Notes from Elie Hassenfeld's visit to TB-focused facilities and conversations with TB staff in Mumbai on November 22, 2010

Note: This was not a visit to the Stop Tuberculosis Partnership, but focused on parts of India's national TB program, the type of country-level TB program Stop TB supports.

Summary
My contact for this visit was Dr. Satish More, a WHO Consultant.  He took me to meet (a) the head of Mumbai's TB Control Program, (b) a TB treatment center, and (c) a TB-dedicated hospital which included an MDR-TB wing.

One of the questions we have in our review of the Stop TB Partnership focuses on its need and use for additional funds. Not surprisingly, very little I saw in my visit directly addressed this issue.  Dr. Keskar told me that Mumbai has adequate supply of drugs, and the challenges they face largely don’t appear to be funding-related.
Notes
I first met with Dr. Satish More, a WHO Medical Consultant, focused on Tuberculosis in the Indian states of Goa and Maharashtra. We first discussed Dr. More's role:

· Dr. More was trained internationally. He has an equivalent of the MPH. He was posted in the state of Karnataka for four years before his current post. His job is to assess the WHO policy on the ground and help with training people implementing and overseeing the implementation. Dr. More reports to the head of TB in India. He doesn't report directly back to the WHO. 

· Dr. More focuses on implementing the DOTS program throughout India. He's working to help the whole country implement the program through training people at every level. A major new focus is implementing a strategy against MDR-TB. Now 12 states in India are running the MDR-TB program, but it's not fully rolled out yet. The challenge is preparing the districts for this.

· The WHO tries to provide uniformity of policy through consultants. Dr. More says that there's no reason everyone should have their own program. He helps share information so there's consistency. For example, if the WHO says there's a strategy change regarding certain types of TB, consultants help bring the information to local places.  Another example is training and planning how new initiatives get rolled out. For example, the MDR-TB program was implemented in 3 of 6 zones (in Mumbai) now and is soon going to get rolled out to 3 more.

· WHO consultants don't do independent touring alone in the field. If Dr. More wants to go to and see things up close, he'll go with someone else in the City TB Program and go to the field. That way, both he and the officer he goes with will have independent views on what they see. If Dr. More sees something, he may report to the state officer, but not to someone in the City program. 

· Dr. More works with 5 medical colleges to convince them (and their graduates) to follow WHO policy and the standard regimen. He sets up workshops and presents to faculty and students. At medical colleges, he believes that 90% of them follow WHO policy. He knows their following policy because the lab supervisor sees the drugs a patient is given and matches that up with the diagnosis.  The lab supervisor has to figure out what happens with drugs for each patient

· I asked Dr. More about the biggest challenges facing Mumbai's TB control program, and he listed the following:

· MDR-TB and HIV/TB co-infections. So far, XDR-TB is so rare, that they have not addressed it.

· Too many patients take private treatment and don't go through the official government system. 
· This happens a lot once patients believe they're resistant to first-line drugs treatment (i.e., they don't see their condition improving) since the official policy is that they have to wait four months before receiving new treatment, and they don't want to wait. The policy requires the wait because you need to take the treatment continuously for 4 months to prove treatment failure. Doctors give out all different combinations of drugs. 

· In Mumbai, there are more than 500 combinations that some doctors will give, and they'll give a combination of first-line and second-line drugs. Not all doctors follow the rules. There's a reason for this. The doctors want to keep the patients as "their patients," so they get paid. If they refer patients to government facilities, the government gets paid. But, the doctors may not have the appropriate equipment or follow WHO policies (e.g., directly observed treatment)

· There are a lot of doctors who claim to treat TB, but don't know what they're doing. Dr. More said, "Go to any slum, and you'll find a lot of quacks." These doctors prescribe drugs inappropriately in a manner that can increase drug resistance. They are doctors, but they don't care and do whatever they want. For instance, some of them start patients immediately on category 4 drugs, i.e., drugs that are meant for patients that struggle with first-line drugs, instead of following the WHO policy.

· Migrating population is a challenge. The Mumbai system tracks each TB patient individually. Many people go back and forth between the city nad rural areas, and it's challenging to keep track of those patients. It makes the default rate – the % of patients that the TB authorities can't confirm to have completed treatment – high. 

· I asked Dr. More how he determines whether the TB program he's overseeing is working well or not. He said that he does the following things to check:

· Default rate: they look at the percentage of people who begin treatment but don't complete it. When they see a high default rate, they know there's a problem.

· Bad categorization for treatment. They'll randomly selected 3 patients at field visits and ask them whether the doctor had asked them whether they had ever taken TB drugs before prescribing TB drugs this time.

· Check for misdiagnosis. They randomly selected 42 patients in otherwise "good" and "bad" (on other TB metrics) districts in each state and interview them about their process of diagnosis and treatment to determine whether policies are being followed.

· Cure rate: Are people who are diagnosed with TB ultimately cured? A low cure rate is a bottom line measure to demonstrate there's a problem that needs to be looked into.

· Lab check: random rechecking of slides to see if diagnoses were correct.  This check is performed by WHO consultants.

· I asked Dr. More about the Global Drug Facility, the part of the Stop TB Partnership that provides drugs to national TB programs, and the part which GiveWell has focused on in our review. He said that he's not familiar with their monitoring and he doesn't work directly with them. Certainly, at the local level, the people I'm meeting with won't know about the GDF. GDF deals with the national level, and the national level distributes drugs to the areas of the country which need them.

Dr. More and I then went to meet with Dr. P. S. Keskar, the City TB Officer in Mumbai. Dr. Keskar is in charge of Mumbai's TB control program.

· She explained how the process for treating patients works.  Whenever a patient with a cough comes to a facility, we start the patient on treatment. Then, we do a sputum test for TB and check it later. If it's positive, we keep the treatment going. Sputum negative means that we need to do more investigation on what the patient has, but he/she is not contagious.

· Some patients drop treatment midway because it's long. Then we get re-treatment cases.

· Our goal is to detect 70% of TB cases and cure 85% of patients. We have an independent estimate of the number of TB cases we should expect given our population and then divide the number of cases we detect by that figure to assess our progress.

· Since 1999, the Mumbai program has treated 232,000 patients for TB. 

· Under Mumbai City Corporation, there are 6 officers/doctors who report to Dr. Keskar, one for each zone in Mumbai. The doctors oversee the participants in the TB control efforts: DOT-specific centers, NGOs, medical colleges, government hospitals, and private practice. 

· The centers or doctors get their supply of drugs from the Mumbai City TB program. The program gives the boxes of drugs to a center or doctors near the patient's residence so he can continue his directly-observed treatment.

· I asked Dr. Keskar whether she had adequate supply of drugs. She said that they have enough drugs.  Dr. More added that the national level gives 10 months of stock to the state based on monthly consumption figures. The state keeps 3 months stock with them and give 7 months of stock to the district. The district keeps 3 months stock with them and gives 4 months stock to DOTS centers. A health center has 2 months stock: 1 month for utilization and 1 month for buffer. This is a national policy. Anywhere in India, each district will have this cycle. This is how it is.
· She added that, in Mumbai, medicines are available privately as well, and are taking on their own, not through the system, and when they come to the system, we ensure that regular treatment is there, but if they get treatment from the outside, and can't continue b/c it's costly. 

· Dr. Keskar told me about her monitoring system. Each center gives a report to the district, and each (of the 6) district to the city. (Dr. Keskar showed me a sample report.) A key focus of her assessment is the number of cases reported. She has the target % of cases to be tracked and if not enough are there, she looks into the problem.

· I asked Dr. Keskar about challenges she faces. She said:

· One issue is that Mumbai has health officers and once they learn from her, they move on to other programs. 

· She needs funds for an electronic media campaign focused on behavior change, to encourage people to come in to clinics and receive appropriate treatment. For instance, people start to feel better at 1 month as symptoms go away, but they need to complete the full 6 months of treatment to reduce the possibility of recurrence and drug resistance.

· She said that private sector drugs and doctors, especially in the slums, are challenging. "They just prescribe whatever they want and that spreads resistance."

· Dr. Keskar took me to see the stockroom where they keep drugs. I asked how they monitor that drugs are good quality.
She said:

· The labs take a random sample and check the quality of the drugs.

· Also, there's a national-level random inspection of drugs in different places around India. They come in and just ask for samples.

· If a drug is found substandard, we get a report and remove the batch.

Next, Dr. Keskar, Dr. More, and I went to a TB center in the Zone 2 Mumbai, near Dadar. This is a local center where patients who live in the area come to receive treatment. This is the TB center for approximately the 500,000 people who live in the area.

· I asked about the details of TB treatment: how does tracking work, how does monitoring work. 

· Dr. More explained: each patient who starts RNTCP (the acronym for India's national TB treatment program) treatment is registered with a TB number. This is entered in the TB register. Each Senior TB Treatment Supervisor is responsible for 5 lakh (500,000) population. His job is to monitor each patient. He has to register each patient who starts on treatment, and he has to track until the final outcome and patients' at 2 months, 4 months, and 6 months. Every month, he visits each health centers in his area, and goes through all the patients' drug cards and checks all the sputum test references to make sure everything looks good.  Roughly, the outcome for 5% of patients is that they die and another 5% default (i.e., don't finish treatment). This could happen because they move, but then the TB Treatment Supervisor is supposed to put them on a transfer list and pass off responsibility to an officer in the other region.

· An assistant brought out one patient's box of drugs to illustrate the monitoring process. During this process, Dr. More illustrated how he'd check this particular patient's records to show me how it works:

· Each patient who starts treatment gets his own box of drugs. The box has a schedule for when each set of pills must be taken. The patient comes to the clinic to take drugs on the appropriate day.

· The clinic keeps all the used drug wrappers in the box so that the someone else can come and count the remaining pills and compare that to a card filled out to show what the patient has/should have taken. 

· If a patient doesn't show up when he's supposed to, a worker visits him at his home to check.

· I asked Dr. More if he is worried about bad data, e.g., a worker entering fake information into the card. He said it would happen but because of (a) all the double checks (i.e., checking wrappers against treatment cards) it would take more falsification. And, (b) there's also monitoring of random patients to determine if anything is wrong.  Two districts are selected for random sampling. Each patient has a treatment card (one person, one card); there's a treatment register (one for the supervisor who has 5 lakh population with serial numbers), and a lab register (for all lab results). On treatment card, person has to write results of lab results on treatment card and write name and # of lab on card. This is then verified with lab register. So, the data is coming from different sources and needs to match up.

We next went to visit a TB-dedicated hospital. This hospital is running a pilot MDR-TB program for 17 patients. 

· The people I met with there told me that a challenge for treating MDR-TB is that they need to ensure adequate food for MDR-TB patients. That's a challenge.

· I asked the head of the MDR-TB program at this hospital if he thought the WHO recommended approach to MDR-TB was good and he said yes.

· The hospital did not feel like a developed-world hospital. The halls were very dark. The MDR-TB wing consisted of two rooms – one for men and one for women – each with approximately 10-15 beds. I didn't see any equipment in the rooms; there were no dividers between beds. Patients were mostly just laying in their beds, sometimes visiting with family members. Several stray dogs were sleeping inside the hospital, especially in the stair wells.
· The hospital director mentioned that the microscopes here are 10 years olds and need to be replaced. 

