,520 2,123,520 2,123,520 2,123,520 10,617,600
5
Conduct regular support
supervision: PMLT 50,880 50,880 50,880 50,880 50,880 254,400
Conduct regular support
6 | supervision: DMLT's 126,400 126,400 126,400 126,400 126,400 632,000
7 | Support national PTLCs review
meetings
21,706 21,706 21,706 21,706 21,706 108,530
Support quarterly
DTLC/DHMT/HRIO review
8 | meetings 704,640 704,640 704,640 704,640 704,640 3,523,200
9 | Conduct regular support
supervision: DHMT to health
facilities 51,920 51,920 68,440 68,440 68,440 309,160
SUB-TOTAL 4,016,469 | 3,803,012 4,604,169 4,390,712 4,604,169 21,418,531
GRAND-TOTAL 5,957,861 | 5,434,979 6,197,619 | 5,991,382 6,784,097 30,365,938
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NATIONAL SURVEYS AND STUDIES 5 YEAR WORKPLAN

Studies/Survey
s

2011

2012

2013

2014

2015

Funding Status

Source

of funds Lost

Source
of funds

Cost

Target

Source

of funds

Cost

Target

Source

of funds

Cost

=

-
I+
@D

Source
of
funds

Cost

Total Funding
funds gap

Carry out
regular data
quality
assessment

USAID

62,240

62,240

124,480 -

No

Conducta TB
prevalence
survey

GF 1,874,800

GF

2,313,002

4,187,802 -

Yes

Conducta DR
TB survey

coe 405,062

405,062 -

Yes

Conducta TB
mortality
survey

GF 545,923

GF

573,219

1,119,142 -

Yes

Conduct the
Burden of Lung
Disease
(BOLD) study

78,154

78,154

156,308 156,308

Yes

Carry out delay
in diagnosis
survey

GF 78,954

GF

86,849

165,803 -

No

Conduct a
ACSM KAP
survey

GF 45,280

55,038

100,318 55,038

No

Carry outa
survey to
determine the
reasons why TB
patients default

45,280

49,808

95,088 95,088

No

Carry outan
evaluation of
the impact of
paediatric
diagnostic
criteria on

45,280

45,280 45,280

No




treatment
outcomes

10

Carry outa
survey on
barriers to
access of TB
care

45,280

45,280

90,560

90,560

No

11

Conduct
baseline needs
assessment for
special groups
(Immigrant,
prisoners and
uniformed
forces)

45,280

45,280

45,280

Yes

12

Carry outa
survey on
current
practices on
paediatric TB
treatment

19,040

19,040

19,040

No

13

Carry out
regular post
marketing
surveillance of
Anti TB drugs

116,487

122,311

238,798

238,798

No

14

Conduct survey
to determine the
contribution of
CB DOTS to
TB care

45,280

45,280

45,280

No

15

Carry
micronutrient
assessment of
TB patients

78,000

78,000

78,000

Yes

16

Pilot
introduction of
Rifabutin
containing
regimen in HIV
patients on Pl

45,280

45,280

45,280

Yes
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Conduct

midterm and Yes
end term 141,520 141,520
program review 70,760 70,760
Smeps B 116,04
4 9 3,118,733 10 2,724,609 0 184,551 959,108 | 7,103,041 1,055,472

64




References:

Bossman M(J, Swai OB, Kwamanga DO, Agwnda R, Iduktta G, Misljenovic O. et al. National
tuberculin survey of Kenya, 1986-1990. Int. J. Tuberc Lung Dis 1998; 2(4):272-280.

Odhiambo JA, Borgdorff MW, Kiambih FM, Kibuga DK, Kwamanga DO, Nganga L, et al.
Tuberculosis and the HIV epidemic: Increasing annual risks of tuberculous infection in Kenya, 1986 -
1996. American J. of public health 1999; Vol. 89, Issue 7: 1078 - 1082.

DLTLD/MOH/Kenya: National Strategic Plan 2011-2015 for Leprosy and Tuberculosis and Lung
Disease, Ministry of Public Health and Sanitation (Kenya), Nairobi 2010.

World Health Organization. (2004). Compendium of indicators for monitoring and evaluating national
tuberculosis programs [WHO/HTM/TB/2004.344]. Geneva: WHO

Bertrand, ].T., & Escudero, G. (2002). Compendium of indicators for evaluating reproductive health
programs [MEASURE evaluation manual series, no. 6]. University of North Carolina at Chapel Hill:
Carolina Population Center.

Sullivan, T.M., Strachan, M., Timmons, B.K. & Rinehart, W. (2006) Guide fo Monitoring and Evaluating
Information Products and Services [Draft]. HIPNet.

WHO. Intercountry Workshop on TB Surveillance and Epidemiology held in the WHO Region for the Western
Pacific Manila, Philippines, 4-7 May 2004. Retrieved January 9, 2007, from
http:/ /www.who.int/docstore/ gtb/meetings/wpro_workshop_may04/materials.htm

Tuberculosis Working Group, CORE Group. (2006). Tuberculosis Control Programming for PVOs
[Facilitator’'s Manual]. Washington, DC: CORE.

WHO. (2003). Treatment of tuberculosis: guidelines for national programs [WHO/CDSTB/2003.313] (3rd
ed.). Geneva: World Health Organization.

WHO & Stop TB Partnership (2006).Stop TB Strategy [WHO/HTM/TB/2006.368]Geneva, WHO.

UNION, & WHO. (2001). TB Manual: National Tuberculosis Programme Guidelines. Warsaw: The
International Union Against Tuberculosis and Lung Disease.

WHO. (2006). Global Tuberculosis Control: Surveillance, Planning, Financing: WHO Report 2006
[WHO/HTM/TB/2006.362]. Geneva, World Health Organization.

Pio, A. & Chaulet, P. (1998). Tuberculosis Handbook. Geneva: World Health Organization.
WHO. (2004). A guide to monitoring and evaluation for collaborative TB/HIV activities
[WHO/HTM/TB/2004.342, WHO/HIV /2004.09]. Field test version. Geneva: World Health

Organization.

WHO, UNAIDS, GFATM, USAID, World Bank, & UNICEEF, et al. (2006). Monitoring and Evaluation
Toolkit: HIV/AIDS, TB, and Malaria (274 ed.). Geneva: GFATM

Brudon, P., Rainhorn, J-D., & Reich, M.R. (1999). Indicators for Monitoring National Drug Policies. (2nd
ed.). Geneva: World Health Organization.

STOP TB frameworks: Tuberculosis: www.who.int/tb/dots/vlanningframeworks



http://www.who.int/docstore/gtb/meetings/wpro_workshop_may04/materials.htm
http://www.who.int/tb/dots/planningframeworks

DIVISION OF LEPROSY, TB AND LUNG DISEASE: HEALTH FACILITY SUPERVISION CHECKLIST

APPENDIX I Supervision checklist

Name of Heath Service Delivery Level: District/Zone: Date:

Unit:

Name of supervisor: Month under review: Region:

No. of patients registered during the | PTB+: EPTB: No. of confirmed MDR-TB

month under review (All forms): PTB-: Retreatment: cases to date:
Alive.....Dead......

1. TUBERCULOSIS

SECTION B: TUBERCULOSIS COMMODITIES

Are Stock cards available for TB
commodities? Y/N

If yes are they updated? Y/N

Is the facility using the Daily Activity
Drug Register to track consumption of
the TB commodities? Y/N

Is the facility using the monthly
consumption data/reports to order TB
commodities? Y/N

Are patients on retreatment getting
daily streptomycin injections at the
facility? Y/N

Are there any expiries Y/N

Choose 2 patient packs at random for
patients registered in the month under
review and check if they were adjusted
for weight at treatment start date

Pack 1: Adjusted/Not Adjusted

Park 2: Dispensed correctly Y/N

Key: A = Average monthly consumption
B= Months of stock. C= Level of stock
(Os=overstocked, A=adequate, US=Under
stocked)

TB commodity

A

Patient packs
(2RHZE/4RH
or 6EH)

RHZE
(150/75/400/275
mg)

RHZ
(150/75/400mg)

RHZ
(60/30/150mg)

RH (
150/75mg)

RH (60/30mg)

RHE
(150/75/400mg)

Streptomycin
1gm

EH
(400/150mg)

Isoniazid

Cotrimoxazole
Double
strength

Others
(Specify)

2. NUTRITION

SECTION A: REVIEW OF TREATMENT REGISTER/CARDS
1. Does the facility have a TB clinic day? Y/N 1.
2. If Yes which day (S)-eevvmernernnneiiiinene If no
WhY?. s 2
3. Percentage of PTB patients with sputum smear results at 3.
Treatment initiation
4. Percentage of smear positive PTB patients with sputum smear
results at 2nd month
5. Percentage of smear positive PTB patients with sputum smear
results at month (5/6) or7/8 5.
6. DOT in the intensive phase? Y/N Check if each patient collects
drugs on specified day on weekly basis.
7. Isthere a “default” list? Y/N .
No of patients who defaulted in the last 2 previous clinic days.
8.  Percentage of “defaulters” traced in last one month
9. Percentage of registered TB patients found through contact
invitation in the last one month
10. Percentage of TB patients tested for HIV infection
11. Percentage of HIV+ TB patients receiving ART
12. Proportion of patients who have completed treatment with
sufficient information in the treatment card/ register to
determine the outcome
13. Percentage of Retreatment PTB cases whose sputum sample has
been taken to CRL for culture (DST)
14. Is the unit register updated correctly? Y/N

1. Proportion of patients done nutritional assessment( Height/ Weight) |




| 15. Percentage of complete entries in the register

| | 2.Is there nutritional supplementation in the facility (Y/N)

3. LABORATORY:

Previous month.......c.ccveiiiieiiiriiiinnienvininne

Last quarter............ccoeeenennes

No. of New Leprosy cases in the register__

Are Leprosy drugs adequate Y/N

Are Leprosy data collection tools in use? Y/N

Proportion of patients with disability grade

If No explain

1&2
Proportion of patients released from
treatment
5. TB Infection Control (IPC)
Is there cross ventilation in the TB clinic? Is there an IPC plan in the facility? Y/N Is there an IPC focal person Y/N if yes Designation............
Y/N
6. Isoniazid Preventive therapy: Is INH given to <5yrs contacts of PTB+? Y/N If No
WY
New Pos | % | Follow Up | Pos % | Total Pos. | % % suspects | 1QC EQA feed Commodity status
suspects patients smears with at entries back (Y/N) | (Out of Stock / Adequate)
least 2
smears

NB: IQC entries =4 in a H/Center and at least 20 at district level & above

4. COMMUNITY BASED TB CARE (CBTBC)

Percentage of PTB suspects referred for Percentage of patients offered DOTs by Number of trained CHWs on CBTBC and Comments
screening by CHWs . CHWSs/Family Member attached to the facility
Family Member --------------------
CHW
7. LEPROSY
8. ACSM.

1. Do you have IEC materials? Yes

No

2. If yes, which type of IEC Materials do you have? List

List ACSM activities undertaken in the facility/Zone

Needs/Challenges

Proposed plan of action
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Appendix Il: Population projections (Source, KNBS ReVISED Population Projections for Kenya, 2000-2020)

Age Group/ Year 2011 2012 2013 2014 2015 2016 2017 2018 2019 2020
0-4 6,589,098 6,561,927 6,524,091 6,473,924 6,447,425 6,420,123 6,392,941 6,364,839 6,334,318 6,484,307
5-9 6,181,658 6,298,485 6,412,660 6,523,077 6,516,403 6,502,176 6,478,098 6,442,791 6,394,804 6,372,018
10-14 5,034,413 5,304,128 5,579,748 5,864,659 5,988,170 6,111,096 6,230,964 6,347,856 6,460,458 6,455,624
15-19 4,154,435 4,255,111 4,359,158 4,466,022 4,732,391 4,996,826 5,265,291 5,539,634 5,823,140 5,946,405
20-24 3,995,788 3,973,419 3,946,167 3,914,064 4,007,170 4,103,851 4,204,138 4,307,683 4,413,949 4,678,227
25-29 3,702,513 3,777,011 3,855,832 3,938,649 3,923,787 3,908,001 3,887,747 3,862,649 3,832,329 3,925,040
30-34 2,913,884 3,064,108 3,230,343 3,414,048 3,504,598 3,575,225 3,650,654 3,730,774 3,814,938 3,802,575
35-39 2,259,339 2,363,564 2,464,038 2,561,953 2,657,679 2,790,811 2,938,580 3,102,687 3,284,229 3,374,107
40-44 1,658,075 1,746,272 1,844,568 1,949,228 2,056,700 2,163,023 2,266,634 2,366,189 2,462,767 2,556,547
45-49 1,295,460 1,342,592 1,390,978 1,445,508 1,509,633 1,584,757 1,670,764 1,766,839 1,868,931 1,973,468
50-54 981,065 1,028,766 1,080,335 1,132,530 1,183,142 1,230,840 1,276,792 1,323,896 1,376,834 1,439,006
55-59 773,399 796,457 821,423 850,072 883,593 923,314 968,899 1,018,101 1,067,751 1,115,812
60-64 609,385 628,711 649,116 670,301 692,109 714,024 736,119 759,726 786,470 817,639
65-69 470,162 481,166 493,645 507,690 523,127 539,892 557,969 576,988 596,553 616,525
70-74 349,717 358,181 366,046 373,501 381,185 389,664 399,269 410,169 422,349 435,699
75+ 440,955 455,707 470,881 486,418 502,103 517,748 533,271 548,610 563,794 57,927
Total 41,409,344 42,435,596 43,489,032 44,571,640 45,509,212 46,471,368 47,458,128 48,469,432 49,503,616 50,572,244
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Appendix III Data Collection Tools

QUARTERLY REPORTING TOOL ON CB-DOTS ACTIVITIES

Province -------------m-m-m e District District No
O 1 T (] OF YA =
Name of PTLC/DTLC/Reporting FacCility™ ==-=--=-e-eomnmme oo oo oo e e e e e e e e e e

Measurements/Indicators Number Remarks

1. Number of New TB suspects referred by CHWs

2. TB suspects from CHWSs,confirmed to have TB and started on treatment.

3. Total number of New TB patients enrolled under care of CHWs

4. Total number of defaulters among patients under CB-DOTs in the province/district* this quarter
5. Number of TB defaulters traced by CHWSs (subset of 4 above)

6.total Number of patients under CHW who completed treatment

7. Total number of patients under CHWs cured (Sputum follow-up done)

8. Number of patients referred due to drug side effects(if any)

9. Number of Health education forums attended..
11. Total number of CHWs trained this quarter

12. Total number of active CHWSs in your zone/district/province
13 Number of districts on CB-DOTS in the province.

This information is additive. The CHEW totals up from the CHWSs, The health facility from the
CHEWSs, the DTLC from the Facilities and the PTLC from the DTLCs for transmission to the Central
Unit.
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Comments

MINISTRY OF PUBLIC HEALTH AND SANITATION
Division of Leprosy, Tuberculosis and lung disease
Patient/client referral form

Name of patient/Client Date
TB Reg. No. Serial No.
Sex: Male Female Age

Physical address (Landmark/prominent neighbour)

Sub- location: ..........ooovieiiiiiiii Village. ...c.ovnieiiiiiiiiiie
Mobile phone: patient Relative:
Referred from: Referred to:

Reasons for referral:
[] To continue/start anti-TB treatment [J TB suspect
Default from treatment [0 ARVs
Nutritional support
Complications
Side effects of drugs
Psycho-social support
Others (specify) eg.DTC

Date treatment started Regimen

Referred by (Name) Designation Signature
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CHW Monthly Activity Summary Form
Divisionéééééée..Locat i on é-&-é-é-:-4-f-S-u-b---Health Ratilityo-r

sz

Measurements/Indicators

Number

Remarks

. Number of New suspects referred to health facility

. TB suspects confirmed to have tuberculosis among the refered

. Number started on treatment

. Number of New TB patients enrolled and under your care

. Number of defaulters among patients under your care

. Number of TB defaulters traced

. Number of patients cured

. Number of patients who completed treatment

O 0| N o O & W N -

. Number still sputum positive at the end of treatment

10. Number of patients referred due to drug side effects(if any)

11. Number of Health education forums attended..

12. Number of times supervised by a health care provider.

Compiled by Designation Signature

Date

meetings in the 2™ week of every month

Note: This report should be submitted to the CHEW/ Health Facility staff during their Monthly
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INTRA PROVINCE TRACKING FORM
Ministry of Public Health

Division of Leprosy, Tuberculosis and Lung Disease (DLTLD)

Intra Province Patient Tracking Form

_— - Former
New District/ District of . Date of
Name L District . Type of TB Type of Transfer
Reg No origin Reg. No Register.

Sputum results and serial

No

2or3 5 6

Qutcome/Date

Type of TB: N-New Smear Positive, R - Relapse, RAD - Return after Default, F - Failure, T1 - Transfer In, TO - Transfer Out,OTE - On Treatment Elsewhere C: Cured,

Type of Transfer: TO: Transfer Out, TI: Transfer In
Please report the treatment outcome of all the patients diagnosed and registered in other districts- TI/TO ONLY
NB — Use this for harmonization during quarterly meetings
DEFAULTER TRACKING REGISTER
Ministry of Public Health

Division of Leprosy, Tuberculosis and Lung Disease (DLTLD)

Defaulter Tracking Register

Facility B . .
. Date Patient’s Physical . Date Last Date
serial of Reg Reg/Lab. Name Age Sex Address/Landmark Mobile Tel Traced
No. Serial No.

Outcome of
Tracing

Remarks

CONTACT TRACING RGISTER
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Ministry of Public Health
Division of Leprosy, Tuberculosis and Lung Disease (DLTLD)

Contact Tracing Register

under 5 yrs

6-54 YRS

55+ Yrs

Total

No. of Contacts

No. Screened

No. Sputum Positive

No. With HIV /AIDS

No. With Chronic IlInesses

Number Started on TB Treatment
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CONTACT TRACING CARD
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{PRIVAT

Ministry of Public Health and Sanitation

Division of Leprosy, Tuberculosis and Other Lung Diseases

TUBERCULOSIS APPOINTMENT CARD

Intensive phase (56 x daily dose RHZE/RHZ/S)

District Reg. No.

Clinic

Name

Address Age

Sex

Smear +ve

Pulmonary Extra-

tuberculosis ulmonar
Smear -ve P y

Regimen

2RHZE/6EH

2RHZ/4ARH (15+yrs)

}wtﬂ’éﬁ\(k!:s}rs)

2SRHZE/1RHZE/S5RHE

2SRHZE/4RHZE(manyatta)

Write date

1 2 3 4 5 6 7

8 9 10 11 12 13 14

15 16 17 18 19 20 21

22 23 24 25 26 27 28

29 30 31 32 33 34 35

36 37 38 39 40 41 42

43 44 45 46 47 48 49

50 51 52 53 54 55 56
First two months of treatment

RHZE (150/ 75/ 400/ 275 mg) é§
RHZ (150/ 75/ 400 mg) éééééé

Streptomycin

eeeeeeeeeeceeeg
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Continuation Phase sputum smear examinations at month:
{PRIVATE } New (month 3-8)

Q)

EH (400/ 150 mg) ééeéeééécéélé. . tgqdbg/ dlays 3 5 6

RH (150/ 75 mg) éééééééééésdl t {557 a3y

Retreatment (month 3)
[RHZE (150/75/400/275 mg) leeé. éé. tables/ day

Retreatment (month 4 - §)

RH (150/ 75 mg) ¢€éééeééeééeécécél ..tabsrday

E (400 mg) éééééé. éééééé.é| .tahs/day

Retreatment Manyatta (month 3-6)
[RHZE (150/75/400/275 mg) ¢éJléééééétabs/ day

Four-weekly drug collections
Date of Date due Date of Date due
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seria District o Age ot Type Tve of SD 4 count (if Culture X- Lab. Serial hum_ber and result sputum
number registration Name M/F in Neighbor/ Primary School b TB ;t‘i)ent one) +/<ND ray smear examination
nr. years y pEp | P CD4/1 | CD4/l YIN|O |23 |5 6 8
DOT during intensive phase by: Type of patient: CD 4 count (if done):
Health Care Worker =HCW New = Write down the date and result of CD 4 count
Household member, friend, relative = Smear pos. relapse =R+ CD4/I = during first 2 months of treatment
Community Volunteer =CV Smear neg. relapse =R- CD4/1l = during last 2 months of treatment
Not done =ND Extra Pulmonary relapse = REP
Failure =F
Retreatment after defaulting =RAD
Transfer in =TI
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TB treatment facility register

Date Initial ohase HIV | Partners Cotrimoxazol Date and
treatn;ent 8 Xp weekl dru Continuation phase Test | tested for | Referred Referred Preventive ART outcome Remarks
starte collection (write{iate) g Year: Indicate date when patient has to attend clinic Year: +/- HIV BY TO Therapy YIN of
Regimen /IND | YIN Y/N treatment
NB. Partners tested for HIV (Y/N) = regular
Referred by: Referred to: Outcome of treatment: . .( ) 9
sexual partners of an HIV positive TB case
VCT center =VCT Self referral SR VCT center =VCT Cured (smear negative) =C
HIV . Comprehensive —HCC Contact invitation I HIV _ Comprehensive —HCC Treatment ~ Completed -TC
Care unit Care unit (no smear)
Home Based Care =HBC Chemist/Pharmacy CcP Home Based Care =HBC Failure (smear pos. at =
5/8 months)
STl clinic =STI STl clinic =STI Dead =D
. . Out f Control =
Private Sector =PS Private Sector =PS (Duefaul teg) ontro 00C
Antenatal clinic =ANC Antenatal clinic =ANC Transferred Out =TO
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Tuberculosis Patient Record Card 1 Strictly Confidential

Clinic
Date start of District
treatment Date Cured or District registration nr.
TC
Patients name Ag Se Body  weight
e X (Kg)
Patients address
School/Employers
address
Other address
Treatment supporters Relation to
name patient
Treatment supporters
address
Disease classification (Tick)
Pulmonary TB Extrai Pulmonary TB
Pleural -
Smear pos. . Milliar
P effusion y
Smear neg. Lymph nodes Meningitis
Smear  not Skeleton Abdominal
done  (>15 Other
years) (specify)
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SCC regimens Tick

2RHZE/6EH
2RHZE/4RH2RHZE
JARH
2SRHZE/IRHZE/5R
HE

2RHZ/4RH
(children)
2SRHZE/4RHZE

Intensive Phase (daily) 7 2 | Tabs./
months ar.

RHZE (150/75/400/275 mg, tabs)
- [4FDC]

RHZ (150/75/400 mg, tabs) -
[3FDC]

S (1 gr, vial)

Patient classification

Tick

New

Smear pos. Relapse

Smear neg. Relapse

Failure

Continuation Phase (daily) 7 4 to 6
months

Tabs.

Treatment resumed
after defaulting
Transfer in

RHZE (150/75/400/275 mg, tabs) -
[4FDC]

RHE (150/75/275 mg, tabs) -
[3FDC]

RH (150/75 mg, tabs) - [2FDC]

EH (400/150 mg, tabs) - [2FDC]

E (400 mg, tabs)

Result sputum i smear examination at
month:

0 2 3 5 6 8

81




Culture/Sensitivity

Treatment outcomd Date

results* 4 Weekly
Date: Cured (sm. Month [ 1 3[4 ][5 [6
negative) Date
Streptomyecin Treatment Weigh
(©) promy completed  (no €19
smear result) t
Rifampicin Failure (Sm.
(R) Positive)
Isoniazid (H) Died
Ethambutol
Defaulted
(E)
P - -
yrazinamide Transferred out
(2)
Patient referred by Patient referred to HIV status
Unit Tick | Date Unit Tick | Date Test Tick
result
Negativ
VCT centre VCT centre o g
HIV care clinic HIV care clinic Positive
. . Not
STI clinic STI clinic 0
done
Home Based Care Home Based Date
Care test:
PMCT clinic PMCT clinic (If HIV +)
Private sector Private sector Regular sexual
partners tested
Self referral for HIV
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Contact invitation

Yes No

Chemist/pharmaci
st

Date test:

Other (specify)
Name Name
unit unit
Prophylaxis Opportunistic Infections
Date start | Date stopping
Tick | preventive preventive
therapy therapy

CD 4 count (if done)

Date

Result

Cotrimoxazole
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Anti Retroviral Therapy
. . Date start | Date stop
ART Regimen Tick ART ART
Stavudine (d4T) + Lamivudine (3TC) +
Nevirapine (NVP)
Stavudine (d4T) + Lamivudine (3TC) +
Efavirenz (EFV)
Zidovudine (ZDV) +Lamivudine (3TC) +
Nevirapine (NVP)_
Zidovudine (ZDV) + Lamivudine (3TC) +
Efavirenz (EFV)
Continuation phase of treatment (6 x 4 weekly periods)
Month of 3 4 5 5 7 8
treatment
Date drug
collection
Sputum Sputum Sputum Sputum
If smear examination | examination | examination examination
pos. case: at end 4-th | at end 5-th | at start 6-th at start 8-th
month month month month
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MINISTRY OF PUBLIC HEALTH AND SANITATION

DIVISION OF LEPROSY, TUBERCULOSIS AND LUNG DISEASE

COHORT REPORT ON RESULTS OF TREATMENT OF SPUTUM SMEAR POSITIVE PULMONARY TUBERCULOSIS PATIENT
REGISTERED, 8-12 MONTHS EARLIER

DISTRICT Patient registered Date
During
DTLC’S NAME quarter Signature .........
NEW SMEAR POSITIVE CASES ONLY
Results at Total Smear Smear Smear Died Out of | Transferred Total
2 enrolled | negative | Notdone | positive control out evaluated
months
Results at Total Smear Smear Smear Died Out of | Transferred Total
5 enrolled negative | Not done | positive Control out evaluated
months
Results at 8 Total Smear Smear Smear Died Out of | Transferred Total
months enrolled | negative Not positive control out evaluated
done
HIV +

HIV-

HIV Test Not Done
Number on CPT
Number on ART
Total

¢ Ofthose............. (Number) were excluded from evaluation because of the following
D7 T 0 0
NOTE: Total=HIV Positive + HIV Negative + HIV Test Not Done
Number on CPT and ART refers to of those HIV positive patients notified during the period and put on CPT and ART at tbé ERdreatment.



MINISTRY OF PUBLIC HEALTH AND SANITATION

DIVISION OF LEPROSY, TUBERCULOSIS AND LUNG DISEASE

COHORT REPORT ON RESULTS OF TREATMENT OF NEW SMEAR NEGATIVE PULMONARY TUBERCULOSIS PATIENT
REGISTERED, 8-12 MONTHS EARLIER

DISTRICT Patient registered Date
During
DTLC’S NAME quarter Signature ¢€¢é:¢

NEW SMEAR NEGATIVE PTB CASES

Results at Total Finalized Initial Died Absconded Transferred Total
2 Enrolled Treatment Out Evaluated
months
| | | |
Results at Total Finalized initial Died Absconded Transferred Total
6/8 Enrolled Treatment Out Evaluated
Months
HIV +
HIV-
HIV not done
Number on CPT
Number on ART
Total
Ofthose ............. (Number) were excluded from evaluation because of the following reasons. ............ovuiiiiiiit i,

NOTE: Total=HIV Positive + HIV Negative + HIV Test Not Done
Number on CPT and ART refers to of those HIV positive patients notified during the period andp CPT and ART at the end of TB treatment.
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MINISTRY OF PUBLIC HEALTH AND SANITATION

DIVISION OF LEPROSY, TUBERCULOSIS AND LUNG DISEASE

COHORT REPORT ON RESULTS OF TREATMENT OF EXTRA- PULMONARY TUBERCULOSIS PATIENT REGISTERED, 8-12
MONTHS EARLIER

DISTRICT Patient registered Date
During
DTLC’S NAME quarter Signature ¢€&é¢(
EXTRA T PULMONARY TB CASES
Results at Total finalized initial Died Transferred Total
2 Enrolled treatment Absconded Out Evaluated
months
Results at Total Finalized initial Died Absconded Transferred Total
6/8 Enrolled Treatment Out Evaluated
Months
HIV +
HIV-

HIV Test not done
Number on CPT
Number on ART
Total

Of those ............. (Number) were excluded from evaluation because of the following
0T 10111

NOTE: Total=HIV Positive + HIV Negative + HIV Test Not Domumber on CPTand ART refers to of those HIV positive patients notified during the period
and put on CPT and ART at the end of TB treatment.
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MINISTRY OF PUBLIC HEALTH AND SANITATION

DIVISION OF LEPROSY, TUBERCULOSIS AND LUNG DISEASE

COHORT REPORT ON RESULTS OF TREATMENT OF SMEAR NOT DONE PULMONARY TUBERCULOSIS PATIENT REGISTERED,
8-12 MONTHS EARLIER

DISTRICT Patient registered Date
During
DTLC’S NAME quarter Signature ¢€¢é:¢

PTB SMEAR NOT DONE TB CASES

Results at Total finalized initial Died Transferred Total
2 Enrolled treatment Absconded Out Evaluated
months
Results at Total Finalized initial Died Absconded Transferred Total
8 Enrolled Treatment Out Evaluated
Months
HIV +
HIV-

HIV Test not done
Number on CPT
Number on ART
Total

¢ Ofthose............. (Number) were excluded from evaluation because of the following
72 1Yo 0 Pt
NOTE: Total=HIV Positive + HIV Negative + HIV Test Not Done
Number on CPT and ART refers to of those HIV positive patients notified during the period and put on CPT and ART at tbé ERdreatment.
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MINISTRY OF PUBLIC HEALTH AND SANITATION

DIVISION OF LEPROSY, TUBERCULOSIS AND LUNG DISEASE

COHORT REPORT ON RESULTS OF TREATMENT OF SPUTUM SMEAR POSITIVE RETREATMENT PULMONARY
TUBERCULOSIS PATIENT REGISTERED, 8-12 MONTHS EARLIER

DISTRICT Patient registered Date
During
DTLC’S NAME quarter Signature ¢€¢é¢
SMEAR POSITIVE RE-TREATMENT
Results at Total Smear Smear Smear Died Out of Transferred Total
3 Enrolled | Negative Not positive control out evaluated
months Done
Results at Total Smear Smear Smear Died Out of Transferred Total
5 Enrolled Negative | Not done | positive control out evaluated
months
Results at Total Smear Smear Smear Died Out of Transferred Total
8 Enrolled Negative | Not done | positive control out evaluated
months
HIV +
HIV-
HIV Test Not done
Number on CPT
Number on ART
Total
¢ Ofthose............. (Number) were excluded from evaluation because of the following

572 0 8

NOTE: Total=HIV Positive + HIV Negative + HIV Test Not Done
Number on CPT and ART refers to of those HIV positive patients notified during the period and put on CPT and ART at tbé ERdreatment.
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MINISTRY OF PUBLIC HEALTH AND SANITATION

DIVISION OF LEPROSY, TUBERCULOSIS AND LUNG DISEASE

COHORT REPORT ON RESULTS OF TREATMENT OF SPUTUM SMEAR POSITIVE RE-TREATMENT FAILURES PULMONARY
TUBERCULOSIS PATIENT REGISTERED, 8-12 MONTHS EARLIER

DISTRICT Patient registered Date
During
DTLC’S NAME quarter Signature ¢€¢é¢
SMEAR POSITIVE RE-TREATMENT FAILURES
Results at Total Smear Smear Smear Died | Outof | Transferred Total
3 Enrolled | Negative Not positive control out evaluated
months Done
Results at Total Smear Smear Smear Died Out of Transferred Total
5 Enrolled Negative | Not done | positive control out evaluated
months
Results at Total Smear Smear Smear | Died | Outof Transferred Total
8 Enrolled Negative | Not done | positive control out evaluated
months
HIV +
HIV-
HIV Test Not done
Number on CPT
Number on ART
Total
¢ Ofthose............. (Number) were excluded from evaluation because of the following

D7 T 0 0
NOTE: Total=HIV Positive + HIV Negative + HIV Test Not Done
Number on CPT and ART refers to of those HIV positive patients notified dgrihe period and put on CPT and ART at the end of TB treatment.
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COHORT REPORT ON RESULTS OF TREATMENT OF SPUTUM SMEAR POSITIVE RE-TREATMENT RETURN AFTER DEFAULT

MINISTRY OF PUBLIC HEALTH AND SANITATION

DIVISION OF LEPROSY, TUBERCULOSIS AND LUNG DISEASE

PULMONARY TUBERCULOSIS PATIENT REGISTERED, 8-12 MONTHS EARLIER

DISTRICT Patient registered Date
During
DTLC’S NAME quarter Signature ¢€¢é¢
SMEAR POSITIVE RE-TREATMENT RETURN AFTER DEFAULT
Results at Total Smear Smear Smear Died | Outof | Transferred Total
3 Enrolled | Negative Not positive control out evaluated
months Done
Results at Total Smear Smear Smear Died Out of Transferred Total
5 Enrolled Negative | Not done | positive control out evaluated
months
Results at Total Smear Smear Smear | Died | Outof Transferred Total
8 Enrolled Negative | Not done | positive control out evaluated
months
HIV +
HIV-
HIV Test Not done
Number on CPT
Number on ART
Total
¢ Ofthose............. (Number) were excluded from evaluation because of the following

72 0 8

NOTE: Total=HIV Positive + HIV Negative + HIV TesNot Done
Number on CPT and ART refers to of those HIV positive patients notified during the period and put on CPT and ART at tbé ERdreatment.
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MINISTRY OF PUBLIC HEALTH AND SANITATION

DIVISION OF LEPROSY, TUBERCULOSIS AND LUNG DISEASE

COHORT REPORT ON RESULTS OF TREATMENT OF OTHER TUBERCULOSIS RETREATMENT PATIENTS REGISTERED, 8-12
MONTHS EARLIER

DISTRICT Patient registered Date
During
DTLC’S NAME quarter Signature ¢€¢é¢
OTHER RETREATMENTS (Relapse-PTB-/EPTB) and Return After Default (PTB-/EPTB)
Results at Total finalized initial Died Transferred Total
2 Enrolled treatment Absconded Out Evaluated
months
Results at Total Finalized initial Died Absconded Transferred Total
8 Enrolled Treatment Out Evaluated
Months
HIV +
HIV-

HIV Test not done
Number on CPT
Number on ART
Total

¢ Ofthose............. (Number) were excluded from evaluation because of the following
TCASOMIS . .. vt euttete et et e et e et e et et e ea e e e et eteanreereenaas
NOTE: Total=HIV Positive + HIV Negative + HIV Test Not Done
Number on CPT and ART refers to of those HIV positive patients notified during the period and put on CPT and ARTeaidhwd TB treatment.
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MINISTRY OF PUBLIC HEALTH AND SANITATION

DIVISION OF LEPROSY, TUBERCULOSIS AND LUNG DISEASE

QUARTERLY AFB SMEARS EXAMINATION REPORT

TO BE FILLED BY DMLT AND ORDTLC

PROVINCE ------
DISTRICT -------
DMLT/DTLC-------
YEAR ¢éééeééeééeeééeQUARTERLY ¢éééeéeeée. éé
DATE ééééécéééccéééececéeeceééeceééeece
All the PATIENTS SLIDES DONE
facilities in New suspects Follow up patients Total smears (slides)
the district Total Positive Total Positive Total Positive
doing AFB
Total for
the District
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. . CD 4 count (if
Age Physical address (Neighbor/ Typ don:) ( Yegl:tlllgjlrjeNR
Serial Date of District Names Sex i?1 Weiaht | Heiaht BMI Primary School) DOT Type TB e of Culture
number Registration Registration nr. (Write 3 names) M/F g g by P/EP patie | CD4 | CD4/I
years (Kgs) | (Mtrs) ) Results
Cell phone No: nt Il |
R/S
SIR E|H
S R |E|H
S R|E|H
S R{ E| H
S R|E|H
S R|E|H
S R|E|H
S R|E|H
S R|E|H
S

[R[E[H

94




S R| E
S R| E
S R| E
S R| E

DOT during intensive phase by:

Health Care Worker =HCW
Household member, friend, relative =H
Community Health Care Worker = CHW
Not done =ND

Type of patient:

New

Smear pos. relapse
Smear neg. relapse
Extra Pulmonary relapse

Failure

=R+
=R-
=REP

CD 4 count (if done):

Write down the date and result of CD 4 count
CD4/1 = during first 2 months of treatment
CDA4/11 = during last 2 months of treatment

95

Culture

Yes

Not Done

DNR=Done No Results

Note: If Culture Results Available indicate
the resistance Pattern: R=Resistant, S=
Sensitive




Referred by:
VCT center

HIV Comprehensive Care unit

Home Based Care

STI clinic
Private Sector
Antenatal clinic

=VCT

=HCC

=HBC
=STI
=pPS
= ANC

Self referral
Contact invitation

Chemist/Pharmacy

SR

Cl

CP

Referred to:
Nutrition Support
VCT center

HIV Comprehensive Care unit

Home Based Care

STl clinic
Private Sector
Antenatal clinic

=NS
=VCT

=HCC

=HBC

=STI
=PS
=ANC

96

Outcome of treatment:
Cured (smear negative)

Treatment Completed (no
smear)

Failure (smear pos. at 5/8
months)

Dead

Out of Control (Defaulted)
Transferred Out

=C
=TC
=F
=D

=00C
=TO

NB. Partners tested for HIV (Y/N) =
Nutrition: BMI=Weight (Kgs)/(Heigh



Initial phase

Date treatment . Continuation phase
8 x weekly drug collection . . -
started . Year: Indicate date when patient has attended clinic Year:
(write date)
Regimen

HIV
Test
Pos/Neg/ND/
Declined
(Date done)

Partner
tested for
HIV
Pos/Neg/ND/
Declined/No
Partner
(Date done)

Referred
BY
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Appendix IV List of Participants

LIST OF INDIVIDUALS Participating as Stakeholders

NAME

Dr. Joseph Sitienei
Samuel Misoi

Dr Herman Weyenga
Mr Obadiah Njuguna
Dr Bernard Langat
Mary Osano
Deborah Mogoa
Susan Gacheri

Dr Richard Muthoka
Dr. Kamene Mariita
Dr. Chris Masila
Rose Wambu
Wesley Tomno
James Gachengo
Pamela Juma
Rashid Osman
Adek Odek

Faith Ngari

Jane Onteri

Hillary Kipruto

Rhda Manasse

Dr Shoba Vakil

Dr Jane Ongango
Dr. Jane Wasike
Mrs. Momanyi

Dr. Ndeti

Ms Dorcas Kiptui
Dr. Thomas Ogaro

Dr. Immaculate Kathure

Dr. Evans Kiprotich
Dr. Joel Gondi

Dr. Hajara Busaidy
Dr. Moses Kitheka

ORGANISATION
DLTLD
DLTLD
DLTLD
DLTLD
DLTLD
DLTLD
DLTLD
DLTLD
DLTLD
DLTLD
DLTLD
DLTLD
DLTLD
DLTLD
DLTLD
DLTLD
DLTLD
DLTLD
DLTLD
WHO/DLTLD
DLTLD
NASCOP
KEMRI
NPHLS
MOPHS
PRISON SERVICES
MOPHS
PTLC NBIS
PTLC NBIN
PTLC RVN
PTLC NYN
PTLC COAST
PTLC CENTRAL



Dr. George Kadondi
Dr. Silvester Adallah
Abdille Nur Farah
Dr. Ego Agere
Joseph Njinju

Dr. Boru Okotu
Joseph Karanja
Biwot Saisy
Humphrey Mundu
Magdaline Kingori
Halima Abdulrahman
Charles Makwila
Sammy Rop

Sande Bernard
Boru Bilala

Dr Joel Kangangi

Dr Maina Maurice
Dr. Joseph Odhiambo
Lucy Chesire

Julius Tome

Dr Gitau Samwel

Dr Grace Karanja
Shinichi Takenaka
Dr. Damaris Miriti
Ulo Benson

Dr M Syowai
Margaret Mburu
Evelyne Kibuchi
Ernest Ruto
Charles Mburu
Emily Nyagaki

Prof Felix salaniponi
Chrispine Okoth

PTLC NYS

PTLC WESTERN
PTLC NEP

PTLC RVS

ACG PTLC EAS
PTLC EAN

PMLT NBIN
PMLT RVN

PMLT COAST
Ass PTLC

Ass PTLC

DTLC UASIN NGISHU

DTLC NANDI CENTRAL

PMLT WESTERN
PMLT EAN
WHO
USAID
CDC
KANCO
AMREF
MSH
KAPTLD
JICA

IOM

IMC

ICAP

CDC
KANCO
MSH

JSI
KAPTLD
KNCV
KAPTLD



Eileen Burke
Pamela Liyala
Jack Obiero

Eliud Njau

Dorcas Nyamai
Ruth Mutua

Daniel Langat
Teresia Muoki
Vera Mauch
Beatrice Kariuki
Dr. Evans Amukoye
Stephen Malowa
Grace Gatete
Jackson Wahome
Philomena Moraa
Dr.Stanley Bii

Kate Macintyre
Phelix Mboya
Florence Mugenyu
Tara Fitzgerald

Dr Jeremiah Chakaya
Dr Joyce Wamicwe

CDC

TB CAP

PMLT NYS

DMLT

PMLT NBIS
MOPHS

DTLC KIPKELION
MOPHS

KNCV

PMLT RVS
KEMRI

DTLC NYANDO
MOPHS

PMLT CENTRAL
DTLC NYANDARUA
USAID
Tulane/MACRO
Ass PTLC

PMLT

Consultant/ TBCAP
KEMRI/ KAPTLD
NASCOP
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