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I. Executive Summary 
 

The United States Agency for International Development (USAID) prioritizes addressing the global threat 

of multidrug-resistant tuberculosis (MDR-TB) as part of its efforts to improve global health security. In 

accordance with the National Action Plan to Combat Multidrug-resistant Tuberculosis (the National 

Action Plan, 2015), USAID has committed to developing and implementing a package of ancillary or 

supportive services that are necessary to help people with drug-resistant TB (DR-TB) complete their 

treatment. This effort is seen as an urgent need because global data show that almost half of people 

with MDR-TB do not successfully complete their treatment, leading to ongoing transmission of drug-

resistant disease; excess mortality; potential loss of efficacy of additional anti-TB drugs; and wasted time 

and money. 

In collaboration with a wide range of stakeholders, USAID drafted a list of comprehensive ancillary 

services based on patient needs and a survey of the literature; developed a brief Practical Guide to 

Delivering Essential Supportive Care to Patients with Drug-resistant Tuberculosis and accompanying tools 

to ease implementation; and identified four pilot countries (China, Pakistan, South Africa, and Ukraine) 

in which to test the approach and materials and evaluate results. The pilot efforts will inform further 

refinement of the package of patient services and the guidance documents with the goal of scaling up 

the approach in 2018, focusing on 10 high-priority countries1 with high burdens of DR-TB identified in 

the National Action Plan. In addition, materials will be available to all countries that wish to use them. 

In preparation for launching the pilot, USAID and the Stop TB Partnership held a three-day workshop in 

Bangkok, Thailand from April 20-22, 2017. Participants included global stakeholders, national TB 

program staff, local level providers, advocacy organizations, patient representatives, and implementing 

partners. Workshop objectives included the following: 

1. Orient four country teams and global stakeholders to the rationale, approach and contents of 

the Essential DR-TB Patient Support Services package. 

2. Solicit feedback and advice on the guidance documents and tools in terms of utility, user-

friendliness, accessibility, feasibility, comprehensiveness, alignment and integration with other 

guidance and processes, and metrics for success. 

3. Discuss practical approaches for piloting the package with the four selected countries and 

develop detailed implementation plans with timelines and next steps established. 

4. Share field experiences and lessons learned to date in implementing patient support 

interventions. 

A full day of orientation and discussion on the guidance document and tools produced robust feedback 

from global and country participants on how best to integrate the approach within ongoing efforts and  

what changes will make the documents more useful. The project team will use the detailed feedback 

                                                           
1
 The 10 National Action Plan priority countries include Burma, China, India, Indonesia, Kazakhstan, Nigeria, 

Pakistan, Philippines, South Africa, and Ukraine. 
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(see Section V of this report) to revise the materials and will continue to gather feedback during pilot 

implementation for further refinement before global dissemination. 

Former patients gave participants a clear sense of the challenges and frustrations people face in 

diagnosis and treatment of DR-TB, setting the tone for the workshop and pointing out the gaps in 

patient-centered care that allow for poor outcomes.  All four country teams shared their extensive 

experience with different aspects of delivering patient-centered treatment support services, including 

choosing appropriate interventions, delivering services in a decentralized system, using multidisciplinary 

teams to deliver care, and refining approaches to patient financial support. Information was also shared 

from recent studies on catastrophic costs and on issues related to stigma and discrimination in accessing 

services. 

Days 2 and 3 of the workshop were devoted to discussing details of the pilots, including specific package 

interventions, monitoring and evaluation (M&E) plans, and timelines for implementation. The pilot 

phase of the project will target gathering six months or more of data on 700 patients receiving the 

package of services. The pilot will be evaluated using measures of patient satisfaction with services; 

interim treatment outcomes; acceptability and feasibility of package implementation for frontline 

providers and national TB programs (NTPs); and cost and cost-benefit analysis of the package. Pilots are 

slated to be launched by July-August 2017, with data collection continuing through March 2018. The 

team will complete analysis by mid-2018, at which point the package will be refined into its final form 

before a workshop for all 10 National Action Plan priority countries in anticipation of a broader launch of 

patient-centered supportive care, guided by standard documents that allow programs wide flexibility in 

programming.  

Details of the discussions are provided in the following pages. Country implementation plans are in the 

process of being refined by the teams; drafts are available in Annex IV.  
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II. Introduction 
Treatment success for people with drug-resistant tuberculosis (DR-TB) is unacceptably low, at 

approximately 50% globally. Studies indicate that important barriers to completing DR-TB treatment 

include emotional and physical isolation; stigma and discrimination in the community and health 

system; financial strain; side effects of medications; mental illness 

and substance use; other co-morbid conditions, especially HIV 

infection; lack of understanding of the disease and treatment 

process; and poor access to health services. Thus an intensive effort 

is needed to deliver comprehensive, patient-centered care in 

supporting people with DR-TB to reach cure. 

The End TB Strategy, World Health Organization (WHO), United 

States Agency for International Development (USAID), Global Fund 

to Fight AIDS, Tuberculosis, and Malaria (Global Fund), and 

numerous guidance documents encourage the use of a patient-

centered approach that addresses patients’ specific needs: psychological, social, and financial, in 

addition to medical and laboratory services needed to treat the disease itself.   

USAID is leading the effort to reach global consensus on a package of essential DR-TB patient-centered 

services and to translate that consensus into practical, flexible tools that national programs and 

implementers, providers and patients, and donors and ministries can use to help each DR-TB patient 

reach cure. They have been working with stakeholders to turn existing guidance on essential DR-TB 

patient support services into a practical and user-friendly guide and tools that will be introduced in four 

countries to test their utility in improving outcomes. Following the pilot’s completion in early 2018, the 

package will be revised based on lessons learned and made available for scale-up. 

III. Stakeholder Workshop  
USAID and the Stop TB Partnership co-hosted a three-day workshop in Bangkok, Thailand from April 20-

22, 2017. More than 50 participants representing patients, community advocates, frontline providers, 

national TB control programs, technical agencies, professional associations, and donors gathered to 

discuss the DR-TB patient care package and plan pilot projects in four countries, as described below. The 

detailed agenda for the meeting is provided in Annex I.  

Workshop Goal and Objectives 

The goal of the workshop was to prepare for the introduction of the Essential DR-TB Patient-centered 

Services package in four countries (China, Pakistan, South Africa, and Ukraine) as a first step in scaling up 

a standardized approach to comprehensive patient-centered supportive care to improve patient 

outcomes.  

The workshop objectives and expected outcomes are listed below as they were presented.  All of the 

objectives were met and outcomes reached, but to different degrees.  

“The crisis of MDR-TB detection and 

treatment continues. In 2015, of the 

estimated 580,000 people newly eligible 

for MDR-TB treatment, only 125,000 

(20%) were enrolled. Five countries 

accounted for more than 60% of the gap: 

India, China, the Russian Federation, 

Indonesia and Nigeria. Globally, the 

MDR-TB treatment success rate was 52% 

in 2013.” 

WHO Global TB Report, 2016 
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Objectives  

1. Orient four country teams and global stakeholders to the rationale, approach and contents of 

the Essential DR-TB Patient Support Services package. 

2. Solicit feedback and advice on the guidance documents and tools in terms of utility, user-

friendliness, accessibility, feasibility, comprehensiveness, alignment and integration with other 

guidance and processes, and metrics for success. 

3. Discuss practical approaches for piloting the package with the four selected countries and 

develop detailed implementation plans with timelines and next steps established. 

4. Share field experiences and lessons learned to date in implementing patient support 

interventions. 

Expected Outputs and Outcomes 

1. Agreement on and support for introduction of the DR-TB Patient-centered Support Services 

package. 

2. Input to inform finalized versions of guidance and tools to be tested during the pilot. 

3. Detailed country implementation plans (China, Pakistan, South Africa, Ukraine) with timelines, 

technical support, and/or other resources needed.  

Workshop Methodologies 

A range of methodologies such as plenary sessions, country group discussions and group work, peer-

feedback sessions, and presentations were used to allow for an environment where participants 

engaged in experience-sharing and in-depth discussion and analysis of their own country situation and 

where they were challenged to think critically to identify their own specific needs and challenges for the 

pilot introduction.  Participant evaluation of the workshop is summarized in Section V.C. 

IV. Lessons Learned and Recommendations from Existing Patient Support 

Activities, Patient Experiences, and New Studies 
The four country teams presented their experiences and recommendations on different aspects of 

patient support from work that has been done or is ongoing at country level. The China team presented 

on the process of choosing appropriate patient support interventions; South Africa team reported on 

their experiences in maintaining quality in the context of decentralization; Ukraine team described their 

work in using multidisciplinary teams to provide comprehensive support to patients; and Pakistan team 

discussed the use of financial support and making decisions on direct versus indirect payments. In 

addition, three patients (one each from South Africa, India, and China) shared their experiences 

surviving TB and provided comments for the groups to consider. A summary of key points from the 

presentations is provided below. 

A. China: Choosing appropriate interventions to support patients 

 After working in one province to introduce patient support, the CAP-TB project (FHI360 with USAID 

funding) in collaboration with the provincial TB control program worked to expand the model to another 

province with very different characteristics. They described the steps needed to adapt their strategy to 

different regions, while at the same time maintaining consistency and paying attention to common 

needs across all regions.  
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Some points highlighted from their presentation: 

 It is important to ask patients about the barriers they face locally and devise appropriate 

solutions for the local context. 

 Providing comprehensive 

counseling at treatment initiation is 

essential to reduce loss to follow up 

prior to or at the beginning of treatment. 

 Providing patient support 

services requires not only task shifting 

(often from central facility to community 

providers) but also adding tasks that 

have not been part of job descriptions 

previously. Consider additional training 

needs for staff (and need for additional 

staff) when planning and implementing 

patient support services. 

 A key component of their project is an electronic clinical management platform to ensure 

adequate clinical follow-up and good information-sharing/documentation among all the 

providers who work with the patient. They perform a multidisciplinary review of cases to 

identify and address patient barriers to treatment rapidly.   

 Peer counseling has been 

useful in their work, 

particularly to address 

questions and concerns 

regarding the side-effects 

that patients experience 

during treatment and 

provide moral support to 

patients. They have used 

social media (e.g., QQ) to 

connect patients as well as 

other more traditional 

forms of peer support. 

One challenge in this 

regard is continuity—as 

patients are cured, they 

often leave the peer group and so ongoing education and support is needed to maintain 

momentum. 

 Engagement of the family in education about DR-TB and in patient care has been an important 

component of success for their patients. 
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 It is important to emphasize the quality of care (both medical and non-medical) and to frame 

non-medical patient support as a component of quality care. 

 Reducing the financial burden patients face when under treatment for DR-TB must be addressed 

to support cure.  

B. South Africa: Patient support in the context of decentralization 

The South Africa team clearly described some of the major challenges in operationalizing the elements 

of patient-centered care in complex health systems. South Africa faces serious challenges with MDR-TB, 

with an estimated 26,000 MDR-TB cases occurring each year. The treatment success rate stands at 49%, 

loss to follow-up is more than 20%, and deaths are approximately 20%. There is a high pre-treatment 

loss to follow-up. The high burden of disease and a shortage of beds for hospital-based treatment 

initiation led to long waiting lists for treatment, prompting South Africa to move to a decentralized 

model of MDR-TB care beginning in 2009. As of 2015, there were 2,780 treatment initiation sites in the 

country. Key points they emphasized from the experiences of the South Africa national program and the 

URC-led project on patient support funded by USAID: 

 A bottleneck analysis including the enabling environment, quality of care, supply-side issues, and 

demand-side issues helped them devise and prioritize appropriate responses. 

 Resources are scarce and cannot be equally distributed—focusing on MDR-TB “hotspots” 

identified through epidemiological data has helped to target efforts where they are most 

needed. 

 The major gap for them is in ensuring appropriate referral and continuity of care after facility-

based treatment initiation—that transition requires special efforts and attention to avoid high 

rates of loss to follow-up. 
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 Community health worker services should be standardized—including the approach to patient 

assessments and linkages to mobile health teams or primary health care facilities for ongoing 

treatment support. 

 Patients in need are linked to a government grant system that provides some financial support 

to patients. 

 Decentralization is a viable entry point for patient-centered care. 

 Programs should consider incorporating quality measures and a continuous quality 

improvement approach to their efforts in patient-centered care. It is important to define the 

model for patient-centered care to try to standardize approaches across regions and 

implementing partners and to help define and improve quality. 

 The use of technology can enhance monitoring functions, streamline communications, target 

hotspots and improve the quality of care provided. They use a tablet-based data collection 

system that allows for rapid communications and monitoring. 

C. Ukraine: Using multidisciplinary teams to provide patient support 

Ukraine is categorized as a high-MDR-TB burden country. The national treatment success rate for MDR-

TB was only 42% in the 2014 cohort of patients, with high proportions of loss to follow up and death. Its 

traditional model of in-patient treatment for TB patients meant that vast resources were being 

committed to hospitalization at the expense of other TB control program elements. Now, with 

government support for health reform, Ukraine is embarking on an experiment in providing ambulatory 

care to DR-TB patients. With support from USAID, PATH in collaboration with oblast (regional) TB 

programs and local community-based organizations has been implementing ambulatory patient support 

services in two oblasts.  
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They described their experiences thus far in providing ambulatory services, making the following key 

points: 

 Ambulatory care is a good starting point for introducing patient-centered services. In their 

project, patients are assessed for psychosocial needs approximately two weeks before 

anticipated discharge from hospital-based care and a care plan is developed (although not 

currently documented in writing). 

 Multidisciplinary teams (MDT) comprised of TB doctor, nurse, social worker, psychologist, 

lawyer, specialized doctors (for co-morbid conditions as needed) and community-based 

treatment supporters can help address a wide variety of patient needs—each DR-TB patient is 

assigned a team with specific members. One focal point is in charge of coordination of the team, 

usually the TB doctor. Team communications may happen in person, electronically, and/or in 

written form. 

 Role and responsibilities for each member of the team must be clear and should be documented 

in writing—Ukraine has a clearly articulated strategy for providing psychosocial support to 

patients.  

 Core functions of the multidisciplinary teams include assessing patient needs; ensuring 

treatment completion; actively identifying and quickly addressing any adverse effects of 

treatment; ensuring coordination between the DOT supervisor and other members of the MDT; 

coordination between the TB service and NGO providing community-based support; satisfying 

patients’ psychosocial needs; providing education to patient and family; and monitoring 

treatment progress. 

 Preliminary results show improved retention of patients using this approach. 
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D. Pakistan: Implementing financial support for patients with DR-TB 

Pakistan enrolled 2,881 MDR-TB patients in treatment in 2016, about 21% of estimated annual DR-TB 

cases. Their treatment success rate is relatively good, at 70%. Using Global Fund monies, Pakistan 

started implementing social support for MDR-TB patients since June 2010 that included food packages 

and transportation support. The package has evolved over time, based on their experiences and lessons 

learned. Specifically: 

 The social support package has clear objectives, including improving treatment adherence, 

encouraging patients’ interest in completing treatment, preventing loss to follow-up, and 

providing financial relief to patients. 

 Original support included direct cash payment of a transportation incentive for patients only 

(not treatment supporters) as well as vouchers for food baskets that could be obtained from any 

Utility Store Outlet. 

 To improve accountability of the system, the food basket system was changed to go through 

PMDT sites and certain designated Utility Store Outlets. While it made the accounting easier, it 

became less patient-friendly—patients had to travel farther to receive the food baskets and 

they were more difficult to carry home. 

 After receiving feedback on the challenges from patients, the program did a patient survey to 

reassess needs and preferences. Based on the results, the program redesigned the approach to 

social support.  

 They now provide direct cash incentives instead of food baskets for patients, as well as the 

ongoing transport stipend. This system started from April 2017 and its effectiveness will 

continue to be assessed as they move forward. 
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E. Key points from the patient perspective 

Three former TB patients—Phumeza Tisile from South Africa; Rhea Lobo from India; and Yan Xiaodong 

from China—shared their experiences with the participants and brought up some common challenges 

with the health system that should be considered in developing programs for patient support: 

 Providers should be competent at recognizing symptoms of TB and referring patients for 

appropriate and accurate testing. The patient stories reflect the great difficulty that people face 

in trying to get a diagnosis because of lack of awareness on the part of many frontline providers 

of TB symptoms and appropriate tests. 

 Patients need and want accurate and understandable information on their disease and its 

treatment so they can participate actively in making informed decisions about their care. Not 

being able to access information was the single greatest frustration and concern for the patient 

representatives, and was particularly difficult at the point when they were diagnosed and 

initiating treatment. This contributed to a lack of trust in their providers and the health care 

system. 

 Side effects of the medications were very difficult to manage, and in some cases led to 

permanent disabilities. Patients were not provided with full information about potential side 

effects of the medications, reinforcing their lack of trust in the health care system and their 

providers. 

 A trusting relationship with providers is essential to supporting patients in their treatment. Lack 

of time and knowledge on the part of their providers contributed to a feeling that they were 

being “abandoned” by the system. They frequently experienced stigma and discrimination 

within the health care system, and were sometimes fearful of disclosing their status as people 

with TB because of the potential social repercussions of doing so. Stigma must be addressed for 

improved patient outcomes. 

 Having peers and family members to support them through treatment was a key to success for 

these patients, reducing their 

feelings of isolation and 

despair. In addition, their own 

determination to survive played 

a critical role in their continuing 

treatment in spite of all the 

challenges with doing so. 

 Having MDR-TB is a serious 

financial burden for patients 

and their families. Financial 

support in some form is often 

necessary to alleviate some of 

the stress caused by the 

changes in a person’s capacity 

to attend to daily life activities. 

“We think you will die”
– three times!

Pre-XDR-TB 
treatment 

stopped working 
after 4months:

NOW full XDR-TB
Resistant to at 
least 8 drugs 

Chest surgery to remove TB nodes around heart: 
pneumothorax, broken rib, chest drain
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V. Feedback on the Practical Guide and Accompanying Tools 
On Day 1 of the workshop, facilitators asked participants to provide detailed feedback on the Practical 

Guide to Delivering Patient-centered DR-TB Care document and its two accompanying tools: the Rapid 

Systems Assessment Framework and the Patient Assessment and Care Plan. Participants worked in five 

groups to provide the feedback: a global group that concentrated on opportunities for integration of the 

package documents within other ongoing processes, and four country groups. Feedback from 

participants is summarized below and will be used to revise the documents prior to launch of the pilot in 

four countries, anticipated for June-July 2017. 

A. Feedback on the Practical Guide 

Opportunities for Integration of the Practical Guide at Global and National Levels 

Both global and country groups were asked to consider possible synergies, duplication, and 

opportunities for integration with other ongoing efforts at global and country levels and discuss 

challenges and approaches for the widespread adoption of the Guide.  Questions to lead the discussion 

and a summary of the discussion key points for each of the groups are provided below. 

Global Group Questions 

1. Where and how do you see this Guide (and accompanying tools) being integrated into other 

efforts or processes at global level?  

2. With what specific efforts or guidance should it be linked? (list out relevant other efforts) How 

should it be linked?  

3. What are the timelines and who are the stakeholders in ensuring this integration? What will be 

the potential challenges in doing so, and how can we overcome those? 

4. What will be the potential challenges in doing so, and how can we overcome those? 

5. How can we best ensure that once integrated at global level, the approach is taken up and used 

at country level?  

Summary of feedback 

Positives/Opportunities 

The group identified a number of areas with the potential for integration of the guide in various global 

and country level platforms.  The Guide has potential for integration with other global and country 

initiatives and efforts and possibilities for buy-in from both global and country-level organizations and 

key stakeholders.  The following is a summary of the suggested areas with the potential for integration 

and buy-in.  

 WHO: inclusive in guidelines  

 Global Fund modular template under the catastrophic cost indicator and with the Global Fund 

GRG department 

 Stop TB Partnership  

 National Human Rights Institutions and commissions 

 Patient networks, global activists’ groups  

 Human rights, gender and law assessment interventions 

 Social media platforms 
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At the country level opportunities for inclusiveness and integration are possible with: 

 Government and public and private health care providers and groups as well as with relevant 

professional associations and academia agendas and curricula 

 NTP: inclusive in the National Strategic Plans and processes 

 Country Coordinating Mechanisms’ agendas and planning   

Challenges 

A number of challenges for integration with ongoing global initiatives and efforts were also identified. 

These are listed below:  

 Legal framework (both global and country level) 

 Bureaucracy 

 Funding 

 Confusion around messaging 

 Time (time is needed to understand the concept and the guide and tools, adaptation and 

translation, advocacy and buy-in, capacity and training)  

Suggestions  

Suggestions to address these challenges: 

 Find common ground 

 Build on existing processes, systems and approaches - (patient-centered care, UHC, quality of 

MDR care an increased priority, community/rights gender) 

 Consistency in terms of priorities and implementation approaches and goals 

 Indicators – using existing indicators and link to existing monitoring and evaluation (M&E) 

processes 

 Investment case 

 Engage subnational level partners and key stakeholders  

 Advocacy 

Country Group Questions 

The leading questions for the country groups were slightly different and looked to determine the 

usefulness of the guide to country partners and ways the guide would be used.  Leading questions 

included the following:  

1. What do you see as the “value-added” of this guide for your country in particular, if any?  

2. How do you see this Guide being used at country level? For example, as part of a larger planning 

process? As a stand-alone effort?  

3. Where and how do you see this Guide being integrated into other efforts or processes at 

country level? With what specific efforts or guidance should it be linked?  

4. What are the timelines and who are the stakeholders in ensuring this integration? 

5. What will be the potential challenges in doing so, and how can we overcome those? 

6. How can we best ensure that once integrated, the approach is scaled up at country level? 
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Summary of feedback 

Positives/Opportunities 

 A number of the elements already are being implemented. The guide will support and improve 

the implementation and outcomes of these efforts.  

 The guide is comprehensive and will add value to ongoing efforts, especially in the 

implementation of specific elements (1, 2, 4, 9, 11, 12, 13, and 14) in some countries.  

 Experience and local capacity to implement patient-centered care approaches. 

 The guide can be integrated with National guidelines for MDR-TB and link to the existing policy 

guidance and strategic operational plans (SOPs) for social support. 

 Potential to integrate at the primary health care at the outpatient and also at the inpatient 

phase. 

 Health insurance schemes in some countries. 

 Involvement of nurses, social workers and engagement of patients and family.     

Challenges 

 Achieving consensus of partners and key stakeholders. 

 Absence of political will and commitment at all levels. 

 Lack of funding. 

 Lack of capacity and motivation. 

 Time. 

 Supportive services should be provided on a solid foundation of quality clinical care—if medical 

care is sub-standard, clinics are overloaded, labs are inadequate, even the best supportive 

services will not improve outcomes—they must go hand-in-hand. 

Suggestions 

 Promote political will through advocacy and consultative process led by the NTP.  

 Approval from MoH. 

 Integrate in Global Fund program.  

 Synchronization to avoid duplication with other efforts. 

 Conduct country-specific patient needs survey. 

 Link to the National TB treatment protocols. 

 Consider hierarchical approach to thematic areas and essential elements.     

Comments on Practical Guide Content 

Country teams provided feedback on the Practical Guide contents, including alignment with existing 

country-level policies; ease of use and understanding; and comprehensiveness. Their comments and 

suggestions are summarized below. Detailed comments on specific elements will be taken into account 

as we revise the Guide for piloting. 
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Leading Questions for Content 

Consider aspects of the Guide itself such as completeness, technical accuracy, and relevance.  

1. Are the background and rationale sufficient and useful to provide an overview to readers? 

2. Are the thematic areas and essential elements the right ones for your country? Are they aligned 

with other guidance? What is missing or needs to be changed, if anything? 

3. Are the steps outlined in the Guide useful and logical? What missing steps need to be added, if 

any? 

4. Are there other missing issues/content that you would like to see specifically addressed in the 

Guide? (e.g., case studies) 

5. What needs adding or updating in the list of resources? Is this a useful approach to giving people 

additional materials to use in building the program, or are there alternatives you would prefer? 

For use at country level, would you prefer to reference only your country-specific materials, or is 

it helpful to have global guidance and references from other countries as well?  

Summary of feedback 

Strengths 

 The Guide thematic areas are sufficiently well-aligned with country guidance and are 

comprehensive. They provide a useful framework for looking at patient support services. 

 Essential elements have a wide scope and encompass areas of need for patients. 

 The Resources section is useful to provide countries with materials and examples they can use 

and adapt to their settings. Including global guidance and examples from other countries is 

helpful. 

 The Guide provides an opportunity to highlight the importance of the list of thematic areas and 

essential elements for our country (including inpatient phase). 

Weaknesses/challenges for use/opportunities for improvement 

 Contact screening and infection control issues should also be addressed as part of the Guide. 

 There is a need for guidance on how to operationalize the elements, i.e. attaching the elements 

to baselines and measurable goals. 

Suggestions 

 Including short case studies from successful interventions, particularly around patient and family 

education, would be helpful. 

 Separate palliative care from end of life care. 

 Consider different levels and aspects of thematic areas (i.e. policy, supply, demand, and quality). 

 Consider adverse drug reactions of new treatments in physical rehabilitation during treatment 

and after cure and the importance of strong referral systems. 

 Add best country practices (referrals, links) and operational survey results which justify and 

provide the rationale for the utility, flexibility and results of patient-centered care  
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 There are a number of additional comments on adding potential interventions to the lists 

provided in the Guide for each essential element. (These will be added in a revised version). 

Comments on Practical Guide Structure and Format 

There were few comments on the structure and format of the Guide as most countries spent the 

majority of their time on integration and content. Comments received are summarized below. 

Leading Questions for Structure 

Consider user-friendliness, length, understandability, etc. 

1. Is the language accessible to the range of target audiences? 

2. Is it short enough to be user-friendly but long enough to provide sufficient guidance? What 

needs to be added or what could be left out? 

3. Are there things that are confusing and need further clarification? 

Summary of Feedback 

Strengths 

 Clear, well-structured, logical document. 

Weaknesses/challenges for use/opportunities for improvement 

 Some sections of the Guide seem to overlap or are somewhat redundant. 

Suggestions  

 Make the document interactive (e.g., provide links to major sections of the document). 

 Keep the document as short as possible with clear steps, and remove redundancies. 

Next Steps for the Practical Guide 

The project core team will prepare a revised version of the Practical Guide based on the feedback 

received from participants and will share it with country teams as soon as possible for use during the 

pilot. Lessons learned from the pilot will inform further revisions before scale-up. The Guide also will be 

available for any country NTP or partner who wants to start implementing the DR-TB Care Package on 

their own.  

B. Feedback on the Rapid Systems Assessment Tool (RSA) 

Two countries (China and South Africa) provided detailed feedback on the Rapid Systems Assessment 

Tool that allows countries, sub-regions, or even facilities to assess their readiness to implement a 

comprehensive patient support package and plan to fill any gaps in their systems in preparation for 

introduction of the package. Key points and recommendations are provided below. 

Leading Questions for the RSA 

1. Is this a useful framework for analyzing health systems needs related to supportive DR-TB 

services, or do you have other suggestions? 

2. Does the tool cover all the relevant health systems areas, or are there additional ones to 

consider that should be added? Are there any that should be changed/adjusted? Are they clear 

enough as is or do they need definitions? 
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3. Are there any other pieces of information you would like to include here to make planning and 

budgeting easier? 

4. Is the framework aligned sufficiently with existing guidance and funding processes to make 

translation of the results into an action plan and funding request a straightforward process? 

How can this be improved? 

5. Into what ongoing processes would you/could you incorporate this assessment? For instance, 

would this be part of your national strategic planning process every few years? Part of your 

annual work planning process? Part of a Global Fund grant application country dialogue? A one-

time national process? Other?  

6. At what levels of the system do you anticipate this tool would be used? In addition to national-

level planning, could this be used at provincial/state or even facility level to plan support 

activities? Would staff at those levels require additional technical support to be able to use the 

tool and plan for implementation? 

7. In your country, are there specific areas where you see there are significant health systems gaps 

to fill in order to implement supportive services for the pilot phase of this project? (e.g., is there 

a significant lack of human resources, is there a need to build multiple new partnerships, or do 

policies need changing before moving forward?) 

Summary of feedback 

Utility 

 The local health administration bureau would lead planning using this tool with the participation 

of TB hospitals and CDCs once a year. They could estimate funding according to the number of 

patients to serve and allocate funding and resources to implementers accordingly. 

Strengths of the tool 

 Easy to use 

 Allows for consideration of the broad policies beyond TB that affect health services and the 

delivery of TB services 

 Useful as a checklist to guide planning 

Weaknesses/challenges in use/opportunities for improvement 

 The tool does not currently help prioritize which gaps or barriers should be addressed first or for 

maximum impact 

 Tool isn’t sensitive enough to understand underlying factors contributing to gaps--need to 

understand bottlenecks in various levels (policy, supply, demand, quality) to be able to address 

gaps effectively 

 Data doesn’t exist very clearly at the district level; would need to improve this to synchronize 

programs and to implement in a results-oriented way 

 It is unclear where the thematic elements fit into larger structures at country level (are they 

largely driven by policy, supply-side, demand-side, or quality issues?) 

 It is hard to set up standards for all provinces or areas, because of diversity in terms of 

resources, policies, social and cultural backgrounds. 
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Suggestions 

 Estimated cost for the number of patients reached by intervention could be added into the 

assessment tool as a row separate from financing (source of funds) 

 Add some definition and context to each area for consideration (but this may be more 

effectively applied at the country level) 

 Maybe need to refine the questions (i.e. policy, SOPs/guidelines) 

 Collect a few data points on basic functioning of clinical services to improve sensitivity of the 

tool in identifying the care gaps and potential bottlenecks 

Next Steps 

The core project team will revise the RSA tool based on the comments provided during the workshop 

and share the revised tool with the country teams for final review and revision prior to launching the 

pilots. Based on experiences during the pilot, the tool will be further revised in preparation for scale-up. 

C. Feedback on the Patient Assessment & Care Plan Tool (PACP) 

Two countries (Pakistan and Ukraine) did provider-patient role plays mimicking a visit for DR-TB 

treatment initiation using the PACP, and then provided feedback on the tool based on that experience. 

Their comments and recommendations are summarized below. 

Leading Questions for the PACP 

1. Do you use anything similar right now to document your activities at patient level?  

2. What benefits do you see in using such a tool in your country? 

3. This template combines a patient assessment with the care plan, so that interventions address 

the specific needs identified in the assessment. Does this format make sense in your setting? Is 

it easy enough to use? Is it realistic to anticipate that patients would participate actively in 

completing the template? 

4. Are the areas covered relevant? Are there areas missing, or are there things that will not work 

well and should be removed or changed? 

5. What cadre(s) of staff would be primarily responsible for completing this template? Would the 

same staff be responsible for ongoing monitoring and re-assessments?  

6. What do you see as the biggest potential barriers to use of this form at the individual provider 

level? What suggestions do you have for addressing those barriers? 

7. What would make this tool more useful for monitoring supportive services during the entire 

course of treatment?  

Summary of feedback 

Strengths of the tool 

 Using the tool can improve the implementation of psychosocial interventions for patients. 

 The tool is much more comprehensive than what is currently used and can improve patient care 

as a result.  

 While doctors are already asked to perform a needs assessment for patients and develop a plan, 

there is no standardized format for doing so and no documentation—this tool allows for a 

standard approach and thorough documentation. 
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 The tool combines both the assessment and care plan into one form instead of two—this is 

useful in using time effectively and developing interventions that directly address needs 

identified. 

Weaknesses/challenges in use/opportunities for improvement 

 Based on the way the questions/statements are phrased, it is unclear who is supposed to fill out 

this form—provider or patient? 

 It is unclear where and by whom the document should be kept and there is concern about 

whether it will continue to be useful on an ongoing basis, as well as whether it may be lost if 

kept by the patient. 

 Providers are not accustomed to do this and will consider this as additional responsibility that is 
not included in their SOW.  So this assessment should be included in the treatment protocol or 
some kind of order should be issued to make it obligatory. In addition, providers need to be 
trained on why it is needed and how to complete it. 

 It is not so easy to use, but could improve with practice and training of providers to use it. 

Suggestions 

 Reword the questions/statements and make it clear who should complete the form. 

 Add instructions to the form to describe who should complete the form, how it should be 

completed, and when, and then how repeat assessments should be done. 

 Allow flexibility for adaptation tailored to local needs. 

 Add a section for assessing the risk of a patient’s being lost to follow-up. 

 Add a line for the interviewer’s name, position, employer, and date of an interview. 

 The document could be completed electronically to save paper. 

 Train providers to use the tool and make sure they understand the purpose and importance of 

doing so for greater acceptability. 

Next steps 

The core project team will revise the tool based on the comments and suggestions from participants and 

share with them prior to launching the pilots. Further refinement and revision will be an ongoing 

process based on lessons learned during the pilots including feedback from providers and patients. 

D. Patient recommendations on increasing the patient’s role in care 

In addition to specific comments, three patient representatives in the workshop provided suggestions 

on how to improve patients’ participation in care as well as their experience in receiving DR-TB care: 

 Patients should receive an orientation to patient –centered care principles at the outset of care, 

so they have a common understanding of what they should expect from care. 

 The Patient Charter, including patient rights and responsibilities, can help empower patents to 

take control and be positive. 

 Establishing trust should be a two-way street. DOT often makes patients feel that their health 

providers do not trust them to take medications, and alternatives to direct observation should 

be explored with patients. 
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 Patients should be informed about their diagnosis in person, not by text message or other 

means. This is critically important in making sure patients do not refuse treatment--they do not 

want to feel that they are being abandoned by their doctors. 

 Patients need time and focused attention from their providers.  

 Patients want complete information and would like it in a timely manner so they can participate 

in making educated decisions about their care and their options for treatment.  

 Information needs to be accessible to patients, in terms of language, comprehensiveness, and 

timing. Helplines, links to support groups or other means to obtain information rapidly without 

having to visit a health facility would be welcome.  

 Patients need support for rehabilitation and accommodation for irreversible side effects, 

especially those related to loss of hearing or sight. 

 As part of the care package approach, patients and peer groups should receive training on the 

package and its implementation. 

 Programs should consider establishing mechanisms to allow peer-to peer communication, 

including online social media platforms (similar to China model). 

 Psychological and mental health support activities are seen as essential care elements by 

patients and must be included in package services. 

VI. Pilot Implementation Planning 

A.  Evaluation population targets for the pilot  

USAID set an ambitious target of 800 patients to receive the comprehensive support package described 

in the Practical Guide as part of the evaluation. Table 1 below shows the aspirational and final numbers 

of patients per country to include in the evaluation population. The project team and countries 

thoroughly discussed concerns around the number of patients to include and the duration of the pilot 

during the workshop, concluding with the agreements described below. 

Given that this pilot will be operating in sites that see patients at all stages of treatment and it would be 

both impractical and inequitable to offer the interventions to some patients only, it was agreed that all 

patients will be offered the same package at the intervention sites at the time of pilot launch. Those 

patients who meet the following criteria will comprise the baseline cohort: 

 Bacteriologically confirmed DR-TB (RR-, MDR-, or XDR-TB); and 

 At least 6 months of DR-TB treatment remaining (regardless of treatment regimen—in other 

words, patients on shortened regimens or using new drugs are eligible, as well as patients who 

have been on treatment for some time); and 

 Receiving a treatment regimen aimed at cure (i.e., patients receiving end-of-life care will be 

excluded from the analysis even if they are receiving package services); and 

 Are not incarcerated. 
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The evaluation population will consist of available surviving patients from the baseline cohort who 

received DR- TB treatment for at least six months after implementation of the care package. Both 

baseline and evaluation populations will be surveyed regarding their satisfaction with their DR-TB care, 

with questions covering the different elements of the comprehensive care package. 

Table 1. Target numbers for the evaluation population by country 

Country Aspirational target Final target following discussions 

China 300 200 

Pakistan 100 100 

South Africa 200 200 

Ukraine 200 200 

TOTAL 800 700 

 

Patient feedback on patient satisfaction survey questions 

Patient representatives at the workshop shared their perspective on patient satisfaction and questions 

to include in the patient satisfaction survey that will be implemented as part of the pilot evaluation.  

They recommended that the questionnaire should be simple, short, and focused. They recommend that 

to measure the benefits of the package from a patient perspective, it would be useful to record patient 

expectations at baseline and then ask patients to reflect back on those expectations at the end of 

treatment. We will incorporate their feedback as we develop the survey. 

Their suggested questions are listed below. 

Questions to consider for inclusion in the patient satisfaction survey 

 Was the package implemented for you? By whom? When? 

 What if anything would you change about the supportive services you received? 

 Was the care package executed concisely /in a timely manner?  

 Was it implemented according to the plan developed with your health care team? 

 Which services you received benefited you most, somewhat, least? Why? 

 What challenges or barriers affected the services you received, either in quality or quantity? 

 To what extent did you as the patient determine the content of the supportive services you 

received? 

 Do you feel stigma was reduced through the services you were provided? 

 Did you feel informed and empowered throughout delivery of the services? 

 To what extent do you understand/can you explain TB, diagnostics, drugs, side effects, support 

services? 

 Were you comfortable to share /ask questions/ have your comments respond to with health 

providers? Why and or why not? 

 If you have multiple health concerns, were health services for your other conditions integrated 

with your TB care? 
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 Were the services you received adapted to address any particular cultural, gender, or other 

factors of concern to you, in other words, was the package of services you received appropriate 

for you? 

In addition to the patient satisfaction surveys, we discussed collecting baseline programmatic data on 

patient outcomes (from recent quarterly cohort reports) and at the end of the pilot surveying patient 

satisfaction as well as feasibility/acceptability among healthcare workers and NTP staff, and interim 

programmatic data on patient outcomes. We discussed the most expedient means to collect these data. 

For the patient surveys, the South Africa team suggested using electronic tablets to collect data via a 

cloud-based system so that all collaborators can access the data in real time. Our URC partners offered 

to share an app that will support data collection and to assist with technical management of the data 

system. The teams thought that giving the tablet to patients to complete the survey while they waited 

to be seen by their healthcare provider was the optimal way to administer the survey. All thought that 

patients would feel more comfortable completing a survey candidly on their own (the survey 

introductory text will also reinforce anonymity). For those who are not comfortable using electronic 

surveys and/or are illiterate, a facility staff member will have to assist the patient in completing the 

survey. Healthcare workers and NTP staff could also be surveyed electronically while programmatic data 

will need to be extracted from existing databases or reports and in some cases (hopefully limited) via 

medical record review. 

B.  Indicator discussion points and agreements 

The evaluation of the pilot will capture data from June 2017 (baseline) through March 2018 (post-pilot). 

While we hope to follow patients and collect final outcome data for the pilot evaluation population, we 

will concentrate on interim outcomes and process measures to assess the value-added of the package 

services from the perspectives of patients, frontline providers, and the national TB program. Data 

gathering will focus on answering questions related to the following: 

 Feasibility of implementing the package from the perspective of the NTP and frontline providers; 

 Acceptability of the package tools and process from the point of view of frontline providers; 

 Patient satisfaction with the services provided;   

 Interim treatment outcomes; and 

 Cost of package implementation as well as cost-benefit analysis per country   

We reviewed the optimal set of M&E indicators with each country team, taking into consideration the 

feasibility and accessibility of information in each setting and personnel available for data collection. 

Most teams were thinking they will need to identify and/or hire a pilot coordinator to manage pilot 

implementation and data collection and management. Teams were generally in agreement with the 

indicators shared on the M&E handout on day 2. Teams clarified which programmatic data are available 

in their setting and edits were made to create the final set of indicators (see Annex III). Primary M&E 

leads for each country were identified and will be the main contacts for data collection during the pilot. 
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C.  Time period for pilot data collection 

All countries expressed concerns about being able to reach the target numbers for the evaluation 

population and gather sufficient data by December 2017, the original end date for data collection for the 

evaluation. After thorough discussion, the project team and countries agreed to the schedule presented 

below in Table 2. 

Table 2. Schedule for identification of evaluation population and data collection. 

Approximate Dates Activities 

May 2017 Generic project M&E protocol developed and circulated to country teams for 
feedback 

June - July Baseline data collection 

July - August Begin offering support service package to patients (start date as soon as 
possible but no later than August 1, can be concurrent with some baseline 
data collection activities) 

September 30, 2017 End date for eligibility of patients for evaluation population (NOTE: services 
will continue to be offered, but new patients after October will not be 
included in the evaluation population) 

March 30, 2018 End of data collection for the pilot evaluation 

April 1 – May 30, 2018 Data consolidation from 4 countries, analysis 

June 1-30, 2018 Finalization of the data, final report developed, updated DR-TB Care Package 
finalized, global workshop prepared 

July 10-12, 2018 Global workshop for 10 National Action Plan countries: 4 pilot + 6 new 
countries  

 

D. Summary of country pilot implementation plans 

Each country team drafted a detailed implementation plan for the pilot. Each country’s plan, including a 

description of the intervention package, a list of pilot sites, preparatory activities, and timelines is 

presented in Annex IV. Summary information is presented in Table 3 below. 

Table 3. Summary information for pilot country introduction plans. 

Country Evaluation 
population 
target 

Number of 
pilot sites 

Anticipated 
start date for 
offering 
package 

Next steps and comments 

China 200 6 July 2017  Prepare for first training with national 
level and staff from pilot sites in Xiamen 
May 27 

 TA from Hilton to all 6 pilot sites for 
training on collecting costing data 

 TA from D’Arcy to help with orientation 
to the package during May workshop 

 Collect baseline data 
 

 



28 
 

Country Evaluation 
population 
target 

Number of 
pilot sites 

Anticipated 
start date for 
offering 
package 

Next steps and comments 

Pakistan 100 2  July 1, 2017  Request TA from WHO for developing 
the psychological interventions and for 
media and advocacy interventions 

 Introduce pilot concept at national 
meeting in mid-May 

 June is Ramadan, when no work will be 
done on the pilot for that period 

South 
Africa 

200 To be 
confirmed 

July 2017  Confirm pilot sites 

 Perform site assessments 

 Refine pilot implementation package, 
plan and budget 

 Assess TA needs 

 Add HR for data collection 

 Introduce pilot concept at provincial 
meeting in May 

 Will be enrolling patients on 9-month 
STR for MDR-TB 

Ukraine 200 5 July 2017  Revise current package to cover gaps 
identified in the workshop 

 Finalize baseline data collection plan 

 Produce background materials (e.g., IEC 
for patients) 

 Translate package 

 Plan for combined national/oblast 
introduction workshop in early July with 
TA from D’Arcy 

 Ukraine will start 9-month STR, but 
probably not before end of pilot data 
collection 

 

E. Technical assistance from the project core team 

The core team for the pilot project consists of project consultants D’Arcy Richardson, Lisa V. Adams, and 

Hilton Lam, with support from USAID Senior Technical Advisor Alex Golubkov and USAID MDR-TB intern 

Carolyn Rhodebeck. Each brings a specific expertise to the project and is available to provide TA to any 

country needing support for planning, implementation, or evaluation. While countries are welcome to 

access any of the project team members for help, each country has a designated communications focal 

point for the project who is responsible for regular communications with the country team to stay 

abreast of progress and help problem-solve any barriers that are encountered. Table 4 below describes 

the expertise and country assignments for each team member. 
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Table 4.  Core Project Team member expertise and country assignments 

Core Project Team 
Member 

Expertise Country communications focal 
point for: 

D’Arcy Richardson Patient-centered care 
Program planning 
Workshop planning and facilitation 

Pakistan 
Ukraine 

Lisa V. Adams Monitoring and evaluation 
Data analysis 

South Africa 

Hilton Lam Cost analysis 
Cost-benefit modeling 

China 

VII. Workshop Evaluation 
Participants were asked to complete an evaluation of the workshop itself to inform future workshops on 

the package at both global and country levels. There were no significant differences between the global 

and country participants’ responses. The feedback they provided is summarized below in Table 5. 
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Table 5. Summary of workshop feedback 

Feedback item Summarized responses Comments/suggestions 

Workshop achieved the three 
objectives of orienting 
participants to the Package of 
Care, getting specific feedback 
on the package documents and 
creating detailed introduction 
plans for the four pilot countries   

All 3 workshop objectives were met. (Grading range 
between 4-5 out of 5) 

 

Confidence level on 
understanding the purpose, 
content, and uses of the Package 
Care 

Clear understanding of the purpose and use of 
package. (Grading range between 3-5 out of 5)  

However, some participants need 
more time to study the documents 
to feel more confident to use it. 

The plan drafted for the pilot 
using the template provided on 
day 3 will be useful tool for 
implementation at country level 

The majority of participants said that the planning 
template was good and they were able to use it and 
develop a draft plan; however, they need to continue 
to work on it to make it more detailed. 

 

Specific workshop sections I liked 
most 

 Patient presentations 

 Group work 

 Country experience sharing 

 Introduction to the Package for Care 

 Review Package and providing feedback 
 

 All sessions were very interesting 
and useful 

 Group work sessions were in-
depth and very comprehensive 

 I have learned from all sessions 
and topics 

 Evening of day 2 and day 3 
conclusions  

Which specific workshop section 
I liked least 

 The majority of the participants didn’t find any 
sessions or topics irrelevant or least useful.  

 3 participants found some country presentations and 
country specific DR-TB data presented least useful to 
them.    

 

Level of satisfaction for 
workshop (logistics venue e.t.c) 

 Very satisfied with the logistics and venue 

 Good organization 

 Excellent facilitation from the team 

Must include 1 day for outing 

Duration of workshop The majority of participants noted that the duration 
was just right with few noting that it was too short for 
such intense work.  

 

Overall workshop experience  Workshop was super 

 Eye opener to all issues that need to be considered 
and planned for. 

 The package of Care is a very good tool 

 

Suggestions on how the 
workshop could have been more 
effective 

 Need more country level specifics i.e better 
consolidation of country specific tools which then 
could be generalized to a standard guide 

 More group work 

 Need more time to review and fully understand the 
package 

 Longer (4 days) Then all “deficiencies would have 
been met” especially the planning on Day 3 

 Draft M&E tool should be available to support the 
discussions during group work 

 List of indicators with no definition /question items is 
needed for future workshops 

 There was insufficient information 
for in country preparation.  This 
made it more difficult to 
follow/understand what was 
expected from the participants. 

 If tools (RSA) tool provides more 
explanation/guidance on how to 
use it will be easier for 
participants to understand it and 
complete it.  
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Annex I. Workshop Agenda 
 

Consultation on Delivering Essential DR-TB Patient Support Services using a  

Standardized Approach to Patient-centered Care 

Bangkok, Thailand 

Centara Grand Hotel at Central World 

April 20-22, 2017 

 

Background: Treatment success for people with DR-TB is unacceptably low, at around 50% globally. An 

intensive effort is needed to deliver comprehensive patient-centered care in supporting people with DR-

TB to reach cure. USAID has been working with stakeholders to turn existing guidance on essential DR-

TB patient support services into a practical and user-friendly guide and tools that will be introduced in 

four countries to test their utility in improving outcomes. Following the six-month pilot, the package will 

be revised based on lessons learned in the introduction phase and made available for scale-up. 

Goal: To prepare for the introduction of the Essential DR-TB Patient Support Services package in four 

countries (China, Pakistan, South Africa, and Ukraine) as a first step in scaling up a standardized 

approach to comprehensive, patient-centered care to improve patient outcomes 

Objectives: 

1. Orient four introduction country teams and the global stakeholder community to the rationale, 

approach, and content of the Essential DR-TB Patient Support Services Package. 

2. Get focused feedback on the Package guidance and tools in terms of utility, user-friendliness, 

acceptability, feasibility, comprehensiveness, alignment and integration with other guidance and 

processes, and metrics for success. 

3. Discuss practical approaches for introducing the package in the four selected countries, and 

develop detailed implementation plans with timelines and next steps established. 

4. Share field experiences and lessons learned to date in implementing patient support 

interventions. 

Expected outputs: 

1. General agreement on and support for introduction of the DR-TB Patient Support Services 

Package. 

2. Stakeholder input to inform finalized versions of guidance and tools to be tested in Phase 1. 

3. Four detailed country introduction plans with timelines from May-December 2017 and beyond. 
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AGENDA At-a-Glance 

Day 1: Orientation and feedback on the Package 

Topics: 

1. Welcome and introductions 

2. Patient’s perspective 

3. Cost of illness to patients – new WHO data 

4. Human rights and access to care 

5. Orientation to the package 

 Rationale for the package and process of development 

 Approach to the package and purpose 

 Contents  

6. Review and feedback sessions on guide, systems assessment framework, and patient care plan 

template 

 

Day 2: Practical considerations for operationalizing at country level 

Topics: 

1. Pilot phase protocol and expectations 

2. SWOT analysis for introduction  

 Current status of patient support 

 Policy analysis 

 Cost and budget considerations 

 Partnering 

 Patient support in the context of new drugs and regimens 

3. Problem-solving around potential barriers 

4. Measuring success—what are the considerations for data collection and analysis? 

5. Country case studies on different aspects of the process and successes (South Africa: DR-TB care 

and decentralization; Ukraine: Using multidisciplinary care teams; China: Intervention choice; 

Pakistan: Options for addressing catastrophic costs)  

 

Day 3: Country introduction planning 

Topics: 

1. Introduction phase logistics  

2. Introduction activities needed at country level 

3. Responsibilities 

4. TA/support needs 

5. Timeline 

6. Budget estimates 

7. Country-specific follow-up steps 

8. Remaining questions/information needs 
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DETAILED AGENDA 

DAY 1 Thursday, April 20 ORIENTATION TO THE PACKAGE 
Time Topic Facilitator(s)/ 

Presenter(s) 
Methods 

8:30 – 9:00 Registration Stop TB staff  

9:00 – 9:15 Welcome 
 
Objectives: Welcome participants, describe 
host organization positions on the topic, and 
set the stage for the three days. 

USAID – Alex 
Golubkov 
Stop TB – Jacob 
Creswell 

Short speeches 

9:15 – 9:45 Introductions 
 
Objectives: Allow participants the 
opportunity to introduce themselves to the 
group and hear what their expectations are 
for the workshop. 

Hara Mihalea Group exercise 

9:45 – 10:00 Agenda review & housekeeping 
 
Objectives: Provide an overview of what 
discussions and outputs are expected for the 
workshop, set ground rules for participants, 
introduce workshop team, and provide key 
logistical information.  

D’Arcy Richardson 
 

PPT  

10:00 – 10:45 Patient-centered care and support– the 
foundation for TB elimination 
 
Objectives: Provide tangible and personal 
examples of why patient support is 
important to successful outcomes in TB 
control. 

D’Arcy  Richardson  
Phumeza Tisile 
(Speaker) 
Rhea Lobo 
(Speaker) 
 

Presentation 

10:45 – 11:00 Tea break   

11:00 – 11:15 The cost of illness: a compelling case for 
financial support for DR-TB patients 
 
Objectives: Present new data on the cost of 
DR-TB to patients collected through a WHO 
study to demonstrate the significant impact 
DR-TB has on families’ financial well-being.  
 

Alex Golubkov PPT  
Plenary 
discussion  

11:15 – 11:30 Access to services and the right to health  
 

Objectives: Highlight some of the critical 
access to care issues, particularly for 
vulnerable populations and discuss key DR-
TB issues from a rights-based perspective. 
 

Lisa V. Adams 
James Malar 

Presentation/Talk 
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11:30 – 12:00 Country case study 1: Choosing the right 
interventions for your setting 
 
Objectives: Provide a concrete example of 
how a country has operationalized patient-
centered DR-TB services, including the steps 
they went through, the success they have 
had, the challenges they faced, and how 
they addressed them. 

Hara Mihalea 
China Team 

PPT 
Discussion 

12:00 – 1:00 Orientation to the essential care package 
 
Objectives: Describe the rationale, literature 
sources consulted, survey results, structure, 
and contents of the care package in 
preparation for feedback sessions in the 
afternoon. Answer participant clarifying 
questions. Explain logistics for the afternoon 
feedback sessions to participants.  

D’Arcy Richardson 
 
 

PPT  
Document review  
Plenary 
discussion 

1:00 – 2:00 Lunch   

2:00 – 3:15 Feedback session 1 
 
Objectives: Obtain focused participant 
feedback on key aspects of the essential 
care package through use of structured 
feedback questions and templates. 

D’Arcy Richardson 
Hara Mihalea 
Lisa V. Adams 
Carolyn Rhodebeck 
Alex Golubkov 
Hilton Lam 

Small group work 
and round-robin 
peer review 

3:15 – 3:30 Tea break   

3:30 – 5:00 Feedback session 2 
 
Objectives: Obtain focused participant 
feedback on key aspects of the essential 
care package through use of structured 
feedback questions and templates. 

D’Arcy Richardson 
Hara Mihalea 
Lisa V. Adams 
Carolyn Rhodebeck 
Alex Golubkov 
Hilton Lam 

Small group work 
and round-robin 
peer review 

5:00 – 5:15 Wrap-up and feedback 
 
Objectives: Summarize the day’s outputs 
and key messages. Provide participants the 
opportunity to share what worked well, 
what needs changing about the workshop 
process, etc. 

Hara Mihalea Verbal summary 
Written feedback 
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DAY 2 Friday, April 21 COUNTRY INTRODUCTION STATUS ANALYSIS 
Time Topic Facilitator(s)/ 

Presenter(s) 
Methods 

8:30 – 9:00 Review of Day 1 Feedback and Agenda for 
Day 2 
 
Objectives: Recap key points from the 
previous day, summarize participant feedback, 
and review the plan for the day. 

Hara Mihalea PPT 

9:00 – 9:30 Country case study 2: Successes and 
challenges in DR-TB patient care in the 
context of decentralization 
 
Objectives: Provide a concrete example of 
how a country has operationalized patient-
centered support services, describing how 
they chose the right interventions to meet 
client needs, successes and challenges in doing 
so, and advice for others. 
 

Hara Mihalea 
South Africa Team 

PPT 
Discussion 

9:30 – 10:45 What to expect during the pilot phase 
 
Objectives: 

 Explain the proposed introduction process 
to the four country teams, including what 
USAID will provide, what is expected of 
them, the timeline, and the anticipated 
outputs and outcomes. Get participant 
feedback and answer their questions 
about the introduction process. 

 Present and discuss the issues related to 
evaluating the success of patient support 
interventions. Propose an M&E framework 
for the pilots and get input from 
participants. 
 

D’Arcy Richardson 
Lisa V. Adams 
Hilton Lam 
Alex Golubkov 
Carolyn Rhodebeck 

PPT 
Discussion 

10:45 – 11:00 Tea Break   

11:00 – 1:00 Status analysis for delivering patient-
centered support services and problem-
solving barriers 
 
Objectives: Review current status of patient 
support implementation. Agree on the 
interventions that will be included in the care 
package for the introduction phase. 
 

D’Arcy Richardson 
Hara Mihalea 
Lisa V. Adams 
Hilton Lam 
Alex Golubkov 
Carolyn Rhodebeck 

Small group 
work 
 
 

1:00 – 2:00 Lunch   
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2:00 – 2:30 Country case study 3: Creating 
multidisciplinary teams to deliver patient-
centered care 
 
Objectives: Illustrate how to provide 
comprehensive services using different cadres 
of staff and volunteers, including successes 
and challenges. Discuss relevance to other 
settings. 

D’Arcy Richardson 
Ukraine team 

PPT  
 Plenary 
discussion 

2:30 – 3:00 Country case study 4: Avoiding catastrophic 
costs—challenges in defining appropriate 
interventions 
 
Objectives: Describe how one national 
program developed, evaluated and refined its 
approach to providing financial/social support 
to patients with DR-TB. 

D’Arcy Richardson 
Pakistan team 
 

PPT  
 Plenary 
discussion 

3:00 – 3:30 Tea break   

3:30 – 4:45 Measuring success 
 
Objectives: Address questions and comments 
on the proposed M&E plan for the project. 
Identify possible data sources for information 
needed. Discuss methodological challenges 
and how to overcome them. Get suggestions 
for existing tools to support measurement of 
key data elements. Draft indicators and M&E 
plans for each country. 

Carolyn Rhodebeck 
Lisa V. Adams 
Hilton Lam 
D’Arcy Richardson 
Alex Golubkov 
Hara Mihalea 

PPT 
Plenary 
discussion 
Small group 
work 

4:45 – 5:00 Wrap-up and feedback 
 
Objectives: Summarize the day’s outputs and 
key messages. Provide participants the 
opportunity to share what worked well, what 
needs changing about the workshop process, 
etc. 

Carolyn Rhodebeck Verbal 
summary 
Written 
feedback 

6:00 – 9:00 Group dinner/outing/activity 
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DAY 3 Saturday, April 22 COUNTRY-LEVEL INTRODUCTION PLANNING 
Time Topic Facilitator(s)/ 

Presenter(s) 
Methods 

8:30 – 9:00 Review of Day 2 Feedback/Agenda for Day 3 
 
Objectives: Quickly recap the key points from 
the previous day’s discussions, summarize 
participant feedback, and review the plan for 
the day. 

Carolyn Rhodebeck PPT 

9:00 – 10:45 Country-level introduction planning 1 
 
Objectives: Produce a concrete, country-
specific plan with timelines and responsibilities 
for each of the four pilot countries. Identify any 
additional information needs or follow-up 
items to complete the plan. Answer any 
questions from country teams. 

D’Arcy Richardson 
Hara Mihalea 
Lisa V. Adams  
Hilton Lam 
Carolyn Rhodebeck 
Alex Golubkov 
Country teams 

PPT 
Discussion 
Country 
team 
group work 

10:45 – 11:00 Tea break   

11:00 – 1:00 Country-level introduction planning 2 
 
(continued) 

D’Arcy Richardson 
Hara Mihalea 
Lisa V. Adams  
Hilton Lam 
Carolyn Rhodebeck 
Alex Golubkov 
Country teams 

Country 
team 
group work  

1:00 – 2:00 Lunch   

2:00 – 3:30 Country-level introduction planning 3 
 
(continued) 

D’Arcy Richardson 
Hara Mihalea 
Lisa V. Adams  
Hilton Lam 
Carolyn Rhodebeck 
Alex Golubkov 
Country teams 

Country 
team 
group work  

3:30 – 4:00 Next steps, final comments, workshop 
evaluation and closing 
 
Objectives: Summarize the key points of the 
workshop, review the immediate next steps, 
complete a workshop evaluation form, and 
final comments and thank yous from the 
workshop hosts. 
 

D’Arcy Richardson 
Hara Mihalea 
Participants 
Stop TB representative 
USAID representative 

Verbal 
summary 
Short 
speeches 
Written 
feedback 
 

4:00 Departure   
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Annex II. Workshop Participant List 
 

Global  

Name Organization Title Email 

Sirinapha Jittimanee International Council of Nurses Representative sxj2014@yahoo.com 
 

James Malar APCASO and 
WHO Civil Society Task Force on TB 

Representative jamesmalar@apcaso.org  

Ieva Lemaine KNCV Tuberculosis Foundation Consultant ieva.lemaine@kncvtbc.org 
 

Rhea Lobo Global Coalition of TB Activists 
(GCTA) 

Member/Patient 
Representative 

rhealobo@gmail.com  

Hind Satti Partners in Health (PIH) Representative hsatti@pih.org  

China 

Name Organization Title Email 

Li Renzhong NCTB 
Director of MDR-TB 
Division lirenzhong@chinatb.org 

Ruan Yunzhou NCTB 
Deputy Director of 
MDR-TB Division ruanyunzhou@chinatb.org 

Chu Naihui Beijing Chest Hospital 
Director of MDR-TB 
Division dongchu1994@sina.com 

Meng Guiyun Xinjiang Chest Hospital 
Director of Nursing 
Division mgy0919@163.com 

Ma Binxi Xinjiang Chest Hospital 
Director of International 
Communication Office mgy0919@163.com 

Xu Lin 
Yunnan Anti-Tuberculosis 
Association Secretary-general xulinth@hotmail.com 

Yan Xiaodong TB Post Bar of Baidu 
Founder- Former TB 
patient 252604840@qq.com 

Li Ling FHI360 

Program Manager, 
USAID RDMA CAP-TB 
China Program lli@fhi360.org 

Xu Zhixiang FHI360 

Senior Program Officer, 
USAID RDMA CAP-TB 
China Program xzhixiang@fhi360.org 

Pakistan 

Name Organization Title Email 

Nasir Mahmood 
Khan 

NTP National Manager NTP 
ntpmanagerpak@ntp.gov.pk  

Mohammad Ayub 
Raja 

NTP Manager MDR 
ayubraja@ntp.gov.pk  

Nusrat Waheed NTP Treatment Coordinator nusratwaheed@ntp.gov.pk   

Frhan Ali NTP Social Support 
Coordinator ntpssc.mdr@gmail.com  

Ijaz Ahmad ASD, NTP MDR Physician, Samli 
Sanatorium, Murree Jamijaz185@gmail.com    

Tabassum Imtiaz 
Abbasi 

ASD, NTP DOTS Facilitator, Samli 
Sanatorium, Murree Tabi175@yahoo.com   
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Name Organization Title Email 

Afsar Khan ACD – NTP MDR TB Physician, Lady 
Reading Hospital, 
Peshawar afsaraafridik@yahoo.com  

Shah Zaman ACD-NTP DOTS Facilitator Social 
Support, Lady Reading 
Hospital, Peshawar shahzamanlrh@gmail.com  

Dr Abdul Ghafoor USAID/TRACE TB MDR-TB Consultant ghafoora177@gmail.com  

Syed Karam Shah STB Pakistan Senior Advisor dopasi@yahoo.com 

South Africa 

Name Organization Title Email 

Dr Lindiwe Mvusi 
NDOH 

National TB Program 
Manager Lindiwe.Mvusi@health.gov.za  

Mr Mncedisi 
Madlavu  Provinces 

DR TB Manager, 
Eastern Cape 
Provincial Dept. of 
Health Mncedisimadlavu@gmail.com  

Mr Leole Setlhare  Provinces 
Deputy Director, TB, 
Free State PDOH SetlhareLI@fshealth.gov.za 

Dr Martin Tshipuk Provinces 
Medical Officer, 
Hlabisa Hospital, KZN 

mtshipuk@gmail.com  or 
Martin.Tshipuk@kznhealth.gov.za   

Dr Sipho Nyathie TBSAP  SiphoN@urc-sa.com 

Ms Dolly Moleba TBSAP 
Provincial Manager, 
Limpopo dollym@urc-sa.com 

Refiloe Matji URC  RefiloeM@URC-SA.COM 

Neeraj Kak URC  NKAK@URC-CHS.COM 

Alex Moran URC  amoran@urc-chs.com 

Ukraine 

Name Organization Title Email 

Kateryna Gamazina PATH 

PATH Ukraine Country 
Director, Challenge TB 
Project Director kgamazina@path.org 

Aleksii Bogdanov PATH 

Challenge TB Project 
Coordinator, Senior 
M&E Specialist abogdanov@path.org 

Svitlana Leontieva PATH 
Challenge TB Project 
Coordinator sleontyeva@path.org 

Svitlana 
Okromeshko PATH Consultant okromeshkos@gmail.com 

Iana Terleieva 
Center of Public Health of 
MOH of Ukraine 

TB Surveillance 
Department Head iana@ukraids.gov.ua 

Vitalii Karanda 
Center of Public Health of 
MOH of Ukraine 

International technical 
assistance programs 
manager karandav@gmail.com 

Kateryna 
Sudoplatova Poltava Oblast TB Dispensary TB Doctor sudoplatovakaterina@gmail.com  

Olena Chupryna 
Charitable Organization 
"Initiative for Life", Mykoilaiv Executive Director lena-blago@ukr.net 

Olena Mitrofanova Kyiv Oblast TB Dispensary TB Doctor el.mitrofanova1990@gmail.com 
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Name Organization Title Email 

Yaryna Furhala 

Lviv Regional Phthisio-
Pulmonological Clinical 
Therapeutic and Diagnostic 
Center 

TB Doctor, Deputy 
Chief Doctor of the TB 
Center yarina.medlex@gmail.com 

Liudmyla 
Pikhtereva 

Vitovskyi Central Raion Clinic, 
Vitovskyiv raion, Mykolaivska 
oblast 

Raion TB Doctor, Head 
of TB Outpatient 
Department pihtereva-lyuda@mail.ru  

Zoia Pogorila 
National Committee of 
Ukrainian Red Cross Society 

Leading Specialist of 
Medical and Social 
Programs Division z.pogorila@redcross.org.ua 

 

Facilitators  

Name Organization Title Email 

D’Arcy 
Richardson 

USAID/GH Pro Consultant darcy4health@gmail.com  

Lisa V. Adams USAID/GH Pro Consultant lisa.v.adams17@gmail.com  

Hilton Lam USAID/GH Pro Consultant hiltonyulam@gmail.com  

Hara Mihalea Stop TB/UNOPS Consultant hara4communitydevelopment@gmail.com  

 

USAID 

Name Organization Title Email 

Alex Golubkov USAID Senior Advisor agolubkov@usaid.gov  

Thomas Chiang USAID Senior Advisor tchiang@usaid.gov  

Carolyn Rhodebeck USAID Intern crhodebeck@usaid.gov  

 

Stop TB Partnership 

Name Organization Title Email 

Suvanand Sahu Stop TB Partnership Deputy Director sahus@stoptb.org  

Jacob Creswell Stop TB Partnership Leader, Innovation & 
Grants Team jacobc@stoptb.org  
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Annex III. Final list of indicators for project M&E 

Feasibility Indicators (collected post-pilot) 

• Time/resources to assess current care delivery practices and gaps 
• Time/resources needed to understand and adapt the toolkit 
• Time/resources to initiate the pilot services at (each) site for # patients 

• Training of HCWs, additional hires, additional supplies, additional 
services/referrals, etc. 

• Time/resources to maintain the services provided 
• Time/resources to assess to the pilot activities 
• Feedback on feasibility from HCWs 

Means of collection: Surveys/interviews with healthcare managers, costing data 

Acceptability Indicators (collected post-pilot) 

• NTP/HCW satisfaction with training 
• NTP/HCW response regarding required changes in their practice 
• NTP/HCW response to additional time/effort to implement the pilot 
• NTP/HCW reports of their patients’ satisfaction/adherence 
• NTP/HCW overall response to implementing the pilot 

Means of collection: Surveys/interviews with NTP and frontline HCWs 

Patient Satisfaction Indicators (Baseline and Evaluation) 

• Patients satisfaction with their engagement in their care  
• Patient satisfaction with the education they and/or their family received about their 

disease and treatment/care 
• Patient satisfaction with how they are treated by their healthcare providers 
• Patient satisfaction with the convenience of their care location and hours 
• Patient satisfaction with attention to their overall care, comfort, safety and wellness 
• Patient satisfaction with attention to their nutritional status 
• Patient satisfaction with any screening and/or management of any co-morbid 

conditions, mental health issues, rehabilitation needs and other referrals. 
• Patient satisfaction with and trust in their HCW team, efforts to reduce stigma and/or 

discrimination 
• Which aspects of the care package mattered most to the patient 
• Patient satisfaction with financial supports offered by their care facility 
• Patient satisfaction with newly offered elements of the care package (evaluation cohort)  

Means of collection: Surveys/interviews with patients 

Patient Outcomes (post-pilot) 

• Patient treatment (DOT) adherence 
• Patient smear/culture conversion 
• Patient treatment outcomes (interim and final outcomes) 

Means of collection: Routine facility and/or program data? Additional medical record reviews 
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Annex IV. Detailed country intervention packages and implementation 

plans 

China 

China intervention package 

[COMPLETED POST-WORKSHOP AT COUNTRY LEVEL WITH DETAILED IMPLEMENTATION PLAN] 

China implementation plan 

Country: 
 

China 

Implementing partner and contact: FHI 360 China/Kunming Office, Li Ling, 
lli@fhi360.org  

M&E focal point: Wang Kai (FHI 360), kwang@fhi360.org 

NTP project contact: 
 

National Center for TB Control and Prevention team 
(1) Li RenZhong – Lead for the National Action Plan 
working group 
(2) Ruan Yunzhou  

Known in-country project partners (e.g., CBOs 
with which you will work) 

57 Zone peer support group 
Baidu TB Tieba (E-forum) 

USAID/W Technical Backstop:  Anh Innes 

USAID Core team focal point: Hilton Lam 

USAID Mission focal point: Aaron Schubert 

Enrollment target:  200 MDR-TB patients to be enrolled 

Estimated enrollment period: (dates when you 
will start and end patient enrollment in the pilot) 

July 1st  2017 – September 30th 2017 

Pilot sites: (list all) 
 

Yunnan TB Clinical Center (CAP-TB site) 

Xinjiang Chest Hospital (CAP-TB site) 

Wuhan Lung Hospital 

Hubei Yichang CDC 

Jiangsu Zhenjiang No.3 Hospital  

Shandong Chest Hospital 
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China Activity Plan 

Activity Dates Expected outputs Responsible 
Person 

Participants/ 
stakeholders  
(if applicable) 

What project 
core team TA or 
input is needed? 

GENERAL ACTIVITIES TO INTRODUCE THE PACKAGE 
 

Activities to prepare the central project team 
 

 
Set up National Action Plan working 
group 

End of April 
2017 

 To be clear about roles and 
responsibilities  

FHI 360   

Preparation before the launch 
 

By the end of 
April 2017 

 To review drafted work plan and 
pilot budget 

 To prepare care package documents 
for the launch meeting 

FHI 360   

 
Prepare for cost-effectiveness analysis 

By the end of 
May 2017 

 To finalize cost effectiveness 
analysis protocol 

  To define variables for data 
collection and analysis 

FHI 360  Hilton Lam 
 

Prepare baseline data collection       

Activities to obtain buy-in and approvals from NTP and other stakeholders 
 

Country-level package orientation, 
review and adaptation with NTP (1- to 
2-day meeting) 

 Detailed presentation of package 
elements 

 NTP review and comment 

 Adaptation  

 Approval 

The first week 
of May 2017 

 Orientation of NTP to the pilot 
project and materials 

 Buy-in and support for activities 

 Adapted tools aligned with 
existing country guidance 

 Intervention package agreed at 
national level (with flexibility to 
adapt to local needs) 

 To finalize detailed activity plan 
for the pilot project. 

 Identify focal points for each pilot 
site 

 Identify people for trainings of 
the MDR-TB Clinical management 
Platform and MDR-TB counselling 

FHI 360 NCTB 
National Action Plan 
working group 
leaders/core care 
staff from each pilot 
sites 
57 Zone 
Baidu Tieba 
  

TA from experts 
from the 
national and 
provincial core 
team 
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Activities to prepare the pilot sites 
 

Conduct workshop for local NTP, 
implementing partners, and involved 
stakeholders at introduction site(s) on 
facility-level operationalization 

 Review purpose and tools 

 Review national level package and 
adapt as needed for the site(s) 

 Define interventions clearly 

 Fill in blanks in the Patient 
Assessment and Care Plan to make 
it specific to the local situation 

 Refine timeline for introduction at 
facility level 

 Comprise local advisory/oversight 
committee 

26-27 May 
2017 
In Xiamen 
 
Two-day 
training 
workshop 

 Site-level stakeholders oriented 

 Site-specific package and tools  

 Completed needs assessment 
using RSA tool 

 Plan for all needed site 
preparatory activities with 
timeline for enrollment start 

 Local advisory committee 
established, including patient 
representation 

 Budget and cost for pilot projects 
orientation 

 Training of counselling and care 
conducted for care staff from 
each site 

 Preparation for baseline data 
gathering and be clear what data 
to collect and by whom and when 

 Reach consensus for indicators to 
measure the pilot efforts 

Li Ling and Xu 
Zhixiang (FHI 
360) 
 
Experienced 
case manager 
and 
counsellor 
from Yunnan 
TB Clinical 
Center  

All project staff at 
each project site  
3-4 doctors and 
nurses from each 
pilot site 
57 Zone peer 
educators (if any) 
Baidu Tieba 
volunteers (if any) 
 
 

 
TA from the 
national and 
provincial core 
team 
 
On-site TA from 
D’arcy 
 

Baseline data gathering 

 Indicators agreed 

 Definitions developed 

 Data sources identified 

 Comparison sites/timeframes 
agreed 

 Qualitative methods developed 

 Data collectors trained 

 Qualitative baseline collected 

 Quantitative baseline collected 

June 2017  Baseline data set 

 Baseline patient satisfaction 
survey to be conducted at four 
non-CAP-TB sites 

 To collect six-month outcome 
data at two CAP-TB sites   

Wang Kai 
(FHI 360) 

 

National M&E focal 
point 
M&E focal points 
from each of the six 
sites 

Lisa V. Adams 
(offline TA) 
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Communications 
 

Regular check-ins with project core 
team  

Monthly calls   Highlight and discuss 
changes, issues that 
should be tackled 

 Make sure pilot data 
are collected and 
submitted timely 

FHI 360  
 

National Action Plan 
working group 
technical leads 
Focal points from 
each site 

 

Working group meeting Bi-monthly  Highlight and discuss 
changes, issues that 
should be tackled 

 Make sure pilot data 
are collected and 
submitted timely 

FHI 360 National Action Plan 
working group 
technical leads 
Focal points from 
each site 

 

SPECIFIC ACTIVITIES NEEDED TO IMPLEMENT THE INTERVENTIONS IN THE PACKAGE 
 

Needs assessment 

 Use the Rapid Systems Assessment 
tool to  identify preparatory 
enabling activities needed for 
delivery of each intervention at 
site level (e.g., training of staff, 
development of SOPs, 
procurement of supplies) 

 

Conducted 
during the 
country-level 
care package 
orientation 
workshop 

    

Conduct preparatory enabling 
activities for sites 

 THIS CANNOT BE COMPLETED 
UNTIL THE ABOVE ACTIVITIES 
HAVE BEEN COMPLETED. LIST 
DETAILS HERE AND BREAK INTO 
MULTIPLE ACTIVITIES AS NEEDED  

To be conduct 
in the country-
level workshop 
in Xiamen on 
26-27 May 
2017 
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Pakistan 

Pakistan Intervention Package 

Thematic area Essential elements  Planned intervention(s) 
(Target for full package is to provide at least one intervention to 
cover each essential element) 

Respect for patient 
autonomy and 
support of self-
efficacy 

1. Thorough patient intake 
assessment across all 
thematic areas and 
completion of an individual 
care plan. 

 Training for health workers on how to perform a 
comprehensive assessment for patients that includes 
psychosocial and financial aspects of care. 

 A health care worker performs an assessment of the patient 
for physical, psychological, social, and financial enablers and 
barriers to successful treatment adherence at the time of 
treatment initiation using a standard form.  

2. Patient and family 
education on DR-TB disease 
and treatment. 

 Education sessions provided by a health care worker or other 
staff assigned to do so at diagnosis, treatment initiation, and 
throughout the course of care covering all relevant topics. 

 Audiovisual educational materials (e.g., videos) produced in 
appropriate, understandable and patient-centered language. 

 Written educational materials (patient treatment booklet for 
the patient to keep, posters, flip books, etc.). 

3. Provisions to treat patients 
at an appropriate location 
and timing of their choice 
(hospital in-patient, clinic, 
community or home). 
(Note that for the program, 
it will most likely be a 
combination of these care 
models.) 

  

Maximization of 
physical comfort, 
safety, and 
wellness 

4. Regular monitoring for and 
treatment of side effects 
and adverse drug reactions.  
(Note that while this 
element crosses over to 
medical management, it is 
so critical to treatment 
success that it has been 
included here.) 

 Monitoring of cardiac function. 

 Adequate supplies of the ancillary medications required to 
treat adverse events and side effects. 

5. Nutritional support for the 
patient as needed to speed 
healing and reduce side 
effects of medications. 
(Note that this is separate 
from family food support.) 

 Baseline and periodic nutritional assessment: 
height/weight/BMI/caloric intake/food groups consumed 

 Food and nutritional supplements for the individual patient 
for part or all of the treatment duration to address 
malnutrition, low BMI, improve tolerance of anti-TB 
medications, etc. 

6. Regular monitoring and 
treatment of co-morbid 
physical conditions that 
affect the patient's ability 
to reach cure. 
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Thematic area Essential elements  Planned intervention(s) 
(Target for full package is to provide at least one intervention to 
cover each essential element) 

7. Provide physical 
rehabilitation after cure as 
needed to help patients 
regain their highest level of 
health. 

  

 8. Provide palliative and end-
of-life care for patients 
who cannot be cured. 

  
 

Psycho-emotional 
support and 
protection from 
social isolation or 
discrimination 

9. Respectful and 
compassionate 
communication and 
counseling between 
providers and patients 
throughout care. 

  

10. Regular monitoring and 
treatment of mental health 
conditions that affect the 
patient's ability to reach 
cure. 

 Baseline and periodic assessment for depression using a 
standardized tool. 

 Baseline and periodic assessment for other mental health 
conditions that may affect the ability to complete treatment. 

 Referral to mental health services and ongoing coordination of 
care. 

 Provision of ancillary medications to treat depression or other 
mental health conditions. 

11. Reduce social isolation and 
provide emotional support 
and encouragement to the 
patient. 

  

 12. Protect patient and family 
from stigma and 
discrimination in 
employment and 
community life, and 
facilitate social 
rehabilitation. 

 Use of a standardized tool to measure stigma and 
development of specific plans to address it based on the 
findings. 

 

 

Prevention of 
catastrophic costs 
to patient and 
family 

13. Provide direct financial 
assistance as needed. 
 

a.  

14. Provide indirect financial 
assistance as needed. 

 Support for transportation costs through the use of vouchers 
or direct provision of transportation. 

 Food packages for the patient and family to mitigate the 
health consequences of lost wages. 
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Pakistan Implementation Plan 

Country: 
 

Pakistan 

Implementing partner and contact: NTP 

M&E focal point: NTP & PTP 

NTP project contact: Dr. Nasir Mehmood, NTP Manager 

Known in-country project partners (e.g., CBOs 
with which you will work) 

Association for Social Development, Association 
for Community Development 

USAID/W Technical Backstop:  Thomas Chiang  

USAID Core team focal point: D’Arcy Richardson  

USAID Mission focal point: Muhammad Ahmed Isa  

Enrollment target:  100  

Estimated enrollment period: (dates when you 
will start and end patient enrollment in the pilot) 

1st July, 2017 – 30th September, 2017 

Pilot sites: (list all) 
 

Lady Reading Hospital, Peshawar 

Samli Sanatorium Hospital, Murree 
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Pakistan Activity Plan 

Activity Dates Expected outputs Responsible 
Person 

Participants/stakeholders  
(if applicable) 

What project 
core team TA or 
input is 
needed? 

GENERAL ACTIVITIES TO INTRODUCE THE PACKAGE 
 

Activities to prepare the central project team 
 

Consensus Building Workshop  10
th

 May, 
2017 

Consensus developed  Dr. Raja 
Muhammad Ayub 

NTP, PTP, SRs, PMDT Site  

Hiring of Consultants 
 

Mid May, 
2017 

Development  NTP/WHO   

Hiring of Staff 
 

Mid June, 
2017 

Project Staff Hired  NTP/WHO   

Printing of the material  
 

Mid June, 
2017 

Printed Material Available  NTP   

Trainings  
 

End June, 
2017 

Project Staff Trained  Relevant 
Consultant  

  

Activities to obtain buy-in and approvals from NTP and other stakeholders 
 

Country-level package 
orientation, review and 
adaptation with NTP (1- to 2-day 
meeting) 

 Detailed presentation of 
package elements 

 NTP review and comment 

 Adaptation  

 Approval 

Mid May, 
2017 

1. Orientation of NTP to 
the pilot project and 
materials 

2. Buy-in and support for 
activities 

3. Adapted tools aligned 
with existing country 
guidance 

4. Intervention package 
agreed at national level 
(with flexibility to adapt 
to local needs) 

Dr. Raja 
Muhammad Ayub 

  

Activities to prepare the pilot sites 
 

Conduct workshop for local NTP, 
implementing partners, and 

End of 
May, 2017 

1. Site-level stakeholders 
oriented 

Dr. Raja 
Muhammad Ayub 
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Activity Dates Expected outputs Responsible 
Person 

Participants/stakeholders  
(if applicable) 

What project 
core team TA or 
input is 
needed? 

involved stakeholders at 
introduction site(s) on facility-
level operationalization 

 Review purpose and tools 

 Review national level package 
and adapt as needed for the 
site(s) 

 Define interventions clearly 

 Fill in blanks in the Patient 
Assessment and Care Plan to 
make it specific to the local 
situation 

 Refine timeline for 
introduction at facility level 

 Comprise local 
advisory/oversight committee 

2. Site-specific package and 
tools  

3. Completed needs 
assessment using RSA 
tool 

4. Plan for all needed site 
preparatory activities 
with timeline for 
enrollment start 

5. Local advisory 
committee established, 
including patient 
representation 

Baseline data gathering 

 Indicators agreed 

 Definitions developed 

 Data sources identified 

 Comparison sites/timeframes 
agreed 

 Qualitative methods 
developed 

 Data collectors trained 

 Qualitative baseline collected 

 Quantitative baseline 
collected 

Early May, 
2017 

1. Baseline data set Mr. Abdullah   

Communications 
 

Regular check-ins with project core 
team  

Early 
June, 
2017 

 USAID/NTP   
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Activity Dates Expected outputs Responsible 
Person 

Participants/stakeholders  
(if applicable) 

What project 
core team TA or 
input is 
needed? 

SPECIFIC ACTIVITIES NEEDED TO IMPLEMENT THE INTERVENTIONS IN THE PACKAGE 
 

Needs assessment 

 Use the Rapid Systems 
Assessment tool  to  identify 
preparatory enabling activities 
needed for delivery of each 
intervention at site level (e.g., 
training of staff, development 
of SOPs, procurement of 
supplies) 

 

Mid May, 
2017 

 Dr. Ijaz Ahmed 
Dr. Afsar Khan 

  

Conduct preparatory enabling 
activities for sites 

 THIS CANNOT BE COMPLETED 
UNTIL THE ABOVE ACTIVITIES 
HAVE BEEN COMPLETED. LIST 
DETAILS HERE AND BREAK 
INTO MULTIPLE ACTIVITIES AS 
NEEDED  

Mid May, 
2017 

 Dr. Ijaz Ahmed 
Dr. Afsar Khan 
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South Africa 

South Africa Intervention Package 

[IN DEVELOPMENT – TO BE PROVIDED AT A LATER DATE] 

 

South Africa Implementation Plan 

Country: South Africa 

Implementing partner and contact: URC, NDOH 

M&E focal point: Dr. Sipho Nyathie 

NTP project contact: Dr. Lindiwe Mvusi 

Known in-country project partners 
(e.g., CBOs with which you will work) 
 

 St. Francis 

 Octavovect 

 Ba Emedi 

 Masa Maria 

USAID/W Technical Backstop:  TBD 

USAID Core team focal point: Dr. Lisa V. Adams 

USAID Mission focal point: Nellie Gqwaru 

Implementation target:  200 patients 

Estimated implementation period: 
(dates when you will start and end 
patient enrollment in the pilot) 

Start: Mid-July 
End: Mid-October 

Pilot sites: (list all) 
 

Eastern Cape: Nelson Mandela Metro 

Limpopo: Sekhukhune 

Free State: Mangaung 
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South Africa Activity Plan 

Activity Dates Expected outputs Responsible 
Person 

Participants/ 
stakeholders  
(if applicable) 

What 
project core 
team TA or 
input is 
needed? 

GENERAL ACTIVITIES TO INTRODUCE THE PACKAGE 
 

Activities to prepare the central project team 
 

Desktop Review May Understanding of sites and districts (how 
many patients belong to each site) 

   

Activities to obtain buy-in and approvals from NTP and other stakeholders 
 

Country-level package orientation, 
review and adaptation with NTP (1- 
to 2-day meeting) 

 Detailed presentation of 
package elements 

 NTP review and comment 

 Adaptation  

 Approval 

End of 
May 

1. Orientation of NTP to the pilot 
project and materials 

2. Buy-in and support for activities 

3. Adapted tools aligned with existing 
country guidance 

4. Intervention package agreed at 
national level (with flexibility to 
adapt to local needs) 

   

Activities to prepare the pilot sites 
 

Conduct workshop for local NTP, 
implementing partners, and 
involved stakeholders at 
introduction site(s) on facility-level 
operationalization 

 Review purpose and tools 

 Review national level package 
and adapt as needed for the 
site(s) 

Early 
June 

6. Site-level stakeholders oriented 
7. Site-specific package and tools  
8. Completed needs assessment using 

RSA tool 
9. Plan for all needed site preparatory 

activities with timeline for enrollment 
start 

10. Local advisory committee 
established, including patient 
representation 
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Activity Dates Expected outputs Responsible 
Person 

Participants/ 
stakeholders  
(if applicable) 

What 
project core 
team TA or 
input is 
needed? 

 Define interventions clearly 

 Fill in blanks in the Patient 
Assessment and Care Plan to 
make it specific to the local 
situation 

 Refine timeline for introduction 
at facility level 

 Comprise local 
advisory/oversight committee 

Baseline data gathering 

 Indicators agreed 

 Definitions developed 

 Data sources identified 

 Comparison sites/timeframes 
agreed 

 Qualitative methods developed 

 Data collectors trained 

 Qualitative baseline collected 

 Quantitative baseline collected 
 

June 2. Baseline data set    

Staff hiring and orientation June     

Training Late 
June 

Trained providers    

Development of Tools June Tools for data collection    

Communications 
 

Regular check-ins with project core 
team  
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Activity Dates Expected outputs Responsible 
Person 

Participants/ 
stakeholders  
(if applicable) 

What 
project core 
team TA or 
input is 
needed? 

SPECIFIC ACTIVITIES NEEDED TO IMPLEMENT THE INTERVENTIONS IN THE PACKAGE 
 

Needs assessment 

 Use the Rapid Systems 
Assessment tool  to  identify 
preparatory enabling activities 
needed for delivery of each 
intervention at site level (e.g., 
training of staff, development of 
SOPs, procurement of supplies) 

 

     

Conduct preparatory enabling 
activities for sites 

 THIS CANNOT BE COMPLETED 
UNTIL THE ABOVE ACTIVITIES 
HAVE BEEN COMPLETED. LIST 
DETAILS HERE AND BREAK INTO 
MULTIPLE ACTIVITIES AS 
NEEDED  
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Ukraine 

Ukraine intervention package 

Thematic area Essential elements  Planned intervention(s) 
(Target for full package is to provide at least one intervention to 
cover each essential element) 

Respect for patient 
autonomy and 
support of self-
efficacy 

4. Thorough patient intake 
assessment across all thematic 
areas and completion of an 
individual care plan. 

 Conduct patients’ needs assessment admitted to the 
hospital in pilot sites and develop individual patient’s 
support plan. 

5. Patient and family education on 
DR-TB disease and treatment. 

 Provide patient and family education on disease and 
treatment while in the hospital and at the ambulatory phase 
of treatment. 

 

6. Provisions to treat patients at 
an appropriate location and 
timing of their choice (hospital 
in-patient, clinic, community or 
home). (Note that for the 
program, it will most likely be a 
combination of these care 
models.) 

 No later than 2 weeks prior to discharging a patient from 
the hospital, the attending doctor, a patient, and the social 
worker meet to discuss and choose patient’s preference 
location to get DOT. 

 Home-based care model will be provided by Red Cross 
attending nurses for disabled patients and those who could 
not come to DOT facilities by themselves.  

 

Maximization of 
physical comfort, 
safety, and wellness 

7. Regular monitoring for and 
treatment of side effects and 
adverse drug reactions.  
(Note that while this element 
crosses over to medical 
management, it is so critical to 
treatment success that it has 
been included here.) 

 Use of an adverse drug event surveillance and reporting 
system. 

 Vision monitoring. 

 Hearing monitoring. 

 Blood work to monitor liver function. 

 Monitoring of cardiac function. 

8. Nutritional support for the 
patient as needed to speed 
healing and reduce side effects 
of medications. (Note that this 
is separate from family food 
support.) 

 Baseline and periodic nutritional assessment: 
height/weight/BMI 

 Food packages or vouchers monthly for the patients that 
are adhered to treatment for the treatment duration to 
address malnutrition, low BMI, improve tolerance of anti-TB 
medications, etc. 
 

9. Regular monitoring and 
treatment of co-morbid 
physical conditions that affect 
the patient's ability to reach 
cure. 

 HIV counseling and testing for all DR-TB patients. 

 Diabetes screening and testing as indicated. 

 Counseling on pregnancy during DR-TB treatment for 
women of reproductive age and testing as needed. 

 Assessment for excess alcohol use and referral for 
treatment. 

 Assessment for drug use and referral for treatment. 

 Assessment for mental deficits or physical disabilities that 
could affect treatment adherence and planning for support. 

8. Provide physical rehabilitation 
after cure as needed to help 
patients regain their highest 
level of health. 

 Pulmonary rehabilitation therapy. 

 Other physical rehabilitation services as indicated. 



  

57 
 

Thematic area Essential elements  Planned intervention(s) 
(Target for full package is to provide at least one intervention to 
cover each essential element) 

 9. Provide support to address 
specific social needs.  

 Provide psychological support  

 Provide lawyers’ support if needed (disability and passport 
documents, etc.) 

 Provide support with housing after being discharged from 
the hospital for homeless people. 
 

9. Provide palliative and end-of-
life care for patients who cannot 
be cured. 

 Assessment of symptoms affecting quality of life and 
referral for palliative care to reduce them. 

 

Psycho-emotional 
support and 
protection from 
social isolation or 
discrimination 

1. Respectful and compassionate 
communication and counseling 
between providers and patients 
throughout care. 

 Interpersonal communication and counseling training for all 
staff working with DR-TB patients, integrated within overall 
DR-TB training. 

 Periodic patient surveys to assess level of satisfaction with 
provider-patient interactions. 

 Appointment of case managers, social workers, or patient 
care navigators for DR-TB patients to assist them in 
accessing care and connecting them with supportive 
services.  

 Formation of district-level DR-TB multidisciplinary teams 
composed of patients, raion TB doctor, DOT facilitator, 
social worker, and other medical specialists as needed to 
monitor and ensure completion of treatments. 
 

2. Regular monitoring and 
treatment of mental health 
conditions that affect the 
patient's ability to reach cure. 

 Baseline and periodic assessment for depression. 

 Baseline and periodic assessment for other mental health 
conditions that may affect the ability to complete 
treatment. 

 Referral to mental health services and ongoing coordination 
of care. 
 

15. Reduce social isolation and 
provide emotional support and 
encouragement to the patient. 

 Inclusion of family members in education and treatment 
processes. 

 Designated treatment supporter acceptable to the patient. 

 Linkages with NGOs to provide treatment adherence 
support services to DR-TB patients. 
 

 16. Protect patient and family from 
stigma and discrimination in 
employment and community 
life, and facilitate social 
rehabilitation. 

 Family education on patient’s stigma. 

 Include the training session on stigma and discrimination in 
training for primary health care providers.  

 

 

Prevention of 
catastrophic costs to 
patient and family 

17. Provide indirect financial 
assistance as needed. 

 Support for transportation costs through reimbursing the 
transportation costs or direct provision of transportation. 

 Hygiene kits for patients.  

 Food vouchers to purchase foods of choice. 
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Ukraine Implementation Plan 

Country: 
 

Ukraine 

Implementing partner and contact: PATH, Kateryna Gamazina, PATH Ukraine Country 
Leader kgamazina@path.org    

M&E focal point: Aleksey Bogdanov, abogdanov@path.org  

NTP project contact: Iana Terleyeva, iana@ukraids.gov.ua   

Known in-country project partners (e.g., CBOs with 
which you will work) 

Regional branches of Ukrainian Red Cross Society, NGOs 

USAID/W Technical Backstop:  Alex Golubkov, agolubkov@usaid.gov 

USAID Core team focal point: D’Arcy Richardson, darcy4health@gmail.com  

USAID Mission focal point: Erika Vitek, evitek@usaid.gov  

Enrollment target:  200 

Estimated enrollment period: (dates when you will 
start and end patient enrollment in the pilot) 

July-September, 2017 

Pilot sites: (list all) 
 

Mykolaiv Oblast TB Dispensary 

Poltava Oblast TB Dispensary 

Kyiv Oblast TB Dispensary 

Lviv Oblast TB Dispensary 

mailto:kgamazina@path.org
mailto:abogdanov@path.org
mailto:iana@ukraids.gov.ua
mailto:agolubkov@usaid.gov
mailto:darcy4health@gmail.com
mailto:evitek@usaid.gov
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Ukraine Pilot Implementation Activity Plan and Timeline 

Activity Dates Expected outputs Responsible 
Person 

Participants/stakeholders  
(if applicable) 

What project core team 
TA or input is needed? 

GENERAL ACTIVITIES TO INTRODUCE THE PACKAGE 
 

Activities to prepare the central project team 
 

 
To identify staffing needs and 
to prepare job descriptions. 

May 2017 Job description developed K. Gamazina 
S. Leontyeva 

  

To hire M&E consultants and 
NTP/regional consultants from 
the pilot sites. 

June-July 
2017 

Consultants hired K. Gamazina  
A. Khorkov 

  

 
To approve the budget for the 
pilot. 

By August 
2017 

Budget approved A. Khorkov   

Subcontract the analytical 
agency  
 

 Subcontract signed K. Gamazina  
A. Khorkov 

  

Activities to obtain buy-in and approvals from NTP and other stakeholders and prepare the pilot sites 
 

Meeting with NTP to agree on 
overall pilot approach and 
results evaluation 

June 2017 Meeting conducted K. Gamazina 
A. Bogdanov 
S. Leontyeva 
 

  

Conduct workshop for NTP, 
implementing partners, and 
involved stakeholders at 
introduction site(s) on 
enhanced service package 

 Review purpose, timeline, 
and tools 

 Discuss enrollment criteria 
and indicators of success 

 Define interventions 

July, 2017 11. Site-level 
stakeholders oriented 

12. Finalized timeline, 
enrollment , and tools 

13. Pilot interventions 
agreed. 

14. Local advisory group 
established, including 
patient 
representation 

S. Leontyeva 
S. Okromeshko 

NTP, pilot region TB 
dispensaries, Red Cross, 
NGOs 
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Activity Dates Expected outputs Responsible 
Person 

Participants/stakeholders  
(if applicable) 

What project core team 
TA or input is needed? 

clearly 

 Comprise local 
advisory/oversight group 

Baseline data gathering 

 Indicators agreed 

 Definitions developed 

 Data sources identified 

 Comparison 
sites/timeframes agreed 

 Qualitative methods 
developed 

 Data collectors trained 

 Qualitative baseline 
collected 

 Quantitative baseline 
collected 

 

 3. Baseline data set A. Bogdanov Hired analytical agency  
 

 

Communications 
 

Regular check-ins with project 
core team  

2 call two 
first weeks 
of May, 
2017 

Update notes D’Arcy  
K. Gamazina 
A. Bogdanov 
S. Leontyeva 
S. Okromeshko. 

   

Conduct regular updates with 
the pilot sites on the pilot 
implementation status 

Monthly   S. Leontyeva 
S. Okromeshko 

  

SPECIFIC ACTIVITIES NEEDED TO IMPLEMENT THE INTERVENTIONS IN THE PACKAGE 
 

Adapt the existing patients’ 
needs assessment tool and 
individual psychosocial support 
plan using My Assessment and 
DR-TB Care and Treatment 
Plan  

June 2017 Tool finalized S. Okromeshko L. Pikhtereva, Mykolaiv 
Ya. Furhala, Lviv 
K. Sudoplatova, Poltava 
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Activity Dates Expected outputs Responsible 
Person 

Participants/stakeholders  
(if applicable) 

What project core team 
TA or input is needed? 

Train baseline data collectors  August, 
2017 

Collectors trained A. Bogdanov   

Procure electronic devices to 
enter data 

August, 
2017 

Devices procured A. Bogdanov   

Enroll patients according to the 
enrollment criteria 

July-
September 
2017 

200 DR-TB patients 
enrolled 

S. Leontyeva 
O. Artyukh, Poltava 
O. Taranova, 
Mykolaiv,  
O. Nakonechnyi, 
Lviv 
Z. Pohorila, Red 
Cross 

  

Train health care providers on 
conducting patients’ needs 
assessment and on effective 
communication and patient 
counseling  

September 
2017 

Staff trained S. Leontyeva 
S. Okromeshko 

  

Develop and print patients IEC 
materials 

July-
September 
2017 

Materials printed and 
distributed to the pilot 
sites 

S. Leontyeva 
S. Okromeshko 

  

 

 


