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Executive Summary 
Overview 
This report presents the findings of a summative evaluation of LHL International Tuberculosis 
Foundation's (LHLI) Health Communication Project (2010-2014). The principal aims of the 
evaluation have been to assess the impact of the Health Communication Project on the 
target groups. In doing so the team has aimed to explore in further detail the 
operationalization and implications of the Health Communication Trainings and TB Patient 
Friendly Booklet,1 which constitute the two main project deliverables.  

The key issues of focus of the evaluation have been: 
• The results achieved to date (2010-present) according to the project goals, 

objectives, indicators and expected results; 
• The impact of the project (What has changed? For whom? How Significant was it?); 
• The status of project activities (TB health communication in all of LHLI partner 

countries); 
• LHLI and partners roles and contributions to the project activities; 
• The degree to which LHLI health communication concept is a useful and effective 

tool; and 
• The sustainability of the project activities in the partner countries. 

Methodology 
The evaluation was conducted by a team of four consultants, two international and two 
national (The Republic of Sudan2 and the United Republic of Tanzania3), and one quality 
assurer; in addition, the support of REACH Trust was sought for the gathering of original data 
in Malawi. REACH Trust conducted interviews, based on a questionnaire designed by the 
evaluation team, with 5 patients and 5 health care practitioners who had been trained in 
heath communication.  

The evaluation review has included a desk review and a field component with visits to 
Tanzania), (February 13-15 and 19-22, 2014, with additional field research conducted in both 
Dar es Salam and Kibong’oto during the period 17-21 March) and Zambia (15-19 February) 
and Sudan (February 25-March 4, 2014). During the field visits the team conducted individual 
interviews, focus groups and group interviews with LHLI partners, health care practitioners, 
treatment support volunteers, and TB patients (former and current). In addition, the team also 
witnessed treatment practices, and information dissemination efforts (i.e. theatre 
productions), Q&A sessions at health care facilities). Our focus was on both factual 
explanations of procedures and experiences as well as perceptions of the different 
experiences and interventions.  

Main conclusions 
• Health Communication Training: Throughout the evaluation process the Health 

Communication Training has been consistently lauded as an asset to treatment care 
by both medical practitioners and treatment support volunteers. Those trained 
highlighted that the training had provided them with skills to improve their ability to 

                                                
1 The TB Patient Friendly Booklet designed and developed by LHLI, in collaboration with local partners, which 
forms part of the Health Communication LHLI programme is referred to as the TB Booklet throughout this report. 
2 The country is hereafter referred to as Sudan. 
3 The country is hereafter referred to as Tanzania. 
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provide care and support to TB patients, and also facilitated their ability to perform 
their duties generally, deal with colleagues and even improve their personal 
relationships.  Trained respondents stressed that their ability to both understand the 
needs of patients (more broadly the needs of someone else within or even outside 
the work environment) and also their role in the communication process has markedly 
improved. Coverage of the LHLI project is relatively small considering the needs in 
each of the countries where they work. A challenge for the health communication 
work is the ability to scale it up. As the project moves forward, conducting project 
elements with well established evidence-based repeated rigorous data collection 
(quantitative and qualitative) will fortify the project and permit both adaptation to local 
conditions, and an improved understanding of the challenges faced and the impact 
made. Such studies will require the collection of baseline data and iterative controlled 
measurements throughout the project cycle. 

• The Training-of-Trainers (TOT) approach and material: Interviewees, both 
trainees and trainers, from all country case studies consistently commended the 
material used for the training as both innovative (i.e. different from the material and 
approaches they had experience with) and effective. One element that is important to 
note is that the general effectiveness of the TOT approach is highly dependent on 
refresher courses, and on the job support. The system to identify trainers and support 
them directly is a good idea in terms of scaling up. However, its effectiveness seems 
to vary greatly on the degree of commitment by the implementing partners and on 
their understanding of how much refresher/on-the-job training is required. These 
needs are directly dependent on the existing capacity, which varies from case to 
case. That means TOTs alone are rarely sustainable and hence, LHLI needs to find 
approaches to support the process in the long term (i.e. sustainability of the TOT). 

• The TB Booklet: The TB Booklet is a key TB educational tool to ensure adequate 
health care, support compliance with treatment, and to ensure that patients normalize 
their life as soon as possible. The type of TB Booklet provided by LHLI is a first in 
terms of actively engaging patients in the development of a patient focused tool and 
also in that it focuses on the empowerment of patients though the provision of 
information relevant to their own care. In this way the TB Booklet serves to empower 
a group (patients) by allowing them to understand and support their own recovery 
process. TB patients are very often disempowered both because they tend to belong 
to vulnerable communities, but also because the disease itself has further 
disempowered them, hence, the TB Booklet can be a key support tool. In Tanzania 
and Zambia some TB patients and former patients equated this tool with a “shield” 
(against stigma) to help them educate family, friends, co-workers and the community 
at large about what the real risks are and therein- were able to avert some of the 
stigma experienced. The “shield” description was not used in Sudan, but the TB 
Booklet was seen as a way to decrease the stigma attached to having TB. One of the 
main challenges in using the TB Booklet is the issue of language and literacy. The 
current system relies on treatment support volunteers and/ or family members to work 
with patients who cannot read themselves. This appears to often work well and some 
argue is positive because it fosters a stronger relationship between the person with 
TB and the person who reads the content of the booklet. However, others argued that 
having to rely on someone to read to the patient was disempowering for the patient 
by making them fully reliant on a third party. Due to the latter findings exploring other 
avenues to convey the message to illiterate patients could yield further beneficial 
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results, for example, pictograme based shorter version of the TB Booklets. Doing this 
might help in empowering illiterate patients in a similar way as is the case with more 
literate patients today using the current approach. 

• Partnerships: Working with multiple partners as a multi-pronged approach that 
includes health care practitioners and treatment support volunteers enables a more 
cohesive approach to supporting patient care, which works well. In all cases the 
support of TB patients did not fall solely on one entity, but rather was shared amongst 
institutions, which complemented each other. In some cases LHLI directly engaged 
with multiple agencies and in others engaged with one institution, which engaged with 
multiple institutions. Both models of work function well; ultimately what appears to be 
important is that both the Health Communication Training and the TB Booklet is 
accessible to different groups (i.e. heath care workers, treatment support volunteers, 
community leaders, TB patients, etc.). 

• Volunteers: The utilization of treatment support volunteers as part of projects to 
support patient recovery (i.e. community DOT, co-patients) appeared to be highly 
positive in both ensuring that the workload of health care professionals is reduced 
and they are therefore, better positioned to use the knowledge they gained in the 
Health Communication Training (have more time to dedicate to patients); and in 
supporting patients to follow their treatment plan and return to their normal lives as 
much and as soon as possible.   

• Delivery of the TB Booklet: The benefits of the TB Booklet are contingent on the 
timely delivery of the tool to the TB patients and their ability to read (illiterate patients 
can struggle finding someone to read it to them and to absorb the information read to 
them). In all cases the timely delivery of the TB Booklet appeared, based on a very 
small sample of interviewed patients and treatment support volunteers, to be a 
problem. This could be coincidentally only the experience of the patients interviewed 
during this evaluation with other patients receiving the TB booklet at the start of their 
treatment, still it might be worth exploring this further. These delays were experienced 
although there are distribution guidelines in place, which stipulate that TB patients 
should get the TB Booklet at the time they start treatment.   

• Collaboration between partners: The Tanzanian experience showed that there was 
a very positive collaboration between Temeke medical facilities and Mukikute, where 
both appeared to see the value of each others work. In Zambia, although LHLI works 
with only one partner (i.e. CHEP). This counterpart had very good relationships with 
both government and non-governmental relevant actors. This was also true in Sudan, 
where the collaborative agencies were well matched in their skill sets and missions. 
This shows that the potential to capitalize on state and civil society capabilities exists, 
and is a valuable tool at LHLI’s disposal. 

• Collecting M&E data: Monitoring and recording the progress of the Health 
Communication Project is an important aspect of knowing how the effort functions 
and what can/should be changed in order to improve the work done. Efforts to 
systematically collect data from all interventions are worthy of attention. Each country 
has a different experience regarding what elements work or not in order to promote 
the collection of data. Therefore, efforts need to be tailor-made to the specific context 
and should include control groups in order to more accurately assess what the 
contribution of the different project ‘s elements is. 
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Recommendations for LHLI 
• LHLI needs to explore how to further strengthen their advocacy efforts to ensure the 

Health Communication Training becomes part of the standard curricula for health 
care practitioners. It is important that the relevant authorities (i.e. ministries or 
agencies tasked with TB issues) of LHLI’s partner countries recognise the Health 
Communication Training as an asset. Given the limited capacity LHLI has, this could 
have consequences for the institutional ability to provide direct support to partners as 
they have done until now. In all countries visited partners agreed that the Health 
Communication Training and the TB Booklet are an asset, hence, it could be a good 
opportunity to explore how LHLI might expand into advocacy. Health Communication 
Trainings should continue while efforts are underway to ensure that it becomes part 
of standard training practices within the country, this could include the identification of 
additional LHLI partners. 

• Opportunities to expand the use of the TB Booklet are multiple and should be 
explored; these could include how to make the information contained in the TB 
Booklet accessible to a wider range of the population (i.e. community centres, health 
care posts and hospitals, sport clubs, churches, and schools). The production of the 
TB Booklet is very costly and therefore, it could be interesting to explore cheaper and 
innovative approaches to have key information currently in the TB Booklet more 
widely available and accessible. This could include media campaigns (TV and radio 
spots), the use of community educational theatre productions as well as less formal 
efforts such as painting key message murals on the sides of public buildings, using 
posters, etc. Overall, the important issue is finding ways to diffuse information more 
widely and in creative and innovative ways. Clearly some of these efforts are more 
costly than others and this too should be considered when exploring opportunities. 

• The TB Booklet is a very good tool for those who can read its contents or have 
access to people who can read it on their behalf. However, the tool loses 
considerable value in areas with high rates of illiteracy. Hence, having a version of 
the TB Booklet that relies more heavily on pictograms could be an opportunity worth 
exploring. Similarly, supporting the development of a Booklet to support the care of 
MDR-TB patients is also worth exploring. MDR patients have specific needs and 
hence, catering to these could be a valuable asset to their care and recovery. In 
addition, evaluating ways to decrease the cost of printing the TB Booklet need to be 
explored. 

• In countries where TB Booklets are available in multiple languages, it is important to 
ensure that the languages are widely read by the patient groups. A protocol to 
determine which TB Booklet should be given to the patient should be based not on 
what the patients “mother tongue” is, but on which language he/she is most 
accustomed to reading. In the future, before efforts to translate a TB Booklet are 
made, LHLI should carefully explore the cost benefits of the endeavour to ensure that 
the investment merits the benefit.  

• The use of the TB Booklet and Health Communication Training seem to complement 
each other well. Therefore, efforts should be made to ensure that both tools are used 
along side each other to achieve best results.  

• The Health Communication Training-of-Trainers (TOT) material was lauded as useful, 
as was the approach to training. It is important that mechanisms to support on-going 
and long-term refresher systems are put in place and supported to ensure that the 
knowledge gained through the training becomes adequately internalized. This has 
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been done so far, but it is important to highlight that the long-term success of the 
effort is highly dependent on this type of activity.  
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1. Introduction 
Tuberculosis (TB) remains a major global health problem. In 2012, an estimated 8.6 million 
people contracted TB and 1.3 million died from the disease (including 320,000 deaths among 
HIV-positive people). The Millennium Development Goals (MDG’s) for TB control (Goal 8) is 
to halt and reverse the epidemic by 2015. The project evaluated here is one contribution 
towards that objective. 
1.1 Goal of the Evaluation 
LHL International Tuberculosis Foundation's (LHLI) Health Communication Project under 
evaluation has operated in Nepal, Malawi, Sudan, Tanzania and Zambia.4 This evaluation 
has focused on the 2010-2014 time period, although, the project has existed since 2006. The 
main purpose of this summative evaluation has been to assess the effect of the Health 
Communication Project on the target groups. In order to accomplish this, the evaluation team 
has looked into the operationalization and implications of the Health Communication 
Trainings and TB Booklet that constitute the main components of the project. The key issues 
of focus in this report are: 
• Results achieved to date (2010-present) according to the project goals, objectives, 

indicators and expected results; 
• Impact of the project (What has changed? For whom? How Significant was it?) 
• Status of project activities (health communication in all of LHLI partner countries); 
• LHLI and partners roles and contributions to the project activities; 
• Degree to which the LHLI health communication concept is a useful and effective 

tool; and 
• Sustainability of the project activities in the partner countries. 

1.2 Methodology 
This evaluation was conducted by a team of four consultants, two international and two 
national (Sudan and Tanzania), and one quality assurer; in addition, the support of REACH 
Trust was sought for the gathering of original data in Malawi. This evaluation has been 
anchored on the Utility-Focused Evaluation (UFE)5 approach in an effort to ensure that 
beyond the key questions proposed in the ToR and the tools to gather data used, the 
evaluation team is made aware of the client’s expectations, besides uses and prospects for 
the evaluation findings.  

The evaluation review has included a desk review and a field component with visits to 
Tanzania (February 13-15 and 19-22, 2014, with additional field research conducted in both 
Dar es Salam and Kibong’oto during the period 17-21 March) and Zambia (15-19 February) 
and Sudan (February 25-March 4, 2014). The field visit to Zambia only allowed for 2 working 
days with the team on the ground. During the field visits the team conducted individual 
interviews, focus groups and group interviews with LHLI partners and health care 
practitioners such as nurses, doctors and other medical and hospital staff; TB patients 
(former and current) and TB patient support volunteers. In addition, the team also witnessed 
TB treatment practices, and TB information dissemination efforts (i.e. theatre productions, 
Q&A sessions at health care facilities, treatment support volunteer meetings with patients). 
The focus of the field data collection was on both factual explanations of procedures and 
experiences, as well as perceptions of the different experiences and interventions.  
                                                
4LHLI internal documents provided this baseline information; referencing not possible given the information 
available. 
5 Michael Quinn Patton: “Utilization-focused Evaluation”. Chapter in Stufflebeam, Madaus & Kelleghan (eds.), 
Evaluation Models.Kluwer Academic Publishers. Boston: 2000. 
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The evaluation staffs also interviewed, via Skype, key staff from the Malawi and Nepal 
projects, as well as staff from the Oslo LHLI headquarter. In addition, the team reviewed 
evaluation data from Nepal and used survey data from a limited number of patient (n=5) and 
health worker (n=5) surveys conducted on the evaluation team’s behalf in Malawi by REACH 
Trust. Meetings with headquarters’ core staff responsible for this evaluation were held via 
Skype and in person during the evaluation process. These meetings and discussions served 
to support the team’s understanding of the material gathered. For a full list of respondents 
please see Annex 2.  

The report is structured as follows: First, an introductory section (Section 1), which includes a 
general background on the project, the objectives of this evaluation and the methodology 
used. Section 2 focuses on the main findings in each country and by partners. Section 3 
provides some general conclusions that are based on the learning experience of all 
countries, and Section 4 provides key recommendations for LHLI. Recommendations for the 
different partners are found in Section 2 following each respective section. 

1.3 LHL and LHL International (LHLI) 
LHL (The Norwegian Heart and Lung Patient Organisation) was established in 1943 by and 
for people affected by tuberculosis (TB). LHL expanded its engagement to other countries in 
the 1980’s. In 2013, LHL established a foundation: LHL International Tuberculosis 
Foundation (LHLI) to both continue and further develop engagement in the fight against TB. 
LHLI’s partners include patient organizations, health authorities and research institutions. 
LHLI’s main objectives are to: 
• Ensure the right to life and good health for people infected with TB; 
• Ensure patient participation; 
• Prevent discrimination of people with TB; and 
• Combat TB and stop the infection. 
 
The Health Communication Training Project under review here is one of the efforts led by the 
LHLI.  

1.4 LHLI Health Communication Project 
The Health Communication Project includes two main elements: the Health Communication 
Training for health care practitioners and treatment support volunteers, and the development 
and distribution of a TB Booklet designed to support patient care by both supporting the 
provision of information by health care practitioners and treatment support volunteers to 
patients, and making information more directly accessible to patients.  

The main goal of the project, as outlined in the LHLI Plan documents (2010- 2014), has been 
to enable “TB patients [to] better control their health and life due to increased knowledge and 
improved relation with the health care professionals.” In line with these goals the expected 
results have included: 
• Expected Result 1: A course manual for trainers in health communication is 

developed and distributed to partners and being used to train health workers in 
respective countries. 

• Expected Result 2: Competent trainers are actively involved in the training of health 
professionals in the respective countries. LHLI staff is building competence in order to 
facilitate and lead Training-of-Trainers (TOT) courses in health communication and 
management of emotions, without the assistance of external consultants. This 
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competence building is taking place along with the development of the training 
manual. LHLI consultants will facilitate and lead the TOT courses and enable 
participants to train health workers in own local settings. 

• Expected Result 3: Evident measures of reduced delay in TB diagnosis, stigma and 
default due to the interventions. 

• Expected gender related result: Greater awareness of treatment opportunities among 
female TB-sufferers with improved case finding and treatment outcomes for female 
TB-patients. 

In order to achieve these results, LHLI has worked with local partners in each of the 
countries where the project is operational. In each country LHLI has endeavoured to build 
ties with both civil society organizations and government agencies. The efforts made to build 
relationships with a broad base of partners has been relevant because the treatment of TB 
requires a broad range of skills and expertise, which in the countries studied are not covered 
by the government alone. While government entities provide the medical support, the 
extended patient support in all countries, which are part of this evaluation, depended on the 
support of non-governmental actors.  

The Health Communication Training 
The goal of the Health Communication Training has been to improve the care provided by 
making patients feel better understood, better cared for and hence, more willing and able to 
support their own recovery. The Health Communication Training has included Training-of- 
Trainers (TOT) which has followed a methodology and content designed by LHLI and been 
originally led by LHLI staff, but over time including an increasing number of local trainers. 
The training has aimed to support a cascading effort where regular refresher training and on-
the-job mechanism are used to support the implementation of better health communication 
practices amongst a larger group of health care practitioner staff. The Health Communication 
Training has targeted both health care practitioners such as doctors, nurses, and medical 
assistants working with TB patients; and other trained health care providers who interact with 
TB patients directly (i.e. lab technicians, health coordinators, etc.); as well as TB treatment 
support volunteers working with patient organizations.6 As part of this endeavour, training 
materials (manuals) have been produced.   

The TB Booklet 
One of the challenges outlined by respondents and faced in the countries visited was the 
lack of awareness, prior to the LHLI work, regarding what is essential to communicate to TB 
patients and how to communicate information to patients in order to better ensure they follow 
the TB treatment plan accordingly. In an effort to support this aspect of treatment care, LHLI 
has developed a series of TB Booklets that aim to provide patients with key information 
regarding TB generally, as well as their treatment and recovery and simultaneously support 
health care practitioners in the information delivery process. The TB Booklet is individual to 
each country, but follows a common development process, which is firmly rooted in extensive 
consultation with end users including health care practitioners, treatment support volunteers 
and patients.   

Although, the core material of each TB Booklet is the same (i.e. the type of medical 
information provided), country specific adaptations have been made in each case and 

                                                
6These institutions are often registered civil society organizations that depend, to a large extent or solely, on 
volunteers. In some cases, the volunteers are exclusively former TB patients, while in other cases this is not so. 
The work of such institutions is delineated throughout the report where applicable. 
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include changes in the graphics included, patient cases, and other aspects such as foods 
that should be eaten, approach to care used, and lay out. The issues emphasised were 
based on the consultation conducted during the development phase. In Nepal, the TB 
Booklet is composed of a single volume available in Nepali. In Malawi, the TB Booklet is a 
five-volume tool available in Chichewa. In Zambia, the TB Booklet is a five-volume tool, 
which is currently being restructured as a single volume tool. The single volume tool will be 
ready for distribution in 2015. In Zambia, the TB booklet is available in English as well as in 
Bemba and Lamba. In Tanzania and Sudan, the TB Booklet is a six-volume tool available in 
Swahili and Arabic, respectively. In all countries the booklet was also drafted in English. The 
English version was used during the drafting and design process, but is not used to distribute 
amongst patients. The exception is Zambia, where the booklet is available in two local 
languages (Bemba and Lamba), as noted earlier, and in English and all versions are actively 
distributed amongst patients. The TB Booklet is not intended for the direct use of illiterate 
persons. In some countries, the development of the TB Booklet process identified multiple 
TB Booklets as a better option (less threatening) in environments where reading is not 
common; while in other cases, multiple TB Booklets were seen as more problematic (more 
chance to lose one or more of the sub-Booklets) than a single volume. The discussion pro 
vs. against single versus multiple volume TB Booklets varied and the argumentation seemed 
to lean towards a simple preference, meaning, some “liked one format over another” rather 
than citing costs or efficiency or effectiveness - as arguments for or against can be made for 
both options. In Zambia, they are currently transitioning from a five-volume to a single 
volume TB Booklet. The feedback that led to the change highlighted that a single booklet 
covering all topics would be more user-friendly and ensure that the patients receive all the 
knowledge at the right time. Handling 5 smaller booklets added confusion as to what to read 
when, and also, in some cases some patients might not receive all booklets resulting to a 
gap in information delivery. 

The TB Booklets are intended for patients who have been diagnosed with TB and is used by 
patients, as well as by patient supporters (i.e. treatment support volunteers,7 family 
members, etc.) and by medical staff (i.e. nurses, medical assistants) as a tool to support 
knowledge delivery regarding TB from contraction (infection) through treatment and cure. 
The TB Booklet focuses on medical issues that are of concern to TB patients and that can 
support both the patients’ ability to normalize his/her life as soon as possible, as well as to 
ensure that he/she has the best possible chances of recovery; and touches upon Multi-Drug 
Resistant (MDR) TB and HIV, but it is not specifically focused on MDR patient needs.  
  

                                                
7Treatment support volunteers play a key role as TB patient supporters. Treatment support volunteers support 
patients by working with them to better understand the content of the TB Booklet, supporting their treatment (i.e. 
helping them access medication, ensure that medication is taken) and by building awareness about TB amongst 
the general population.  
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Figure 1: Cover of Sudanese sub-Booklet and Page 1 of Book 1 from Tanzania 

 
 
As Figure 1 illustrates, the graphics from each of the TB Booklets has aimed to reflect local 
depictions of “reality” in an effort to make the information more accessible and increase a 
sense of local ownership. 

Figure 2: Different presentation of similar content in TB Booklets. 

 
 

 
Figure 2 shows the Malawi TB Booklet along side its Nepali counterpart. Although, the 
sections are tackling the same issue, and overall the section contains the same general 
medical information, the approach to delivery and drawings are different. 

The TB Booklet and Health Communication Training are two elements that work in 
conjunction towards improving the chances of recovery amongst TB patients. The general 
relationship between actors and tools is depicted in Figure 3.8 
 
  

                                                
8 This diagram does not depict the experience in all countries, but rather is illustrative of the possible and ideal 
relationships. 
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Figure 3: Relationships between actors and tools as supported by LHLI health communication. 
 

 
 
As Figure 3 shows, the Health Communication Training aims to target both health care 
practitioners and treatment support volunteers simultaneously, and those trained also have 
access to the TB Booklet. The idea is that the training and the TB Booklet together enable 
the provision of better care of the patients by ensuring that individuals working with patients 
have both better communication skills to relate to each other and to patients (the training), 
and an information source (the TB Booklet) that is accessible and caters to local needs. The 
patients also receive the TB Booklet directly, but health care practitioners and treatment 
support volunteers who are familiar with the content of the TB Booklet and are able to work 
through the material with the patient, support the use of TB Booklet by patients.9 Patients 
either have the support of a volunteer who works with them directly and/or get their 
medication from a health care facility where information sessions discussing the content of 
the TB Booklet are conducted regularly.10 

Overall, the following quantifiable achievements have been attained by the project: 
• 25 staff  members from partner countries were trained as trainers in health 

communication in 2011 (The training was conducted in multiple sessions over a 6 
month period between July – Dec): 6 trainers from Malawi, 3 from Tanzania, 6 from 
Zambia, 8 from Sudan and 2 trainers from Nepal;11 

• The two trainers in Nepal have trained about 20 health workers in Kathmandu as 
trainers to train treatment support volunteers in basic communication skills and use of 
the TB Booklet with patients. 

By the end of 2013, the aforementioned trainers had successfully imparted lessons to: 
• Zambia: 230 nurses and 103 treatment supporter volunteers; 
                                                
9One exception amongst countries visited was Kibon’goto where health care practitioners were trained, but did 
not have access or even know about the Booklet.  
10 In Sudan there was no evidence that regular information sessions were conducted by health care practitioners.  
11There are 3 additional trainers in Namibia, a former partner country. 
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• Sudan: 260 health workers and 815 treatment support volunteers; 
• Tanzania: 271 health workers (160 Temeke and 111 at Kibong’oto hospital) and 170 

treatment supporters volunteers; 
• Nepal: 82 health workers and 490 treatment support volunteers; 
• Malawi: 165 health workers (105 in Dowa and 60 in Lilongwe district). Treatment 

support volunteers from Paradiso will start training in December, 2014. 
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2. Implementing health communication: The country experience 
In this section we present the experiences of each of the countries visited during the 
evaluation process. In addition, we also provide a limited overview of the experiences of 
Malawi and Nepal which were not visited, but where some data was collected by phone and 
through email exchanges. Each section below introduces the country context,12 provides 
some general findings that are not partner specific, and then moves on to partner specific 
findings. Some limited conclusions are provided for each country case. 

2.1 Tanzania 
2.1.1. Country background 
In Tanzania the National Tuberculosis and Leprosy Program (NTLP) under the Ministry of 
Health was launched in July 1977. The Program is charged with facilitating early diagnosis, 
treatment and cure of TB and leprosy patients. The aim of the Program is to reduce the 
incidence and prevalence of these diseases and reduce physical disability and psychosocial 
suffering caused by them. The overall goal of the institution is to eradicate the diseases 
completely. Tanzania was the first country in the world to successfully combine the control of 
TB and leprosy into a single program.13 More recently, decentralization and coordination of 
TB services has been strengthened by deployment of District TB and Leprosy Coordinators 
(DTLCs) and TB/HIV Officers. By December 2012, there were 166 DTLCs and 97 TB/HIV 
Officers at district level.14 The financial commitment by the government, however, is still low. 
In 2012, the NTLP’s budget was US$ 11 014 254 of which less than 2% was allocated by the 
government. The primary donors have been the Global Fund (62%) and Centre for Disease 
Control (22%).15 According to the WHO data from 2012 the incidence rate of 165/100 000 is 
a noted decline from more than 226/100 000 recorded in 1990. There has also been a 
notable decline in deaths from TB from 39 per 100 000 in 1990 to 13 per 100 000 recorded in 
2012.16 

Adding to the financial challenge, lack of general knowledge regarding TB appears to 
contribute to nurses not wanting to be DOT nurses in the first place. To this end, not only the 
Health Communication Training but also general knowledge on TB is important. The 
Tanzanian NTLP, as well as representatives from other relevant government offices 
interviewed, all recognize the shortcoming in knowledge amongst medical staff particularly as 
it pertains to health communication, and highlight that training in health communication 
should be a central component of general training in the future.  

At the community level, a clear challenge is the stigma that TB patients experience. In many 
cases, their families and friends reject them, and they even loose their jobs once diagnosed. 
Husbands sometimes send their wives back to their village of origin when they are found to 
be ill. Once they are well they find their husbands have moved on and married someone 
else. This is one example of many where the patient is discriminated against to the point of 
suffering economic, as well as social, consequences from the disease.  

                                                
12 Data made available by WHO has been used in all, except in Tanzania where the WHO did not have available 
a country fact sheet. More detailed information has been provided for the countries where more in-depth studies 
were conducted. 
13 http://ntlp.go.tz/ 
14 URT (2013) 
15 URT (2013) 
16 For data see: http://www.who.int/entity/tb/country/en/ 
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2.1.2. LHLI partners in Tanzania 
In Tanzania, LHLI works with three different partner agencies: Two of which are based in Dar 
es Salam, Mukikute and Temeke Tuberculosis and Leprosy Programme (TTLP), and 
Kibong’oto Hospital, which as the name indicates is located in Kibong’oto. The experiences 
of each are delineated below. It is important to note that while findings have been attributed 
to the individual organization, some of them may very well translate to the experiences of 
another partner or event in another country. Overall, the relationship between the 
government agency and civil society (i.e. Temeke Municipality TB and Leprosy Program and 
Mukikute) seemed to be a strong one and one that worked well in a collaborative fashion.  

In the context of this project it is also important to note that in Tanzania, the NTLP has 
funding to print the TB Booklet allocated by the Global Fund. However, it is unclear how 
much funding they will have in the future and if the funding available will be sufficient to 
supply the number of TB Booklets that will be required. Funding from the Global Fund could, 
therefore, be a long-term way to secure financing for the TB Booklet but could also end in the 
reduction or halt  of printing - bringing the effort to a swift end. In this way, it can be argued 
that the printing of the Booklet is currently sustainable without LHLI support, but it is not 
sustainable in broader terms (i.e. without external support). There was no evidence to 
suggest that the government of Tanzania is in a position to take on the responsibility for the 
printing and delivery of TB Booklets over the long-term. However, there is a clear indication 
that there is interest in taking on the Health Communication Training components as part of 
standard medical curricula for health care professionals. Moreover, given the drafting of a 
new strategy (i.e. current NTLP Strategy ends in 2015) pursuing further engagement to 
ensure that the Health Communication Training is incorporated into the national curricula for 
health care practitioners could be timely. Working with the Tanzania Training Centre for 
International Health (TTCIH) located at Ifakar might also be a good option since they are a 
well recognized training institution, and have a history of working with foreign partners. 

2.1.2.a. Mukikute 
Mukikute is a civil society organization (CSO) based in Dar es Salaam which has several 
branches throughout the country. The organization was established by former TB patients 
and is largely17 composed of former TB patient members who work on a voluntary basis 
(unpaid). The organization is involved in a series of activities including awareness raising, 
supporting/encouraging TB testing, targeting most vulnerable groups for testing and care, 
and providing patient support. The organization works in close coordination with other 
institutions including the Temeke Municipal Council to Support the Temeke Tuberculosis and 
Leprosy Programme, which is also a LHLI partner (see below). With LHLI support Mukikute 
is involved in three main areas of work: First, supporting TB patients through their treatment 
process (Directly Observed Therapy - DOT system); second, managing safe houses/centres 
for sex workers and drug users; and third, increasing diagnosis and promoting TB testing. In 
carrying out these activities and providing the corresponding adequate services, Mukikute 
has been able to benefit from the Health Communication Training, which they have received, 
and the use of the TB Booklet which they are trained on how to use and distribute. All 
Mukikute members and staff interviewed stressed that both the training received and the 

                                                
17Until recently all positions, except for a limited number of management and administrative posts, were all filled 
by former TB patients. However, as part of its effort to target vulnerable groups, such as drug users, Mukikute has 
also recruited members who are not former TB patients but are former drug users, for example. The Mukikute 
concept is that by virtue of their experience individuals who belong (or have belonged) in the past to the target 
group (drug user, sex worker, TB patient, etc.) are better able to relate and communicate with the target group.  
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ability to work with the TB Booklet has been an asset and has helped them improve on how 
they perform their duties/provide services. 

Working with TB patients is one of the key areas of work for Mukikute. Mukikute counts with 
a wide network of treatment support volunteers who work with a maximum of three TB 
patients each. Every volunteer is a former TB patient him/her self and is trained on how to 
support patients. They all have a TB Booklet with them, as part of their own kit. The TB 
treatment support volunteers are part of the DOT system in some cases, visiting patients 
daily to ensure they have taken their medication as prescribed, and also conducting meeting 
with one or multiple patients together at regular intervals, often weekly, to discuss the 
disease and care plan. The material found in the TB Booklet, and the needs or concerns 
expressed by the patients, guides the topics of discussion chosen by the treatment support 
volunteers. In some cases, treatment support volunteers choose a topic ahead of time and 
encourage patients to read up on the issue from their own TB Booklets as preparation for 
future discussions. Limiting the number of patients supported by each volunteer to three has 
been done as a way to ensure that treatment support volunteers are not overwhelmed by the 
support they are committed to giving, and are able to adequately support all the patients 
under their care. Treatment support volunteers are also able to provide or support the access 
of TB Booklets for the patients they support.18 In addition, the type of support provided by 
treatment support volunteers is clearly delineated and is designed to support, rather than 
replace, other forms of care; for example, what is provided by medical professionals. 
Treatment support volunteers are not paid, but efforts to support them by identifying and 
supporting income generating activities is one way by which the efforts of treatment support 
volunteers have been compensated.  

Mukikute has also established care centres to support vulnerable groups, such as sex 
workers and drug users. We were told that these centres are places where the target groups 
can access their TB medication, get information on TB, HIV, and other issues (i.e. risks of 
drug use); and are able to have access to minimum facilities such as places to rest, bathe 
and access entertainment such as the television. We visited one such local centre, which 
had a sitting area, a shower room, a couple of rooms with mattresses and a TV, but no users 
were at the facility at the time of our visit. We were informed that the centres also have TB 
Booklets available to be read on site and in this way make the information of the Booklets 
accessible to all who use the facility. However, the only facility visited during the evaluation 
did not have any TB Booklets available in public areas.19 Indeed, none of the TB patients 
interviewed, who were provided support at the centre visited, had been provided with the TB 
Booklet at the time of their diagnosis and a number of them still did not have a TB Booklet at 
the time of the interview.20 

                                                
18This means they can either provide patients with the TB Booklets themselves or they can make patients aware 
of the TB Booklet and tell them where they can get a copy.  
19Notably, LHLI highlights that the TB Booklet is not intended for wider public use, but rather to be given to 
individuals for individual use. 
20All patients interviewed at the centre had been diagnosed and been receiving treatment for a few weeks at 
least, some for some months. When we asked the staff at the centre where the TB Booklets were, they explained 
that those were locked in a drawer for safe-keeping. When we asked when patients who still did not have a TB 
Booklet would be provided one, we were told it would be done “soon”. We were further informed that it had not 
been possible yet to allocate the time on behalf of Mukikute to meet with the patients and provide them with the 
TB Booklet. Although, it was stressed that all meetings to provide medication had been carried out, those to 
discuss the TB Booklet had not been yet scheduled. The responses as to why exactly the meeting to explain the 
TB Booklet had not taken place was evasive and vague alluding to lack of time on behalf of the organization. We 
were explained that the principal purpose of the care centers is to support drug users and sex workers by 
providing them a safe space. But in addition they offer voluntary councelling testing (VCT) for HIV, and those who 
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The provision of TB Booklets to patients after diagnosis and starting of treatment was a 
common occurrence, it seems. Indeed, none of the TB patients interviewed in Tanzania who 
were receiving or had received care and/or support from either Mukikute or Temeke (see 
below) received the TB Booklet at the time of diagnosis or when they started treatment. In 
many cases, the TB Booklet was provided when the patient voiced concerns regarding 
treatment or frustration/fear concerning side effects.   

Efforts to improve diagnosis and support/ encourage TB testing are also carried out by 
Mukikute. In an effort to improve the rate of diagnosis volunteers’ work with communities, in 
some cases, using a house-to-house targeting approach, carrying out testing events in public 
locations and diseminating information at collective village or community events (where 
posters and pamphlets are used/presented). This effort pays special attention to identifying 
women at risk and supporting their access to care. One way by which women have been 
targeted specifically has been through an emphasis on recruiting female treatment support 
volunteers, who are believed to be better suited to target women at risk. In addition, 
treatment support volunteers work with traditional healers. Their work includes information 
provision to healers on the dangers of TB and the importance of early diagnosis, as well as 
the main symptoms. In some cases, work with traditional healers has included teaching them 
how to take sputum samples for delivery at health centres.  

The individuals, both staff and treatment support volunteers, highlighted that the Health 
Communication Training was useful in the conduct of these activities. They stressed that the 
TB Booklet was used exclusively for supporting the care of patients who have already been 
diagnosed and not in efforts to encourage diagnosis. Although some of the messages in the 
TB Booklet are important to promoting diagnosis, for example, the emphasis on the curable 
nature of the disease and the ability of TB patients to live a “normal” life soon after they 
commence treatment.  

On one hand it is understood by Mukikute members that one of the reasons why patients are 
reluctant to seek medical attention for TB is the idea that the disease is a “death sentence” 
and to this end they agreed that the messages in the Booklet are relevant to efforts seeking 
to promote diagnosis; on the other hand, they did not feel that using the TB Booklet was 
appropriate as its original goal was support of patients and not diagnosis. They further noted 
that much of the material to promote diagnosis available to them does not support, in a clear 
and positive manner, the main messages that are important in ensuring patients seek 
medical advice, for e.g. that the disease is treatable. It is important to emphasize that 
Mukikute members do promote the message that TB is curable, but not all messages 
attempting to target patients focus on this message, indeed many of the official posters focus 
on asking potential patients to go to health care facilities, but do not stress that the disease 
can be cured. This, all interviewees agreed, means that some people will not seek treatment 
not because they do not understand they should, but because they are afraid of a positive 
diagnosis and do not see the benefit of knowing their status if it is a death sentence.  

Overall the work conducted by Mukikute is very encouraging and commendable. Some areas 
where their work could be strengthened include: 
• Timely provision of the TB Booklet: All patients interviewed stressed that the TB 

Booklets were very helpful to them and that they would have benefited from having 

                                                                                                                                                   
are TB positive do receive patient care support at the center. It is important to stress that both sex workers and 
drug users are high risk group for TB. 
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the information earlier in their recovery process. Therefore, Mukikute should consider 
instituting an approach or protocol that may enable them to better ensure that TB 
patients receive the TB Booklets after diagnosis, as soon as possible.   

• Wider use of the information in the TB Booklet: All interviewees (i.e. patients, 
treatment support volunteers and members of other organizations) agreed that some 
of the information in the TB Booklet is not only useful to patients, but also for 
encouraging people to get tested. Therefore, Mukikute should consider using relevant 
information from the TB Booklet as a foundation for other activities and using the TB 
Booklet as the resource/backing for the information provided.  

• Working with traditional healers: Mukikute already works with traditional healers. It 
is clear that educating traditional healers on TB and on how they may support, rather 
than restrict, the TB diagnosis and recovery process is a very important component of 
the overall diagnosis and treatment strategy in Tanzania. Therefore, Mukikute should 
be encouraged to continue working with traditional healers and explore opportunities 
to expand their work with these actors.  

2.1.2.b. Temeke Tuberculosis and Leprosy Programme (TTLP) 
The Temeke Tuberculosis and Leprosy Programme (TTLP) is a government programme 
under the Temeke Municipal Council, supporting the health care needs of inhabitants of the 
Temeke municipality, which is one of the three municipalities in greater Dar es Salam. The 
TTLP is responsible for 20 diagnostic and 40 DOT centres. Medical staff, both senior and 
junior, working at the TTLP have received the Health Communication Training, are familiar 
with the TB Booklet, and claim to actively use both the skills gained in the training as well as 
the TB Booklet to support their activities with TB patients. The TB booklet in Tanzania is 
composed of 6 volumes: 1) Introduction to TB; 2) Facts about TB, resistant TB and HIV; 3) 
Dealing with the effects of TB medicine on my body; 4) Advice to TB patients their families 
and communities; 5) Keeping body and soul well when you have TB; and 6) Home based 
care for TB patients.  

The Health Communication Training is based on a modular system which, if imparted in its 
totality, takes five days. The TTLP has, however, decided to conduct a three day training 
instead of the total five day training. A three-day training allotment was what was used by 
TTLP before the LHLI started supporting them, but currently they use the LHLI curricula 
instead of their own as the basis for training.21 The TTLP management pose that the three 
days focused upon provide for the most important information and that given their staff 
constraints, they cannot afford to have the staff stay away from their duties for longer. Junior 
staff interviewed argued that longer training would be an asset, but it was unclear if they 
wanted more time to discuss the issues covered or if they felt some areas for which they 
needed training remained uncovered by the current modules. Their consistent request for 
longer training was not met by a clear delineation of what they felt they were lacking or how 
longer training would be able to meet the current challenges. Some interviewees suggested 
training should expand far beyond the five days, but again the argument for why this was 
necessary did not accompany the requests. On one hand, it is clear that the TTLP is 
committed to actively using the support provided by LHLI, both the skills gained through 
training and the TB Booklet, and have committed the time of their staff for initial training, 
refreshers and to support Kibong’oto (see below) in their efforts to include health 
                                                
21The evaluation team discussed previous training curricula with staff trained, but did not review or compare the 
previous curricula used by the TTLP with that used by the LHLI.  
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communication to their ways of working. Along side this commitment, TTLP management 
states that the Health Communication Training and the TB Booklet are valuable assets to 
their activities because it makes their staff more efficient and effective in dealing with 
patients. On the other hand, however, the inability to allocate time for the full training 
suggests that either they do not believe that the extra training (additional modules for the 
remaining two days) will be a clear asset to improving their efficiency or effectiveness or that 
their commitment to the project is divided between an understanding of what they stand to 
gain and the bureaucracy governing their work. Overall it appears that TTLP has determined 
the time allocated to the LHLI Health Communication Training not based on what the training 
can offer, but based on the amount of time traditionally devoted to the issue. Discussions 
with management suggested that they recognised the need to more carefully explore the 
comparative returns of the training, need for refreshers, impact of the training overall in order 
to make a more qualified assessment regarding what is needed in terms of training.  

Interviewees, both management and practitioner staff, suggested that the LHLI training is 
different because it focuses on the practical engagement with patients, and not on theoretical 
concepts of communication. Staff members who interact with patients regularly mentioned 
that they had learned to be more aware of patient needs and more sensitive to their 
concerns. One example that was repetitively mentioned was timeliness. Health care 
practitioners noted that they routinely arrive late to their health posts or are late in starting to 
attend to patients. They noted that during the training they became aware that this is both 
disrespectful and bothersome to patients and have since started to apologise for their 
tardiness. This can be regarded as progress, patients interviewed noted the same example 
(unprompted) as one of the changes they had experienced in their dealings with health care 
practitioners. However, patients themselves did not see the apology as progress because it 
was not followed by any behavioural change or explanation.22 In short, health care 
practitioners continued to start providing services late and ask patients to be at health care 
posts at allotted times, being tardy was a regular occurrence and hence, the apology 
appeared very vacuous to the patients interviewed. So while on one hand, the example 
provided by health care practitioners can be seen as progress, on the other, it serves to 
clearly underline that the training has a long way to go, at least in some areas, before it is 
able to achieve deep behavioural change. Still in Temeke, health care practitioners 
maintained that their approach to dealing with both each other and with patients had 
changed as a result of training. One of the benefits of their learning, they noted, was a 
reduction in conflicts between health care practitioners, and between health care 
practitioners and patients. Hence, while challenges remain, progress appears to have been 
made. 

The TTLP has been involved in the development of the TB Booklet and currently uses the TB 
Booklet in three key ways. First, the health care practitioners use the TB Booklets to guide 
information dissemination sessions with patients. These sessions are conducted twice every 
week prior to the distribution of medication and are opportunities for general information to be 
provided to all patients in attendance (i.e. patients who come to the health care facility to get 
their medication) and an opportunity to respond to questions. Second, individual health care 
practitioners when working with patients on a one-on-one basis to explain the diagnosis, 
treatment, etc. use the TB Booklet. Third, the TB Booklet is provided to patients so that each 
                                                
22Patients stressed that they were speaking of staff that arrived at health care centers late (i.e. after opening 
hours) and not about how long it took to receive treatment due to overcrowding. Health care practitioners were 
also using the example of arriving late to work and not of being unable to provide care more quickly. 
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patient may have access to all the information and be better able to understand the illness 
and what it means (i.e. health, diet, social, family, etc. implications). The first two approaches 
to using the TB Booklet appear to work well, however, the provision of the TB Booklet to 
patients does not seem to follow the protocol established locally. The TTLP staff members 
explained that the TB Booklet should be provided to patients at the time of diagnosis or first 
visit with a health care practitioner when the treatment plan is explained. However, all the 
current and former patients interviewed stated that they had not received the TB Booklet at 
the time of diagnosis and that in many cases weeks or months had gone by before they were 
provided with the TB Booklet. Like with Mukikute (see above) patients often got the TB 
Booklet when they complained about side effects of the medication or voiced serious 
concerns regarding the disease or treatment. In all cases, patients stressed that having the 
TB Booklet had been a great help to them and that having had earlier access to the 
information would have improved their ability to care for themselves and function in their own 
societies. Therefore, faltering in the implementation of the TB Booklet delivery to patient 
protocol is an unfortunate shortcoming on part of TTLP’s implementation of the project at this 
time.  

The staff of Temeke credits their training on Health Communication for substantially 
contributing to a more positive, efficient and effective exchange with patients. In this regard, 
credit for improved patient care and performance is clearly due to the staff and the Health 
Communication training. Still, it is also important to acknowledge that patients themselves 
might be “easier patients” because they have other forms of support, also provided with 
backing from the health communication programme, mainly the TB Booklet. In addition, 
some patients also have the support of treatment support volunteers from Mukikute or other 
support networks.23 Hence, the patients treated by Temeke personnel are more likely to be 
well informed to begin with. Importantly, while it is clear that the different elements of patient 
support are complementary, it is not possible to know which element or contributing factor 
(training to Temeke staff, the TB Booklet, the treatment support volunteers) has been the 
most important, or if all elements are equally important, or if a combination of elements in a 
particular sequence works better than another. This is an important observation as decisions 
are made regarding where efforts should be prioritized, and also in recognizing that levels of 
success may be compromised if all the components of the Health Communication 
programme are not implemented jointly.  

One of the challenges faced by the TTLP is that although, patients and health care 
practitioners thought the Health Communication Training and TB Booklet were clear assets 
to their own care and ability to treat patients respectively, they reported that they were not 
particularly keen to invest time on providing feedback unless they were compensated for 
their efforts.24 This means that the data required to better understand the true impact of the 
health communication efforts is not systematically collected at this time. Whilst all 
interviewees agree that they required compensation to attend meetings to provide feedback, 
participation in training is not compensated. Costs, however, are covered. Not providing 
monetary incentives for participation in training is regarded as a constructive approach as it 
reduces the number of participants who would wish to attend training or refreshers solely to 
gain additional income.   

                                                
23We met treatment support volunteers who were not linked to Mukikute who were supporting the care of friends 
or family members because they felt they were in a position to do so.   
24This observation is based on what the patients and health care practitioners stated during interviews. Although, 
notably they partook in interviews for the evaluation and were not compensated.  
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A second challenge faced by the TTLP is how to engage traditional healers. The 
management noted that this was an area that required attention and confirmed that despite 
efforts to engage traditional healers, the success rate had been very low. The TTLP is keenly 
aware that traditional healers can be either an asset or a hindrance to improving diagnosis 
and securing treatment. Educating traditional healers and having them “on-board” on the 
efforts to support early diagnosis of TB patients and ensuring patients follow their treatment 
plans is a key to curbing the infection rate.   

Overall the work conducted by the TTLP is very encouraging and commendable. Some 
areas where their work could be strengthened include: 
• Evidence-based results: Finding an appropriate way to ensure that – the data on 

project progress, use of the material learned in trainings, and the utility of the TB 
Booklet - is systematically collected. This will serve to identify the weak links and see 
where more attention is required.   

• Delivery of the TB Booklet: Although there is a clear protocol delineating when 
patients receiving care at the TTLP facilities should receive the TB Booklet, those 
interviewed25 received the TB Booklet a considerable amount of time after their 
treatment had commenced. The TTLP should, therefore, look into why the TB Booklet 
delivery protocol is not being implemented and what measures can be taken to 
ensure that it is in future. 

• Traditional healers: Traditional healers can be instrumental to increasing the rates 
of TB testing by encouraging their own patients to seek medical treatment. TTLP 
should explore the reasons why their efforts to engage traditional healers have not 
been very fruitful thus far and what measures or partners they can work with in order 
to increase their direct engagement with traditional healers.  

2.1.2.c. Kibong’oto Hospital 
Kibong’oto Hospital is one of the main TB treatment centres in Tanzania. The hospital 
provides care for all types of TB patients, but focuses on Multi-Drug Resistant TB (MDR TB) 
patients. The hospital is responsible for initiating patients on MDR TB treatment and 
providing training for health practitioners that carry out the follow up care. The hospital has 
hospitalization facilities for both MDR TB patients and those who are not MDR TB, but suffer 
TB related complications. The hospital also has outreach programmes that aim to improve 
early diagnosis of patients in the region.  

The support to Kibong’oto has included both Health Communication Training and specific 
support to strengthen their capacity on MDR treatment and care. Supporting Kibong’oto’s 
knowledge on MDR have included that sharing of experiences and provision of technical 
support by an MDR specialist from Latvia who participated in workshops in Tanzania as well 
as the participation of Kibong’oto key staff (5 individuals) in a training course on MDR TB 
treatment and management at State Agency of Infectology Centre Tuberculosis and Lung 
Disease Clinic in Latvia. The relationship between Kibong’oto and Latvia has extended over 
a three-year period so far.  

The Health Communication Training has been delivered to staff in Kibong’oto; however, the 
TB Booklet is not in use at the hospital.26 LHLI highlighted that the TB Booklet is not 
                                                
25It is important to note that the patients interviewed were identified by the TTLP and therefore, if anything there 
was a positive bias. Hence, this finding is notable despite the small sample of patients discussed with.  
26The NTLP is responsible for determining which institutions use and distribute the TB Booklet and Kibong’oto is 
not one of these institutions.   
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designed for MDR patients and hence, might very well be, in its current form, inadequate for 
MDR patients who have concerns, which far exceed the issues mentioned in the TB Booklet. 
LHLI noted that they are currently exploring the possible development of a Booklet for MDR 
patients.  

The staff members trained at Kibong’oto have received the full Health Communication 
Training curricula (i.e. five days of training) conducted with the support of the TTLP (see 
above). In Kibong’oto almost half of the nursing staff has received the training with an 
emphasis on health care practitioners (i.e. nurses, laboratory staff, etc.) rather than on 
medical doctors, although some management staff have been trained and the training 
material has been provided to medical doctors for review (i.e. so that they may be informed). 
Trained staff members have not, according to those interviewed for this evaluation (both 
trained and untrained medical practitioners), shared their newfound knowledge with 
untrained staff.  Interviews with senior staff supported this finding. While there are regular 
staff meetings to share information at the hospital, these sessions have not routinely been 
used as a venue to share health communication related knowledge or experiences. While 
LHLI has received reports from Kibong’oto stating that focus groups were used as a way to 
exchange information on health communication, none of the interviews held during the 
evaluation corroborated this information. Interviews in Kibong’oto with senior medical staff 
members (i.e. doctors and managers) highlighted that unless their direct subordinates had 
been trained they knew little about the Health Communication Training. 

Despite efforts to make untrained senior staff aware of the health communications principles 
by providing them with the training material, trained staff members interviewed noted that 
they often saw both their peers and their superiors, doctors for example, treating patients in a 
manner that contravened what they had learned in their Health Communication Training. 
Interviewed nurses and technicians trained proposed that when they witnessed behaviour 
which was not in line with the health communication principles they had learned, that they 
found ways to explain to the staff member why their approach was not advisable. However, 
this unofficial approach can easily break down or fail to function given the hierarchical nature 
of the medical profession in Tanzania (i.e. culturally it would not be acceptable for nurses to 
advice doctors on how to perform their duties).  

Kibong’oto has a staff member who is responsible for coordinating LHLI health 
communication activities. The coordinator has been trained as a trainer in health 
communication but is now on leave so a new person was assigned as acting coordinator. 
According to the acting coordinator, a single training session has been planned for the year.  
There are no plans to scale up the training outputs through on the job training or refreshers 
courses; although, it is possible that some staff meetings may (or may not) be used to 
discuss health communication issues.   

The senior staff members at the hospital claim that patient care has improved, but without 
clear data it is not possible to know with certainty that it is indeed so and due to which 
factors.27 According to the patients interviewed their experiences with health care 
practitioners varied with some patients having felt they were well cared for and others feeling 
they had been badly treated and even stigmatized by the health care practitioners 
themselves.28 The concerns about cleanliness and the unwelcoming nature of the health 

                                                
27We were told that a study was ongoing at the time of the evaluation, but the data was not available for review. 
28It is important to note that the patients interviewed were chosen by Kibong’oto staff and that the number of 
patients was very limited therefore, the data gathered is anecdotal.  
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care facilities, lack of confidentiality, lack of availability of adequate food when taking TB 
medications, etc. were voiced concerns. Some of the LHLI work with Kibong’oto has been on 
providing better health care facilities for patients (i.e., sleeping quarters, better diet, 
recreational activities, etc.).  

The limited number of interviews with patients in Kibong’oto suggested that having more 
information on the disease would have been an asset. The interviews with medical staff 
showed that while those trained in health communication practices were aware of better 
communication skills, they were not particularly well versed on patient information needs. 
This suggest that the current TB Booklet could be an asset to the patients who are treated 
and do not suffer from MDR TB and that an adapted TB Booklet to respond to the needs of 
MDR TB patients could be a solid asset both to the patients and to the care providers. 

Overall, although Kibong’oto has a coordinator staff member, which would suggest 
commitment to the work supported by LHLI, the approach to the activities does not seem to 
be institutionally self propelled, but rather dependent on LHLI’s support in order to move 
forward. The degree of collective awareness, for example, on how external factors (facilities) 
may affect recovery was not high on the agenda prior to the LHLI involvement. Indeed, 
management credited LHLI for the support in identifying needs and supporting changes.  

Overall, the inclusion of Health Communication Practices in Kibong’oto appears to have 
contributed to the improved care of patients. Still some areas where their work could be 
strengthened include: 
• Kibong’oto should explore how it may make better use of the trained staff and the 

coordinator. For example, by finding opportunities to share training experiences more 
widely with untrained staff; 

• Kibong’oto may be in a very good position to play a key role in the development of an 
MDR TB Booklet and should use such an opportunity to improve patient care 
protocols; 

• Kibong’oto should explore opportunities for both scaling up and sustaining the efforts 
that have been supported by LHLI. The interviews conducted revealed that activities 
are largely dependent on LHLI support and follow up even though a staff member has 
been assigned to the activities.  

2.2. Sudan 

2.2.1. Country Background 
Sudan is a poor country whose healthcare delivery system has been placed under 
considerable strain in the past two decades due to civil unrest, natural disasters and other 
economic factors. However, their current strategic plan (2011-2015) addresses the 
expansion and enhancement of quality DOTS, TB/HIV prevention, control of MDR-TB, 
childhood TB, and the empowerment of people with TB and their communities - as priority 
areas.29 Health services in Sudan used to be centralized and centred in Khartoum. Currently, 
the health system is undergoing restructuring adopting a three tier decentralized system of 
government as was mandated by the 2005 Interim National Constitution. The restructured 
health system includes the federal level, the state level and the locality level, with each level 
responsible for specific and defined tasks: the federal level is responsible for formulation of 
national policies, plans and strategies, resource mobilization, overall monitoring and 
                                                
29 Sudan’s Millennium Development Goals Progress Report 2010. 
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evaluation, coordination, supervision, training and external relations; the state level is 
responsible for formulation of state policies, plans and strategies according to federal 
guidelines and the funding and implementation of plans; and the locality level is responsible 
for implementation of national/state policies and service delivery, based on the primary 
health care approach. According to the WHO data from 2012, the most recent statistics 
available, 18 096 new cases were reported and 1735 retreatment cases were identified. 
These numbers account for an incidence rate of 114/100 000 in 2012 which is a noted 
decline from 170/100 000 in 1990.  There has also been a notable decline in deaths from TB 
from over 44/100 000 in 1990 to 22 recorded in 2012.30 

2.2.2 LHLI Partners in Sudan 
In Sudan, LHLI works with three main partner organizations: The Sudanese National TB 
Programme, the Epidemiological Laboratory for Research and Development (Epi Lab) and 
Sudanese TB Patient Association (STPA). The responsibilities and experiences of each are 
described below. While the findings have been attributed to the individual organizations, 
some of them may translate to the experiences of another partner or even to another 
country. 

2.2.2.a. Sudanese National TB Programme 
In Sudan, the government’s Ministry of Health’s Sudanese National TB Programme 
(SNTP) was established by the Global Fund in 2007. It is responsible for Sudan’s national TB 
control programme (i.e. medical testing laboratories, etc.) and conducts health promotion in 
the country’s 18 states (i.e. technical medical health care trainings, etc.). SNTP is 
coordinated by the Sudan government’s Central Unit in Khartoum and reports to the Director 
of Primary Health Care, and to the Director of External Relations and International Health. 
They operate countrywide using an administrative system at state and intermediate (locality) 
levels. LHLI assists with their TB programme technical issues, training implementation and 
capacity building at the local and federal levels.  

SNTP has Health Communication Training trainers that were trained by LHLI staff. These 
trainers conduct the Health Communication Training with health workers including doctors, 
nurses, and medical assistants. SNTP also distributes the TB Booklets to TB patients 
nationwide at their government health care clinics (Ministry of Health) through their clinic 
medical staff. LHLI designed the first patient TB Booklet. This TB Booklet was customized for 
the Sudanese in 2010 with community input (i.e. TB patients, treatment support volunteers 
and other stakeholders) through surveys, group meetings and pilot testing. Sudan’s TB 
Booklet includes six individual sub-Booklets including: 1) I Have TB and I Will Be Cured; 2) 
Facts about TB and HIV/AIDS; 3) Advice about Dealing with the TB Drugs and it’s Effect on 
the Body; 4) Advice for TB Patients and their Families and Communities; 5) Preservation of 
the Body and the Morale for the TB Patients; and 6) TB Patients Charter. Since 2011, the TB 
Booklets have been given to patients nationwide via guidelines developed by the LHLI’s 
three Sudan partner organizations (except for the White Nile region), ideally immediately 
after being diagnosed with TB;31 and to attendees of the Health Communication Trainings. In 
the last few months the Ministry of Health’s clinics have implemented an evaluation process 
of the TB Booklets by having medical assistants fill out a questionnaire about the 
effectiveness of the TB Booklet with TB patients during their pre-post medical visits. 

                                                
30 For the data see: 
https://extranet.who.int/sree/Reports?op=Replet&name=%2FWHO_HQ_Reports%2FG2%2FPROD%2FEXT%2F
TBCountryProfile&ISO2=SD&LAN=EN&outtype=html 
31Guidelines on how to use the TB patient’s Booklets as a communication tool, 2011, document created by LHLI, 
SNTP, Epi Lab and STPA 
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There are seven faculties of medicine located in the big cities in Sudan, and 19 universities 
and medical colleges. The Ministry of Health, through SNTP, intermittently holds meetings 
with the heads of their community medicine departments (8-10 professionals) and their rural 
medical residents. The purpose of these meetings is to give them updated messages on TB 
in the country so they can take the messages back to their community medicine 
departments. Treating TB cases properly is very important including increasing the 
awareness of patients to continue their TB treatment to completion even if they are feeling 
better (some patients stop their TB treatment when they think they are well or when they are 
feeling better). TB prevention and fighting the stigma of TB is also very important. 

SNTP is currently exploring opportunities to work with the University of Alazhari in Khartoum. 
The medical school has a course on TB, and their Community Medicine Department teaches 
health communication. The traditional role of medical school is to teach science and clinical 
skills, but health communication is an integral part of a successful clinician. Hence, the 
Ministry of Health, through SNTP, has begun the process of conducting meetings with 7-8 
medical college Department Heads to give them the Health Communication Training 
curriculum to teach in their medical schools. One danger is that there is a high turn over of 
medical professionals and hence, building a strong national capacity remains difficult. 

Overall, the work conducted by SNTP is encouraging and commendable. Some areas where 
their work could be strengthened include: 
• Collecting data on the timely distribution and effectiveness of the TB Booklet. This is 

particularly important because it was not possible to determine how effective the 
protocol for delivery of the TB Booklet has been in Sudan; 

• Increasing the number of TB health workers receiving the Health Communication 
Training and enhancing the monitoring and evaluation process to prove the 
effectiveness of the training; conducting a pilot project on the incorporation of the 
Health Communication Training into medical school (and paraprofessional) training 
curriculum and evaluating its effectiveness through continuous monitoring and 
evaluation; exploring the development of health communication refresher courses for 
trainees receiving the Health Communication Training is also important since 
refreshers are not currently conducted; 

• Continuing to collaborate with Epi Lab and STPA with regular staff meetings and 
multi-organizational goal setting, communication strategies and outcome measures. 

2.2.1.b. Epidemiological Laboratory for Research and Development 
The Epidemiological Laboratory for Research and Development (Epi Lab) is a Khartoum 
based independent Sudanese NGO established in 2005 to become a centre of excellence in 
public health research. They provide technical assistance to regional, national and 
international partners in identified fields of public health research and policy. Epi Lab is an 
internationally funded public health research organization with a mission of operational 
research that influences policy through change and impact. They work within the area of 
health and communicable and non-communicable diseases through community-based 
evidence-based public health research. 

Epi Lab identifies public health problems, then conducts public health programme pilot 
research through monitoring and evaluating programme progress, feasibility and cost 
effectiveness; and adjust programme implementation prior to handing solutions over to the 
Sudanese Ministry of Health to implement (i.e., standardization of medical care practices, 
state management of health systems, improved prevention and clinical management 
strategies, health education and training). They also supervise the governments health 
monitoring and evaluation. Epi Lab also works in the field of TB, particularly in the linkages 
between TB and HIV/AIDS; and in tobacco avoidance, particularly among TB patients. They 
also conduct ‘default’ research with TB patients not following through with follow-up for their 
treatment.  
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Epi Lab has it’s Anthropology and Sociology Department aimed to impact health 
communication, public health and health behaviour. Their research uses a community based 
participatory approach (CBPA). Through their Triage Plus Project, which receives funding 
from LHLI, they work with informal providers including community leaders, tea sellers, youth 
clubs, women’s groups, traditional healers and business groups (See Box 1).  
 
Box1: Understanding the Impact 
In Sudan, Epi Lab has a Triage Plus Project that receives funding from LHLI. This project is 
a community based randomized controlled trial aimed to improve disease recognition, health 
communication, treatment, and referral at the community level. This is achieved by working 
with individuals and structures known to be the first point of call along the health-seeking 
pathway for the most poor and vulnerable (e.g. community leaders, tea sellers, youth clubs, 
women groups, traditional healers and business groups). The main aim of this project is to 
assess the potential of engaging informal health care providers (IHP’s) to assist in the 
diagnostic process for TB and HIV at the community level. Epi Lab’s Triage Plus Project 
involves small trainings and TV short films. They also conduct research with TB patients 
defaulting on their treatment. Epi Lab works with schools and has Epi Lab clubs for girls and 
boys which have shown potential for significant impact for healthy communities.   

Epi Lab’s role within LHLI’s health communication collaboration is monitoring and evaluating 
the implementation of the project. They have trainers that conduct the Health Communication 
Trainings for the Ministry of Health’s health workers (medical providers including doctors, 
nurses, counsellors) in 5-day training sessions where also the TB Booklet is explained and 
given to the trainees.32 After the training sessions pre- and post-test questions, surveys and 
some short post-training interviews are conducted to evaluate the trainings effectiveness and 
participant satisfaction. The training participants receive money stipends for transportation, 
lodging and food along with a monetary incentive. Concerning traditional healers, since they 
do not believe in the medical model, many TB health workers and volunteer staff feel the 
Health Communication Training is not suitable for them, but is appropriate for religious 
leaders, community leaders and teachers.  

Epi Lab has provided Health Communication Training for staff working in government 
community health clinics in the outskirts of Khartoum (Shaikh Alburaai Health Centre and Al 
Hajj Yousef Health Centre) as elsewhere. Both clinics - visited during the evaluation - were 
located in a high TB prevalence and incidence areas and are testing and treatment facilities 
for TB, malaria and HIV/AIDS (at no cost to the patient). When a patient tests positive for TB, 
the clinics also request him/her to test for HIV. The clinic’s staff included various primary 
health care clinic departments (i.e. family practice, paediatricians, nurses, medical assistants, 
prenatal care, medical laboratory, pharmacists). The patients they serve include Internally 
Displaced Persons (IDP’s), nomads and other surrounding community members. TB clinic 
staff reported the challenge in tracking and following-up on many of their TB patients due to 
patients having no phones, traveling long distances to pick up TB medications periodically 
issued (weekly, monthly), and moving around a lot. The staff that had received the Health 
Communication Training thought the training was beneficial to them in improving their ability 
to deal with patients (understanding patients) and hence, their efficiency and effectiveness, 
and also in their life more generally (ability to understand and resolve conflict), especially, for 
volunteer and para-professional staff. The TB Booklet is distributed to TB patients and/or co-
patients (a friend or family member that accompanies the TB patient) ideally upon diagnosis. 
When a TB patient is illiterate, a literate family member must read the TB Booklet to them.  
LHLI staff note that partners claim they have found that having a treatment support volunteer 
reading for those being unable to read the TB Booklet (illiterates) also serves to cement the 
relationship between the treatment support volunteer and the patient. During interviews 

                                                
32 In some instances, training has been shortened to 4 days when they felt the conditions did not permit longer 
trainings, such as in Darfur, and when they felt that shortening the training did not compromise on content or 
quality. 
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conducted for this evaluation some health professionals and treatment support volunteers 
noted that being unable to read the TB booklet could be a barrier for the patient. Firstly, 
because not all illiterate patients are able to secure the support they need; and secondly, 
because TB patients are already in a very disempowered position by virtue of their disease 
and that having to rely on someone to read the booklet to them further disempowers them. 
Given the high level of illiteracy interview respondents recommend an adaptation of the TB 
Booklet for illiterate patients using pictograms.33  

The clinics have volunteer staffs that visit their TB patients weekly. The treatment support 
volunteers who work with the clinics are either cured TB patients, family members, friends or 
interested community members who believe they can play a positive role in TB patient 
support. Currently treatment support volunteers receive money to cover costs of travel and 
small stipends to visit the patients (provided by the government). The TB patient’s family is 
ideally involved in their medication taking (DOT) and the clinic documents their compliance. 
The experience at the clinics has shown that for TB treatment to be successful there is a 
need for continuous follow-up on TB patients to identify defaulters and educate on the 
consequences of defaulting. There is currently no government funding for this to happen in a 
timely and systematic way. 

There is a huge stigma around TB in Sudan. This is manifested both in the way that the 
general population treats known TB patients as well as in how patients are treated at health 
care facilities. TB stigma appears to be attached to the concept that it is a poor people’s 
disease and that it is incurable.  

Overall, the work conducted by Epi Lab is encouraging and commendable. Some areas 
where their work could be strengthened include: 
• Continuing to explore and evaluate the role of informal health care providers (IHP’s) 

through their Triage Plus Project, with a special focus on traditional healers, 
traditional community leaders, teachers etc. and how to best utilize them for TB 
prevention and treatment; 

• Assisting SNTP and STPA in collecting data on the timely distribution and 
effectiveness of the TB Booklet;34 assisting with the creation of an adapted TB 
Booklet with pictograms for the illiterate. This could be a single volume, rather than a 
full 6 volume TB Booklet and only contain main messages. Assisting with the 
monitoring and evaluation of STPA’s TB Booklet community drama approach 
illustrative of the TB Booklet to prove its effectiveness and identify ways to expand its 
replication nationwide (i.e. video CD, flash drive, radio, TV etc.); 

• Enhancing the monitoring and evaluation process (quantitative versus qualitative) 
with continuous monitoring and evaluation of the Health Communication Training to 
prove the effectiveness of the training; piloting the Health Communication Training 
with various model formats (i.e. breaking the entire training into multiple modules that 
can be given in various settings including clinics, weekend retreats, etc.); exploring 
the development of health communication refresher courses for trainees receiving the 
Health Communication Training;  

• Continuing to collaborate with SNTP and STPA with regular staff meetings and multi-
organizational goal setting, work planning communication strategies and defining 
outcome indicators. 

  

                                                
33 This view was supported by both literate and illiterate patients interviewed. 
34 Following up with the Master’s level graduate student and trainer who is currently conducting a thesis on the 
effectiveness of the booklet.  
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Box 2: TB Information - A MDR Prevention Tool 
A TB patient interviewed from Darfur was diagnosed with TB for the third time in less than 5 
years (he now has testicular TB). He is illiterate and stated that when he was first diagnosed 
with TB, the doctor explained to him verbally his diagnosis and treatment plan with 6 or 7 
other patients in the same exam room receiving the same diagnosis; and that he was told a 
lot of information during the visit, but did not remember much of what the doctor said. 
Unfortunately, he stopped taking his TB medications when he started to feel better (after 2 
months instead of the full 6 months of treatment) and was diagnosed a second time with TB 
by the following year at the same health centre – and received no education about the 
disease and treatment during his second TB diagnosis visit. 
 
2.2.c. Sudanese TB Patient Association 
The Sudanese TB Patient Association (STPA) is an NGO established in 2000 and based 
in Khartoum. They consist of volunteers that support the TB patient through their diagnosis 
and treatment, and educate communities throughout Sudan about TB (i.e. distribute TB 
Booklets and implement community TB Booklet dramas). STPA has 25 internal departments 
and 18 branches covering all states in Sudan (with 65 sub-branches). All staff members, 
except the Executive Director, are volunteers - with many working for STPA for years (i.e. 
teachers, nurses, other health care practitioners, managers). Approximately 50% of the TB 
patients that STPA works with become treatment support volunteers once they recover from 
TB. Treatment support volunteers work with TB patients, MDR TB patients and default TB 
patients (i.e. patients who did not complete 6 months of medication treatment) through 
hospital and home visits. STPA invests effort into both following up with, and coordinating the 
work of, their volunteers. STPA believes that patient follow-up is very important and wants to 
increase their ability to follow up on the work of treatment support volunteers as a way to 
show both the effectiveness and sustainability of use of patient support volunteers as an 
asset to TB patient recovery. STPA also support MDR patients who are hospitalized by 
providing them with basic grocery items. Since 2010, STPA has implemented an effective 
revolving fund for TB patient's that helps them survive financially (with approx. $500 worth of 
income generating in-kind materials – not money) during their treatment period. This gives 
the TB patient a boost if they already have a business. There are multiple funding agencies 
for this patient fund including the Global Fund (GFTAM). 

STPA distributes the TB Booklets to TB patients throughout Sudan via their volunteer staff 
(approx. 300). The treatment support volunteers provide the TB Booklets to community 
leaders, IDP camp staff, and TB patients in hospitals and in their homes (conducting home 
visits with TB patients and their family members via DOT). Treatment support volunteers and 
staff feel the booklet is a useful tool for TB education and prevention, and includes all the 
necessary information for TB patients.  

When discussing the booklet, some health workers and treatment support volunteers felt that 
the booklet may be inappropriate for illiterate patients and using simple pictograms could be 
more effective for patients who cannot read. They also thought that the TB Booklet could be 
adapted and condensed into a single booklet instead of the 6 sub-booklets. They felt that a 
more condensed version would be more cost effective and make it lighter to carry around 
during distribution. However these adaptations and suggestions do not mean that the current 
approach does not have value, rather that the success of the current booklet could be 
expanded to other audiences and perhaps costs reduced. 

STPA also conducts dramas in the communities throughout Sudan on the content of the TB 
Booklet (i.e. diagnosis, treatment, infectiousness, stigma, family members, and civil rights).  
One such drama session attended during the evaluation was two-hours long, designed by 
STPA staff with the educational content of the TB Booklet, and had approx. 400 villagers in 
attendance, including many children and schoolgirls. The drama actors were volunteers from 
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a professional acting troupe and they engaged the audience as they acted out the 
educational information in the TB Booklet, which was handed out to some of the audience 
members during the performance.  

STPA has trainers that conduct a 3-day Health Communication Trainings for TB treatment 
support volunteers (i.e. cured TB patients, family members, stakeholders). Treatment support 
volunteers interviewed during group and individual sessions by the evaluation team were 
very positive about the Health Communication Training and felt they enhance their self-
confidence when working with TB patients. Some trainees claim that the training helped them 
gain an optimistic perspective on their life, their community and their society as a whole; and 
learned how to control their anger when dealing with difficult TB patients and situations 
through attending to the TB patients needs and having empathy for them instead of 
patronizing them. One issue raised by interviewees was the need for being more selective in 
the quality of people being trained, more quality versus quantity; that true community leaders 
need to be trained and that all treatment support volunteers receiving the training should, 
after the training, be assigned to a practical mission to make sure they utilize their skills in a 
timely and effective manner. Refresher health communication courses and continuous Health 
Communication Training in the community were also recommended. 
STPA treatment support volunteers raised the issue that ethnic dialects need to be 
addressed in the Health Communication Training; that TB messages for rural areas need to 
be tweaked and conveyed in a language that rural communities understand. They felt that 
every health clinic in Sudan that has a TB Unit should have their TB medical staff receive the 
Health Communication Training. Failing to do this, STPA feels will mean that TB patient care 
will be less efficient and less effective. Inneficient and ineffective care results in stigma 
because patients themselves do not know how to avert it; more patients defaulting on 
treatment because they do not understand the consequences of defaulting, etc. Concerning 
traditional healers receiving the Health Communication Training, treatment support 
volunteers strongly recommended that they should not receive the training. In fact, they felt 
that a strategy should be implemented to prevent TB patients from going to the traditional 
healers; that there should be community drama’s delivered by health educators with a strong 
message of “don’t go to the traditional healer if you think you have TB” in schools, 
universities and women’s groups to raise awareness on this issue.  

Overall, the work conducted by STPA is encouraging and commendable. Some areas where 
their work could be strengthened include: 
• Collecting data on the timely distribution and effectiveness of the TB Booklet; 
• Increasing the number of treatment support volunteers receiving the Health 

Communication Training and enhancing the monitoring and evaluation process 
(quantitative versus qualitative) to prove the effectiveness of the training; 

• Assisting with the creation of an adapted, and much more basic TB Booklet with 
pictograms for the illiterate and evaluating ways to adapt the current TB Booklet 
layout into one TB Booklet could be a solution. While this approach would not provide 
all the information that the current approach does, it could serve as a mid-way effort 
to support a wider population by lowering printing costs and providing some support 
to communities that are illiterate.  

• Continuing to collaborate with SNTP and Epi Lab with regular staff meetings and 
multi-organizational goal setting, communication strategies and outcome measures. 
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2.3. Zambia 

2.3.1 Country Background 
In Zambia the TB challenge remains high. There has been some advancement with 
campaigns aiming to increase the level of diagnosis by focusing on the fact that TB is 
curable. According to the Ministry of Health representative interviewed during this evaluation, 
Zambia has changed its approach to promote TB testing to a more positive view following 
their early experience with HIV and AIDS where a negative message reduced rather than 
increased voluntary testing. Despite the new approach it is expected that many TB cases go 
unreported and that the disease continues to be endemic, and considered one of the main 
public health challenges in the 
country. This is so even though the 
TB/Leprosy National Control 
Program was launched over 40 
years ago. Poverty, lack of 
knowledge and congregate settings, 
such as prisons, are considered 
principal culprits in keeping the rate 
of infection high. Many health care 
facilities do not have the necessary 
equipment to carry out sputum 
testing. The staff from one of the 
health posts visited during the field 
visit noted that it often takes one 
month to get a diagnosis because 
the sputum needs to be sent to the 
nearest hospital about 1 hours drive 
away and that often there is no 
transport or funds to secure 
transport to retrieve test results (test 
results are not provided by phone). 
This can cause severe delays in 
diagnosis. According to the WHO data from 2012, the most recent statistics available, 38 869 
new cases were reported and 6 408 retreatment cases were identified in 2012. These 
numbers account for an incidence rate of 427/100 000 which is a noted decline from more 
than 700/100 000 population recorded in 1990. There has also been a notable decline in 
deaths from TB from 50 per 100 000 to almost half in 2012.35  

2.3.2 LHLI Partner in Zambia 
In Zambia, LHLI has one main partner; the Copperbelt Health Education Project (CHEP).  
CHEP is a Civil Society Organization (CSO) that works on a wide range of health care 
issues. While CHEP is LHLI’s official partner, it is important to underscore that through the 
partnership with CHEP’s, LHLI is able to reach a wider range of direct institutional 
beneficiaries, including governmental offices (i.e., DOT centres, health care facilities such as 
hospitals and health posts, as well as the Ministry of Health) (See Box 3). CHEP was directly 
involved in the development, translation and distribution of the TB Booklet. Originally they 
                                                
35 For data see: 
https://extranet.who.int/sree/Reports?op=Replet&name=%2FWHO_HQ_Reports%2FG2%2FPROD%2FEXT%2F
TBCountryProfile&ISO2=MW&LAN=EN&outtype=html 

Box 3: The Complexities of Building Capacity in the 
Zambian Health Sector 
The concepts included in the Health Communication 
Training provided by LHLI often go against the grain (both 
training and culture) of how health care practitioners act 
towards patients. Therefore, it is clear that Health 
Communication Training is not a one off event that can be 
delivered once and later forgotten. Any sustainable effort 
requires long-term support and attention. In Zambia, the 
Ministry of Health is responsible for determining the 
curricula of all health care practitioners (i.e., nurses, 
doctors, etc.). Therefore, any effort to include the LHLI 
health communication concept into national curricula 
would require the buy in from the aforementioned ministry. 
However, recently the ministry’s area of responsibility has 
ceased to include the support of health care practitioners 
once they are in the provinces. Indeed, any on the job 
training for nurses and other health care practitioners falls 
under the domain of the Ministry of Community 
Development. Therefore, in Zambia both ministries would 
have to recognize the value of Health Communication 
Training and allow for programmes to be developed in 
order to secure sustainability. 
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were responsible for the delivery of the TB Booklet to care facilities themselves, but currently 
this is done through the government in order to strengthen the degree of national ownership 
over the process. The redistribution of roles within the local government authority meant that 
there was no ownership of delivery of the TB Booklets to health centres for some time during 
2013 and this created a bottleneck. However, the issue at hand here is not so much a case 
of delivering TB Booklets to patients when the TB Booklet is not available, but rather why the 
delay happens when TB Booklets are available. 

The original TB Booklet included five volumes, however a study in 2012 found that both 
some DOT nurses and TB focal persons raised concerns on behalf of patients who felt that a 
single volume would be more user friendly. They felt that multiple volumes added to 
confusion as to what should be read when, and also that in some cases rationing of booklets 
meant that some patients might not receive all booklets. The latter leads to a gap in 
information delivery. As a response to this, a single volume TB Booklet is now under 
development and will be ready for patient distribution in 2015. Both the multiple TB Booklet 
version and the single version of the TB Booklet includes all subjects, from basic knowledge 
on TB to care of the patients' physical and psychological well being. The titles of the original 
5 volume version are: 1) I have TB and I will be cured; 2) Facts about TB and HIV/AIDS; 3) 
Dealing with effects of TB on my body; 4) Advice to TB patients, their family and community; 
5) Keeping body and soul well when you have TB. 

In Zambia the TB booklet has been printed in three languages. The distribution protocol used 
has allowed patients to choose which language they wanted the TB Booklets in. However, 
through interviews it became apparent that in some cases patients do not know how to read 
their mother tongue and still request the said language. Therefore, an alternative protocol for 
determining which language the TB Booklet is most adept for each patient would be better 
suited.  

CHEP also provides direct support to health care practitioners and TB treatment support 
volunteers through direct follow up, mentoring and trainings. In addition, CHEP liaises 
directly with the relevant ministries in order to both promote the use of the Booklet and 
further efforts to expand the access of Health Communication Training. Given the constraints 
in numbers of medical staff that was highlighted by all respondents including government 
representatives, the TB Booklet is seen by CHEP and others interviewed as an asset in 
removing some of the burden of explanation from the health care practitioner because the 
patients themselves have access to the information through the TB Booklet. To this end the 
TB Booklet should be seen as support material to clear messages provided by health care 
practitioners and volunteer TB patient supporters in meetings or seminars.   

In Zambia all respondents - CHEP staff, health care practitioners and treatment support 
volunteers trained or who had experience working with the TB Booklet highlighted that they 
found both the training and TB Booklet to be useful tools in supporting TB patients. One of 
the challenges noted is that since health care practitioners are state employees they can and 
are transferred. In this way, trained staff may be lost. Still the problem does not appear to be 
endemic and overall having more people trained in health communication, whether it is in or 
outside the TB treatment sphere, was seen as a generally positive result. 
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CHEP itself does not have treatment support volunteers, but works with a number of smaller 
organizations that are composed of volunteers. In some cases, the treatment support 
volunteers work along side health care practitioners and provide support directly to patients, 
while in other cases, treatment support volunteers work at the health care facility and even 
distribute medication. The latter cases involve a direct relationship between the health care 
facility and the volunteer organization. This type of arrangement is used when the health care 
facility does not have DOT nurses available. The level of knowledge about TB varied 
between interviewees. Trained treatment support volunteers and health care practitioners 
were aware of health communication principles and understood the content of the TB Booklet 
well. However, nurses interviewed who had not received Health Communication training, or 
other third party TB specialized training, and were only given the TB Booklet to distribute to 
patients had a very limited knowledge of TB, health communication and even of the basic 

standard of care for TB patients. For 
example, one of the nurses interviewed 
in rural areas that had no specialist TB 
training, but who distributed the TB 
Booklet to her patients, explained that 
patients do not come to the health care 
facility to collect medication daily, as the 
protocol demands, in fact the patient is 
often given multiple months of 
medication at once.36  

Treatment support volunteers 
interviewed appeared to show a high 
level of individual commitment and 
volunteer agencies were quite rigorous in 
determining who could become a 
volunteer and who did not qualify. This 
may explain why the volunteer 
organizations claimed they had a very 
low drop out rate. While each 
organization had its own modality to 
identify and secure volunteers, treatment 

support volunteers interviewed consistently highlighted that becoming a volunteer and being 
accepted by the institution as a volunteer was a long process that required careful scrutiny of 
the individuals involved. They stressed that not all people who requested to become 
treatment support volunteers were invited into the institution, and that those invited had 
undergone a “probation period.” One challenge highlighted by CHEP staff as well as by 
treatment support volunteers themselves was that being a volunteer working on TB was not 
comparable to becoming a volunteer for HIV/AIDS where stipends and allowances are higher 
and trainings more commonplace. In short, that from a personal perspective it was more 
lucrative to be a HIV/AIDS volunteer. The counter argument to this is that TB treatment 
support volunteers in Zambia are more committed and want to actually engage in the subject 

                                                
36 While this is a notable observation, it must be stressed that the number of respondents was very limited and 
hence, it is not possible to know if the practices described are implemented widely or if it was only the practice of 
the locations visited. It should also be noted that the number of TB patients serviced by the health care facility in 
question was very limited (1 or 2 at any given time). 

Box 4: Language and the Reading Challenge 
One aspect of concern has consistently been 
the illiteracy of patients and the degree to which 
the TB Booklet is useful in illiterate 
environments. However, one aspect that was 
somewhat overlooked in Zambia was the ability 
of individuals to read their mother tongue.   
In Zambia, the TB Booklet exists in English as 
well as in two local languages, however, limited 
interviews with patients revealed that they often 
do not know how to read their local language 
hence, having a TB Booklet in the local 
language is not useful. This does not mean that 
local language TB Booklets should not be 
produced, but rather that a careful assessment 
is required before local language books are 
understood as an adequate alternative. In this 
vain, it is important to note that many languages 
do not have a recognized written form and/or are 
not taught in school. 
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matter. This commitment may also be a contributing factor to the previously noted low 
dropout level. 

The numbers of patients supported by each volunteer varied. Treatment support volunteers 
interviewed only had 1 or 2 patients each, but since the treatment support volunteers were 
generally affiliated to small locally based organization there was no common rule. In Zambia, 
treatment support volunteers are not provided stipends, but they are provided with training 
and income generating activity support. They are invited to develop income generating 
projects and assisted in materializing these projects, for example the establishment of a 
community mill. This serves to both enable treatment support volunteers to have an income 
and provides a service to the community, which was not there before. Providing basic 
capacity building and seed support to volunteer agencies so that they are able to establish 
an income generating effort is an approach that deserves more attention because it may 
provide for a good opportunity for volunteer organizations to become more self sustainable in 
the long term, and simultaneously allow members to secure income/ compensation for their 
contribution.   

In Zambia, like in other cases, stigma is tied to the belief that TB is not curable and a 
misunderstanding of what having TB means in terms of spreading the disease and taking 
part in a regular life. Overall, stigma seems to have very devastating effects on patients and 
like elsewhere, the TB Booklet is one tool that patients use to try to protect themselves 
against the stigma. The Booklets in Zambia were, according to the interviewees, provided to 
them at the time of diagnosis or very soon after.    

Regarding the Health Communication Training, respondents consistently noted that the 
training was positive and useful in supporting their ability to work with TB patients. They also 
noted that the training should be lengthened. Those interviewed who felt that the training has 
been too short argued that the curriculum is intense and more time should be allowed to 
practice and internalise the information. This can be interpreted as highlighting that both the 
material and the approach used are new and hence, require more time, but also serves to 
underscore that the training is seen as being of value to individual trainees. The training has 
been provided to health care practitioners, community leadership, and treatment support 
volunteers. Additionally, an effort to engage traditional healers is well established. Indeed, 
CHEP has been engaging traditional healers to support diagnosis and treatment for some 
time. These efforts appear to be an important feature of improving efficiency of care. The 
interaction between treatment support volunteers and medical professionals with traditional 
healers appears to have shown positive results including traditional healers recognising their 
limitations and encouraging presumed TB patients to seek western medicine support. 
Interviewed treatment support volunteers noted that traditional healers knew that they have 
to be successful (cure people) in order to keep a thriving business, therefore, training 
traditional healers on how to detect TB symptoms and making them clearly aware that they 
have no chance to cure the disease was beneficial in general. Overall, interviewees noted 
this approach was a win-win situation because traditional healers recognized that they were 
unable to diagnose and therefore, encouraged patients to seek hospital/ health post 
treatment instead when they recognized TB like symptoms. All agreed that engaging 
traditional healers was a major hurdle that required time and attention. Ignoring them or 
working against them, respondents argued, only served to reduce over all TB diagnosis 
numbers and delay diagnosis. In Zambia, the government and CHEP, as well as other actors 
have recognized the need to support patient diagnosis through positive messages. One 
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approach mentioned was the work with traditional healers, but more broadly the emphasis of 
the campaigns has been on the curable nature of the disease rather than on engendering 
fear amongst possible patients.  

The Ministry of Health in Zambia recognizes the shortcoming in knowledge amongst medical 
staff particularly as it pertains to health communication and highlighted that training in health 
communication should be a central component of general training in the future. This affords 
an opportunity to engage the government, relevant ministries, to ensure that the Health 
Communication Training becomes an integral part of education of health care professionals.  
Thus far, CHEP has initiated discussions with relevant government counterparts, but there 
are no concrete plans yet.  

Overall, the work by CHEP is very holistic with their focus on providing support to numerous 
agents and agencies (treatment support volunteers, health care practitioners) in multiple 
venues (communities, health care facilities, mines etc.). To this end, their efforts are 
commendable.  

Recommendations include: 
• Exploring opportunities for curriculum development with both the Ministry of Health, 

which is responsible for the training of health care practitioners and the Ministry of 
Community Development, which is responsible for on the job training of health care 
practitioners could be very good options in moving forward; 

• Exploring the need for multiple language TB Booklets and the ability of people to read 
local languages (i.e. some local languages do not really exist in written form). 

2.4. Malawi 

2. 4.1. Country Background 
In Malawi, health care generally, and TB care in particular, face many challenges. The 
national budget has limited resources and the majority of the health care professionals that 
the population has direct access to, particularly in rural areas, have very limited skills and 
knowledge. In addition, like in other countries there is serious stigma against TB and TB 
patients, and often people rely on traditional healers rather than seeking western style 
medical care. According to the WHO data from 2012, the most recent statistics available, 18 
387 new cases were reported and 822 retreatment cases were identified in 2012. These 
numbers account for an incidence rate of163 per 100 000 which is a noted decline from more 
than 350 per 100 000 population recorded in 1990. There has also been a notable decline in 
deaths from TB from 40 per 100 000 to almost 0 in 2012.37  

2.4.2 LHLI Partners in Malawi 
This section of the report relies on literature, limited interviews and a survey conducted on 
behalf of the evaluation team by the Research for Equity and Community Health (REACH), 
one of the main LHLI partners in Malawi. In Malawi, LHLI works with REACH Trust, as 
mentioned above, and with Paradiso, a TB patient organization. At the request of LHLI, the 
main focus here is on the work conducted by REACH Trust because they are the main 
partner in the country and have been responsible for both the Health Communication training 
and the development of the TB Booklet.  

                                                
37 For data see: 
https://extranet.who.int/sree/Reports?op=Replet&name=%2FWHO_HQ_Reports%2FG2%2FPROD%2FEXT%2F
TBCountryProfile&ISO2=MW&LAN=EN&outtype=html 
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REACH Trust was founded in 1999 to focus on multi-disciplinary health research aiming to 
promote health care equality. The trust utilizes mixed methods approaches to investigate a 
series of ailments, and health care responses with a specific focus on the most 
disadvantaged. TB is, together with HIV, Malaria, Maternal and Child Health, Sexual 
Reproductive Health and Non-Communicable diseases, the main subjects of focus of the 
trust. REACH Trust conducts independent research, but its findings and inputs are often 
used by relevant government agencies. 

At REACH Trust, the Health Communication Project is simultaneously an independent 
project while also feeding information into other efforts. This was manifested in how work 
conducted in health communication has influenced, for example, creation of material for HIV 
awareness. Like in other countries, the development of the TB Booklet was highly 
participatory and responsive to the needs identified by both health care practitioners and 
patients. REACH Trust was directly involved in this process, both in the design of the original 
material (in English) and the later translation of the material into Chichewa for widespread 
use. Chichewa, the local language, exists in both written and oral form and is taught in 
schools across the country. Paradiso, the second LHLI partner, was also involved in the 
development of the TB Booklet. The Booklet includes 5 volumes covering the following 
topics: 1) I have TB and will be cured; 2) Facts about TB and HIV AIDS; 3) Dealing with 
effects of TB and TB medicine in my body; 4) Advice to TB patients their families and 
communities; 5) Keeping body and soul well when you have TB. 

In Malawi, at this time, the protocol used to distribute the TB Booklet dictates that where the 
TB Booklet is available all patients receive it at the time of diagnosis. REACH Trust also 
notes that distribution of the TB Booklet to patients was an early day challenge, but that this 
has been resolved by strengthening the protocol. Patients surveyed highlighted that it took a 
few weeks to get the TB Booklets, but it was unclear if these patients were diagnosed before 
or after the Booklet delivery protocol was modified. One element in the current protocol is 
use of a sticker on the TB Booklet, which is affixed to the patient’s chart. This allows health 
care practitioners to clearly see if a patient has not received a TB Booklet.   

REACH Trust also highlighted that the Health Communication Training, which includes a 
TOT for health care practitioners has been a very positive step forward. Respondents 
interviewed were not sure if the health care practitioner curricula in Malawi currently include 
health communication but felt that the approaches used by the LHLI modules were very 
useful. REACH Trust also noted that key members of the health care provision chain in 
Malawi are the Community Health Workers. These professionals have a limited training (3 
months) and are most often the direct interface with TB patients. Given the pivotal role of 
these health care practitioners, REACH Trust works directly with them and follows up their 
work in an effort to identify weak points. Health care practitioners surveyed for this evaluation 
also noted that the training had served to improve their ability to carry out their tasks in 
relation to TB patients. 

The TB Booklet, Reach Trust proposed, has been a key complement to the training in health 
communication and an asset to both patients and health care practitioners. They found that 
the TB Booklet was helpful in four main ways: first, it improved dialogue between all actors; 
second, exposure to the TB Booklet by patients has contributed to reducing patient drop 
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outs; third, it has helped patients and the community understand TB better and learn how it is 
transmitted; fourth, health care practitioners felt it reduced their workload.38   

However, the current distribution of the TB Booklet, which is done through REACH Trust, is 
very unsustainable. Indeed, they noted that in the absence of LHLI support it was unlikely 
that distribution and use of the TB Booklet could continue. While efforts to engage the 
government in a more robust way are being explored, these are not yet finalized.  

REACH Trust has found, through its on-going work, that many patients are too ill to be able 
to take advantage of the information in the TB Booklet and do not have access to someone 
who can assist them. Therefore, they are currently exploring how the treatment support 
volunteer model may be implemented at a wide scale. The treatment support volunteer 
model is used in many countries already and is currently used in Malawi at a smaller scale 
(i.e. not nation wide) by Paradiso. Hence, REACH Trust is exploring what it would take to 
make the model effective all over the country. Doing this, they believe, will be a huge step 
forward both in improving TB patient care, but also, in improving the general populations 
access to information on TB. The model that REACH Trust is currently trying to establish 
would mimic the efforts in other countries, and by Paradiso, where by treatment support 
volunteers are assigned to individual patients once diagnosed. These volunteers then work 
with the patient and provide on-going support throughout the treatment phase. At the time of 
the evaluation, the training for already identified treatment support volunteers was being 
planned. This might be a very important asset to the work already conducted since stigma 
against TB patients is also a problem encountered in Malawi. This was supported by both 
interviews and the limited survey of patients conducted for this evaluation, where 4 out of 5 
respondents noted that they had experienced discrimination due to their TB status by both 
the general population and by health workers. 

Paradiso, the second LHLI partner in Malawi, enables patients to partner with treatment 
support volunteers. Paradiso is also heavily involved in supporting early detection and raising 
awareness about TB more generally. The main challenge with Paradiso is that it only covers 
the Lilongwe district and hence, a significant part of the country does not benefit from their 
approach to supporting TB patients. Still, in the Lilongwe district they have 18 clubs and 400 
treatment support volunteers who work towards better care and more awareness about TB.   

Both REACH Trust and Paradiso felt that the training was important and that refresher 
training was required. This goes in line with the understanding that efforts to support TOT are 
a good step forward, but also one that requires continued support in order to ensure 
knowledge is both maintained and scaled up.  

It appears, from the discussions held and material reviewed, including survey data, that the 
work by REACH Trust is having positive effects. There are two issues, however, that require 
attention: 
• Given that REACH Trust focuses primarily on research, it would be appropriate to 

focus more attention on carrying out controlled studies on the Health Communication 
Training and TB Booklet use. This could be useful to both the Malawi context and 
elsewhere. 

• The issue of sustainability is an area of concern because according to the interviews 
conducted the effort is fully dependent on LHLI funding. Since this funding is 
expected to end soon, finding opportunities to support the initiatives over the long 

                                                
38 REACH trust stressed during the interview that the research was not based on a controlled study. 
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term is very important. These could include the identification of other external donors, 
such as the Global Fund, for example, and or the financial engagement by the 
government.  

2.5. Nepal 

2.5 .1. Country Background 
Nepal has limited resources to invest on health care generally and TB in particular. In 
addition, the disease is, according to interviewees, highly stigmatized and treatment and care 
are not easily accessible. The challenges faced by TB patients in Nepal are numerous. The 
government has consistently increased its commitment, but still, the allocation is very small 
(from 7% last year to 14% this year). Therefore, TB related efforts remain highly dependent 
on foreign assistance. In addition, patients are confronted with a system that is very 
unfriendly both at a personal level (treatment of patients) and logistically, with DOT centres 
often open for just a few hours every day.  

As in other cases, during the interview with the coordinator we were told that the rate of 
infection appears to be similar from year to year at this time. According to the WHO data 
from 2012, the most recent statistics available, 32 915 new cases were reported and 2720 
retreatment cases were identified in 2012. These numbers account for an incidence rate of 
just over 163 per 100 000 which is a noted decline from 326/100 000 population recorded in 
1990. There has been a notable decline in deaths from TB from 40/ 100 000 to 9/100 000 in 
2012.39   

2.5.2 LHLI Partners in Nepal 
In Nepal, LHLI works with the National TB Centre and through a national coordinator. The 
work with the National TB centre aims to strengthen the capacity of health workers and 
empower the community including TB patients themselves. The National TB Centre is 
responsible for TB work around the country (all 75 districts). The work conducted by LHLI 
health communication work has included the development of the Booklet, building capacity 
and supporting TB patients, including MDR patients. This work is largely led by the 
aforementioned coordinator who visits approximately 20 districts (based on priority) each 
year.  

In Nepal, the Health Communication Project dates back to 2010. The project has thus far 
gone through 3 different stages: 

First, the development of TB Booklet: This included a number of different activities such as 
workshops with health workers and TB patients in order to develop a draft of the TB Booklet 
which was later amply tested in multiple rounds of refinement. The process of the 
development of the TB Booklet included extensive involvement by both health care 
practitioners and TB patients. The end result was a TB Booklet that covered the key 
messages, adapted the messages to address local concerns, and was written in a language 
and with illustrations that were locally adequate. The TB Booklet in Nepal is a single volume 
entitled “I have TB and will be cured.” The volume includes four main chapters covering the 
following topics: 1) Basic facts about tuberculosis; 2) Facts about MDR TB and HIV; 3) How 

                                                
39 For Data see: 
https://extranet.who.int/sree/Reports?op=Replet&name=%2FWHO_HQ_Reports%2FG2%2FPROD%2FEXT%2F
TBCountryProfile&ISO2=NP&LAN=EN&outtype=html 
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to cope with tuberculosis and the side effects of treatment; and 4) Keeping body and soul 
well when you have TB. 

Second, the LHLI work has focused on the training of health workers and treatment support 
volunteers on health communication. The initial aim was to focus on health workers provided 
with TOT training and then support these trained health care practitioners to implement 
training locally imparted to treatment support volunteers. The training conducted was 
designed to be supported by the use of the TB Booklet, meaning that trained personnel could 
use the skills gained in training along side the TB Booklet. The system of Health 
Communication Training and TB Booklet used in Nepal is based on a mechanism with 
extensive follow up (refresher) workshops. This, we were told, serves to support the 
solidification of knowledge gained at the training or through reading the TB Booklet and 
forms an important component of long term support to TB patients.  

Third, at the time of the evaluation the project in Nepal was in its third phase: the evaluation 
of the Health Communication Training and TB Booklet used. Since the process is yet to be 
finished, it cannot be commented upon but it is commendable that it is being conducted and 
seen as an important element of the whole process. Some preliminary data from the survey 
conducted in Nepal, however, confirms that the TB Booklet is seen as a clear asset to patient 
care and recovery and that the Health Communciation Training is believed to be too short. 
However, which elements from the training are missing or what would be the objective of 
longer training is less clear. Moreover, the government, according to the coordinator, regards 
the Health Communication Project as a clear asset to the national efforts and hence, 
welcomes the LHLI support. 

Overall, based on the data available to us, it appears that the LHLI supported efforts are 
beneficial. Still, the data of the on-going study of the impact of the work undertaken should 
be carefully scrutinized. To this end, a focus on the following factors is recommended: 
• Identifying what aspects of the training require reinforcement is important. Longer 

training should be clearly justified. Similarly, the effectiveness of refresher training 
should also be explored so that the ability of the TOT system to scale up can be 
evaluated; 

• Identifying approaches to sustain the work long term and be able to scale it up is also 
important. While on one hand, the coordinator is able to cover a lot of ground with 
very limited resources; the current needs far exceed his capacity.  
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3. Main conclusions 
All the data reviewed in connection with this evaluation suggest that working in the countries 
where LHLI is present on TB related activities is relevant from a general perspective. In 
short, that the prevalence of the TB problem is very high and that the available resources 
and infrastructure is unable to cope with the demand. The degree to which the efforts 
supported by the Health Communication Project are relevant is harder to establish with clear 
certainty (quantitatively) in the absence of hard data showing that the work has had a clear 
quantifiable impact (controlled studies). However, even in the absence of such studies the 
information collected suggests that health communication is a weak link in each country’s 
health care sector and that both the Health Communication Training and the TB Booklet 
serve to improve the patient’s knowledge and understanding of his/her condition and improve 
the care they receive.  

The measurable effectiveness of the tools is also hard to establish in the absence of the 
aforementioned data in the countries evaluated – with the exception of Zambia where a study 
of the perception of impact of CHEP’s work, including the TB Booklet, showing that patients 
that have received support through a treatment support volunteer and/or TB Booklet had 
higher knowledge on TB than those not having received support.40 However, the data that 
does exist, largely anecdotal and based on interviews with people directly tied to the project 
(recipients of the TB Booklet and or training) suggests that both the TB Booklet and the 
Health Communication Training has been an asset to their ability to do their job; in the case 
of health care practitioners and treatment support volunteers, improved their ability to support 
patients and in the case of TB patients, helped them better understand the disease, protect 
themselves against stigma and understand their treatment better.  

Measuring the efficiency of the project is problematic at this stage because both the Health 
Communication Training and the TB Booklet are high costs (time intensive) and therefore, 
given the life cycle of the programme so far and the coverage (direct beneficiaries), it could 
be easily suggested that the effort has not been efficient. Notably, the costs of TB infection 
for infected individuals, their families and their communities is high, therefore, the question of 
efficiency of the programme is one that needs to be understood as a scale problem (limited 
coverage makes the per item cost higher). Therefore, it is arguably too early to establish 
efficiency and hence, it may be more appropriate to look into up-scaling opportunities and 
longer time frames, which include a larger scale of coverage. If LHLI is able to, for example, 
introduce the training into the curricula of medical practitioners more generally; the start up 
costs of the training will become miniscule in comparison. These issues are directly tied to 
the sustainability of the interventions. Now that LHLI has carried out the programmes for a 
relatively lengthy period of time and is conducting studies to better assess what has been 
accomplished, and perhaps modify the training and TB Booklet materials, it would be a good 
opportunity to explore mechanism by which the two main deliverables of the project (the 
Health Communication Training and TB Booklet) can be sustained outside the project. This 
has been done in some cases where the TB Booklet is no longer printed with LHLI funding, 
and where trainers are under the payroll of national entities. Still, looking more closely at 
sustainability and efficiency in tandem might be propitious at this time.  
 

                                                
40 Desk review on CHEP final research report Jan 2013.   
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• Health Communication Training: Throughout the evaluation process the Health 
Communication Training has been consistently lauded as an asset to treatment care 
by both medical practitioners and treatment support volunteers. Those trained 
highlighted that the training had provided them with skills to improve their ability to 
provide care and support to TB patients, and also facilitated their ability to perform 
their duties generally, deal with colleagues and even improve their personal 
relationships.  Trained respondents stressed that their ability to both understand the 
needs of patients (more broadly the needs of someone else within or even outside 
the work environment) and also their role in the communication process has markedly 
improved. Coverage of the LHLI project is relatively small considering the needs in 
each of the countries where they work. A challenge for the health communication 
work is the ability to scale it up. As the project moves forward, conducting project 
elements with well established evidence-based repeated rigorous data collection 
(quantitative and qualitative) will fortify the project and permit both adaptation to local 
conditions, and an improved understanding of the challenges faced and the impact 
made. Such studies will require the collection of baseline data and iterative controlled 
measurements throughout the project cycle. 

• The Training-of-Trainers (TOT) approach and material: Interviewees, both 
trainees and trainers, from all country case studies consistently commended the 
material used for the training as both innovative (i.e. different from the material and 
approaches they had experience with) and effective. One element that is important to 
note is that the general effectiveness of the TOT approach is highly dependent on 
refresher courses, and on the job support. The system to identify trainers and support 
them directly is a good idea in terms of scaling up. However, its effectiveness seems 
to vary greatly on the degree of commitment by the implementing partners and on 
their understanding of how much refresher/on-the-job training is required. These 
needs are directly dependent on the existing capacity, which varies from case to 
case. That means TOTs alone are rarely sustainable and hence, LHLI needs to find 
approaches to support the process in the long term (i.e. sustainability of the TOT). 

• The TB Booklet: The TB Booklet is a key TB educational tool to ensure adequate 
health care, support compliance with treatment, and to ensure that patients normalize 
their life as soon as possible. The type of TB Booklet provided by LHLI is a first in 
terms of actively engaging patients in the development of a patient focused tool and 
also in that it focuses on the empowerment of patients though the provision of 
information relevant to their own care. In this way the TB Booklet serves to empower 
a group (patients) by allowing them to understand and support their own recovery 
process. TB patients are very often disempowered both because they tend to belong 
to vulnerable communities, but also because the disease itself has further 
disempowered them, hence, the TB Booklet can be a key support tool. In Tanzania 
and Zambia, some TB patients and former patients equated this tool to a “shield 
(against stigma)” to help them educate family, friends, co-workers and the community 
at large about what the real risks are and therein- were able to avert some of the 
stigma experienced. The “shield” description was not used in Sudan, but the TB 
Booklet was seen as a way to decrease the stigma attached to having TB. One of the 
main challenges in using the TB Booklet is the issue of language and literacy. The 
current system relies on treatment support volunteers and/ or family members to work 
with patients who cannot read themselves. This appears to often work well and some 
argue is positive because it fosters a stronger relationship between the person with 
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TB and the person who reads the content of the booklet. However, others argued that 
having to rely on someone to read to the patient was disempowering for the patient 
by making them fully reliant on a third party. Due to the latter findings exploring other 
avenues to convey the message to illiterate patients could yield further beneficial 
results, for example, pictograms based shorter version of the TB Booklets. Doing this 
might help in empowering illiterate patients in a similar way as is the case with more 
literate patients today using the current approach. 

• Partnerships: Working with multiple partners as a multi-pronged approach that 
includes health care practitioners and treatment support volunteers enables a more 
cohesive approach to supporting patient care, which works well. In all cases the 
support of TB patients did not fall solely on one entity, but rather was shared amongst 
institutions, which complemented each other. In some cases LHLI directly engaged 
with multiple agencies and in others engaged with one institution, which engaged with 
multiple institutions. Both models of work function well; ultimately what appears to be 
important is that both the Health Communication Training and the TB Booklet is 
accessible to different groups (i.e. heath care workers, treatment support volunteers, 
community leaders, TB patients, etc.). 

• Volunteers: The utilization of treatment support volunteers as part of projects to 
support patient recovery (i.e. community DOT, co-patients) appeared to be highly 
positive in both ensuring that the workload of health care professionals is reduced 
and they are therefore, better positioned to use the knowledge they gained in the 
Health Communication Training (have more time to dedicate to patients); and in 
supporting patients to follow their treatment plan and return to their normal lives as 
much and as soon as possible.   

• Delivery of the TB Booklet: The benefits of the TB Booklet are contingent on the 
timely delivery of the tool to the TB patients and their ability to read (illiterate patients 
can struggle finding someone to read it to them and to absorb the information read to 
them). In all cases the timely delivery of the TB Booklet appeared, based on a very 
small sample of interviewed patients and treatment support volunteers, to be a 
problem. This could be coincidentally only the experience of the patients interviewed 
during this evaluation with other patients receiving the TB booklet at the start of their 
treatment, still it might be worth exploring this further. These delays were experienced 
although there are distribution guidelines in place, which stipulate that TB patients 
should get the TB Booklet at the time they start treatment.   

• Collaboration between partners: The Tanzanian experience showed that there was 
a very positive collaboration between Temeke medical facilities and Mukikute, where 
both appeared to see the value of each others work. In Zambia, although LHLI works 
with only one partner (i.e. CHEP). This counterpart had very good relationships with 
both government and non-governmental relevant actors. This was also true in Sudan, 
where the collaborative agencies were well matched in their skill sets and missions. 
This shows that the potential to capitalize on state and civil society capabilities exists, 
and is a valuable tool at LHLI’s disposal. 

• Collecting M&E data: Monitoring and recording the progress of the Health 
Communication Project is an important aspect of knowing how the effort functions 
and what can/should be changed in order to improve the work done. Efforts to 
systematically collect data from all interventions are worthy of attention. Each country 
has a different experience regarding what elements work or not in order to promote 
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the collection of data. Therefore, efforts need to be tailor-made to the specific context 
and should include control groups in order to more accurately assess what the 
contribution of the different project ‘s elements is. 
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4. Recommendations for LHLI 
• LHLI needs to explore how to further strengthen their advocacy efforts to ensure the 

Health Communication Training becomes part of the standard curricula for health 
care practitioners. It is important that the relevant authorities (i.e. ministries or 
agencies tasked with TB issues) of LHLI’s partner countries recognise the Health 
Communication Training as an asset. Given the limited capacity LHLI has, this could 
have consequences for the institutional ability to provide direct support to partners as 
they have done until now. In all countries visited partners agreed that the Health 
Communication Training and the TB Booklet are an asset, hence, it could be a good 
opportunity to explore how LHLI might expand into advocacy. Health Communication 
Trainings should continue while efforts are underway to ensure that it becomes part 
of standard training practices within the country, this could include the identification of 
additional LHLI partners. 

• Opportunities to expand the use of the TB Booklet are multiple and should be 
explored; these could include how to make the information contained in the TB 
Booklet accessible to a wider range of the population (i.e. community centres, health 
care posts and hospitals, sport clubs, churches, and schools). The production of the 
TB Booklet is very costly and therefore, it could be interesting to explore cheaper and 
innovative approaches to have key information currently in the TB Booklet more 
widely available and accessible. This could include media campaigns (TV and radio 
spots), the use of community educational theatre productions as well as less formal 
efforts such as painting key message murals on the sides of public buildings, using 
posters, etc. Overall, the important issue is finding ways to diffuse information more 
widely and in creative and innovative ways. Clearly some of these efforts are more 
costly than others and this too should be considered when exploring opportunities. 

• The TB Booklet is a very good tool for those who can read its contents or have 
access to people who can read it on their behalf. However, the tool loses 
considerable value in areas with high rates of illiteracy. Hence, having a version of 
the TB Booklet that relies more heavily on pictograms could be an opportunity worth 
exploring. Similarly, supporting the development of a Booklet to support the care of 
MDR-TB patients is also worth exploring. MDR patients have specific needs and 
hence, catering to these could be a valuable asset to their care and recovery. In 
addition, evaluating ways to decrease the cost of printing the TB Booklet need to be 
explored. 

• In countries where TB Booklets are available in multiple languages, it is important to 
ensure that the languages are widely read by the patient groups. A protocol to 
determine which TB Booklet should be given to the patient should be based not on 
what the patients “mother tongue” is, but on which language he/she is most 
accustomed to reading. In the future, before efforts to translate a TB Booklet are 
made, LHLI should carefully explore the cost benefits of the endeavour to ensure that 
the investment merits the benefit.  

• The use of the TB Booklet and Health Communication Training seem to complement 
each other well. Therefore, efforts should be made to ensure that both tools are used 
along side each other to achieve best results.  

• The Health Communication Training-of-Trainers (TOT) material was lauded as useful, 
as was the approach to training. It is important that mechanisms to support on-going 
and long-term refresher systems are put in place and supported to ensure that the 
knowledge gained through the training becomes adequately internalized. This has 
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been done so far, but it is important to highlight that the long-term success of the 
effort is highly dependent on this type of activity.  
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6. Annex 1: ToR 
 

 



 

1 

 

SUMMATIVE EVALUATION OF LHLI'S HEALTH COMMUNICATION PROJECT 

Call for expression of interest 
LHL International Tuberculosis Foundation (LHL International/LHLI) calls for expression of interest 

for carrying out a summative evaluation of a five year project (2010-2014). The overall goal of the 

health communication project is that TB patients can better control their health and life due to 

increased knowledge and improved relations with the health care professionals.  See attached terms of 

reference (TOR) for further information. 

Purpose of the evaluation 
The main purpose of this evaluation is to assess the impact of the Health Communication project on 

the target group. The evaluation report shall be both an advocacy and a learning tool for LHL 

International and its cooperating partners. 

LHLI is looking for a consultant/team of consultants with the following qualifications: 

 Team leader must have experience from leading evaluation teams 

 Advanced degree and experience in social sciences, education/communication and/or public 

health  

 Experience from evaluating international development projects  

 Experience from qualitative data collection and analysis techniques. Experience from 

quantitative data collection is an added advantage  

 Good interpersonal and communication skills 

 Analytical skills and ability to clearly present findings, draw practical conclusions make 

recommendations and prepare well-written reports in a timely manner  

 Fluency in oral and written English (Norwegian, Swahili, Arabic and/or Nepali is an asset) 

 

Budget: 
Budget maximum is NOK 450.000,-. This shall cover all costs, including consultancy fees, 

international travel, per diem, insurance and communication. 

Time frame: 
Desk study: December 2013 

Field work: January/February 2014 

Draft report: 31
st
 March 2014 

Final report: 30
th
 April 2014  

 

Letter of interest must include: 

 Plan for the review and an outline of its methodology (max 5 pages) 

 CVs 

 Budget 

 

Deadline for expression of interest: 
21

st
 October 2013. Letter of interest should be sent to Mona Drage, Advisor, LHL International. 

E-Mail: mona.drage@lhl.no Mobile: 93008891 

For further information:  http://www.lhl.no/en/lhl-international/ 
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LHL International Tuberculosis Foundation (LHL International) Summative 

Evaluation of the Health Communication Project 

 

Terms of Reference 
 

1. Background   

 

LHL International Tuberculosis Foundation (LHL International) 
LHL (The Norwegian Heart and Lung Patient Organisation) was originally established (1943) 

as an organization by and for people affected by tuberculosis (TB). Since the 1980's, LHL has 

also been engaged in fighting tuberculosis internationally. LHL International was established 

as a foundation by LHL in 01.01.2013 to continue and further develop LHL's work in the 

fight against TB. Our partners are patient organizations, health authorities and research 

institutions.  

 

LHL International works in 6 countries
1
. Our partners are: 

o Nepal: National TB Programme (NTP)  

o Sudan: National TB Programme (NTP), Epi-Lab (Epidemiological Laboratory) STPA 

(Sudanese TB Patient Association) 

o Tanzania: Temeke Municipal (public health authorities) and Mukikute (patient 

organisation) and Kibongoto hospital 

o Malawi: Paradiso (patient organisation) and REACH Trust (research institution)  

o Zambia: CHEP - Copperbelt Health Organization (NGO)  

o Russia: Easy Breathing Fund in Arkhangelsk and Doctors to Children (DTC) in St. 

Petersburg 

 

LHL International is part of the Atlas-alliance and receives financial support from NORAD 

through a multi-year framework agreement (later referred to as the long term plan).  

 

Brief overview of the Health Communication project  

Challenges in TB control are both numerous and multi faceted, and some of the challenges we 

see in our work are: 

• Delay in TB diagnosis, often related to both people and health care providers not 

recognising symptoms of TB  

• Default or interruptions in TB-treatments, often due to patients experiencing side 

effects, lack of information about the treatment, or irregular medicine supplies from 

health system to patient 

                                                      
1
 We also work in Norway  



 

3 

 

• Stigma towards TB-patients, both in the community and among health workers, in 

addition to patients' own fear and shame 

• High workload among health workers who diagnose and treat TB, resulting in 

frustration and  little time for each patient  

• Fear among health workers of being infected 

 

Many of the challenges in TB control can be directly or indirectly linked to lack of 

information and poor communication. Therefore health communication has been a priority 

area for LHL and partners. The Health Communication project was initiated with funding 

from NORAD in 2006. In the first years of the project the focus was to increase competence 

on health communication internally in LHL, and to assess what impact effective 

communication could have in relation to different challenges in TB control. We also started to 

train health workers in partner countries and developed information material based on 

patients' needs and concerns. The process of developing information material for patients 

included training of health workers and treatment supporters in facilitating the process, doing 

interviews with patients to collect questions, categorizing and answering these questions, pre-

testing in the field and incorporating the feedback into the process. This was done in 

Tanzania, Namibia, Lithuania
2
 and Norway. The project was well received by partners. LHLs 

international development interventions were evaluated externally in 2009
3
 and one of the 

recommendations was to continue with the Health Communication project.  

 

Based on the external evaluation and on feedback from partners it was decided to further 

develop and expand the project. In the long term plan (2010-2014), health communication 

was made a global project, thus including all partner countries. The focus has been on 

developing a training of trainers' (ToT) concept. This has included the development of a 

practical and comprehensive training kit for trainers and participants, training a pool of 

trainers' and facilitating development of TB-patient booklets in all partner countries. 

 

Overview of the project goal, objective and activities 

As stated in the long term plan (2010-2014): 

 

Development goal: TB patients can better control their health and life due to increased 

knowledge and improved relation with the health care professionals.  

 

Two main project activities 

a. Training of trainers (ToT): Training health professionals and treatment supporters
4
 as 

trainers in how to communicate more effectively, how to deal with emotions and how 

to set and reach goals in line with the Stop TB strategy
5
.  

                                                      
2
 Namibia and Lithuania are no longer partner countries 

3
 Annika Nilsson 2009: Evaluation of the methods and approaches of the international development 

interventions of the Norwegian Heart and Lung Patients Organisations (LHL)  

4
 Also referred to as community volunteers 
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b. Develop TB patient friendly booklets, in close cooperation with the target groups 

(patients, their family members, treatment supporters and health workers).  

 

 

 

Project objective  Project activities Project indicators  

Training of health 

professionals in health 

communication and TB 

patient empowerment is an 

integrated part of partner 

countries TB control annual 

plans, reports and activities  

a. Training of trainers (ToT) 

 

Build competence among 

LHL staff in facilitating and 

lead ToT in health comm. 

 

Develop manuals based on 

LHL's health comm. concept  

 

LHL conducts ToT 

workshops 

 

 

Partners conduct training in 

health communication for 

local personnel. 

 

 

 

 

 

 

 

 

 

 

 

 

b. TB-booklets 

 

Needs assessment among 

TB-patients regarding what 

they want to know about TB 

 

 

Competence building 

activities  

 

 

Printed manuals available 

 

 

Number of trainers in each 

partner country, trained and 

operational as trainers. 

 

Number of workshops in 

health communication in 

partner countries. 

 

Number of health personnel 

and volunteers / treatment 

supporters trained in health 

communication in the 

different countries. 

 

Examples of stories about 

how communication 

between health workers and 

patients has improved 

 

 

 

Booklets developed from 

user's perspective and 

actively in use as a 

                                                                                                                                                                      
5
 The Stop TB strategy underpins the Global Plan to Stop TB (2006-2015), developed by the WHOs Stop TB 

Partnership 



 

5 

 

and HIV 

 

Drafting and pretesting TB-

booklets  

 

Printing and distributing 

TB-booklets 

 

communication tool between 

health workers and patients 

 

 

 

Examples of stories about 

how knowledge among 

target group has increased   

2. Evaluation objectives and criteria  
 

The purpose of the evaluation 
 

The main purpose of this evaluation is to assess the impact of the health communication 

project on the target group
6
. What difference has this project made to the beneficiaries? What 

changes have occurred for those trained in health communication and for the patients that 

receive the booklets?  The evaluation report shall be both an advocacy and a learning tool for 

LHL International and its cooperating partners. 

 

Scope of the evaluation 
 

The period under evaluation is 2010-2014 (the current long term plan). The evaluation will 

focus on the goal, objective and activities as described in the long term plan.  

Overall evaluation objectives   

 To assess and evaluate the results achieved to date according to the project goal, 

objectives, indicators and expected results  

 To assess the impact of the project (what has changed? For whom? How significant 

was it?) 

 To assess the status of project activities (health communication) in all of LHL 

International's partner countries  

 To assess LHL International's and partners' role and contributions to the project 

activities 

 To assess whether the LHL International health communication concept is a useful 

and effective tool 

 To assess the sustainability of the project activities in the partner countries 

 To provide recommendations for the future   

 

                                                      
6
 Health workers/treatment supporters trained and patients receiving the booklets 



 

6 

 

OECD/DAC evaluation criteria  

The various project components and activities will be examined according to the OECD/DAC 

evaluation criteria’s of relevance, effectiveness, efficiency, impact and sustainability. 

 

The evaluation should include, but not be limited to, the following questions: 

 

1) To assess the relevance: 

a. Are the activities and outputs at country/project level consistent with the 

overall goal of the health communication project and the attainment of its 

objectives? 

b. How/to what extent does reaching the project objective lead to the 

development goal? 

c. Are the activities and outputs of the project consistent with the 

planned/intended activities and outputs? 

d. Is the project adaptable to different contexts and changing environments?  

e. Assess the quality of the teaching plan (concept), educational material (training 

manuals) and TB booklets.  

 

2) To assess the effectiveness: 

a. To what extent were the objectives achieved or are likely to be achieved within 

the different partner countries? 

b. What major factors influenced the achievement and/or non-achievement of 

objectives?  

c. Assess strengths and weaknesses in the partnership between LHL International 

and partners related to the project.  

 

3) To assess the efficiency:   

a. Where objectives achieved on time? 

b. Was the project implemented in the most efficient way compared to 

alternatives? And if not, what could be the alternatives? 

c. Were activities cost-efficient?  

 

4) To assess the impact: 

a. What are the patients' perceptions of the TB patient booklet?  

b. How are the booklets being used?  

c. What difference has the project made to the target groups (health workers and 

treatment supporters trained and patients receiving the booklets)?  

d. What are the trainers' and participants' perceptions of the training concept 

(including the manuals)?  

e. To assess the level of learning and exchange of knowledge between the 

different partners in this project (at country level and between participants 

from different countries). 

f. Identify and assess partners' relationship/cooperation with key stake holders at 

district, regional and national level (for example National TB Programmes 
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(NTPs), other non-governmental organisations (NGOs), educational 

institutions, public and private health care providers, WHO, UNDP).  

 

5) To assess the sustainability 

a. How can partners ensure continuation of the health communication training 

and use of booklets in the future?  

b. What were major factors influencing the achievement or non-achievement of 

the sustainability of the project? 

c. Assess aspects of ownership.  

d. What are the partners' plans for continuing training in health communication, 

and distribution of booklets? 

3.  Methodology  

 

Desk review / literature  

Perform a desk review of relevant project documents, including (but not limited to):  

Annual plans and reports, TB-patient booklets, booklet-guidelines, training manuals, 

questionnaires (baselines and endlines) and most significant change stories, workshop-

evaluations, collected case studies from the field, relevant studies and strategies.  

 

Field study  

The intention is that three partner countries (probably Tanzania, Sudan and Nepal) will be 

selected for field visits. Field visits should include qualitative in depth interviews (individual 

and focus group discussions) among target groups, such as managers of LHL partner 

institutions, trained health personnel and treatment supporters, relevant stakeholders such as 

NTP managers at national, regional and district level,  patients who have used the TB-

booklets and LHL International staff. For the remaining partner countries, interviews will be 

performed by the use of Skype/teleconference/telephone/mail and/or questionnaires.  

4. Time frame and work plan 

 

Time frame 

The duration of the assignment is anticipated to be 42 working days. The evaluation will start 

at the end of 2013 and the final evaluation report will be submitted by the end of April 2014. 

The Team Leader will prepare a first draft report to be submitted to LHL International within 

31
st
 March 2014. The draft will be sent to the cooperating partners for comments. The final 

report will be submitted to LHL International by 30
th

 April 2014.  

 

Work plan  

The team will communicate and agree on the division of activities  
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Proposed activities for the team Days required
7
  

Desk review of literature/background material  6 

Methodology plan / Evaluation matrix / Interview questionnaires 1 

Scoping meeting with LHL International  1 

Field visits with target groups, e.g. in depth interviews, focus group 

discussion in three partner countries  

21 

Debrief with local partners presenting preliminary findings and 

recommendations 

3 

Interviewing LHL International staff  1 

Analysis and writing of draft report 7 

Incorporation of corrections from the project team 1 

Submission and presentation of final report  1 

Total days of activities  42 

  

5. Evaluation team and qualifications 

 

The composition of the evaluation team will be discussed and agreed upon before signing the 

contract. Needed qualifications of the team are:    

 Team leader must have experience from leading evaluation teams 

 Advanced degree and experience in social sciences, education/communication and/or 

public health  

 Experience from evaluating international development projects  

 Experience from qualitative data collection and analysis techniques. Experience from 

quantitative data collection is an added advantage  

 Good interpersonal and communication skills 

 Analytical skills and ability to clearly present findings, draw practical conclusions 

make recommendations and prepare well-written reports in a timely manner  

 Fluency in oral and written English (Norwegian, Swahili, Arabic and/or Nepali is an 

asset) 

6.  Deliverables 
 

The following deliverables should be presented to LHL International at the end of the 

evaluation period: 

 

1. Report 

                                                      
7
 The days specified in the table is the total days estimated for the team.  
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The final report will be presented as one PDF electronic document. The size of the report 

should be no longer than 40 pages, excluding appendices, clearly written in English, using 

Arial 11 point. The evaluation report should consist of:  

 Executive summary and recommendations (not more than five pages).  

 Main findings including project strength and weaknesses  

 Answer to the DAC questions  

 Country overview, status and process of the project components so far 

 Recommend areas for improvement, and action that can enhance project replication 

and/or expansion  

 Identify opportunities and recommend operational research and the human and 

economic resources needed for implementation 

 Main text, to include index, context, evaluation methodology, analysis and 

conclusions 

 Appendices, to include evaluation terms of reference, maps, sample framework, and 

bibliography 

 LHL would also like to have the final report in Word version 

 

2. Power-point presentation 

 A power-point presentation with the main findings and recommendations  

 

3. Feedback seminar  

 Half day seminar at LHL International led by the Team Leader and with 

participation from the other team-members, for example via Skype.   

 

7. Remuneration 
 

The total cost (incl. VAT) should not exceed NOK 450.000. Mode of payment to the team 

will be divided in two disbursements. The first disbursement will be transferred as soon as the 

contract is signed, and before the end of December 2013. The second transfer will be executed 

as soon as the final report and invoice has been submitted. LHL International will transfer the 

payment to the team leader who is responsible for disbursement to the other members of the 

team.  

 

8.  Property Rights  

 

LHL International has the proprietary right to the final report and the power point 

presentation. LHL International pleads the right to give comment on the report. The final 

report will be presented as a PDF electronic document. 
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7. Annex 2: List of respondents 
 
Norway, Malawi and Nepal: 
 
Date of 
Interview/Meetin
g 

Name Position/Organizatio
n 

Contact Info 

07.01.2014 Hedvig Fiske 
Amdal 

LHLI - Health 
Communication 

Hedvig.Fiske.Amdal@lhl.n
o 

07.01.2014 Mona Drage LHLI - Health 
Communication 

Mona.drage@lhl.no 

24.01.2014 Thomas Jurgens LHLI –Sudan and 
Malawi 

thomas.jurgens@lhl.no 

04.02.2014 Merete Taksdal LHLI - Sudan and 
Tanzania 

merete.taksdal@lhl.no 

05.02.2014 RasmusMalmborg LHLI – Malawi and 
Sudan 

rasmus.malmborg@lhl.no 

07.02.2014 LailaLochting LHLI Zambia and 
Nepal 

LailaIren.Lochting@lhl.no 

14.04.2014 IreenNamakhoma REACH Trust, 
Director 

ireen@reachtrust.org 

14.04.2014 MtisungeChibamb
o-Mphande 

REACH Trust mutisunge@reachtrust.or
g 

08.14.2014 Gokul Mishra Nepal Coordinator gokulmishra@gmail.com 
08.06.2014 Mara Kumbweza 

Banda 
Paradiso, Director marabnd@yahoo.com+26

5 999 266 918 
 
Zambia: 
Date of 
Interview/Meetin
g 

Name Position/Organization Contact Info 

15.02. 2014 Rose Masilani Communication 
Department - Ministry of 
Health 

mubotu@live.com 

17.02.2014 
(Group Interview) 

Vincent Nyendwa CHEP - M&E NA - applies to all 
below 

17.02.2014 
(Group Interview) 

Olga Chisuse CHEP - CDO  

17.02.2014 
(Group Interview) 

Lawrence Mwewa CHEP - Coordinator  

17.02.2014 
(Group Interview 
and Individual 
Interview) 

LotieMwale CHEP - M&E  
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17.02.2014 
(Group Interview) 

Paul Kasoka CHEP  

17.02.2014 
(Group Interview) 

PathiasMwela CHEP – Project 
Accountant 

 

17.02.2014 
(Group and 
Individual 
Interview) 

Grace 
ChemboMukumbut
a 

CHEP - Project Officer  

17.02.2014 
(Group Interview) 

Beverly Musunda CHEP - Project Officer  

17.02.2014 Boniface Chikumbi CHEP – M&E info.2boni@gmail.co
m 

17.02.2014 
(Group Interview) 

BM Chuxumbi CHEP - APO  

17.02.2014 Ester Lupanda Nurse, Biti TB Clinic  
17.02.2014 
(Group Interview) 

Kristin Kapata Munweumo TB/HIV 
prevention 
OrganizationChimwemw
e Clinic 

 

17.02.2014 
(Group Interview) 

Griffith Musunga Munweumo TB/HIV 
prevention Organization 
Chimwemwe Clinic 

 

17.02.2014 
(Group Interview) 

EmosChilonge   

18.02.2014 
(Group Interview) 

Charles Chilungu Patient Support Group- 
Mishikishi Clinic 

 

18.02.2014 
(Group Interview) 

Timothy Mwale Patient Support Group- 
Mishikishi Clinic and 
former patient 

 

18.02.2014 
(Group Interview) 

Billy Sememba Patient Support Group- 
Mishikishi Clinic 

 

18.02.2014 
(Group Interview) 

Agatha  Nhedera Patient Support Group- 
Mishikishi Clinic 

 

18.02.2014 
(Group Interview) 

NellaKadansa Patient Support Group- 
Mishikishi Clinic 

 

18.02.2014 
(Group Interview) 

Mildred Kausen Patient Support Group- 
Mishikishi Clinic 

 

18.02.2014 
(Group Interview 

Sylvia Musonda Patient Support Group- 
Mishikishi Clinic 

 

18.02.2014 
(Group Interview 

Beth Mumba Patient Support Group- 
Mishikishi Clinic 

 

18.02.2014 PhireRnedy General Nurse, Mkata 
Health post 

 

18.02.2014 Ives Moansa Current TB Patient  
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Tanzania: 
 
Individual Interviews 
 
Date  Name Title Institution 
1. Issa Mmbaga Training Coordinator Department of Human 

Resource Development, 
Ministry of Health and 
Social Welfare 

2. Dr Irnei Myemba  Management Sciences for 
Health (MSH) 

3. Agatha Mshanga Advocacy Communication 
and Social Mobilization 
Coordinator 

National TB and Leprosy 
Program (NTLP), Ministry 
of Health and Social 
Welfare 

 
2. FGD with Temeke Hospital TB Department Officials  
Sn. Name Title Institution 
1. Dr Neema Kapalata Regional TB and Leprosy 

Coordinator (RTLC) 
Temeke Region 

2. Dr Paschal Maduhu TB/HIV Officer Temeke Hospital 
3. Mariam Mindu District TB and Leprosy 

Coordinator (DTLC) 
Temeke Region 

 
3. FGD with MKUKITE Management 
Sn. Name Title Institution 
1. Dickens Bwana Program Manager MUKIKUTE 
2. Ahmed Mwiru Treasurer MUKIKUTE 
3. Joseph Mapunda Chairman/President MUKIKUTE 
4. Happiness Madunda Program Assistant MUKIKUTE 
5. Flavian Makaranga MKUTA Secretary MKUTA/ MUKIKUTE 
 
4. FGD with treatment support volunteers (under MKUKTA umbrella) 
Sn. Name 
1. Ambros Choba 
2. Seif Mchila 
3. Japhary Ndaza 
4. Eliza Alphonse Weringe 
5. Shaban Kinyogoli 
6. Rehema Mpili 
 
5. FGD with patients and treatment support volunteers at Keko Drop In Centre  
Sn. Name Category 
1. Hasani Musa Patient 
2. Salma Athumani Patient 
3. Raphael Mbunda Patient 
4. Upendo Msuya Patient 
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5. Kurwa Abdul Patient 
6. Fredrick Grayson Outreach worker 
7. Yohana Simba Outreach worker 
8. Roy Steven Outreach worker 
 
6. FGD with providers/trainers/trainees  
Sn. Name Title Institution 
1. Sultani O. Lusambi Clinical Officer (CO) MbagalaKizuiani 
2. Lena L. Mbepera DOTs Nurse Wailes I 
3. Mary Chinyamkubi Assistant Medical 

Officer (AMO) 
Temeke 

4. Anna Lihombo DOTs Nurse Temeke 
5. Mrisho Kamkanga CO Keko Prison 
6. Amina Mgayahika CO Tambukareli 
7. Leah Ndoveni DOTs Nurse RangiTatu 
8. Naghenjwa Mnitu CO RangiTatu 
9. Anna Mbenga DOTs Nurse Tambukareli 
10. Mwajabu Seifu Reproductive and Child 

Health Coordinator 
(RCH)/DOTs Nurse 

Chamazi 

11. Upendo Chongolo DOTs Nurse Kizuiani 
12. Trophina Mpamwa Registered Nurse (RN) Kigamboni 
13. Swaleh Kyonda PCO Kigamboni 
14. Tulikifri Mbaga PCO Kigamboni 
15. Kenaz William Psychotherapist Keko Prison 
16. Speratus Macarius Lab Technician Kigamboni 
17. Joyce Mgohamwende CO RangiTatu 
18. Doris Ipopo RN Keko Prison 
19. Anastazia Shirima RN Temeke 
20. Edward Mhagama AMO Temeke 
21. Dr Edward Masika TB/HIV Officer Temeke Hospital 
Note: Temeke is the district hospital; others are health centers. 
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7. FGD participants--TB patients at Temeke Hospital 
Sn. Name 
1. Fatuma Nassoro 
2. Abdulazizi Kamkosa 
3. Hamisi Kimbokota 
4. Mwajuma Halfan Kondo 
5. Richard Kibiki 
6. Octor Faustus 
7. Petro Rwaurance 
8. Karama Regessy 
 
8. FGD participants-TB patients at Kibong'oto Hospital 
Sn. Name 
1. Yusuphu Mushi 
2. Abraham William 
3. Omary Alli 
4. Frank Peter 
5. Fred Ibrahim 
6. Boniface Lekitengi 
7. Mohamed Shaban 
8. Rajabu Ramadhani 
 
 
Sudan:  
 

Date of 
Interview/Meeting 

Name Position/Organization Contact Info 

25.02.2014, 4-6pm, 
SNTP overview 
meeting;2.03.2014, 
11:15am-12:30pm, 
Alzaiem Alazhari 
University (Khartoum) 
Faculty of Medicine 
meeting; 2.03.2014, 
1pm-3pm, Sudan 
Federal Ministry of 
Health, Health 
Education Unit meeting; 
4.03.2014, 2pm-3pm, 
field visit to Ministry of 
Health Periodic 
Conference (on 
University Campus in 
Khartoum)Sudan 
National SNTP Health 
Managers  

Dr. Hiba Hamad 
El Neel 
 

Director, Ministry of 
Health; Sudanese 
National TB 
Programme (SNTP) 
Federal Ministry of 
Health 

hibakamal2001
@gmail.com 
(+249-901-
239015) 
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Tuesday, 25.02.2014, 4-
6pm, SNTP overview 
meeting; 3.03.2014, 
11am-1pm, field visit to 
ShaikhAlburaai Health 
Centre (Suburban 
Khartoum) meeting 

Maria Eltayeb 
Sulieman 
 

Ministry 
Communications 
Officer/SNTP Health 
Educator; Sudanese 
National TB 
Programme (SNTP) 
Federal Ministry of 
Health 

mariasaha2010
@hotmail.com 
(need phone #) 

26.02.2014,10am-
11:30am, Epi Lab 
overview meeting 
 

Prof. Asma El 
Sony 

Epidemiological 
Laboratory for 
Research and 
Development (Epi 
Lab); Executive 
Director and Head of 
Scientific Activities 

aelsony@yahoo.
com and 
aelsony@iuatld.o
rg (+254-912-
305097) 
 

26.02.2014,11:30am-
12:30pm, Epi Lab 
overview meeting; 3pm-
4:30pm, Health 
Communication Training 
and TB Booklet meeting 

Dr. Sarah Abdel 
Aziem 
Hassanain 
 

Medical Sociology and 
Anthropology Dept.; 
Epidemiological 
Laboratory for 
Research and 
Development (Epi Lab) 

sarahazim@gma
il.com (+249-
918-180075) 
 

26.02.2014, 11:30am-
12:30pm, Epi Lab 
meeting 

Ranaatta 
Elmula M. 
Ahmed 
 

Epidemiological 
Laboratory for 
Research and 
Development (Epi Lab) 

No contact info 

26.02.2014, 11:30am-
12:30pm, Epi Lab 
overview 
meeting;3.03.2014, 
11am-1pm, field visit to 
Shaikh Alburaai Health 
Centre (Suburban 
Khartoum) meeting 

Dr.Muaz 
Ibrahim  
 

Health Promotion 
Section; 
Epidemiological 
Laboratory for 
Research and 
Development (Epi Lab) 

imuaz12@hotma
il.com(+249-919-
000060) 
 
 

Wednesday, 
26.02.2014, 11:30am-
12:30pm, Epi Lab 
overview meeting 
 

Dr. Bandar 
Salah  
 

Physician; 
Epidemiological 
Laboratory for 
Research and 
Development (Epi Lab) 

No contact info 

26.02.2014, 11:30am-
12:30pm, Epi Lab 
meeting; 3pm-4:30pm, 
Epi Lab Health 
Communication Training 
and TB Booklet meeting 

Hana Elsadig 
 

Administration and 
Finance Dept.; 
Epidemiological 
Laboratory for 
Research and 
Development (Epi Lab) 

hanooalsadig@y
ahoo.co.uk 
(+249-912-
319180) 
 

26.02.2014, 11:30am-
12:30pm, Epi Lab 
overview 

Dr. Mohammed 
Konna 
 

Medical Director, Abu 
Anja Health 
Centre/Hospital – 

Dr.Mohammed.K
ona@hotmail.co
m and 
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meeting;27.02.2014, 
NOON-1pm 
field visit to MDR TB 
Abu-Anja Hospital of 
Omdurman (outside of 
Khartoum) meeting 

Omdurman M.konna@gmail.
com 
(+254-913-
861017 and 
+254-912-
305715) 

26.02.2014, 11:30am-
12:30pm Epi Lab 
overview meeting 

Mohamed 
Alhadi Awad 

Epidemiological 
Laboratory for 
Research and 
Development (Epi Lab) 

No contact info 

26.02.2014, 11:30am-
12:30pm, Epi Lab 
overview meeting 

Alice Orbano Health Promotion 
Section; 
Epidemiological 
Laboratory for 
Research and 
Development (Epi Lab) 

No contact info 

26.02.2014, 11:30am-
12:30pm, Epi Lab 
overview meeting 

Reel Mutasim 
Nimr 

Coordinator/Past 
Health Promotion 
Section; 
Epidemiological 
Laboratory for 
Research and 
Development (Epi Lab) 

No contact info 

26.02.2014,3pm-
4:30pm, Health 
Communication Training 
and TB Booklet meeting 

Epi Lab is 
getting name of 
man 

TB Booklet Artist 
 

No contact info 

26.02.2014, field visit to 
Al Hajj Yousef Health 
Centre (outside of 
Khartoum), 1pm-2:30pm 
meeting  

Epi Lab is 
getting name of 
woman 
 

Clinic TB 
Nurse/Outreach; 
AlHajjYousef Health 
Centre 

No contact info 

26.02.2014, 1pm-
2:30pm, field visit to 
AlHajj Yousef Health 
Centre (outside of 
Khartoum)  

Epi Lab is 
getting name of 
woman 
 

Catholic Nun, Clinic 
Manager; AlHajjYousef 
Health Centre 

No contact info 

27.02.2014, 10am-
11:30am, STPA 
overview meeting 

HanadiHussien 
 

Executive Director; 
Sudanese TB Patient 
Association (STPA)  

hanadihussien@
hotmail.com 
(need phone #) 

27.02.2014, 10am-
11:30am, STPA 
overview meeting; 6pm-
8:30pm, STPA Health 
Communication Training 
and TB Booklet meeting; 
3.03.2014, 3:45-5pm 

Hisham 
 

Executive Assistant; 
Sudanese TB Patient 
Association (STPA)  
 

SML has last 
name and 
contact info 
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“STPA Angels” meeting 
27.02.2014, 10am-
11:30am, STPA 
overview meeting 

Afaf is getting 
name of woman 

Lawyer; Sudanese TB 
Patient Association 
(STPA)  

SML is getting 
name and 
contact info 

27.02.2014, 2:45pm-
5:15pm, field visit Mayo 
District, ACC Health 
Centre (on bank of the 
Nile River), TB Booklet 
Drama  

No names - one 
woman the rest 
were men (n=8) 

Drama Acting Troupe No contact info 

27.02.2014, 6pm-
8:30pm, STPA Health 
Communication Training 
and TB Booklet meeting  

Hisham Ali Mohamed, Health Communication Officer; Iqbal 
Ayoub,TB and Religious Communities;Monera Ahmed,TB 
and Women; Sozan Adam,TB and Sport Clubs; Yaser Abbas, 
Partnerships Officer; Zohor Omer Alfaki, TB and PLWA  
(volunteer); Inshrah Bushra, TB and PLWA (volunteer); 
HadiaAlfadel, TB and Disabilities (volunteer); Mohamed 
Hassan,TB and Disabilities (volunteer); Gasm Allah 
Mohamed, Former TB Patients Officer; Badiaa Ahmed 
Albashier, Health Cadre (volunteer);and Ayda Gabreal 
(volunteer) 

2.03.2014, 11:15am-
12:30pm,  
Alzaiem Alazhari 
University (Khartoum) 
Faculty of Medicine 
meeting 

Dr. Ali Osman  
 

Dean, Faculty of 
Medicine; Alzaiem 
Alazhari University 

a.oa64@hotmail.
com (+249-912-
366441) 

2.03.2014, 11:15am-
12:30pm,  
Alzaiem Alazhari 
University (Khartoum) 
Faculty of Medicine 
meeting 

Dr.Basheer 
Gasm Elseed 
 

Head of Respiratory 
Dept., Faculty of 
Medicine; Alzaiem 
Alazhari University 

utito2008@hotm
ail.com 
(+249-912-
141048) 

2.03.2014, 1pm-3pm, 
Sudan Federal Ministry 
of Health, 
Health Education Unit 
meeting  

Musaab Brair 
Haj Ahmed  
 
 

President of Sudanese 
Health Promotion 
Association; Sudan 
Federal Ministry of 
Health, 
Health Education Unit 

musapbrear@g
mail.com (+249-
123-068123 and 
+249-912-
368123) 
 

2.03.2014, 1pm-3pm, 
Sudan Federal Ministry 
of Health, 
Health Education Unit 
meeting  

Khaled Hamed 
 

Health 
Education/Promotion 
staff; Sudan Federal 
Ministry of Health, 
Health Education Unit 

No contact info 

2.03.2014, 1pm-3pm, 
Sudan Federal Ministry 
of Health, 
Health Education Unit 

Musa Awad 
 

Health 
Education/Promotion 
staff; Sudan Federal 
Ministry of Health, 

No contact info 



SUPPORTING TB PATIENT CARE THROUGH COMMUNICATION:  
A SUMMATIVE EVALUATION OF LHLI’S HEALTH COMMUNICATION PROJECT (2010-2014) 

 

October 2014, Final Report   
 

69 

meeting  Health Education Unit 
2.03.2014, 1pm-3pm, 
Sudan Federal Ministry 
of Health, 
Health Education Unit 
meeting  

Sittana Ahmed 
Elsayyed 
 

Health 
Education/Promotion 
staff; Sudan Federal 
Ministry of Health, 
Health Education Unit 

No contact info 

2.03.2014, 1pm-3pm, 
Sudan Federal Ministry 
of Health, 
Health Education Unit 
meeting  

Waleed Sirr El 
Khatim 
 

Health 
Education/Promotion 
staff; Sudan Federal 
Ministry of Health, 
Health Education Unit 

No contact info 

3-03-2014, 11am-1pm, 
field visit to Shaikh 
Alburaai Health Centre 
(Suburban Khartoum) 
meeting 

Epi Lab is 
getting name of 
man 

TB Care Medical 
Assistant; Shaikh Al 
Buraai Health Centre 
 

No contact info 

3.03.2014, 1:30pm-
3:30pm, STPA, Health 
Communication Training 
and TB Booklet 
individual interviews and 
group meeting 

Zohor Omer Alfaki, TB and PLWA  (volunteer, PLWA); 
Badiaa Ahmed Albashier, Health Cadre (volunteer, nurse); 
and Monera Ahmed, TB andWomen (cured TB patient) 

4.03.2014, 10:30am-
NOON, Interview with 
illiterate TB patient 
about TB Booklet/TB 
care 

Epi Lab is 
getting his 
name (Afaf 
might have it) 
 

Illiterate male TB 
patient; 
Epidemiological 
Laboratory for 
Research and 
Development (Epi Lab) 

No contact info 

4.03.2014, 2pm-3pm, 
field visit to Ministry of 
Health Periodic 
Conference (on 
University Campus in 
Khartoum) 
Sudan National NTP 
Health Managers  

Dr.Hiba Hamad 
El Neel (SNTP 
Director) – 
chaired the 
conference 
 
Approx. 40-50 
SNTP Health 
Managers from 
all of Sudan’s 
18 states (no 
names were 
collected) 

Sudanese National TB 
Programme (SNTP) 
Federal Ministry of 
Health 

No contact info 

 
 

 

 


