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Abstract

The purpose of this TBCAP mission was to participate in the stakeholder workshop to review the
second draft of t he-200)® provideSechmical oversightto TBRCARR n  ( 2 0 0
project in Ghana and to provide technical assistance to the NTP in key challenges i.e. low case

detection and high fatality among TB patients. The mission took place from September 19-26,

2008. The methodology included document review, interviews with the NTP Manager and NTP

staff, USAID, QHP including staff at TB CAP and visits to some selected health facilities.

TBCAP Program Director (PD) undertook field visits to the Chest Clinic of Korle Bu Teaching
Hospital, Ridge Hospital, La Hospital and Ussher Poly clinic. During the field visit to health
facilities, PD was able to observe how TB case detection procedure was conducted, referral of
TB suspects from nurses and doctors to the laboratory as well as review TB case fatality. The
visit to health facilities was also used to assess what type of TB IEC materials was available for
hospital patients including TB suspects and TB patients.

Key recommendations to the NTP, TBCAP and stakeholders are to include on the NTP Strategic
Plan specific interventions to improve quality DOTS coverage and to improve TB case detection
by involving all health workers to ask patients at OPD and in the wards about a cough of two
weeks or more and refer all TB suspects to the laboratory for sputum examination. Another
recommendation was to analyze and stratify TB case fatality data to answer the questions about
who are these TB patients that are dying, when are they dying and why do they die.
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1.0 BACKGROUND

1.1 TB CAP Project in Ghana

USAID obligated $500,000 for TB CAP to support the NTP in Ghana and identified MSH as the
coordinating partner. Other collaborating partners are the World Health Organization (WHO)
and the Royal Netherlands Tuberculosis Association (KNCV). At local level the main partner is
the NTP.

TBCAP currently has two full time staff based in Ghana; a TB Technical Advisor and a Project
Officer

A work plan was developed and submitted to USAID, which was approved in January 2007.
Activities of this work plan included:

Improve the overall management of the NTP including supervisory capacity

Develop NTP Strategic Plan 2008-2012

Strengthen Quality Assurance (QA) of lab networks and build supervisory capacity

I mprove the management and “quality of TB
and training materials to conform to national Fixed Dose Combination (FDC) policy

Support TB/HIV collaboration scale up efforts

Support the NTP with data collection, analysis and performance improvement.

Develop a monitoring and evaluation system for pharmaceutical management

Strengthen the management information systems for pharmaceuticals

A second year work plan 2008/2009 was also developed and submitted to the USAID and has
since been approved. Activities of the second year work plan are as follows:

Develop Standard Operating Procedures (SOPs) for TB Case Detection

e Evaluate the Enablers’ Package
Develop operational guidelines for the National Scale of Public Private Mix (PPM)
DOTS

¢ Improve the capacity of the National Public Health Reference Laboratory (NPHRL) and
TB laboratory networks.

e Enable research to address the reasons for low TB case finding

e Improve data management for TB/HIV collaborative activities through effective
monitoring and supervision

¢ Introduce the provision of Isoniazid Preventive Therapy (IPT) to people living with HIV
who do not have active TB.

e Improve Management and quality of TB Medicines
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1.2 TB Control in Ghana

The population of Ghana is estimated to be 23 million, 46 percent of who are under the age of
15. Ghana has one of the best performing economies in Africa and is the first country in Africa
to achieve on one of the Millennium Development Goals (MDG), reducing extreme poverty by
half by the year 2015.

Ghana has a generalized HIV epidemic and UNAIDS report for 2008 estimates that HIV
prevalence in adults aged between 15 and 49 years is 1.9%

The NTP in Ghana is relatively new, established in 1994. Within this period of its inception good
progress has been made particularly in improving treatment success rate which increased from as
low as 22% in 1996 to 76% in 2006. Although default rate is still considered to be high, it has
dropped from 20% in mid 90°s to 6% in 2006.
In 2007, the NTP notified 12,964 (8,282 male and 4,682 female) TB patients. Out of these 7,429

(4908 male and 2521 female) were smear positive. This shows that 57% of all TB cases notified

were smear positives. This translates to a case notification rate of 57/100,000 (all forms of TB).
According to the recent HIV prevalence survey among TB patients, 15.5% of TB patients are

HIV positive. Routine TB/HIV data for 2007 shows that out of all TB patients notified 5,695

(44%) were tested for HIV. Comparison of TB/HIV data for 2007 and the first half of 2008 is

shown in the table below.

Year Total Total Total Total Total Total
Notified smear tested for | tested HIV Offered Offered
positive HIV positive CPT ART
2007 7,429 5,695 1,621 1,173 275 (17%)
12,964 (57%) (44%) (28%) (72%)
Jan-Jun 7,168 3,971 4,156 1,076 964 (90%) | 241 (22%)
2008 (55%) (60%) (28%)

In Ghana health care is not for free, but TB services such TB diagnosis and treatment is provided
free at the point care.

While Ghana has recorded significant progress in TB control, the NTP faces a number of
challenges in achieving its goals:
e Case detection is still very low. WHO estimates 26% for all forms and 38 for smear
positive cases

e Considering that the HIV prevalence in Ghana is low, the current case fatality rate of 9%

IS unacceptably very high.

e The capacity to perform monitoring and supervision is weak




1.3 Purpose of the trip
The purpose was to provide technical assistance to the NTP in Ghana and participate in the
stakeholder workshop to review the Strategic Plan.

Specific objectives of this mission were:

e To participate in a stakeholder workshop to review NTP Strategic Plan (2008 — 2012)

e To provide technical oversight to TB CAP Project in Ghana

e To provide technical assistance to NTP in key challenges: low case detection and high
fatality on TB cases

1.4 Specific activities of the Mission

TBCAP Program Director (PD) visited Accra, Ghana from September 19-26, 2008. During this
mission PD reviewed various NTP documents, annual and biannual reports of the hospitals
visited. | also conducted discussions with the NTP manager, NTP staff, QHP and the USAID
Mission.

PD undertook sites visits to the Chest Clinic of Korle BU Teaching Hospital, Ridge Hospital, La
Hospital and Ussher poly clinic. A list of people met during these visit is shown in Annex 1. The
main focus during my visits to the four health facilities were to understand how TB case
detection procedures are organized, look at the number of OPD and laboratory attendances, case
fatality among TB patients and the organization of materials for Information Education and
communication (IEC).

1.5 Debriefing with USAID/Ghana

A briefing at the beginning was not required. A key activity during this mission was debriefing
USAID/Ghana at the end of the mission. A summary of findings and recommendations were
provided to the USAID/Ghana Senior Advisor, Dr. Peter Wondergem. Also discussed was the
proposed APA4 work plan and budget for TB CAP/Ghana.

USAID/Ghana expressed its satisfaction with the technical assistance provided to the NTP in
Ghana by MSH.
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2.0 FINDINGS AND SPECIFIC RECOMMENDATIONS

2.1 TB CAP-Ghana Project Management and implementation
Project work plan

e The work plan for second year (2008/2009) was finalized and submitted to the USAID
Mission for approval

e The work plan has focused on the improved TB case detection at all levels of health service
delivery, improvement of monitoring and supervision as well as the expansion of PPM
DOTS beyond Accra and Kumasi Metro.

TBCAP Project team

e The Technical Advisor and Project Officer are in the posts and are implementing planned
TBCAP activities. TBCAP is working within the framework of the NTP policy.

e There is evidence of good relationship between the TBCAP-Ghana, NTP, QHP and the
USAID Mission

Recommendations

e The TB Technical Advisor needs to undertake more regular field visits to mentor staff
particularly on the organization of the TB case detection as well as perform analysis of
facility data. A good example is to analyze TB case fatality data to answer three key
questions about:

o Who are these TB patients that are dying?
o When are TB patients dying?
o Why are they dying?

e The MSH/ TB CAP Project should ensure that all office furniture and equipments are ready
before the new MSH office opens within the next month

e MSH head office in USA should arrange for an orientation to the Project Officer in areas of
administration in order that she works within the framework of the MSH policy

2.2 The National TB Control

» NTP has strong teams at national, regional and local levels

« The new draft NTP strategic plan is well designed. However, it needs to incorporate some
key components such as the one that addresses low TB case detection and high case fatality
among TB patients

» TB CAP Project is working with the framework of the NTP policy and is providing
important technical support to NTP

» Good relationships between stakeholders (NTP, TBCAP, USAID, QHP) exists




Recommendations

« Expansion of quality DOTS in all public and private sectors health facilities and the
community should be a key component of the NTP strategies and activities

« An SOP for TB case detection needs to be developed and disseminated countrywide along
2009

» Increase TB case detection rate through organized TB case detection at all levels of health
service delivery

« Decrease TB mortality/fatality through better TB patient care. TB patients also have other
concurrent infections and these should be promptly managed and treated.

» Improve M&E and supervision system at central, regional and district levels as well as at the
community level

« Strengthen health system. The NTP needs to continue supporting health facilities to improve
their infrastructure such as TB microscopy laboratories particularly improving bio-safety
conditions
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3.0 STAKEHOLDER WORKSHOP TO DISCUSS THE SECOND DRAFT OF NTP
STRATEGIC PLAN 2008 - 2012

PD attended the workshop where various stakeholders were invited to review and discuss the
second draft of the NTP Strategic Plan (see Annex 2). The methodology of the workshop
included:

e An overview of the NTP, presented by the NTP manager
Questions and answers followingthe NTPman a ger s presentati on
e Group work (three groups were formed). Each group was requested to address two elements
of the plan
o toidentify if any key intervention is missing in the current draft and the key specific
activities for each intervention
o State whether the activities will be implemented at national, regional, district or
community levels.
Plenary session

Recommendations

e The key recommendation was to ensure that TB case procedures at hospitals, health centers
and community levels are adequately addressed in the plan
e Include in the NTP strategic plan detailed objectives and activities to:
o Improve DOTS coverage
o Increase case detection
o Improve M&E system
o Improve TB lab management and biosafety
o Improve TBIC
¢ Interventions to address high case fatality and default rate should also be well articulated in
the plan
e A writing committee was formed to incorporate comments from stakeholders and make any
relevant changes
e The Strategic Plan should be completed, printed and disseminated before the end of the year




4.0 MEETING WITH QHP

The purpose of the visit to QHP was three fold:

a) To consolidate the existing good relationship between TBCAP and QHP
b) To be updated of activities that QHP is implementing in relation to TB control
c) To identify areas for further collaboration

The discussions centred on how best TBCAP and QHP in collaboration with NTP could improve
documentation of TB/HIV activities. It was noted that activities to improve HIV testing for TB
patients and TB screening in HIV positive clients are being implemented but the major problem
is documentation.

Another area of interest that was discussed was to develop strategies how to involve Chemical
shop owners in referring TB suspects to TB microcopy centres and health facilities. It was noted
that many patients with respiratory problems first go to the Chemical Shop owner where they
usually seek cough syrups.
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5.0 FINDINGS OF HEALTH FACILITY VISITS

5.1 General observations for all health acclivities visited

Presence of strong TB teams in all health facilities

Strong participation and commitment of nurses and lab personnel

Limited participation in TB control activities by medical doctors and other health personnel
No standard operating procedures for TB case detection

Different approach to implement TB case detection

Issues of biosafety and TB Infection Control (TB IC) in Out Patients Departments (OPDs),
wards and labs require urgent attention.

Limited capacity at local level to attend to TB complications and identify risk of dying.
Concentrated capacity in one specialized service to attend to TB patients with complications:
(Chest Clinic at Korle bu)

Limited commitment of medical doctors to TB activities and to manage TB co-morbidity. To
confirm this, of the facilities visited, 20 TB patients died while on TB treatment and 18 died
during the first two months of treatment and most of them during first three weeks. It is
suggested that case fatality would be associated to late diagnosis and poor quality in
attending to TB complications at health facilities level (Hospitals and health centers). None
of the TB patients who died were hospitalized in local hospitals

5.2 Specific Observation for the health facilities visited

5.2.1 Korle Bu Chest Clinic

Korle Bu Teaching Hospital is the largest referral hospital in Ghana.

One of departments of this hospital is the Chest Clinic.

All patients with a chest/respiratory problems from all the departments of the hospital are
referred and managed at this clinic

The Chest Clinic has 6 doctors who work at the clinic on rotational basis

There are two nurses at the Chest Clinic. These nurses are seconded to Korle Bu Chest clinic
from Greater Accra Regional Health Office.

The patients are first seen by doctors and when a definite TB diagnosis has been made TB
patients are referred to the public health nurses for registration and counseling

It was apparent that a clear TB case detection procedures is lacking

From January to September 2008 the Chest clinic registered 584 TB cases of whom 139
(24%) were smear positive. This shows that about 266 smear positive TB patients were not
registered at this clinic and there is no clear documentation to show that smear positive have
been referred to other treatment centres and that they have actually started TB treatment

The hospital isusingF DC patients’ kits. Each patient
enough tablets for both intensive and continuation phase. However, the practice at the
hospital is that when a patient has completed his/her intensive phase and being transferred to
another treatment centre, the patient is not allowed to take the remaining continuation doses.
Patients are told to request for a new Kit at the treatment center they have been referred to.
The Chest clinic has 63 beds and 23 are for females

i
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TB IC procedures are lacking, e.g.: TB/HIV co-infected patients are admitted in the same
ward with HIV negative patients
From January to the end of September 2008, a total of 2,845 had their sputum examined

o 405 were smear positive representing a pick up rate of 14%

o Of 405 who were positive, 272 had AFB grading of 3+ results, 85 AFB 2+ and
only 48 had AFB 1+ results. This data show that of the total smear positive cases
detected 67% had AFB grading of 3+ and 88% had both AFB 2+ and AFB 3+
results. This is an operational demonstration of delay in diagnosis (see Annex 3)

The Chest Clinic is renovating the TB microscopy laboratory but it was clear that there were
no prior consultations with laboratory experts to ensure that the new laboratory meets the
minimum bio-safety standards.

There are no bio-safety activities implemented at TB lab. e.g.: A fridge used to keep
laboratory specimen was also used to store water and food for staff

5.2.2 Ridge Hospital

Ridge is a 191 bed hospital

This hospital serves as a regional hospital for Great Accra Region

Number of health personnel is 619 of whom 63 are medical doctors. 187 are clinical nurses
(see Annex 4).

Overall OPD attendance in 2007 was 131,541, an increase of 37% from the previous year.
OPD attendance for adult patients was 104,785.

Overall OPD for the first half of 2008 was 101,478. Data for adult OPD attendance for 2008
were not available

One of the strategic objects of the hospital is to educate and counsel 80% of all newly
diagnosed TB patients to understand their condition as well as preventing the spread of the
disease to others

In 2007, the hospital planned to achieve 80% treatment success rate, however they achieved
47% which is below the national average of 76%.

In 2007, TB was reported to be the top five communicable disease

TB is not considered as top cause of death in this hospital

TB patients and HIV positive persons on ART do wait in the same poorly ventilated room.
There was apparent lack of collaboration between the TB coordinator and Medical Doctors
The OPD department is overcrowded and poorly ventilated posing a threat to both health
workers and patients to contract TB infection thus disease. See picture below
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Overall OPD attendance during first half of 2008 were 101,478 of whom 234 TB suspected
cases were identified (less than 0.3%). This data suggested that for one TB suspected case
identified between ten to twenty TB suspected cases is missing (see Annex 3).

When a patient arrives at the outpatient department (OPD) the first stage is to collect ID
cards and they proceed to another desk where they are registered in a book. They then move
to a third stage where vital signs are taken. Throughout these stages no one asks these
patients if a patient has TB related signs and symptoms such as a cough for 2 weeks or more
The doctor is the only person who could ask for TB related questions. This is not routine, but
this is only practiced when the doctor is convinced that the patient has clear signs and
symptoms suggestive of TB.

No standard operating procedures for case detection

When a patient is referred to the laboratory there is no mechanism in place to ensure that the
patient has actually reached the laboratory

There was limited IEC materials for TB patients/TB suspects the general population

The laboratory generally lacks bio-safety standard. Some lab staff work with infectious
specimen without wearing a protective while coat. All lab tests are performed in a very small
space where patients and staff walk freely

From January to September 2008, a total 850 TB suspects had their sputum examined of who
68 were smear positive. Of those TB patients who were smear positive, 96% had smear
results graded as AFB 2+ or AFB 3+ (see Annex 3). This points the delay in diagnosis

In 2007, the hospital registered 77 adult TB patients, 65% of these were smear negative or
EPTB. This may be due to non-adherence to the NTP policy which demands that all TB
suspects should have their sputum results known before performing a Chest X-Ray

10



From January to September 2008, 51 TB cases were notified and 16 (31%) were smear
positive and most of them were either graded AFB 2+ or 3+.

5.2.3 La Hospital

Itis a 134 bed hospital

Overall OPD attendance during first half of 2008 were 67,073 of which 39,249 were adult
outpatient attendees

In 2007 overall OPD attendance was 55,720 of whom 31,664 were adult attendees.

OPD attendance has been dropping. They attributed this to the establishment of satellite
clinics

There is no well organized TB case detection procedures

Both a doctor and a nurse can ask about TB signs and symptoms, however, this is not routine
From January-September 2008, 607 had their sputum examined. 96 were smear positive and
75 (78%) their results were either graded AFB 2+ or AFB3 +. This is an operational
demonstration ofa delay in diagnosis (see Annex3)

36 smear positive TB patients were on treatment at the hospital at the time of visit.

At this hospital, case fatality is not one of their major challenges

5.2.4 Ussher poly clinic

This Polyclinic is under Ashiedu Keteke sub-metro

The hospital was built in 1963-1964

In 2007, the overall OPD attendance was 45,091 of which 29,082 were adults.

OPD attendance for the first half of 2008 was 22,223 of which 17,552 were adults.

No standard operating procedures for case detection

Both a nurse or a doctor can screen TB suspects for TB

From Jan-September 421 had their sputum smear examined. 36 were smear positive and 25
(69%) patients their results were reported to be either AFB 2+ or AFB 3+. This is another
operational demonstration of delay in diagnosis (see Annex3)

From Jan-September 2008, 47 TB patients were registered and 31 were smear positive

11
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6.0 KEY RECOMMENDATIONS FOR THE MISSION

6.1 The new NTP Strategic plan 2008-2012 should among issues address the

following interventions and activities:

e Improve quality DOTS coverage not just by population but also by health facility

e Increase case detection

o Decrease TB mortality. Analyze National, Regional and District TB case fatality data to
answer the question about who is dying, when are they dying, where do they die and develop
strategies to reduce mortality

e Improve TB lab management and biosafety to ensure both health workers and patients are
protected

e Improve TB IC particularly OPDs and other waiting areas
Develop and implement with support from TB CAP - SOPs for case detection

e Improve M&E system: Stratify and analyze information (Data) according to regional and
local level situations and also through training and mentorship

6.2 Targets and priorities to organizing and expanding case detection
e Based on the operational and epidemiological information, the NTP should identify Regions
and Districts that have the highest rates of TB and also have major gaps in quality DOTS
coverage and case detection (e.g. Accra Region), the mission recommends prioritizing these
Regions and Districts for intensified interventions to improve TB control focusing on
increase case detection over the next two years
e Quality DOTS expansion will not be convincing if resources are too dispersed. For this
reason, the mission recommended the implementation of the quality DOTS strategy focusing
on increases case detection during the first 12 months focus on health facilities and districts
where there is a high probability for success, and once accomplished, then expand outwards.
The strategy will inclQudlityDOmfSrpvédtandequeck
Quality DOTS pilots areas”, in the health facili:t
e The 1 de nt Quality®@TS pilotaicenters” “a QudlityDOTS pilots areas:
means those which are more efficient, with optimal indicators and undertakings of the health
personnel and Community Health Workers (CHWS)
e For effective Quality DOTS expansion, TB teams at all levels must understand what actions
and inputs are required for successful implementation and detect what potential barriers exist
within that context. The initial analysis and planning process will focus on fully
implementing quality DOTS in the pilot centers and pilot areas. The key strategies will be
intensive training, monitoring, supervision and regular evaluation

6. 3 Survey of governmental and non-governmental facilities in the regions and

districts for possible expansion of quality DOTS

e The objective of the health facility survey will be to determine the actual number of
functioning facilities, number of labs and microscopes, staffing, and level of DOTS
implementation. This effort will include a mapping of the selected DOTS health facilities as
well as an estimation of the number of cases. The information obtained from survey and

12



mapping will be used to confirm the organizational structure of service delivery and will be
included into the operational plan of the NTP

6.4 Develop of specific technical guidelines

Specific guidelines to improve the quality of DOTS strategy should be developed or updated
to identify the roles, responsibilities, and detailed procedures for TB teams at all levels and
for occupational categories. This includes medical doctors, nurses, laboratory technicians,
and CHWs. The specific guidelines are as follows:

o SOPs for case detection and case treatment procedures

o Organization of the NTP information system (operational and epidemiological), correctly
filled NTP registration tools, correct use of the operational information and cohort
studies, and analysis of operational and epidemiological indicators.

TB diagnosis in children

TB Infection Control

TB Lab procedures (External quality assurance for sputum smear microscopy)
Programming the logistical requirements for drugs and lab materials

o O O O

6.5 Improve the functional referral network

A functional referral network is critical to guarantee improved quality of services for TB
patients with a focus on improving case detection and treatment

To organize this process, the first step will be to offer training to the personnel of the health
facilities (Hospitals, Poly Clinics and Health Centers) to identify TB suspected cases,
request sputum smear exams, supervise treatment, complete a registration and reporting
system and investigate household contacts

Once the peripheral health units will be trained and equipped, the reference hospitals (e.g.
Regional Hospitals) will start to transfer their patients to the health facilities near their
homes. The specialized hospitals services, including the Korle Bu Chest Clinic, will be
transformed into reference centers for differential diagnosis of pulmonary TB and negative
bacteriological examinations, laboratory support for cultures, assessment of treatment
failures and chronic cases, and attention to complications

6.6 Organize case detection

For the improvement of case detection, the mission recommends using public health criteria
to organize the detection of TB suspected cases, with a focus on facilities and on
strengthening the role of nurses and medical doctors in carrying out this process

In this area, the target population is the entire population that has TB

In internationally successful experiences, the organization of a NTP with specialized
services, functioning at the edge of the general health facilities has not proved to be viable,
given that it substantially reduce the possibilities of adequate coverage in case detection, and
also the provision of supervised anti-tuberculosis treatment

To have an epidemiological impact, detecting affected cases amongst those desiring general
health facilities must necessarily be integrated into normal health care activities. For that
reason they need to be very carefully organized, supervised, monitored and evaluated
Therefore, the case detection of TB cases will be two phases that are complementary and
successive:
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The first phase will be carried out under public health criteria and is applied in all health
facilities. It starts with an identification and sputum smear exam of people with
respiratory symptoms (cough and expectoration for more than two/ three weeks). It is a
process that does not require the sole participation of medical doctors; it is also done by
nurses and CHWs trained. This phase is an absolute priority in countries such as Ghana
The second phase is a diagnostic follow up. It is done under medical-clinical criteria and
includes individuals with a negative sputum smear exam but whose respiratory symptoms
persist. This phase either discards or confirms TB or other respiratory pathology by
means of a differential diagnostic process supported by culture, radiography and other
auxiliary examinations, in addition to observation and clinical follow up
Both phases, complementary and successive, are based on the use of bacteriology

o Apply the programming criteria for the expected number of TB suspected cases needing

sputum smear exam should use 5% of the attendees at health facilities age 10 and older

6.7 Strengthen human resource capacity, including training, supervision, and

monitoring

¢ An intensive training plan for all health personnel, including medical doctors, nurses,
laboratory technicians, and CHWs should be developed and implemented for the national
level of the NTP and stakeholders to focus on the NTP guidelines, specific SOPs, technical
guidelines and concept of a TB team. Recommended contents of training for the expansion of
quality DOTS are in Annex 5

e Supervision and monitoring plan will complement the training plan. It will include one
technical evaluation every six months with the participation of the stakeholders at the
regional/district levels, focusing with the expanding quality DOTS

e Toimprove training methods, the following 1s
“pil ot ” q untetsand ayeas)Dg@ddp $raining; training in social participation
techniques and correspondence training

6.8. Improve the reporting and recording system
e To ensure a strong reporting and recording system, at the country level in the short and
medium-term an intense training program will be implemented according to an established
timetable, to achieve 1ts 1 mplementation and
includes implementinga“ TB suspected register” in all qua
6.9 Improve the coordination between the NTP and other institutions (NGOs,
private sector)
e The central strategy is to organize a regulatory framework for the TB control. It will include
the signed TB agreements for concrete collaborative activities between the NTP and other
institutions. The NTP will coordinate training for the TB personnel of the public health
facilities in integrated courses with other institutions (NGOs); consolidating statistical
information on TB programs from all the institutions, providing Anti-TB drugs and lab
material and supervising the TB activities of other institutions, including the TB labs

6.10 Implement Operation Research to analyze reasons for high TB fatality, and
based on that
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Develop and implement guidelines for: determination of the initial risk of dying of TB and
attention of complications

Decentralize capacity to attend TB complications in all hospitals

Train nurses and medical doctors in determining the initial risk of dying of TB and attention
of complications in all hospitals
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7.0 NEXT STEPS

The follow-on process was discussed with the NTP Manager, Dr. Frank Bonsu, NTP central

team and Dr. Peter Wondergem, USAID Senior Advisor. The NTP, USAID and TB CAP agreed
on the following steps:

e With international technical assistance from TB CAP finalize, print and disseminate the NTP
Strategic Plan between October — November 2008

e With international technical assistance from TB CAP , develop and implement SOPs for case
detection in the first quarter of 2009

e Mobilize resource to support health systems through GFATM
e Resources for TB laboratory activities sent to the regions should ring faced

e Develop a systematic procedure to ensure TB IEC materials are available to all facilities and
communities.
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8.0 ANNEXES

Annex 1: People met in the four health facilities visited

Name of the person

Designation

Health facility

Dr Mary Mensha

Medical Doctor

Korle Bu Chest Clinic

Dr (Mrs) Danso-Bameo

Medical Doctor

Korle Bu Chest Clinic

Mr Michael Amu Omari

Laboratory
Technologist

Korle Bu Chest Clinic

MS Dora Letsu

TB Coordinator

Korle Bu Chest Clinic

Mr Kwame Opoku,

Hospital
administrator

Ridge Hospital

Dr Henrita Sare

Head of Clinical
Services

Ridge Hospital

Mrs Victoria Anafi

Deputy Director
Nursing services

Ridge Hospital

Mrs Helena Nthoa Beadi

B
Coordinator/Nurse

Ridge Hospital

Deborah Nani Laboratory Ridge Hospital
Technologist
Gustave Sedjro Laboratory Ridge Hospital

technologist

Sylvia Cachrane TB Coordinator La Hospital

Georgina Nortey Principal Nursing La Hospital
Officer

Grace Bruce Principal Nursing La Hospital
Officer (Public
Health)

Dr Patrick Frinmpong Medical La Hospital

Superintendent

Dr Emily Ounoha

Senior Medical
Officer

Ussher Polyclinic
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Annex 2: List of participants for the stakeholder workshop to discuss the second

draft of the NTP Strategic Plan (2008-2012)

Name of Participant

Organization

Rev. Dr. Adukwei Hesse

Executive Health Care Consult Ltd

Rhehab Chimzizi

Management Sciences for Health

Mary — Anne Ahiabu

National TB Programme

Dr. Frank Bonsu

National TB Programme

Cynthia Oware

National TB Programme

Raphael Agbeneza

National TB Programme

William Dei — Alorse

National Public Health Reference
Laboratory

Hilda Smith Management Sciences for Health
Sally — Anne Ohene World Health Organization

Felix K. Afutu National TB Programme

Louis Agbe Country Coordinating Mechanism

(CCM) of the Global Fund

Peter Preko

Quality Health Partners

Kwasi Addo

Noguchi Memorial institute of
Medical Research Laboratory

William Wireko Ansah

National Public Health reference
Laboratory

Dr. Agana Nsiire

DCD

Dr. Hanson — Nortey

National TB Programme

Dr. Constance Amisssah

Expanded programme of
Immunization

Cathrine Brown

National TB Programme

Dr. Pedro Suarez

Management Sciences for Health
(Washington, USA)

Dr. N. K. Biritwom

NTDCP

Dr. Audrey Forson

Korle Bu Teach Hospital (chest
Clinic

Dr. Nii Akwei Addo

National AIDS Control Programme

Micheal Asare Baah

National TB Programme

Dr. K.O. Antwi - Agyei

Expanded programme of
Immunization
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Annex 3: TB suspects and those with smear positive (January-September 2008)
Health OPD Number | Number | Number | Number | Number | Number | Number Percentage
facilities attendance | TB TB smear with with with with AFB with AFB
half year suspects | suspects | positive | AFB + AFB ++ | AFB ++and +++ | ++and
report including | specific +++ +++ out of
2008 those for the the total
from hospital positive
other visited
centres
Korle Bu | - 2,845 - 405 48 85 272 357 88%
Chest
Clinic
Ridge 101,478 850 234 68 3 3 62 65 96%
Hospital (8%)
La Hospital | 67,073 607 - 96 21 16 59 75 78%
(16%)
Ussher 17,552 421 - 36 11 10 15 25 69%
Polyclinic (9%)
Source: Official Statistics from Hospitals
Annex 4. Human Resource for Ridge Hospital 2008
Staff category Number
Medical Doctors (excluding house officers) 63
House Officers 46
Doctors leave with pay 10
Midwives 63
Clinical nurses 187
Nurses/midwives leave with pay 15
Public Health nurses 2
Health Aids 8
All other workers 199
Leave with pay 5
Laboratory 12
Laboratory leave with pay 1
X-ray 6
X-Ray leave with pay 2
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Annex 5: Suggested contents of training for quality DOTS expansion

1.

For the multidisciplinary team, with emphasis on nurses and medical doctors:

Components of STOP TB strategy

Management and functional organization of the NTP: Roles and functions for levels and
occupational groups (medical doctors, nurses, laboratory technicians, and technical
personnel)

SOPs for TB case detection and TB diagnostic

Organization of the TB treatment, study of contacts and chemoprophylaxis

Organization of the NTP M&E information system (operational and epidemiological)
Filled appropriate of the NTP registration tools

Correct use of the operational information and cohort studies

Analysis of operational and epidemiological indicators

Programming and logistics in the NTP

Organization of the training, supervision and evaluation in the NTP

For the medical doctors:

Attention of adverse reactions to TB drugs

TB diagnostic monitoring

Qualification of the initial graveness, risk of dying for TB, and attention of complications
TB diagnosis in children

Interpretation of Chest X-rays

For the laboratory technicians:

Organization of the network labs
Quality controls of sputum smear microscopy

Method for quantification of laboratory supplies to facilitate procurement at the national
level

Bio-safety procedures and techniques for maintenance of lab equipments
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