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Abbreviations

	AIDS
	Acquired Immunodeficiency Syndrome

	BCC
	Behavioural Change Communication 

	BCG
	Bacillus Calmette-Guérin

	BL
	Bacteriological Laboratory

	CH
	County Hospital

	DOTS
	The internationally recommended strategy for TB control

	DOTS-plus
	The internationally recommended strategy to address MDR-TB

	DOW
	Doctors of the World

	DST
	Drug Susceptibility Testing

	EQA
	External Quality assurance

	GFATM
	Global Fund to Fight AIDS, Tuberculosis and Malaria

	FD
	Family Doctors

	FDC
	Fixed-Dose Combination

	GP
	General Practitioner

	HIH
	Health Insurance House

	HIV
	Human Immunodeficiency Virus

	HR
	Human Resources

	IDA
	International Dispensary Association

	IEC
	Information Education Communication

	IPH
	Institute of Public Health

	ISAC
	Intensified Support & Action Countries

	LDH
	Lung Diseases Hospital

	MDR-TB
	Multi drug resistant TB

	MSH
	Management Sciences for Health

	MoIA
	Ministry of Internal Affaires

	MoH
	Ministry of Health

	MoJ
	Ministry of Justice

	NAP
	National AIDS Programme

	NGO/NGOs
	Nongovernmental Organization/s

	NHIH
	National Health Insurance House

	NRL/NRLs
	National Reference Laboratory/ies

	NTP
	National Tuberculosis Programme

	PAS
	Aminosalicylate Sodium

	PHD
	Public Health Directorate

	PIU
	Program Implementation Unit

	PPD
	Purified Protein Derivative

	PR
	Principal Recipient

	SS
	Sputum Smear

	TB
	Tuberculosis

	TBD
	TB Dispensary

	USAID
	United States Agency for International Development

	WB
	World Bank

	WHO
	World Health Organization


I. Executive Summary
I.1. Achievements

In Romania a total of 31,567 cases of tuberculosis (TB) were notified in 2004 (134.6 cases per 100,000), and a total of 2,387 TB deaths were reported in 2003 (10.3 per 100,000).  TB morbidity and mortality have markedly increased in the last 15 years in Romania, where TB notification rates are the 2nd highest in the WHO European Region and 10 times higher than the average rate in the European Union.  This impressive disease load makes TB a public health priority for the Romanian population and the government. 

Since the adoption of the DOTS strategy
 in 1998, the Romanian National Tuberculosis Control Programme (NTP) has expanded to cover the entire country population in 2005, including the penitentiary system.  Major progress in all core areas of TB control have allowed Romania to reach the global case detection rate target of 70% for new sputum smear (SS) positive patients in 2003. The treatment success rate of newly detected bacteriological confirmed patients has reached 82% (2003 cohort) and is close to the 85% global target. 

The political commitment is manifested in the sustained support to the TB network consisting of the National Pneumology Institute Marius Nasta, TB Dispensaries (TBDs) and Lung Diseases Hospitals (LDHs) throughout the country and collaborating family doctors. Diagnosis and treatment are provided free of charge by the Ministry of Health (MoH) and National Health Insurance House (NHIH). 

Successful application to the 2nd round of the Global Fund to Fight AIDS, Tuberculosis and Malaria (GFATM) provided additional funding for 5 years (16.7 million US$ for the first 2 years) to strengthening DOTS expansion, tackling previously non-addressed issues such as multidrug resistant TB (MDR-TB), TB in children and in the Roma population, strengthening the laboratory network, rehabilitation of some TB facilities etc. 

Diagnosis by sputum microscopy – the first diagnostic tool recommended for TB control in high-burden countries – is practiced in the entire country. Bacteriological laboratories (BL) are accessible to all TB facilities. External Quality assurance (EQA) is becoming a routinely accepted standard and is implemented by three national reference laboratories (NRLs) which are connected to the supranational laboratory in Stockholm, Sweden. 

Short-course treatment for all TB cases has been ensured through centralized procurement and uninterrupted supply of essential TB drugs. Treatment regimens have been standardized with the introduction of national guidelines. TB dispensaries and lung diseases hospitals (LDH) all over the country are offering direct observation of treatment (DOT) to patients; decentralization of providers and involvement of family doctors is making DOT possible in an increasing number of rural areas.

The recording and reporting system is well established and provides reliable data for programme monitoring and evaluation. Computers and recently developed software, compatible with EURO-TB reporting systems, will soon be provided to all TBDs; training of staff is undergoing. 

The creation and training of the Supervision team has ensured regular monitoring visits to all counties on a biannual basis. Numerous training sessions for the different categories of health professionals involved in TB control have been organized. Different guidelines have been updated and disseminated (such as guidelines for TB control in penitentiary health facilities; guide on TB control for primary health providers, nurses and pulmonologists, etc). The guide for diagnosis and treatment of paediatric TB are currently under revision. 

I.2. Constraints and challenges

The review team commends the NTP for its successful implementation of DOTS throughout the country; however, identifies several areas for improvement. 

The current significant financial contribution provided by the GFATM grant will end in 2008. The future financial support of the NTP is a common concern.

A number of reasons explain the slow financial implementation of the GFATM grant for TB, including the PR required complex procurement procedures, the prolonged process for procurement of second-line drugs, and the need to modify some of the planned activities. 

A number of important partners for the NTP are present in the country; however no national coordination is in place for ensuring synergy of interventions. There is need for a comprehensive joint planning of TB activities.

The link between the NTP and general health services is not clearly defined. NTP's roles and responsibilities at central and county levels are not formally recognized, many tasks are implemented on ad-hoc basis, there are no job descriptions, no enablers, neither recognition nor incentives are provided for TB supervision and management.

The laboratory network needs to be reorganized and strengthened. There are too many laboratories performing culture and drug susceptibility testing (DST) with sub-standard quality and no biosafety standards for the staff (lack of biological safety cabinets). Shortage of media for bacteriological culture and DST is frequently reported. The bacteriological confirmation of pulmonary cases is too low (60%). Improvement of the laboratory performance and quality should contribute to increased confirmation of pulmonary cases. The three currently functioning NRLs (Bucharest, Iasi and Cluj) have not been officially recognized by the MoH, which hinders their mandate in supervision, training of laboratory personnel, supporting expansion of EQA activities and providing laboratory support for drug resistance surveillance and DOTS-plus
 activities.

Numerous groups of population are still unnecessarily screened for TB, such as army recruits, future employees, food industry workers, teachers, university students, and couples before marriage, parents of and their children enrolling in nurseries. In addition, tuberculin testing is repeatedly done in school children. TB screening in these population groups is proved to be not cost-effective.
TB preventive chemotherapy is provided in many cases unnecessarily, it is not standardized and with inappropriate drugs. The impact of such practice is not evaluated.

Too many TB patients are hospitalized and for an excessive duration, with significant cost. Lack of TB infection control and universal Human Immunodeficiency Virus (HIV) precautions is often observed. Boredom in hospitals and appalling physical conditions of inpatient facilities may contribute to the increase of defaulting. Lack of patients' support and mostly self-administered treatment in rural areas results in high death, default and failure (15% and 30% combined in new cases and relapses respectively). 

Although centralized procurement of drugs results in no major drug interruptions reported at the peripheral level, the drug management system is precarious and vulnerable. Drugs are ordered monthly, which results in increased cost and insufficient buffer stocks.

Too many different data are requested to be collected and reported by the different administrative structures: NHIH, Public Health Directorate (PHD), and National Centre for Statistics etc. There is no culture of utilizing the data collected for monitoring of the programme performance at county and facility level.

Treatment of drug-resistant cases is widely implemented throughout the country by using second-line drugs of uncertain quality procured on the local market. Over-reliance in 2nd line drug susceptibility testing results in frequent treatment regime changes and sometimes unnecessary use of these drugs. Regimens are not always correct and do not reflect the international guidelines and policies. Second-line drugs are often given to patients for self-administration. 

Collaboration between TB and Acquired Immunodeficiency Syndrome (AIDS) national programmes is not formally established for joint planning and implementation of the full package of internationally-recommended TB/HIV interventions. HIV testing is not extensively implemented and needs improvement for evaluating the rate of HIV prevalence among TB patients.

DOTS programme in prisons needs strengthening. Bacteriological confirmation of the TB cases in prisons is low, treatment outcome of patients discharged from hospital or released from prison is not reported.

A coherent national strategy and plan for information, education and communication (IEC) for TB control does not exist.

I.3. Main Recommendations

1. The current achievements of the NTP should be preserved and enhanced. Government funding for the NTP should be ensured to sustain activities currently financed by GFATM. 

2. Accelerate current expenditure rate of the GFATM first phase of implementation, including the procurement of the second line drugs.  Start planning for the implementation of the 2nd phase as soon as possible ensuring effective utilization of funds. 

3. NTP mid-term plan for 2006-2010 should be prepared including a comprehensive human resource development strategy.

4. NTP should establish effective coordination mechanism with all partners involved in TB control activities – other ministries, donors, national and international nongovernmental organizations (NGOs) – to ensure joint planning and coherent implementation of activities. 

5. The MoH should work with the NTP to establish effective links with the general health services and define roles and responsibilities of NTP staff at different levels.

6. Rationalize the laboratory network by reducing the number of laboratories performing culture and DST. Centralize procurement of sputum containers and reagents specific to bacteriological investigations. Ensure effective implementation of EQA. 

7. The three NRLs should be officially recognized by the MoH.  

8. Reduce unnecessary screening through revising the indications taking into account the evidence of cost effectiveness. 

9. NTP should develop guidelines for preventive chemotherapy with clear indications and recommended regimes. 

10. Hospitalization of the smear negative and extra-pulmonary patients should be limited to severe cases. Consider shortening the duration of hospitalization of smear positive patients if DOT on an ambulatory basis is ensured. 
11. Infection control and safety measures for TB patients and staff should be established in all facilities. 

12. Further strengthen the involvement of family doctors in TB control, including sputum collection, DOT, default tracing etc. Alternative methods of DOT and patient support such as home based supported DOT should also be considered.

13. Reduce the number of TB sanatoria and preventoria and re-allocate the budget savings to support other activities of the NTP.

14. Drugs centrally procured should be ordered and distributed quarterly to TB units with a 3-monthly buffer stock. Drug management training should be organized. 

15. NTP should work with the NHIH and the MoH to streamline data collection and reporting requirements for those different institutions. Quarterly data analysis at county level should be ensured for monitoring of the programme performance. 

16. National guidelines for MDR-TB management should be finalized, endorsed and disseminated. Diagnosis of every MDR-TB case should be confirmed by one of the NRLs. Regimens prescribed in the counties should reflect the recommendations of the NTP. Second line drugs can be prescribed and administered only under direct observation of the health worker. 

17. Establish a formal TB/HIV coordination body between TB and AIDS national programmes. Revise the existing protocol by including the missing activities (e.g. joint planning, monitoring/evaluation system, TB and HIV infection control, post-exposure prophylaxis etc.). Ensure cohort analysis of TB/HIV through revised electronic database used by National AIDS Programme (NAP) and NTP.

18. Closer links should be established between the penitentiary system and the NTP to ensure treatment follow-up and treatment outcomes evaluation.

19. A coherent national strategy and plan for IEC for TB control should be developed and implemented. 

II. The First National TB Programme Review

Goal and Objectives

A comprehensive International Review of the NTP in Romania was undertaken by the team of international and Romanian reviewers from 4 - 15 April 2005. 
The specific objectives of the review were: 

1. To review the current NTP structure, policies, planning and implementation of activities, procedures and resources (human and financial);

2. To assess the relevance of the proposed objectives and strategies of NTP in relation to the global 2005 TB control targets and the 2015 Millennium Development Goals (MDG's);

3. To assess the measures taken by NTP and its partners to increase DOTS coverage through the MoH public sector as well as through intersectoral collaboration, including medical colleges, workplaces, prisons and private practitioners; 

4. To assess recording, reporting, monitoring and evaluation system; 

5. To advise on social mobilization for increasing public awareness and health education of the population;

6. To evaluate the drug management system, including procurement, storage, and  distribution;

7. To assess the achievements in the implementation of the activities funded by the GFATM grant for TB and the contribution of the Intensified Support & Action Countries (ISAC) project;

8. To follow up implementation of recommendations by the Green Light Committee in July 2004 and the Laboratory Assessment Review of October 2004;

9. To identify gaps and areas which need strengthening and give recommendations for the forthcoming 5 year Strategic Plan (2006 - 2010).

Methodology

The programme review has taken place on the request of the NTP, with the full support of the Ministry of Health (MoH). World Health Organization (WHO) has provided technical assistance for undertaking the review in cooperation with national and international reviewers. The GFATM through the Principal Recipient (PR) provided financial support for the execution of the review process. 

The review team consisted of 6 international experts from WHO (Balkan Office, EURO and HQ), EURO - TB Paris, and Swiss Lung Association and 17 national experts from MoH and Ministry of Justice (MoJ). The list of reviewers, the review schedule and people met is provided in Annex 2 and 3.
A briefing meeting was held on 5 April 2005 to review the TB situation in Romania, the developments of NTP (including the prison sector), the implementation of the GFATM supported activities, and to discuss the review process and the schedule of the field visits. 

The members were divided into seven sub-teams to visit counties from 6 - 12 April 2005. Over 60 different facilities in twenty three counties and 3 sectors of Bucharest were visited (more than half of the total 42 counties). 

Sub-team 1: Giurgiu, Teleorman, Ialomita, Dambovita 

Sub-team 2: Arges, Sibiu, Alba, Cluj, Bihor
Sub-team 3: Calarasi, Bucuresti

Sub-team 4: Timisoara, Caras Severin, Mehedinti

Sub-team 5: Brasov, Ploiesti

Sub-team 6: Hospital Prisons from Tg. Ocna, Bucharest and the prison from Focsani

Sub-team 7: Buzau, Bacau, Vaslui, Iasi, Galati

In each county the sub-teams met with the Director of Public Health Department (PHD), assessed TB control services in selected TBDs, laboratories and hospitals, visited HIV/AIDS Regional Centre, and Prison Hospitals, prisons, family doctors and private practitioners and interviewed patients. A broad framework and detailed check-lists were prepared by the NTP for all sub-teams. 

Each sub-team prepared a PowerPoint presentation and written summary report of their field visit, which was discussed during a plenary session of the review team. Following discussions among team members, a summary of the main findings, conclusions and recommendations was prepared. This was presented during the meeting with the Ministry of Health on the last day of the review. The review team debriefed the Secretary of State from the MoH, the PR and the GFATM Portfolio Manager. 

III. Background Information*
III.1. Geography 

Romania is situated in the south-eastern part of Central Europe and covers 237,500 km2. It is bordered by the Black Sea and the Republic of Moldova to the east, Ukraine to the north, Hungary and Former Yugoslav Republic and Macedonia to the west, and Bulgaria to the south. 
III.2. Population
In the 1992 census there were 22.81 million inhabitants, of whom 54.3% lived in urban areas. At 1 July 2003 the Romanian population numbered 21.73 million inhabitants, representing a 4.5% reduction. The reduction was due to immigration, a decrease in the birth rate and an increase in mortality. Annual population growth in 2003 was negative: -2.7 per 1000 inhabitants in 2002, which was the lowest recorded since 1989. 
III.3 Average life expectancy and infant/ maternal mortality

The average life expectancy was 71.1 years in 2002 (67.6 years for men and 74.9 years for women). The average life expectancy in Romania was seven years shorter than the EU average (78.24 years in 2002) and almost three years shorter than the average for the European Region (73.9 years).
Infant mortality (16.8% in 2004) and maternal mortality (0.24 maternal deaths per 1000 newborns in 2004) are among the highest in the European Region, despite a large decline in maternal mortality since 1990. 
III.4. Leading causes of death
The most significant causes of death are: cardiovascular diseases (61.5% of all death in 2004), cancer (17%), digestive disease (5.8%) and respiratory disease (5.3%). Romania has one of the highest levels of cardiovascular disease in the European Region. It is estimated that 81% of the increase in mortality rate between 1990 and 2004 was owing to cardiovascular disease.

III.5. Recent history of the health care system an reform trends

For four decades, from 1949 to 1989, there was a Semashko health system. Major reforms began in 1989 and by 1998 they had transformed the centralized, tax-based system into a decentralized and pluralistic social health insurance system, with contractual relationships between health insurance funds as purchasers and health care providers.

The Health Insurance Law has already been modified yet still needs to be adapted to the changing political, social and economic context. The current reforms are focused mainly on the continuation of the decentralization process, the development of the private sectors and the establishment of clear relations between the health care and the social care system.

III.6. Health expenditure and Gross Domestic Product (GDP)

Public expenditure was 3.6% of GDP in 2004. Estimates of total expenditure are unavailable because private expenditure is not accurately calculated despite playing a significant role. The country continues to spend a low proportion of GDP on health. Romania is classified by the World Bank as lower middle-income country. Since the revolution of 1989 Romania has gone through a period of rapid change in every sector. The process of economic reform has been gradual rather than radical. After a spurt of growth to and including 1996, GDP fell between 1997 and 2000. Since 2001 a yearly average growth of 5% has been recorded. In 2005 an estimated US $5 billion will be spent of health care, of which US $4 billion will be from public sources. This accounts for almost 5% of GDP. 

III.7 Organization of Health Services

Public health services 

The MoH is the central authority in public health, responsible for setting organizational and functional standards, developing and financing national public health programmes, collecting data and analyzing the population’s health status. 

The county level PHDs are responsible for public health in their counties, and their expenses are financed by the MoH. Communicable diseases are the responsibility of the Ministry, but diagnosis and treatment of them is covered by the Health Insurance Funds. 

Primary health care 

Since 1998 patients are allowed to choose their dispensary/family doctor or general practitioner (GP), and can change after a minimum of 3 months after initial registration. At the same time, GPs changed from being state employees to independent practitioners, contracted by the health insurance houses, but privately operating their medical offices. 

Access to outpatient specialty care and to hospital currently requires a referral by the GP.

Secondary care

Ambulatory secondary care is delivered through a network of hospital outpatient departments, centres for diagnosis and treatment and private practices. Physicians working in private medical offices need a practice license and an authorization for the medical office, and private outpatient services may be accredited for all specialties including outpatient surgery. 

Tertiary care 
There are four main categories of hospitals in Romania: rural hospitals; town and municipal hospitals, county hospitals (CHs) and specialized units for tertiary care, such as the central level institutes (Institute of Oncology, Cardiology etc.) In terms of ownership, with the exception of a few small hospitals, all hospitals are publicly owned and under state administration. Hospital maintenance, treatment and staff salaries are financed from the Social Health Insurance Fund; the initial capital investment is currently financed by the state. 

III.5. General Description of the TB Control Program

The national response to TB is coordinated by the Public Health Department of MoH and the National Commission of Pneumology, constituted by 10 members, who are nominated by the MoH and meet at least twice a year.    

The National TB Program has a functional organizational framework.  The Central Management Unit of the NTP is managed by the NTP manager and hosted by the National Pneumology Institute Marius Nasta in Bucharest; includes a TB surveillance Unit, one of the 3 NRLs, a Supervision and Monitoring Unit (10 of the 27 supervisors for the county-level NTP implementation). 
Outside the NTP central office there are also 50 TB managers including 41 county TB managers, 6 Bucharest Sector TB managers and one TB manager each within the Ministries of Justice, Defence and the Interior; their job descriptions are stipulated in the 2001-2005 National Programme for TB Control.  Each county has between 3 to 6 TB and other lung diseases dispensaries (a total of 196). These are the peripheral TB units responsible for implementation of the NTP. Each Dispensary is manned by 1 to 5 lung diseases specialists (approximate 800 physicians) and a variable number of nurses and serve a territory of about 40,000 habitants. TBDs perform TB diagnosis and treatment and are also responsible for preventive activities, and the surveillance and supervision of activities by GPs (family doctors).
Figure 1: The organization of the NTP in Romania
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Family doctors are involved in NTP activities through identification of TB suspects in their territories and referring them to PTBDs. They also participate in epidemiological surveys, provide or supervise the directly observed treatment (DOT) for all ambulatory patients, especially in rural areas, participate in health education activities etc. 
Each county also has at least one TB and/or a lung diseases hospital (76 TB hospitals in total). In 2000, the number of beds allocated for TB and other lung disease was 4,280 in TB sanatoriums (beds devoted only to TB) and 9,527 beds for TB and other lung diseases in TB hospitals. 
The anti-TB drugs  are offered free of charge to all TB patients. The access to the first line anti TB drugs is limited to the TB network, through 190 pharmacies serving the TB hospitals. 

IV. Financial aspects of TB Control Programme in Romania
Description

The NTP public funds are decided on a yearly basis through an Ordinance signed by both the MoH and the president of the NHIH. The Ordinance approves among other national programs, the “Program 1.3.- TB Surveillance and Control”, where MoH covers the interventions related to TB prevention and health promotion and the health insurance (NHIH) provides funds for inpatient and outpatient drugs. 

· MoH budgets are distributed to NTP through the County PHDs; MoH funds go directly to the TB unites only for those directly subordinated to MoH. At county level, there are often cases when the TB units can not easily access the MoH funds, due to either miscommunication with the authorities, lack of knowledge of the NTP county managers  on the flow of  funds, lack of  formal authority of the NTP county managers.
· TB drugs are procured at central level, and starting with this year, MoH set up a procurement service subordinated directly to the Minister. According to the NHIH data, the TB drugs procured centralized have been distributed in 2004 to 187 TB units, and a total number of 63.059 patients have been treated with the procured drugs. The average cost/patient was around 60 euros (2.380.000 lei).

· In addition, inpatient and outpatient services for TB patients are contracted by the county health insurance houses (CHIH) with the services providers (hospitals, other inpatient units – preventorii, sanatorii – and ambulatory practices). 

· Starting with 2003, substantial additional funding has been provided to NTP through a grant from GFATM.  

Achievements

The total TB public expenditure in 2004 was 53.56 million euros (2.68% of the total public health expenditure). The Global Fund grant added in 2004 only, to the NTP, around 10 million euros. The 2000-2004 evolution of NTP expenditure shows big yearly fluctuations, with a constant decrease of public funds each year. For 2005, it can be noticed an increase of the estimated budget for TB drugs compared to 2004.  

Table 1: Total public health expenditure and Total expenditure for the National TB Program, Romania, 2000-2005 (in EURO)
	Total public health expenditure, Romania, 2000-2005 

	
	2000
	2001
	2002
	2003
	2004
	2005 (*)

	
	1.649.449.000
	2.030.669.000
	2.154.646.000
	1.769.737.000
	1.999.723.000
	2.481.317.000

	Total expenditure for the National TB Program, Romania, 2000-2005 

	Sources
	2000
	2001
	2002
	2003
	2004
	2005

	MoH (PN 1.3)
	545.000
	3.744.000
	1.409.000
	1.179.000
	1.273.000
	1.110.000

	NHIH (PN 1.3)
	5.287.000
	6.265.000
	4.672.000
	3.078.000
	2.736.000
	3.333.000

	CHIH (services)
	**
	**
	**
	**
	49.558.000
	**

	Public expenditure
	
	
	
	
	53.567.000
	

	Global Fund grant
	
	
	
	1.829.000
	9.994.000
	4.443.000

	Total expenditure
	
	
	
	
	63.510.000
	


Source: MoH/ the Budget Directorate 

  * =2005 health budget

** = no data available at MoH level the distribution of funds by sources shows a 15.72% contribution of the Global Fund grant to the total NTP expenditure in 2004. 

TB inpatient and outpatient expenditure in 2004 (49.558.000 euros) has been distributed as follow:

· 38,89% to hospitals with TB/ pneumology departments (24.714.000 euros)

· 19,44% to TB hospitals all over the country (12.357.000 euros)

· 13,17% to ambulatory services (8.369.000 euros)  

· 5,83% to TB Sanatoriums (3.707.000 euros) 

· 0,65% to TB “Preventorii”  (412.000 euros).

Challenges 
· A big problem remains the funding sources after the end of the GFATM program, for those activities which are presently entirely covered through this grant, while the MoH contribution in 2004 was only 2%. Only 4.3% of the funds have been allotted in 2004 for the centralized procurement of the TB drugs. 

· There are activities that are part of the NTP but they are not included explicitly in the MoH budget (training, IEC etc.)

· The existence of obsolete health care units as sanatoriums. 

Recommendations:

· The NTP manual for 2006-2010 should timely estimate yearly budgets, with budgets break down per activities, in order to secure the funds especially for those activities which are not directly linked with the patient care. 

· The NTP activities like training, supervision, field visits,  health promotion interventions, program management etc, should  be considered  by the decision makers as essential components of the program and funds should be disbursed for these activities accordingly.
· The NTP county managers should be guided and supported by both MoH and the Central NTP Unit in the process of accessing the MoH funds at county level. An effective approach will be the formal delegation of tasks and responsibilities in the yearly MoH Ordinance regarding the National Public Health Programs.

· In order to reduce the costs and increase the quality of the TB diagnostic and treatment, the centralized procurement mechanism for TB drugs can be extended  to other NTP procurements. 

· A system restructuring should be considered on a medium-term perspective by the decision makers, with obvious savings at different levels. An improved resource allocation process among NTP components would be possible and effective interventions would be funded. For example, the recent scientific evidences prove no effectiveness of different inpatient services which still exist in Romania (like sanatoriums and TB “Preventorii”).    

· The resource allocation process among services providers should be improved and the historical criteria for funds distribution for hospital should be replaced with performance based funding.   

Several issues should also be considered in order to support and to enhance the NTP implementation over the next five years.

· MoH PHD and MoH Pneumology Commission should establish a mechanism to integrate all TB activities in one NTP (including for example the health promotion interventions, which sometimes belong to a different compartment of the MoH Public health Directorate. All other initiatives in the TB field (mainly those with external technical support and funds) should be integrated at MoH level in one single compartment. The integration/coordination could also be delegated to the central management unit.  

· Integration of different activities in the NTP field should be done at local level as well (for example the health promotion activities, which are coordinated at the county level by a different compartment from The County PHD).

V. Human Resources
Description

Staffing:  The central office of the NTP (central management unit) has 15 full time posts allocated: two pneumologists (the Supervisory Commission and Program Supervisor coordinator and the MDR TB patients' evidence and treatment programme coordinator); 6 assistant nurses and data collection staff; and two IT engineers. However, currently there are 5 vacant positions. There are also 7 part-time coordinators at professor and Senior physician levels (the NTP manager; a data collection coordinator; a DRS coordinator; a laboratory network coordinator, a staff and health units evidence coordinator and the coordinators of the NRL at Bucharest, Cluj and Iasi). However by the moment of the mission none of these positions were officially recognised and paid by MoH. 
The county TB managers are in general highly motivated professionals, they oversee the implementation of the Program on a voluntary basis, besides their daily activity as clinicians, and with no formal recognition of their position.

There were vacancies for physicians and assistants in many of the TB and LDHs visited; similarly, 12 of the 196 TBDs (see General Structure of the TB control programme) – all in rural and remote areas – are currently without a physician. 

The majority of TBDs visited counted with a TB laboratory (usually level I) manned by a laboratory assistant; the LDHs usually had a level III laboratory. Staff at these laboratories varied, usually there were one or two laboratory assistants performing SS and cultures with a varied workload (sometimes excessive – between 30 to more than 100 SS per day and sometimes too less). The health and safety conditions for staff were often inadequate. The majority of laboratory personnel have received some sort of training in the last 12 months although due to the high staff turnover we identified some cases of recently employed staff who had only received on the job training by other busy staff member.

Achievements
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The NTP central office has the professional authority and the managerial capacity to effectively coordinate the Program. The team of professionals working at the NTP central office although skilled managers, are somehow missing the leadership and professional credentials/titles to generate the support from central and local authorities, other professionals and/or faculties. 

With the adoption of DOTS as the TB control strategy, all chest specialist received training in DOTS implementation 1997; however there were no ongoing training activities since, due to the lack of resources (human and economical). During 2004, using GFATM resources, the NTP embarked in an ambitious training plan. Many training activities at different levels and for different staff cadres took place (see box).
Fifty TB managers were invited to participate in the first Training of Trainers (TOT) session, 47 attended and a core group of approximately 20 are now regularly involved in training activities. Some of these recently trained TB managers were then invited to conform the Supervision Committee, they received further training and were given supervision checklists; they are involved in regular supervision visits. The GFATM grant will provide soon 50 vehicles that will facilitate supervision activities. County TB managers also received training in project management (partly funded by the GFATM and WHO).

Short description of the NTP training sessions held for different health staff categories:
The areas covered by each training session were developed according to the identified needs and barriers of the participants (see below the operational research).
There was a core part for all the training sessions (DOTS components, TB diagnosis, TB treatment, monitoring and evaluation, roles and responsibilities of each staff category involved in TB Control).
Special emphasis was paid to the following topics:
· TB diagnosis in children.  

· Treatment elements: regimens, management of adverse reactions, role of directly observed treatment. 

· Value and interpretation of BCG and skin reaction  to PPD.
· Role of each staff category involved in TB control activities. 

· Communication component  in order to improve the communication between the TB patients and their families and the staff from the TB facilities; the communication addressed as well the role of communication between the partners involved in TB control.
At the end of the training session, each participant received the materials as hard copies and on electronic support as well.


[image: image1]The curricula for medical students have been reviewed and piloted; the new curriculum is ready for implementation. It seems it will be possible to ensure implementation at all medical schools in the country ensuring standardization and better understanding of TB by all new medical doctors.

Challenges

The recent success in DOTS expansion and implementation relies a great deal on the leadership, credibility and professional authority of the current NTP manager, Professor I.P. Stoicescu. Professional hierarchies are particularly important in Romania and there is a potential for a lack of leadership and professional respect for the NTP if the current NTP manager leaves (due retirement) before his collaborators are fully prepared to take over these roles.

Many jobs are performed on an ad hoc basis; the county TB managers have no formal recognition of their position and no clearly defined tasks and responsibilities. Often they lack the formal authority in front of the county decision makers, for example when they have to access the NTP funds from MoH, which are directed through the County PHDs. Currently, many of the activities implemented at county level are supported by the Global Fund grant, and it is not clear if enough funds will be available to support their activities in the future. There is also a great deal of heterogeneity in managerial knowledge and skills among the county TB managers. 

Three laboratories have been recognized as NRLs; however, the staffing is insufficient to allow them to effectively perform their task as central reference institutions. Furthermore, there is no clear human resources plan/strategy for laboratory personnel. Training activities are mainly focussed on senior laboratory staff, as a result technical and junior staff is not fully aware of the roles and importance of the services they provide. Training is not organized regularly but more on an ad hoc basis and the contents and curricula have not been standardized.

Although there have been many training activities, the NTP does not have a comprehensive middle to long term HR development plan or a clearly defined training strategy. Furthermore, there is not a NTP training coordinator or local/regional training coordinators -the training coordinator is one of the proposed vacant posts at central NTP level. The majority of people involved in training activities are currently doing this work on an ad hoc basis. Training activities are done by county managers, but they are not part of the terms of reference or job descriptions of them. In some cases, involvement on training and supervision activities could interfere with everyday activities and have a deleterious impact on the performance of the County manager at local level.

Some curricula for service delivery training have been developed but it is not clear if they are based on task analysis and job descriptions. In addition, due to pressure on the delivery of services, many training sessions are too short comprising mainly of two day curses. Short courses do not allow the necessary time for understanding, assimilating and practicing new skills and knowledge.

Recommendations 

To the Government: 

· Together with other stakeholders (MoE, MoF) produce a middle to long term HR development strategy/plan for comprehensive TB control.
· NTP mid-term plan for 2006-2010 should be prepared to include a comprehensive human resource development strategy.

· The NTP to develop Job descriptions for staff at different NTP levels and implement staff norms and regulations.
· To create a HR development coordinator post in the NTP central office.
· To create a HR development team (i.e. by regions), which implies training selected staff to become training coordinators.
· Clear description of duties, responsibilities, and consequences of not applying the recommendations of different layers of TB programme presented and discussed at county level, between all the key actors involved in TB control (HIH, FD, LDS, PHD). 

· To support staff at the NTP central office to acquire leadership skills; senior faculty members could be invited to participate in NTP central office activities and in mentoring current staff to ensure adequate leadership skills and continuous credibility of the programme. 

· The Network of county TB Managers should be supported centrally to get formal status and authority in front of the local health authorities. This could be done through official recognition of their position, and clear description of their tasks and responsibilities (as part of the Governmental Decision or Ministerial Ordinance which is issued yearly for the National Public Health Programs).
· To improve the management/leadership capacity of county TB managers by organizing training in leadership and management issues, providing ongoing support form central level and making them accountable for DOTS implementation in their counties.
· Training should continue for family doctors and nurses, with a plan for training organized from county level; training of laboratory staff form the peripheral laboratories, training of epidemiologists and the specialists involved in diagnosis of EP TB.

· Funds to support county TB Managers should be secured in the future, including remuneration for their activities as local NTP managers; the county TB Managers should be considered as an integral part of the NTP structure.
· To develop an electronic database of staff by counties including age, basic training, time working on TB control, training requirements etc. This database will allow planning of training activities and identify counties with high staff turnover.
· To train staff at different levels (with personal invitation) according to training needs identified in the HR electronic database. 

· To promote good performance (generate incentives such as comparative performance indicators by county, regular meetings to analyse performance based on epidemiological indicators/cohort analysis, Stars rating system).
· To explore alternative ways to ameliorate HR deficiencies and enhance DOT support in the continuation phase (i.e. use of church, school teachers, civil society as DOTS supporters). 
· The Ministry of Education to ensure implementation of the recently developed curricula.
· The MoH to supervise adequate pre(& post)-graduate training.
WHO and partners: 


· To assist the NTP in developing a HR development strategy/plan for comprehensive TB control. 

· To assist the creation of a HR development team (strategic and technical assistance, assist training NTP staff on motivation, leadership and HR management issues). 

· To develop training on motivation and performance enhance techniques.
VI. Supervision

Adequate and timely supervision is key for ensuring effective management and implementation of NTP activities. Regular supervision at all levels of the NTP is recommended in the NTP guidelines (manual) and it is particularly important to support the county TB teams in expanding DOTS and overseeing work of dispensaries and lung hospitals. 

A complete list of indicators for programme monitoring has been prepared in a draft surveillance manual. These indicators have been calculated for the latest available year (annex 6).

Achievements

Significant progress has been achieved in this respect. At Central level a National NTP Commission consisting of 27 members was created in 2001, approved by the Public Health Direction of the MoH, and trained following WHO's recommendations. The Commission’s members are pneumologists with experience in TB control: members of the NTP Central Unit, county TB managers, the coordinator of the TB control programme in prisons, and 2 chiefs of the NRLs.  Funding has been made available and standardized checklists have been developed.  

Since 2001, supervision/monitoring visits have occurred with a certain regularity, and they have expanded substantially in 2004 thanks to GFATM support. 

Table 2: Supervisory visits by year and funding source
	Year
	Supervisory visits
	Financing source

	2001
	8
	Relief Fund For Romania

	2002
	15
	WHO

	2003
	28
	WHO (part of the  National Survey of TB Drugs Resistance )

	2004
	80
	Global Fund 


Two types of supervisory visits are implemented: programme supervisions performed by pneumologists to all TB health care units; and quality control laboratory supervision visits performed by laboratory specialists to BL only.
The Programme Supervision visits: These are 2 to 3 days visits performed twice a year to each county by 2 or 3 members of the Commission and include visiting each TB health care facility (TBDs, TB Hospitals/Wards), BL and PHDs, for debriefing. Areas discussed during visits included: human resources, diagnosis, (bacteriological confirmation), treatment (regimens used, drugs availability, case management, especially for relapses, chronic cases and MDR-TB, definitions used, drug storage, DOT), monitoring-evaluation and analysis of epidemiological situation of TB in the county, recording and reporting, collaboration with family doctors and other health care services/programmes. 

Based on the findings and discussions held during these visits, recommendations are made and a report is provided to the NTP Central Unit, together with the completed check-lists. The information is analysed, and copies of the report are sent to the County's PHD and to the Public Health Department in the MoH. 

The quality control visits to the bacteriological laboratory network: A Laboratory Working Group consisting of 7 members (bacteriology laboratory specialists), started its activity in July 2003. The Group has developed (with technical and financial assistance from WHO) quality control guidelines for BL, and a check-list for supervision. Between 2004 and 2005, almost all of the existing 177 laboratories were visited. Topics addressed during visits included: organization, human resources, materials supply, equipment, procedures and techniques used for each diagnostic method, recording and reporting, bio-safety, internal quality control, collaboration with clinicians.   

Challenges
Currently there is no official recognition of the supervision commission members and due to the hierarchical culture in the country staff involved in supervision activities are often not respected by the people they have to supervise. In many instances staff will have to supervise their old professors or colleagues and their work might not be taken seriously, particularly because it is done on an ad hoc basis.

It was noticed that supervision visits were generally feared and many TBDs and Lung Hospitals were even filling patients’ treatment cards the night before specifically for the supervision rather than for better management of TB patients. This hinders the whole purpose of the supervision visit to discuss difficult issues, support staff and do on-the-job training.

There is still limited capacity at county level for carrying out adequate supervision; County TB managers have multiple responsibilities and lack specific "supervision related" skills. Also the amount of time that could be spent on supervision activities is limited. 
Lack of transport for supervision visits is also an issue; however, this will be addressed soon with the provision of vehicles to all counties supported by the GFATM Grant. Currently, supervisory visits in many counties are performed on irregular basis; often only verbal feed-back is provided to visited facilities with no written reports, making difficult to monitor follow-up of recommendations.

Recommendations
To the Government:

· To strengthen the capacity and impact of the monitoring and supervision team, members of the Supervision Commission should receive training in monitoring and on the job training techniques. The training activities should be incorporated into their job description with allocated times and their position should be officially recognized.

· To improve management/leadership capacity of TB county managers by organizing training in leadership and management issues, providing ongoing support form central level and making them accountable for DOTS implementation in their counties.

· To train the TB network (clinicians/laboratory) to use epidemiological records and trends to monitor and evaluate their own work

· To provide vehicles to each county for regular supervisory visits and support adequate budgets to cover per diems and vehicle expenses (fuel, maintenance, insurance etc.)
To Partners:

· To support training on supervision and monitoring techniques as well as provide guidance on how to provide positive feed back (on the job training).
· To continue participating in monitoring visits.
· To support technical assistance and training of staff.
VII. Epidemiology of TB

VII.1. Prevalence of TB infection 

No tuberculin surveys have been implemented in recent years.  Older data indicate a prevalence of infection of 26.5% (10-19 mm Palmer I-II and >= 20 mm) among 5,062 military recruits 19-21 years old in 1989 (Viorel Olar) and a prevalence of infection of 2.1% in students 6-7 years old and of 6.7% in students 14 years old in 1990-1991 in a survey done in Bucharest and in 11 other counties (C. Didilescu). 

VII.2. Incidence of TB disease 

Sources: TB case notification. Population estimates: National Institute of Statistics. 

In 2004, a total of 31,567 TB cases were notified, of which 24,779 new cases, 4,390 relapses and 2,398 other re treatment cases.  Among new cases and relapses, 25,093 (86.0%) were pulmonary and of these 13,688 (54.5%) were sputum smear positive.  The notification rate of new and relapse cases was 134.6 per 100,000 in 2004 with marked geographic variations across counties (range: 45 to 203) and a pattern of higher incidence in the counties at the borders of the country and in the outskirts of Bucharest (Figure 2).  In 2003 data reported to WHO/EuroTB, the notification rate in Romania was the second highest in WHO European Region after Kazakhstan.  Incidence rates were much higher at all ages in males and peaked at age 45-49 in males and at age 25-29 in females (Figure 3).  The overall incidence rate was 184.7 per 100,000 in males and 86.3 per 100,000 in females. The incidence rate in children was 40.9 per 100,000. A total of 62 cases of TB meningitis in children < 15 years old were reported in 2004.  
The notification rates for new cases have been decreasing markedly until the early 1980s to a lowest of 55.8 per 100,000 in 1985. After 1985, rates started to increase regularly until 2002 (142.2 per 100,000), and stabilized between 2003 (135.6) and 2004 (134.6) (Figure 4).  

Figure 2: TB notification rates by county, Romania, 2004
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Figure 3: TB notification rates per 100,000 (new and relapse) by age group and sex, Romania, 2004
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Figure 4: Tuberculosis trends in Romania, 1961-2004: new TB cases, new smear positive TB cases and total TB deaths per 100,000 population (semilogarithmic y scale)

VII.3. Prevalence of TB disease

No direct prevalence data are available.  The total number of prevalent TB cases on care in 2004, ie the sum of notified cases plus 2,695 chronic cases reported to a specific survey and not included in notification statistics, can be calculated at 33,500 cases.  

VII.4. TB mortality

Source: Institute of Statistics; treatment outcome monitoring 

In 2003 a total of 2,387 TB deaths were reported, with a total death rate of 10.3 per 100,000.  Mortality rates were much higher in males (17.5) than in females (3.5) a male to female rate ratio of 5, much higher than the one observed in TB notification rates (2.1, see above).

Trends in mortality followed quite closely those in disease notification (Figure 3) with an earlier peak observed in 1997 (11.8 per 100,000) and relatively stable rates in more recent years. The U shaped curve between 1999 and 2001 was paralleled by a decrease in total deaths (not shown). 

In treatment outcome monitoring data, the total number of reported deaths during treatment (all causes) among TB cases notified in 2003 was 1,708 and of these 1,356 was reported as deaths due to TB and 352 as deaths due to other causes.  The higher numbers of TB deaths in general mortality statistics than in the TB outcome monitoring system might reflect definitional differences, underreporting of severe cases of TB, or overdiagnosis of TB death by physicians, and needs to be further studied.   

VII.5. Anti-TB drug resistance 

Source: national sample survey June 2003-June 2004; 

Preliminary data from a national survey held in 2003-2004 identified a prevalence of resistance to any first line drug (INH, RMP, EMB and SM) of 19.2% among 918 new cases and 36.6% among 424 retreated cases included.  The prevalence of any INH resistance and of multidrug resistance (MDR) was respectively 7.7% and 2.8% among new cases and 28.1% and 11.6% among retreated cases.  These estimates are comparable to those obtained in a previous survey conducted in 1995 and 1999, for which however detailed study methodology has not been published.  In an exhaustive survey of chronic TB patients in 2004, the prevalence of MDR-TB has been estimated at 32.7%. 

VII.6. Tuberculosis in risk groups 

HIV infected individuals 

Source: HIV AIDS notification, TB notification; EuroHIV, UNAIDS.

The prevalence of HIV in the total population in Romania is estimated to be <0.1% among adults 15-49 years old in 2004 (UNAIDS country profiles).  A computerized national HIV/AIDS surveillance system was introduced in 1990, and involves family physicians since 1998.  In 2003, a total of 201 new AIDS cases were notified in Romania and among these 88 were reported with TB as initial AIDS-indicative disease. The number of cases with AIDS indicative TB was relatively stable below 100 cases/year in recent years. The majority of prevalent diagnosed HIV cases is represented by children infected through transfusion or nosocomial infection in the late 1987-1991, many of whom are under antiretroviral treatments, widely available since 1999.  However, absolute numbers of HIV diagnoses in adults are increasing in recent years.  The high incidence of sexually transmitted diseases (44 cases per 100,000 in 2003) and the large population of injecting drug users (24,000 in Bucharest) are worrying risk factors for the spread of HIV which deserve close monitoring. Lack of knowledge and risky sexual behaviours were fund during a recent national survey (reference).

Positive HIV serostatus is recorded on TB case reporting forms.  The total number of HIV-infected TB patients reported is 145 in 2004, but the proportion of tested cases is not known.  

Table 3: Cumulative numbers of notified HIV infections, AIDS cases and AIDS deaths, and prevalence of infection, treatment and surveillance, 2001-2004  

	
	2001
	2002
	2003
	2004

	HIV
	Children (0-14)
	4,252
	4,383
	4,443
	4,462

	
	Adults
	1,089
	1,293
	1,477
	1,751

	
	Total
	5,341
	5,676
	5,920
	6,213

	AIDS
	Children (0-14)
	5,872
	6,454
	6,710
	7,088

	
	Adults
	1,303
	1,545
	1,757
	2,170

	
	Total
	7,175
	7,999
	8,467
	9,258

	AIDS deaths
	Children (0-14)
	2,358
	2,896
	3,098
	3,482

	
	Adults
	341
	538
	572
	749

	
	Total
	2,699
	3,434
	3,670
	4,231

	People living with HIV
	9,704
	9,799
	10,278
	10,735

	Patients under ART
	4,410
	4,769
	5,547
	6,116

	Patients under surveillance
	
	8,124
	7,771
	7,854


Figure 5: New AIDS cases by transmission
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Figure 6: New AIDS cases by age group
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Prison inmates

Prison inmates are a well described risk group for TB.  In Romania this group has a disproportionately high burden of TB.  In 2003, the notification rate of TB in this group was 2235 per 100,000, sixteen times higher than the rate in the total population.  More detailed information is provided under the chapter TB in prisons below.  

Roma ethnic group 

The Roma are an important minority ethnic group in Romania, representing 2.5% of the population (National Institute of Statistics – Census 2002).  The socio-economic conditions of this group are disadvantaged with high unemployment rates (no data) and poor income.  Tuberculosis is felt as a special problem in this ethnic minority, reported to have higher disease incidence and to be more frequently non-adherent to TB treatment, due to mobility and cultural barriers.  However, no epidemiological data on TB in the Roma population have been published or have been made available during the visit.   

Challenges  and Recommendations

· Define feed-back of TB surveillance and monitoring information 

The structure of an annual national TB report should be defined in detail, based on the list of indicators selected for programme monitoring and evaluation, and discussed with other stakeholders and partners.  The NTP website (www.tuberculoza.ro) should be constructed to provide accessible information and tailored data dissemination for both health professionals and the general public. Programmes for standard outputs from the electronic surveillance system at county and dispensary level should be developed based on an analysis of the needs of users. 

· Enhance the use of mortality data 

After strengthening of a TB programme, the impact on TB mortality can be observed earlier than the impact on TB incidence.  Improved use of mortality data is a strategic issue in the coming years.  Data on total mortality and TB mortality by age group, by sex and by county should be obtained timely by the Institute of Statistics.  Reasons for fluctuations in total deaths and in TB deaths during 1999-2001 should be ascertained. 

· Promote operational research and publish available data

Priorities for operational research aiming at improving the effectiveness and efficiency of the TB programme should be defined and funding for studies included in the NTP budget. 

Areas to be considered include:

· Evaluation of DOT by GPs compared to Dispensary based DOT and treatment outcomes of patients treated respectively by the GPs and Dispensaries, 
· Evaluation of shortened hospitalization policies for non SS+ cases.  
· Epidemiological data accumulated at central level in the past should be analyzed and published in ad hoc reports and scientific papers and, when applicable, used for specific actions including additional studies based on clearly defined public health objectives.   

VIII. Case finding and diagnosis
Description

The National TB Plan for TB Control 2001-2005 specifies the procedures for case finding and for the diagnosis (clinical assessment, bacteriological examination and chest X-Ray) 

“Passive” case finding 

Persons with health insurance seek care from the General Physician with whom they are registered.  When the GP suspects pulmonary TB, he refers the patient to a pneumologist in a TB unit (dispensary or hospital), who will perform diagnostic procedures, free of charge, according to the established guidelines.  Up to nine sputum specimens (3 per 2 or 3 days) are obtained for sputum smear microscopy and culture (when possible), and a chest X-ray is performed.   

Persons with or without health insurance can also seek care directly, free of charge, from a TB unit or from emergency department of a hospital.  There is also a private sector in which persons can consult or request a Chest X-Ray, but this is considered as a rare occurrence.  In any case diagnosis has to be validated by a pneumologist working in the TB public health network.  
Upon confirmation of diagnosis (or decision to treat) the pneumologist notifies the case to the dispensary of residence of the patient, for contact investigation and case registration.   Suspect extra pulmonary TB is referred to specialists of the organ potentially affected and suspect paediatric TB to paediatricians. 

Contact investigation 

Contact investigation is performed for all TB cases notified. It is done by TBDs and with the collaboration of GPs, epidemiologists of the public health service (if contacts in the community) and others (social workers). 

Contacts over 24 years of age are submitted to chest fluorography.  Contacts below 24 years of age are skin tested with Mantoux and if reaction is 10 mm or more, they undergo Fluorography (Chest X-Ray for persons younger than 5 years).  All persons younger that 35 years, if close contact (same residence) of cases with positive smear microscopy are prescribed isoniazid chemoprophylaxis (for 6 months), independently of skin test results!!  For other contacts there are no specific recommendations.  There is no recommendation for follow-up of contact investigation after the moment of starting the treatment (T0); in some areas children are followed-up at 2, 4 and 6 months and INH prophylaxis stopped if PPD remains negative at month 2.  

Active case finding in other population groups

Selected population groups are screened periodically by Chest X-Ray or mini fluorography. Recommendations for these screenings have been last updated in 1981 and practices seem to vary across healthcare facilities. 

Detainees are screened in TB units upon entry in pre-trial detention centres or prisons and then annually (TB unit or mobile equipment).  TB suspects are transferred to penitentiary TB hospitals for further investigations. Persons held in criminal psychiatric institutions are screened twice yearly. 

Health care workers are screened in TB units before employment and then once yearly.  Screenings are also performed for all pre-employment visits.  Food workers are screened twice yearly. Teachers are screened once yearly. Other TB screening is implemented before marriage, before military service, at entry at University, to parents of children entering a kindergarten (in some areas).  Other groups, such as illegal immigrants or psychiatric patients are occasionally offered X-ray screening during outreach visits with mobile equipments (3 available in the country).

Diagnosis
Countrywide, the diagnosis is based on clinical assessment and chest X-ray (standard radiography or radioscopy). If the X-ray presents abnormalities suggesting TB, sputum sample is collected for bacteriological examination. The bacteriological examination is already included as a standard but the X-ray examination (as a screening method) is  usually the first step.

Sputum collection is done in inpatient or outpatient facility, sometimes under supervision of a health worker, sometimes  the specimen is self collected in sputum collection rooms, TB patient’s rooms, or outdoor. Nurses or laboratory personnel are checking the quality of specimen.

Number of sputum samples collected varies:

· if the patient directly reports to the hospital and they are hospitalized,  3 sputum samples are collected from the patient as a routine; if all are found negative, other 3 (up to 6 sometimes) samples of sputum are collected and examined.
· if the patient reports to the TB dispensary, the situation varies: one or two samples are collected on spot and 1-2 samples at home and returned to the facility. 
However, in some peripherals TBDs, patients are diagnosed based only on the examinations of the sputum samples collected on spot. 

The sputum collected is used for microscopy for all pulmonary TB suspects.

The culture examination is not always performed according to the national recommendations. Either no culture is done at all (mainly due to the lack of media) a limited number of cultures (culture performed on 3 tubes instead of 9 tubes), or excessive number of cultures.
Challenges

· X-Ray screening of groups not proven to be at increased TB risk, such as teachers, military recruits, food workers etc. is not necessary This activity is not cost-effective and distracts time and resources from essential case finding elements

· Contact investigation is done with difficulty because of little collaboration with family doctors in identifying and mobilizing the contacts of a TB patient (not all those identified as contacts can be screened). Lack of means for transportation of the contacts from rural areas for investigations also hinders the process.
· The referral for diagnosis is very often delayed; patients are diagnosed late, with advanced lung destruction. There are various reasons for this delay:

i. Lack of knowledge in general population about TB and accessibility to diagnosis and treatment (see recommendations in Health education section)

ii. Delays at family doctors level trying multiple and different combinations of antibiotics for treatment

· Current recommendations (3 sputum specimens to be obtained and processed for microscopy and culture for two or three days) create unnecessary excessive cost through useless multiplication of smears (up to nine for diagnosis and six for monitoring) and culture (up to 27 tubes for diagnosis and 18 for monitoring of cases during treatment).  

· Sputum collection – not all health personnel responsible are aware of the sputum collection techniques and very often the patient is not supervised while collecting the sputum.
Recommendations

· The X-Ray screenings in groups not at risk of TB should be stopped. Before any systematic screening is undertaken in a specific group of population, an increased risk for this group of developing TB should be proven. To support the implementation of this recommendation, all available data on the volume of activity and on the yield of active TB from the screening should be collected and analyzed. 

· Clarify the responsibilities of different health professional categories in contact tracing. Ensure timely and accessible investigation of the contacts.

· Ensure that the national recommendations for referral of TB suspects and algorithm for diagnosis are known by the family doctors.

· Revise recommendations of bacteriological examination for TB diagnosis and follow-up. This would also reduce the overall workload and would facilitate the centralization of laboratory activities in a reduced number of laboratories.  

· Streamline recommendations for INH chemoprophylaxis. Recommendations should be updated, simplified and activities monitored in a standardized way.  An evaluation of the current completion rate for chemoprophylaxis should be undertaken. 

IX. Laboratory services

Description

Smear microscopy and culture are used for routine TB diagnosis. DST is performed at national and intermediate level. 

Laboratory services are fully integrated into the NTP. There are 3 NRLs and 42 county BL (level III), plus several more at peripheral level. The total number of TB laboratories in Romania in 2004 was 177:

· 55 level I;

· 53 level II;

· 69 level III.

Routinely is performed  the internal quality control of Lowenstein Jensen simple culture media (i.e. appearance, sterility) and comparison of negative microscopy sputum results with culture results; internal quality control for DST media is performed for each new batch of media for each drug.

External Quality Assurance on DST at the 3 NRL-s is performed regularly since 2002 by the Supranational Reference Laboratory in Stockholm. At least once/year, the international control panel is sent to all 3 NRL-s.  The results of proficiency testing showed more than 97.5% concordance for RMP.

In 2003 was created the Laboratory Working Group (LWG) – a working group part of the MoH Commission for Lung Diseases with 12 members – the 3 heads of NRLs, heads of county labs, clinicians and the NTP manager.  The role of the LWG is to oversee the activity of the bacteriological laboratory network offering technical assistance whenever needed.
Supervision visits are performed by the members of the laboratory working group and heads of NRL to the laboratories at county level. With this occasion on spot control of the quality of smears and cultures is done. 

Challenges:

· There is no clear mandate for the national reference laboratories and bacteriological county laboratories, which should be defined on the basis of NTP policy priority. Moreover, NRLs are sparsely staffed and equipped. There is a large number of level II (laboratories performing microscopy and culture) and level III (laboratories performing microscopy, culture and sensitivity tests) laboratories. Therefore, it is difficult to maintain acceptable proficiency. 

· The general level of bio-safety is unacceptable and measures must be urgently taken. Many laboratories are not properly designed /equipped to carry out culture and DST (separate section to perform culture and DST, lack/malfunction/inadequate equipment e.g. biological safety cabinets, centrifuges).
· Shortages in media procurement and distribution are creating problems in diagnosis and follow up. Frequently, quality of the utilized media (commercial growth media) is unsatisfactory (contaminated, spongy appearance, broken tubes).   
· The workload in some diagnostic services is too low to maintain acceptable proficiency of smear microscopy, culture, and DST. In other laboratories, due to significant lack of personnel, the workload is few times more than the maximum recommended, especially senior personnel for EQA and supervision in NRL.
· Recording and reporting practices in some laboratories do not follow international recommendations. Frequently, laboratory register does not use one row per patient; different lab reference numbers were given for every sputum sample. This leads to difficulties with data analysis and management.  In some cases two laboratory registers were used (i.e. working and final version). It was noticed that the communication between laboratories and clinicians is sometimes difficult and the culture results are not always available in the clinical department.
· Internal quality control of smear microscopy is done irregularly.
Recommendations:

· The 3 NRLs and county labs should be strengthened (legal status, clear terms of reference, staffing, equipment, infrastructure) to meet international recommendations and the increasing national demands.
· Diminish the number of level I laboratories and to reconvert some of them as ‘specimen collection centers’. The number of level II and III laboratories also needs to be reduced. The laboratory working group should develop clear criteria for the number of laboratories of each level to continue to function. The suggestions for the criteria can refer to the workload: 20-25 smears/day, minimum 10 smears/week with a positive rate of 10%. The number of level II laboratories to be reduced using the criteria of 2000 cultures/ year with a positive rate of 10%. 
· DST to be limited to the 3 NRL and the MDR TB excellence centre and BLs in Prison Hospitals with TB beds (since the Laboratory Assessment Review of October 2004 approved and recommended it) in the following 3-5 years. For the next 1-2 years, out of 69 level III laboratories, only those 16 laboratories that quality controlled by the three NLRs should be approved to continue DST. The method used to be standardized according to international recommendations. Presently, the absolute concentration method is used; the technical skills necessary for the proportion method will be improved in NRL-s and it is expected to use this method for second-line drugs DST. The DST of second line anti TB drugs should be strictly limited to the 3 NRL, only after the establishment of quality control with the supranational laboratory (in Stockholm).
· Culture and DST can only be performed in properly equipped Class III laboratories that apply all required and recommended bio-safety regulations.
· The training system should be revised in order to include all laboratory staff, emphasizing not only technical aspects, bio-safety and quality assurance but also the role and place of the laboratories within the NTP. Internationally developed curricula and training materials should be used.

· Standardized recording and reporting should be followed according to the recommendations of WHO and IUATLD.

· All laboratory procedures should follow internationally accepted rules. National rules regarding necessary bio-safety measures for level II and III laboratories (e.g. the use of bio-safety cabinets) should be established and implemented.

· Laboratory design (general layout, directional airflow) needs to be improved especially in level II and III laboratories. Laboratory equipment should be properly maintained and certified.

· Laboratory accidents should be properly taken care of, recorded and reported. Medical control of laboratory staff should be routinely implemented and recorded. Reporting of TB (infection and disease) should be mandatory. 

· All laboratories should establish a system for internal quality assurance of all tests performed.  

· After strengthening the laboratory capacity, the 3 NRLs should develop a comprehensive system of countrywide quality assurance program, giving priority to smear microscopy.

· A routine laboratory supervision plan, using a standardized check-list should be established and implemented: supervision visits – from the NRL to every county laboratory – once a year; supervision visits from the county laboratory to peripheral laboratories – every 6  months.
· The procurement of laboratory reagents and supplies should be centralized and based on the recommendations from the 3 NRLs in order to guarantee optimal laboratory performance; the quality of microscopes, laboratory supplies including growth media, sputum containers as well as other laboratory equipment is crucial for laboratory performance and bio-safety. 

 X. Patient Management

Patients with symptoms suggestive of TB are either referring directly to the TB Dispensary or they would be referred by their family doctor. Once the diagnosis of TB is confirmed by the TB Dispensary, majority of patients (regardless of their sputum smear status) are referred to a TB hospital for admission. On average, patients are admitted for 2 months (or until the smear conversion) to facilitate direct administration of the intensive phase of treatment. Within one week of patient admission the hospital is sending an announcement to the TB Dispensary (for registration purposes). 
Achievements

Treatment regimens are standardized (as recommended by WHO); the intensive phase is provided daily and the continuation phase intermittently, three times weekly. The recommended regimens are presented in the table below.

Table 4: Recommended treatment regimens

	Patient Diagnostic  Category
	Treatment Regimens

	
	Intensive Phase
	Continuation Phase

	new sputum smear positive
	2 HRZE or S 
	4 R3H3

	relapses and other 

re-treatment cases
	2 RHZES/1 RHZE
	5 R3H3E3

	new sputum smear negative
	2 HRZ 
	4 R3H3


Drug supply is sustainable and financed by the Government (through the Health Insurance House) NTP uses drugs locally produced; mostly loose pills, but also some fixed-dose combinations (FDC) (RH). In most facilities there are patient boxes containing drugs for the entire period of treatment, from which daily dose is administered by a nurse. 

Treatment monitoring is standardized and in line with WHO recommendations. Smear-positive patients who don't convert to negative after the intensive phase will have their sputum sent for culture and drug susceptibility testing and the treatment with 4 drugs will be prolonged for one more month. Sputum smear is examined on month 0 (pre-treatment), 2 (3 for re-treatment cases), 4 (5) and 6 (8). A chest X-ray, blood and urine tests will be performed in addition to smear examination for monitoring of treatment response.  
The out-patient DOT in the continuation phase is the general policy of NTP. Patients are referring thrice weekly to the TB dispensary for the drugs intake.

Challenges

The NTP recommends performing culture examination in every patient prior to treatment and drug susceptibility testing in culture confirmed cases. This however is not systematically done (or sometimes done but not reported) due to frequently reported shortages of culture media. In addition, quality control of laboratory performance is not universally implemented. This raises concerns with regard to achieved results (see the chapter on laboratories for details). 

During the visits to numerous hospitals the teams noted that too many TB patients are hospitalized and for an excessive duration, resulting in a significant cost to the TB budget. One of the reasons for hospitalization is to ensure direct observation of treatment in the intensive phase. However, during the field visits, we have identified some patients who were self-administering TB drugs even while hospitalized. In many hospitals there is no appropriate TB infection control and universal HIV precautions are absent. The physical conditions of some inpatient facilities are appalling. Hospital rooms are over-crowded; sometimes patients with TB are mixed with those with other lung conditions. There is no leisure activity for hospitalized patients. Patients are woken up early in the morning to receive their daily portion of drugs and for the remainder of the day they are left on their own. This situation combined with substandard physical conditions of the wards prompted some patients to interrupt their treatment and leave the hospital before the completion of the intensive phase (anecdotal information received from staff in some of the visited hospitals).  Measures to reduce boredom while hospitalized such as television, videos, reading materials, gardening etc. could play a role to increased adherence to hospitalization (especially for patients who are required to stay longer than 2-3 months). 

Direct observation in the continuation phase of treatment practice is implemented only for approximately 50% of patients coming from towns where TB dispensary is located. In rural areas, treatment is provided by a family doctor.  Depending on the distance to a clinic, the patients will receive a portion of drugs (1 week to 1 month) to be taken without supervision at home. Possibilities of alternative treatment observation, such as by family members or community assistants, were discussed. 

Overall treatment success in 2003 was around 80% in new cases (79.5% in smear positive and 82% in smear negative, culture positive). However, some counties have achieved over 85% success rate which is encouraging and is a good prognostic with regard to reaching the global TB control target of cure. Death, treatment default and failure constitute around 5% each. It would be interesting to compare treatment outcome of patients treated by TB dispensary (under DOT) against those under the care of family doctors (mostly self-administration) as separate results for DOTS and non DOTS areas were not available at the time of the visit.

Treatment success rate in relapses is considerably lower: 56% in smear positive and 60% in culture confirmed cases. Unfavourable outcomes (death, failure and default combined) are reported in 30% of patients. More support to patients and direct observation of treatment could contribute to increasing the favourable outcomes. However, if drug resistance is found to play a part, a strengthened standardized regimen with 2nd line drugs should be considered. This is recommended only for patients treated under direct observation of health workers, since toxic reactions and side effects are more common.

Treatment outcomes for evaluated patients of the 2003 cohort are presented in a table below. Rates are calculated based on the number of total patients registered, including those non-evaluated. 

Table 5: Treatment outcome, smear positive and culture positive pulmonary cases notified in 2003
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Recommendations: 

To the Government 

1. Culture and drug susceptibility testing should be systematically done in all patients prior to treatment. Only results from the quality controlled laboratories should be considered reliable.

2. Hospitalization of the smear negative and extra-pulmonary patients should be limited to severe cases. Shortening the duration of hospitalization of smear positive patients should be considered (if DOT on an ambulatory basis is ensured). 
3. Measures to reduce boredom for hospitalized patients (such as television, videos, reading materials, gardening etc.) should be implemented as much as possible.

4. Alternative methods of patient support during the continuation phase, such as home based DOT by a family member or community assistant should be considered, particularly for patients living in rural areas with a limited access to health facilities.

5. Consider a strengthened empiric regimen with 2nd line drugs for hospitalized relapses and other re-treatment cases awaiting the DST results. The regimen could be guided by the prevailing resistance among previously treated cases. However, the intake of the 2nd line drugs should always be observed by a health care worker to prevent the creation and transmission of the resistance to 2nd line drugs as well as to identify toxic reactions and side effects. 

XI. MDR-TB  
Treatment of MDR TB is available in Romania since 2002. Second line drugs of uncertain quality are available in all TB units, procured centrally by the NHIH and acquired in the local market. In 2004, 978 MDR-TB cases were reported from 38 Counties (Counties), 565 (57.8%) from DOTS counties, the majority (80%) were males and chronic cases, treatment failures and relapses totalled 87% of them. Currently, MDR-TB treatment using 2nd line drugs is conducted in any TB unit (hospital, ambulatory) or in the MDR-TB centres.

The GFATM grant includes a MDR-TB component to support the following activities: 

· Establish regional centres and improvements of the infrastructure, to contain high performance laboratory equipment and consumables. Three centres of excellence were supposed to be established in Romania for diagnosing, hospitalizing and treating MDR TB patients.  These centres would be new, well equipped and friendly for both patients and health staff.

· Provide for highly-trained staff in the management of chronic and drug-resistant TB through  sharing experiences with staff from countries where the control of chronic and drug-resistant TB is already well developed.

· Provide for an uninterrupted supply of high-quality second-line drugs. Ensuring a 12-15-months supply of high-quality second-line anti-TB drugs needed to treat MDR TB patients. In the budget for this activity the funding is requested for the full cost of the drugs. Romania is negotiating a price reduction (up to 80%) with the Green Light Committee, following which costs will be adjusted accordingly and savings may be available for other activities. 

· Rehabilitation and refurbishment of three selected TB inpatient facilities. Some TB inpatient facilities are located in buildings that are over 70 years old and extremely outdated.   This activity will ensure the proper selection of three areas for rehabilitation/refurbishment, based on the number of TB patients in the area covered by the unit, the sustainability of such a TB facility, the infrastructure, location and condition of the building, and costs for rehabilitation/refurbishment.  All such work will be done on buildings belonging to the MoH, which are already included in the TB network.

In November 2004, the Green Light Committee (GLC) approved the treatment of a 200 patient cohort at three sites (Bucharest, Bisericani and Brasov) with a total of 150 beds. Difficulties in establishing the location of one of the centres ended up with the reduction of the MDR-TB treatment centres to two and the number of beds to 130. 

Achievements
Two centres for the management of MDR-TB cases are undergoing refurbishment, one in Bucharest at the National Pneumology Institute Marius Nasta with 60 bed capacity and one at Bisericani (Neamt County) with 70 bed capacity. Currently there are 70 beds available (20 in Bucharest and 50 in Bisericani).

During 2004, 11 chest physicians were trained in the management of MDR-TB at the WHO MDR-TB Collaborating Centre in Riga, Latvia; 19 and 33 health care workers were further trained at the MDR-TB centre in Bucharest and Bisericani respectively. Training of staff on infection control was organized with the technical support of CDC Atlanta (evaluation, training and technical assistance provided by Paul Jensen); 76 health care staff participated in this training.  

The MoH approved the import of second line drugs not yet registered in Romania without the need for registration. 

A register for MDR-TB patients has been developed. The recently developed software for data collection includes a section for collecting information on MDR-TB cases; this software will be piloted in the coming months, training of county staffed is already under way. Similarly, registration and reporting forms for MDR-TB patients have been developed. The NTP has recently produced a set of guidelines for the management of MDR-TB; this document is being finalized and will be distributed soon.

Challenges

Currently, DST is performed for all re-treatment cases and for other cases who do not convert to negative (smear or culture) at the end of the intensive phase. With an intermediate prevalence of primary MDR-TB (~3%), susceptibility testing for Isoniazid and Rifampicin on the initial isolate should be performed for all culture positive TB cases. For never treated (new) MDR-TB cases, this would enable to reduce significantly the delay from initial diagnosis to the result of susceptibility testing, currently of 5-6 months. 

Currently there are no clear MDR-TB treatment protocols. The GFATM approved the management of MDR-TB following the GLC recommendations. However, treatment of drug-resistant cases is widely implemented throughout the country. Although this has allowed access to treatment to many patients, there are no clear national guidelines on the management of patients failing category 2 regimens. There are no MDR-TB management protocols available and any pneumologist can start an individualized treatment. It was observed that even in University Hospitals, managing doctors would decide on treatment regimes by themselves rather than discussing the cases with colleagues. As a result, regimens are not always correct and do not reflect international guidelines and policies.

Second-line drugs are often given to patients for self-administration. The intensive phase of treatment lasts usually 3 months and the continuation is prolonged to 18-24 months. The majority of patients who either refuse long hospitalization or are discharged after the intensive phase, continue the treatment with 2nd line drugs without DOT. Most of the patients on 2nd line treatment are recruited from previously treated cases (sometimes for long periods of time),they have a history of poor adherence to treatment and frequent interruptions of 2nd line regimen are common. 

The review team identified great variation on treatment schemes and over-reliance on DST from poor QA laboratories (including DST to 2nd line drugs). In some hospitals treatment regimens are changed when the DST to 2nd line drug indicates resistance to the drug in the regimen, even if clinical improvement and culture conversion is observed. Many patients are receiving individualized regimes with no clear indication, with an excessive use of Kanamycin and ciprofloxacin. In addition, 2nd line drugs are prescribed to patients who were classified as allergic to first line drugs (excessive use of intradermal tests to identify drug reactions with no clear protocols).
There have been delays in the refurbishment of MDR-TB Centres resulting in delays in starting treatment of GLC approved cohorts; the centre at the National Pneumology Institute Marius Nasta will not be ready for some months so an alternative facility has been adapted with capacity for 20 beds. There have also been unnecessary delays in obtaining official GLC approval and on the processes leading to signing the contract with Internationally Dispensary Association (IDA) for the procurement of second line drugs not available in the Romanian market – particularly Aminosalicylate Sodium (PAS) and capreomycin*. 

Recommendations

To the Government and the NTP

· National guidelines for MDR-TB management should be finalized, endorsed and disseminated. Diagnosis of every MDR-TB case should be confirmed by one of the NRLs. Regimens prescribed in the counties should reflect the recommendations of the NTP. Second line drugs can be prescribed and administered only under direct observation by the health worker. 

· To support the NTP and NHIH in rationalizing the use of second line drugs. NHIH to work with the NTP on developing a mechanism to enforce the NTP guidelines on use of second line drugs. 

· The NTP to include clear MDR-TB management protocols in DOTS guidelines and training curricula and to promote the creation of local MDR-TB management committees. These committees should always discuss each case before the second line drugs are prescribed. 

· To include the recommended MDR-TB management protocols in the National curricula of medical schools and pneumology training.
· To train health staff (including Lab) on infection control and health and safety measures.
· The NTP to accelerate the recruitment of GLC cohort approved patients from Bucharest and Bisericani.
· The PR to assist and accelerate the Drug procurement process.
· To make available the new DOTS-plus guidelines The GLC will assist in prompt procurement of second line drugs.
· Perform routinely initial susceptibility testing for Isoniazid and Rifampicin. 
XII. Drug procurement and management systems

First and some second line drugs are manufactured by the local pharmaceutical industry, some of them are of uncertain quality. 

Procurement procedures are organized on an annual basis. Before the National Tender the NTP/county NTP managers are asked about previous year consumption. NHIH distributes drugs monthly to LDHs and some TBDs at county level. In each TB unit, drugs' orders are prepared by the chief pharmacist together with the pneumologist designated by the county TB manager and signed by numerous other persons (the director, the chief accountant, the chief pneumologist, the physician from the ambulatory, the chief pharmacist and also the county TB manager. Drugs are ordered between 20th and 25th of the month, of each month using the consumption method to identify requirements; this is based on incidence data (periodic and yearly); orders are sent to the NHIH electronically (e-mail) and by fax.

All anti-TB drug orders are centralized by the NHIH, reviewed and approved by the President of the MoH’s Lung Diseases Commission.  A common order is placed to the suppliers/distributors with instructions that deliveries are to be completed to each pneumology (or healthcare) unit in the first two weeks of the month for which the order is done. There is usually a two to three weeks delay between placing the order to the NHIH and the delivery. However, no stock-outs have been reported in the previous year. Counties have different size buffer stocks, between one to two and a half months supply. 

From county level, drugs are distributed to other LDH and TB ambulatories. From the pharmacy, the drugs are distributed based on the medical prescription ledger to the pneumologists in hospitals or ambulatories. The family doctor who gives treatment under direct observation receives the drugs on a monthly basis from the pneumologist who has the patient in evidence. According to NTP recommendations, most first and second line medicines are only used for the treatment of TB. However, the quinolones, aminoglicozides and sometimes rifampicin are also used for other infectious diseases. Only one FDC was seen, H150+R300.
Drugs are stored in opened shelves in warehouses and pharmacies. Pharmacy departments are requested to provide monthly reports to the NHIH containing many administrative data. Many pharmacies are supplied with computers but the data is only used for administrative purposes in the majority of them. No expired drugs were seen.

Procurement of laboratory supplies (culture media, reagents, stains, slides, sputum containers) is organized by local tender using the consumables part of the budget that the central government gives to each County for TB control. There was great variation in the quality of sputum containers between counties.  In many of the facilities visited there had been general and DST culture media stock outs jeopardizing the quality of the diagnosis 

Achievements

Anti-TB drugs (first and second line) are provided free of charge to patients for the whole duration of treatment throughout Romania. 

Management Science for Health (MSH) has provided technical assistance to improve drug management since 2000. 

Since 2000 drugs are procured centrally by a tender organized annually by the MoH after the approval of the NTP budget and financed by the NHIH and the NTP.
Recently, an expert from MSH reviewed the current system and produced a set of recommendations including training of staff involved in drug management at central and peripheral levels and the production of guidelines for management of anti-TB drugs.  During 2004 and the first quarter of 2005, 310 staff involved in management of anti-TB drugs have been trained. The NTP, supported by MSH will produce "A guide for Drug management practices", this will be the first guidelines for the management anti-TB drugs in Romania. 

The funds allocated for the drugs to be used for the NTP seem to have been sufficient. No drugs stock outs have occurred in the previous year. 

Challenges

Currently the requirements of the NHIH are for TB drugs to be ordered monthly, this increases costs and also means that buffer stocks (stock left in pharmacies usually one month supply) is insufficient to cope with a sudden increase in demand. Quarterly ordering will result in cost reduction (reduced transport and distribution costs) and increases in buffer stocks to the recommended equivalent of 3 months consumption.*
The storage conditions in some of the places visited by the review team were not optimal; particularly high temperatures and no adequate air circulation. First and second line drugs were stored together in open shelves, there were no paper records accompanying the drugs including number of tablets available and expiry dates. This information is supposed to be available in the computer records but with few exceptions we could not find competent pharmacy or IT staff able to retrieve it. 

The first expiry first out (FEFO) system is not clearly followed, although this is supposed to be ensured by placing newly arrived drugs at the back of the shelves, often the expiry date of the drugs is not recorded by pharmacy staff and distribution occurs in a random manner. 

The quality of some of the selected drugs procured by tender is sometimes uncertain, with poor quality control.

Culture media and other laboratory reagents and supplies are purchased by local tender, the quality of these varies between counties and some did not comply with international recommended standards. The funds are insufficient for most TB units, generating inadequate practices to save culture media (such as culturing only two tubes per sample or reducing the number of sputum examination per patient).

Recommendations

To the Government:  
· Drugs centrally procured should be ordered and distributed quarterly to TB units with a 3-monthly buffer stock. 
· To organize National tender to ensure adequate and timely supply of good quality laboratory supplies (particularly culture media and sputum containers) 

· The NHIH to work with the NTP on developing adequate ordering forms including the necessary information (stocks in dynamics, consumptions, quantities requested)
· Drug management training should be organized and further technical assistance from external partners such as MSH should be facilitated
· The NTP to work with MSH to produce the drug management guidelines and to develop training curricula. Training should include selection of drugs, ordering, record keeping and data utilization for local analysis, stock management, storage conditions etc.
To Partners: 

· MSH to support the production of the drug management guideline and to support training activities 
· The NHIH to procure drugs to treat side effects of anti-TB treatment free of charge

 XIII. Recording and reporting
Recording and reporting 

Upon confirmation of diagnosis or decision to start treatment, cases are notified by the dispensary of residence through a case notification form and registered in a standard paper dispensary TB register.  Re-treatment cases are registered with the number and year of the first registered episode.  Prevalent chronic cases under treatment are recorded at the start of the year with the number and year of the initial registration and are not counted again in statistics.  Registration of MDR patients is complex and information in the register does not allow to grasp readily the patient history.  If after initial notification the diagnosis of TB is not retained and the treatment is stopped, a de-registration form is sent by the dispensary to the county and the record is in the register is labelled as “wrong diagnosis”.  A listing of TB deaths is obtained periodically from the general mortality register at counties level and checked against the county register. TB deaths in persons not previously notified are reviewed and if applicable, registered and reported. 

A standard treatment card is established for each patient and follows the patient from hospital to the dispensary or to the GP for the continuation phase.  Treatment outcome is registered when observed, but is reported at 12 month after the start of treatment. This is confusing, and can result in more than one outcome form reported for the same patient record (e.g. “cured” at 6 months and “failure”, if early relapse within the same 12 month period).  The outcome form follows the same flow as the case notification form. 

Laboratory registers include results of smear microscopy, culture and drug susceptibility testing (antibiogram).  Due to the large numbers of sputa collected (3 specimens per 3 days, see case finding section) one line of the lab register includes results for specimens produced in one day by the patient rather than the full results of the series of sputa analyzed for the same control in subsequent days.  This modality of registration makes consultation of the registers cumbersome and registration of bacteriology results inaccurate.  As a consequence, case classification is also incorrect.  For example, if two sputa for the same day are positive then the patient is considered to have two positive smears (while only one specimen per day should be counted) and is classified as a definite case. 

The registration of persons on INH chemoprophylaxis is not standardized and varies across dispensaries. 

Current individual TB case reporting within the TB programme

Responsibilities, definitions and reporting mechanisms for TB surveillance are described in the TB programme endorsed in 2001.  The TB case reporting system is undergoing major modifications due to the introduction of an electronic web based TB case reporting system, currently in a pilot phase. The current paper based reporting system is being maintained in parallel and will be described first. 

After the second registration at county level (N=42) notification and outcome monitoring data are sent to the National Surveillance Unit at the National Pneumology Institute Marius Nasta, where they are validated and entered in an electronic data set.   

In about 15 counties notification and outcome data are also entered in electronic data bases which are used locally and sent centrally but not currently used to produce national statistics. 

Laboratory reports with line listings of patients with positive sputum smears, M. tuberculosis isolates and (if applicable) antibiograms are sent monthly to the national surveillance unit, using non standardised forms. 

Current aggregate reporting within the TB programme

Beyond individual TB case reporting, TBDs and county TB units report quarterly and yearly to the next level aggregate notification and outcome data requested for programme monitoring and evaluation.  

Data processing at the central level  

The national surveillance unit, based at the National Pneumology Institute Marius Nasta, has a staff of 9 persons (1 pneumologist, coordinator, 1 information technology specialist, 1 data manager, 1 secretary, 5 information technicians, working for data entry).   Currently, paper notifications, outcome forms and mortality data received from the counties are entered in national data bases and validated through contacts with the counties level.  Laboratory reports, including antibiograms, are also entered and checked with corresponding information from notification and treatment outcome files.  National data sets for previous years are stored in annual files which have been accessed during the visit. The 2004 file is almost completely validated, except initial culture results, which are updated at the time of collection of treatment outcome.  Data analysis is done by the surveillance unit coordinator, with assistance by the IT specialist, mainly using Foxpro.  

Data dissemination 

In 2004 an annual report updated to 2003 has been distributed to the judets.  The figures in the report have been questioned by counties due to: differences in rates (use of local population estimates by judets); incomplete culture results resulting in low proportions of culture confirmations; incomplete exclusion of cases with final diagnosis other than TB.  In 2005 the annual report 2004 is planned to be distributed more widely to the network of dispensaries.  The use of data at county or national level seems to be relatively limited. 

Development of a new computer assisted, web-based TB notification system

This project is implemented with funding from the GFATM. It includes equipping all TBDs with computers and internet connection, developing an information system for TB reporting and training of personnel in the use of this tool. 

150 computers have been purchased and should be installed in most dispensaries by the end of June.  The delivery has been delayed by administrative delays at MoH).  A dedicated electronic information system has been developed by an IT company in collaboration with the national surveillance unit, which includes an IT specialist and a data manager hired for this project.   The system is now in the field testing phase. The central server is working and the software has been installed since March in 14 dispensaries.  Safety of the server in the National Pneumology Institute Marius Nasta (air conditioning and physical safety) and of back-up procedures have to be addressed.  

Training of users at judets, dispensary and laboratory personnel has started.  150 persons were trained in three 1-day course out of ~500 to be trained.  The training is planned to be finished by end of September.  The software is being tested since mid March in 14 TB units (dispensaries and judets).  When accessed at central level, the information system contained data for about 200 patients.  

The software seems to be functional overall.  It is relatively user friendly; it allows data entry off-line and loading of data entered by users through internet connection with a central server.  It includes several modules to enter initial notification data, details on treatments, laboratory results, outcome information. It generates reports as line-listings of patients or aggregate reports for many administrative needs and reporting requirements within and outside the TB programme.  

For the moment the current paper registration and reporting systems remain unchanged, which is safe but results in duplication of registration and reporting work.  However, in the dispensaries visited the trained operators were relatively positive about the system and estimated time to enter initial notification data for one patient to 10-15 minutes. Laboratories have not yet access to the system, which foresees double entry of laboratory data by dispensaries and laboratories and validity check of these data.   

The system has to be functional (all users with access) by 1 November 2005.  The time is limited and the process requires close monitoring.  During the current pilot phase users are communicating at the central unit the difficulties they encounter.  A check-list for evaluating the use of the software will be included in monitoring visits through 2005 and 2006.  Further validation of the programme output (calculated data and automatic outputs) is needed.  A thorough inventory of all outputs to be produced by counties or dispensary level should be used to develop the needed automatic outputs.   A national surveillance manual, describing definitions, indicators, responsibilities and reporting and feed-back mechanisms is being printed in a field test version and distributed for validation to the pilot dispensaries.

An essential issue to discuss in 2006 will be to decide whether paper reporting could be possibly stopped, and develop a plan for this. The use of the software for patient management should be also addressed and assessed in the mid term, as it will strongly influence the future development of the system and its place in the TB programme.  For the moment there is no clear view on the sustainability of the electronic reporting system beyond the time frame of the GFATM funding.  

Other reporting requirements outside the TB programme

Beyond the “core” TB notification and outcome monitoring data outlined above, TBDs and counties TB units are requested to produce several other aggregate administrative and activity reports monthly, quarterly and yearly, for the purposes of other services of the MoH (Public Health department, National Centre for Statistics) and of the National Health Insurance House which requires by law detailed data on patients on care and laboratory procedures for fund allocation and reimbursement.  

Other data sources on TB 

TB mortality 

TB mortality statistics are provided yearly from the National Institute of Statistics, as numbers and rates of TB deaths by age group and sex.  

Anti-TB drug resistance

A national sample survey of anti-TB drug resistance has been carried out in 2003-2004, with international assistance in design and quality control.  The analysis of results is almost finalized and preliminary results have been made available to the review team.  Routine results for diagnostic testing are not currently representative of the country situation, as 1) culture is not routinely done at diagnosis in all counties; 2) national external proficiency testing of the 55 labs doing DST is still incomplete. 

Challenges  & Recommendations

Strengthen the National Surveillance Unit 

The National Surveillance Unit should be strengthened with one experienced epidemiologist plus another experienced public health staff to monitor the implementation of the electronic surveillance system in 2005 and 2006.  Supervision visits should include a module with checklists for monitoring the implementation of the electronic surveillance system. 

Redefine reporting procedures for treatment outcome monitoring

Treatment outcome should be both recorded in the TB register and reported at the time it is observed and NOT at 12 months from the treatment start, as current policy.  The rare patients with a second notifiable disease episode in the same calendar year should be recorded in TB registers but should not be counted twice in notification and outcome statistics (only count first episode and corresponding outcome).  

Revise laboratory registration 

Laboratory registers should be used as recommended internationally, ie, one record per patient control including all results for the three tests of smear microscopy and culture on three different specimens. 

Validate and adopt the electronic surveillance system 

TB case notification forms for the first part of 2005 for selected counties (those starting later) should be entered in double at Central level using the old and the new information system, and outputs compared for consistency.  The module on treatment outcome should be tested, using retrospective data for 2004 cases.  All structures which diagnose and report TB cases in the penitentiary system should be fully integrated in the new electronic system.   The TB surveillance manual should be finalized and officially endorsed and used for training.  A plan to stop paper reporting beyond the level of dispensary should be developed for 2006.  A detailed user need analysis should be undertaken to tailor standard software outputs at judets and national level. 

Redefine electronic reporting by laboratories

The objectives of laboratory reporting in the electronic surveillance system should be redefined: to decrease under-registration and under-reporting of bacteriological confirmed cases; to improve completeness of information on the status of bacteriological confirmation of cases.  Laboratory reporting should not replace the definition of efficient information flows for returning bacteriology results to clinicians.   

Decrease requirements of reporting external to the TB programme

An agreement with the NHIH should be defined to simplify costing procedures for funding and avoid detailed justification of every single procedure.  In general data generated by the NTP should be considered as an official source and relied upon for providing finalized data to other services and administrations.  

XIV. Programme monitoring and evaluation 

Aspects of programme supervision are discussed elsewhere in this report.  A set of programme monitoring and evaluation indicators have been listed by the NTP in the draft surveillance manual currently being produced.  Among the set of indicators, those already available have been calculated for the latest available year and are included in Annex 6. Selected indicators currently available are commented below. 

Indicators of diagnostic practices 

Bacteriological confirmation

In 2003, about 50% of new pulmonary cases had a positive sputum smear microscopy and an additional 13% of cases had a positive culture, for a total of 63% bacteriologically confirmed cases.  The rather low percentage of cases with negative smear and positive culture is due to: 

· non-routine use of culture for TB diagnosis in some areas 

· incomplete feed back of culture results to clinicians (culture results available after the patient leaves the hospital and not communicated to the dispensary) reporting of culture results 

· poor sputum collection procedures

· early diagnosis in populations submitted to screening   

The electronic reporting system, particularly if the laboratory reporting module is redesigned for this purpose, should enable to get more complete information of initial laboratory confirmation and to match with information from clinicians. 

Sputum and culture conversion rates

At 2 months from the start of treatment sputum smear conversion was documented in 67.8% of all new cases in 2003 and in 78.8% of those checked.  Corresponding culture conversion rates for 2003 were respectively 65.7% and 84.8%. 

It is expected that improved case monitoring and completeness of information should enable to increase both current proportions of patients tested at the end of the intensive period and conversion rates, particularly for culture. 

Proportion of new cases

The proportion of new cases is a rough indicator of the appropriateness of the treatment programme in previous recent years.  In 2003, 78.5% of cases were new.  This low proportion might partly reflect improved case detection for retreatment cases in recent years.  It is expected that the strengthening of the treatment programme should results in an increase in the proportion of new cases in the coming years.   

Treatment success

Treatment outcome monitoring is implemented nationwide.  Treatment outcome results for the latest cohort of sputum smear positive pulmonary cases notified in 2003 shows a marked improvement over previous years, with success rates among new smear positive cases of 79.5%.  Results of relapse cases are less satisfactory, with a success rate of 56.5%. Separate results for DOTS and non-DOTS areas were not available at the time of the visit.  

It is expected that strengthened DOT including the expansion of alternative DOT strategies, will lead to a decrease in the proportion of defaulters; changes suggested in data collection (ie, reporting of the outcome at the time it is observed and not at 12 months) will result in a decrease in failures and the electronic surveillance system will help in retrieving outcome information for most transferred cases. All this should lead to a gain in the proportion of success by some % points in the coming years, and to reach the target of 85% success.  

Anti-TB drug resistance

The results of the recent national sample survey on anti-TB drug resistance show an intermediate level of multidrug resistance among new cases (~3%) and among retreated cases (~12%), which deserves close monitoring.  The repetition of this survey will be needed in three to five years’ time to monitor trends.  Alternatively, if the in the coming years external EQA for laboratories performing DST will be in place with good results and culture and initial DST will be performed systematically, results from diagnostic DST could be used to monitor levels and trends in drug resistance.  

It is expected that in 3-5 years, with the implementation of DOTS-plus and standardised treatment of MDR-TB cases, time the proportion of acquired MDR and, to a lesser extent also the proportion of primary MDR-TB, should decrease. 

XV. Intersectoral Collaboration

Few financial and technical partners are supporting DOTS in Romania. The World Bank (WB) provided the most significant external financial assistance before the GFATM. Under the “Health Rehabilitation Project” (1992-99), the WB provided a loan of about US$ 5 million for the procurement of laboratory and radiological equipment, including a computed tomography (CT) scan. Under the “Health Sector Reform, Phase I” (2000-04) a loan of US$ 300 000 was provided to supply 19 TB facilities with laboratory equipment, including PCR equipment for the National Pneumology Institute Marius Nasta. The “Health Sector Reform, Phase II” (2005-2009) is pending the ratification of the Parliament. This last WB project is supporting the recently-approved Romania’s Strategy for Health Care Reform that looks for more efficient and effective hospital care, expanding primary health care services (including family medicine and home care), introducing accreditation and quality control systems, increasing private participation, ensuring sustainable financing, providing social care outside the hospitals. WB considers very carefully the future streamlining of TB services into the health reform in Romania. Some of the main recommendations provided by the present review are very much in supporting this process.

The Doctors of the World (DOW) started to work in Romania in fall 2003. Its project aims at improving TB treatment success in vulnerable populations (ex prisoners, Roma communities, the poor at large) and building the capacity of NTP to provide effective health education and community outreach services. DOW operates in the three main areas of: i) development of a health education and communication strategy for providers (family doctors, nurses) and vulnerable population such as Roma communities and ex prisoners (2004-07, US$ 1 million from USAID, partnership with Population Services International - PSI); ii) training of health mediators and peer health educators in Roma communities (2004-07, US$ 200 000 from Open Society Institute, partnership with the local NGO “Roma Center for Social Intervention and Studies” - Romani CRISS); iii) piloting and evaluating a system of incentives to TB patients in Bucharest Sector 5 and in the counties of Ilfor and Constanta (2004-07, US$ 86 000 from GFATM principal recipient, partnership with the Romanian Red Cross). The communication between NTP and DOW is improving, however still in need of an established platform for joint planning, monitoring and evaluation.

The Romanian Red Cross is part of the International Federation of Red Cross and Red Crescent Societies (ICRC). It is sub-recipient of the GFATM (2004-06, US$ 567 000) and responsible of the distribution of food coupons used as incentive to TB patients for adherence to treatment. It is working partner of the DOW.

Additional partners to NTP and sub-recipient of the GFATM grant are the Public Health Institute responsible of the accreditation process of the laboratories for TB bacteriology, the National Institute for Research and Development in Health responsible of developing the clinical guidelines for TB in children, the National Administration of Penitentiary for implementation of TB services in the prison sector.

The process of planning for and implementing the GFATM grant for TB facilitated largely the collaboration and coordination among different ministries and national and international organizations toward DOTS. However, beside the CCM of very large size and mainly dedicated to GFATM-related issues, a routine and TB-focused coordination among the present and potential stakeholders does not exist. Miscommunications occurred in the past, plans for TB interventions are sometime not synergetic for a stronger national plan.

Recommendations:

· To establish a national coordination body with all partners to ensure coordination with other ministries, donors, national and international NGOs.

· To develop comprehensive annual plans for NTP expansion and strengthening which include all activities of all stakeholders, based on annual analysis of the NTP process and results indicators (such as supervisory reports evaluation, TB indicators evaluation, involved NGOs reports etc.).

Implementation of the GFATM grant

Romania submitted a project proposal with separate HIV/AIDS and TB component during round 2 of the GFATM. Both components were ranked in category 1 by the Technical Review Panel (TRP) and eventually granted. The lifetime grant of the TB component is US$ 18 283 000. The programme agreement for the first phase implementation from February 2004 to January 2006 was signed in June 2003 and consists of US$ 16 870 000 (grant ROM-202-G02-T-00). The Country Coordination Mechanism (CCM) is composed by 46 members, the principal recipient is the MoH and Family and the local fund agent is KPMG (a financial consulting firm based in S. Francisco, USA). Three are the main objectives of the TB component: 1) ensure DOTS expansion to reduce increasing rate of TB incidence; 2) strengthen the national health care system for TB patients; 3) strengthen the supervision/monitoring and TB surveillance under the national communicable disease surveillance. Until now, GFATM already disbursed US$ 10,702,383 in 4 instalments to implement the granted activities grouped in 16 projects. The overall expenditure rate is around 50% at present.

A table comprising the list of activities and sub-recipients as well as the implementation status is attached in annex 4.
The NTP central unit, in charge of the implementation of 11 projects, forecasts about US$ 2 million savings by January 2006 created by rehabilitating only 2 of the initially-planned 3 MDR-TB centres and the much lower cost of the second-line anti-TB drugs from GLC than from the local market. The discussion between the principal recipient and GFATM of the new grant agreement for the second phase implementation started in June 2005. In consideration of the lifetime amount of the grant, the part of it already disbursed and the savings, it could be expected a maximum US$ 5 million released by GFATM for the second phase implementation. Strong justifications will be required to support the future extent of the grant and to assure GFATM that none of the past bottlenecks will persist to limit the future implementation of the grant.

It should be mentioned that Romania and Russian Federation were the only European countries to be selected in 2004 for the Intensified Support and Action Countries (ISAC) Initiative, which is an emergency initiative to accelerate DOTS expansion and reach the TB global targets by 2005 through intensified technical assistance and support efforts by the Stop TB Partnership. This initiative made possible to undertake a number of key activities through GFATM funds or WHO funds, including this external review of NTP in Romania. The review could be instrumental for guiding the principal recipient in planning and negotiating with the GFATM for the second phase of the TB grant. The following table provides a link between the main recommendations made by the NTP review with a budget requirement and the activities or sub-activities already granted by GFATM which could be simply revised without additional TRP evaluation (i.e. not requesting revision at the planning level of objective or activity).

Table 6: links between the main recommendations made by the NTP review and the activities or sub-activities already granted by GFATM

	Recommendation of the NTP review
	Where a link could be found under the original TB grant

	
	Activity
	Sub-activity

	6. Centralize procurement of laboratory supplies
	4
	New (training in lab management)?

	6. Ensure effective laboratory external quality assurance
	4
	4.2

	8. Reduce unnecessary TB screening
	1
	New (revise/printing of TB guidelines)?

	9. Develop guidelines for preventive TB chemotherapy
	
	

	11. Establish TB infection control and safety measures
	4
	4.1

	
	5
	New (safety measures in TB facilities)?

	12. Introduce home-based DOT
	3
	New (support for DOT providers)?

	14. Revise drug management system
	6
	6.1

	14. Training on drug management
	6
	6.2

	15. Quarterly monitoring of NTP
	8
	New (training on recording/reporting)?

	17. Revise electronic database for TB/HIV analysis
	8
	8.2

	19. Develop and implement national IEC
	1
	New (develop/implement national IEC)?


Recommendations:

· To revise the GFATM-CCM for manageable number of members.

· To possibly use the 2 million savings for strengthening laboratory microscopy and DOT.

· To careful revise GFATM plan for the implementation of the second phase; ensure that technical assistance for quality implementation of GFATM grant is included for the second phase of the GFATM grant.

XVI. TB and HIV

WHO/EURO includes Romania among those countries with a high priority for interventions to control TB and intermediate priority for interventions to prevent and control HIV/AIDS.

Romania has in place a computerized national HIV surveillance since 1990, when 3 laboratories in Bucharest were equipped for HIV testing. 
The MoH declared HIV/AIDS as a public health priority and developed the 2001-2003 national plan for universal access to HIV/AIDS treatment and care in 2000. The universal access to anti retro viral therapy (ART) was achieved in 2003, also through the support of six big pharmaceutical companies (Merks Sharp & Dohme, Glaxo Smith Kline, Boehringer Ingelheim, Bristol Myers Squibb, Abbott and Hoffman La Roche). ART is included under the NHIH, which covers the estimated cost of about US$ 2700 for one-year triple therapy. 9 HIV centres are now reference for HIV diagnosis, follow-up and treatment in Romania: 2 institutes in Bucharest (Clinical Hospital for Infectious and Tropical Diseases “Dr. V. Babes” and Infectious Disease Hospital “Prof. Matei Bals”) and 7 country PHDs (Brasov, Cluj, Constanta, Craiova, Iasi, Targu-Mures, Timisoara). Parts of the TB national guidelines are reported in one of the sections of the national HIV/AIDS clinical guidelines that describe the clinical management of TB.

Figure 7: HIV tests
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One of the most important internationally-recommended TB/HIV collaborative activities, which is providing HIV testing to TB patients, was ruled by the MoH in 1993 with the order n° 1243 introducing the obligatory testing for HIV of all cases with pulmonary and extrapulmonary TB. However, the order was widely unattended due to organizational constraints. The TB component of the project proposal to GFATM includes the HIV testing for all registered TB cases (objective 1, activity 2.11). Consequently, an ad-hoc TB/HIV working group met and agreed on a collaboration protocol that was signed in June 2004 by both NTP and National AIDS Programme (NAP), however not yet endorsed by the MoH. This activity started in August/September 2004 in most of the country, with all NTP county managers trained in HIV counselling and testing. Blood is drawn in the TB facility, mostly during hospital admission for TB diagnosis or intensive treatment, and sent for HIV testing (e ELISA and Western Blot) to one of the 9 HIV centres. The result of the HIV test is reported (under medical confidentiality) to the referring physician for the case management and to the National Pneumology Institute Marius Nasta and the Regional Centre for Monitoring and Surveillance of HIV/AIDS (CNLAS) for surveillance purposes. After one year of implementation, the HIV testing still seems not able to provide reliable information on the prevalence of HIV among the TB patients. The extent of HIV testing varies a lot with the quality of the local HIV counselling. Furthermore, the different time in which the TB patient is registered at the treatment facility and the HIV result is received prevents to have match exactly the number of HIV tests executed with those resulted positive in the monthly reports.

Besides the HIV testing, the TB/HIV collaboration protocol guides also in patient referral for treatment, which should be in TB facilities for the contagious cases. ART is not interrupted during TB treatment, and it is recommended replacing rifampicin with rifabutin when protease-inhibitors are used.

The TB/HIV collaboration protocol, while addressing HIV testing and treatment referral of TB patients, does not include other internationally-recommended TB/HIV collaborative activities. 
The TB/HIV working group was established ad-hoc and never met again to discuss on joint planning and monitoring/evaluating activities. 
NAP does not include systematically TB screening in their HIV counselling services and does not provide TB preventive therapy. 
NTP poorly implements the universal precautions for HIV transmission and provides limited HIV post-exposure prophylaxis to staff.
Recommendations:

· To establish formal TB/HIV coordination body between NTP and NAP

· To revise the existing protocol by including the missing activities (e.g. joint planning, monitoring/evaluation system, TB and HIV infection control, post-exposure prophylaxis etc.)

· To revise the current clinical manual for HIV to update TB sections.

· To involve nurses for HIV counselling.

· To ensure cohort analysis of TB/HIV through revised electronic database used by NTP and NAP.
· To perform voluntary HIV testing for all notified TB cases (current recommendations for HIV testing of bacteriological confirmed TB cases should be extended to testing of all TB patients). 
XVII. TB in Children

The incidence of TB in children in Romania, in 2004 was 41.2 per 100,000, with 1442 cases, decreasing comparatively with 2003 (44.3 per 100,000 and 1608 cases). According to National Pneumology Institute Marius Nasta statistics there are a number of 19 hospital departments that admit children with TB, with about 800 beds and 45 specialty pneumology physicians and 7 paediatricians working in TB outpatient clinics all over the country. 
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Figure 8: TB Incidence in children in Romania, 1965 -2004

Source: National Pneumology Institute Marius Nasta statistics
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The diagnosis of TB in children is difficult and based on probability criteria: the epidemiological information (children close contacts to ss+, pulmonary TB patients), respiratory symptomatic with weight-loss, positive skin test and inflammatory syndrome. As a consequence, frequently we are faced with under and over-diagnosis. According to Professor Paul Stoicescu, the National TB Program manager from Romania, these are the main reasons for which TB control in children is considered important for the country and, under technical assistance of WHO Office for TB Control in the Balkans a project was proposed to The Global Fund to fight AIDS, Tuberculosis and Malaria to address these issues. The National Institute for Research and Development in Health from Bucharest is running this project titled: „Improving the situation of children with TB in Romania”. There will be different Information Education Communication activities implemented and a diagnosis and treatment guide for TB in children will be published in December 2005. A wide range of TB specialists (hospital pneumologists, county managers, paediatricians, TB paediatricians, TB outpatient clinic coordinators – professors and senior physicians) is working on evidence based development of these guidelines. 

The treatment of HIV + TB cases is based on the co work between specialists in infectious diseases and pneumologists.

BCG

BCG vaccination is done only at birth. There are no re-vaccinations requested by the Romanian legislation. The responsibility for BCG vaccination at birth lies in epidemiologists and is done in the maternity and the vaccine is provided by Cantacuzino Institute Bucharest.
In the actual NTP 2001-2005 is specified that over 95% of the new born have to be vaccinated at birth; the coverage rate for infants 0-1 year was 98% in 2004.

Challenges: 

· Unnecessary hospitalization of children for chemoprophylaxis

· Poor accommodation conditions in these hospitals

· Hospitalization for social reasons (children are coming from very poor families that are not able to take a proper care of them)

· Over diagnosis (in some counties the incidence of TB in children is much higher than the TB incidence in the adult age population. In these counties usually there are one or more TB paediatricians working

· Another important issue is TB in HIV positive children and adolescents: these persons are treated in the same rooms with ss-pulmonary/extra-pulmonary TB cases,

· Sometimes the HIV positive children have MDRTB and the isolation conditions are not proper, they are hospitalized next to the common TB patients. 

· The TB treatment/chemoprophylaxis is supervised usually by the mother and not by a health care worker specially trained

Recommendations 

· Improve diagnosis and treatment by using the Childhood TB diagnosis and treatment guide (to be released in the fall).

· Reduce hospitalization only to sputum positive cases (smear or culture) and only till only to sputum smear conversion.
· Improve accommodation conditions and – when necessary – isolation conditions in these hospitals and include leisure and play possibilities for the children. 

· Cooperate with local authorities to solve the social cases.
· In the rare case of lack of BCG vaccination at birth, the vaccine should be administered by GPs’ after three month of age only if the skin test with 2 U PPD is negative. 

· Revise recommendations for confirmation of TB diagnosis in children, and elaborate a specific definition of notifiable paediatric TB case.
XVIII. TB control in prisons

Structure of the prison system

The prison system is composed of 32 prisons, of which 9 of maximum security, two prisons for minors and young offenders, one female prison, 3 re-education centres and 6 prison hospitals, including 3 with TB beds. 

The total number of the health staff was 822 in 2003, including 64 doctors and 232 nurses in prison hospitals.

The prison population average number in 2003 was 46 084, for a legal capacity (calculated for 6 sqm/prisoner) of 37 663, with an occupancy index of 114.53%. The total number of inmates during the same year (number at 1st January plus newly entered inmates) was 72 444. The prison population at December the 31st 2004 was 39.031 at a legal capacity of 38.631 places (calculated to 6 sqm/prisoner), with an occupancy index of 101.03%.

The team 6 visited the prison hospitals in Targu Ocna and Bucharest, and the prison in Focsani.

Policy

By order of the MoJ, all public health orders of the MoH apply to the prison system.

The health in prisons is coordinated by the special service in the NPA and under the authority of the MoJ. The TB activities are integrated in the NTP for all medical and epidemiological aspects. The data are collected from the prison hospital with TB beds on a quarterly cohort basis and reported by the NPA to the Central NTP unit.

The National Programme for TB Control in prisons (elaboration in progress), based on the National TB manual in Romania and the WHO Guidelines “Tuberculosis Control in Prisons”) will redefine the procedures for screening, management, treatment, data collection, preventive measures and integration into the NTP.

Primary care is given at request, any time it is needed, as well as prophylactic, at admission, periodically, at transfer and before release. Each prison has at least one general medical doctor, and nurses. All the prison infirmaries have an isolation room for communicable diseases, one for prisoners with TB in treatment, as well as rooms for common diseases. Surgical and medical emergencies are transferred to the nearest civilian hospital inside the community medical services.

Case detection

All persons who have to stay for more than one month in preventive detention in police custody have to pass a medical examination including a chest X-ray (active detection before entering the prison). On entering the prison, the detainees pass a second medical examination with control and completion of the first examination (active detection at entry). Prisoners with suggestive symptoms are examined by the prison doctor for possible TB (passive detection during imprisonment). TB diagnosis in prison relies on clinical suspicion, smear examination and radiological signs. The diagnosis is made by the pneumologist in the local TBD. The prisoners are transferred to the TB prison hospital where the treatment is initiated. The sick prisoner, after medical examination and diagnosis gets treatment either in his cell, either under supervision in prison infirmary.
TB treatment in prisons

TB cases are treated according to the NTP. All drugs are given under supervision. TB drugs are ordered monthly to the NHIH with the NTP forms. Prisoners remain in the TB hospital during the intensive phase, at least until sputum conversion. After being transferred back to the prison, TB patients receive the treatment in the continuation phase from and under the supervision of the pneumologist from the TBD, in cooperation with the prison medical staff.

Treatment results monitoring

The treatment is conducted according to the results of the bacteriological examination. The cases are monitored by the TBD but not all of them are (yet) reported to the NTP.

Findings

The total number of cases registered in the prison system is 8 to 16 times higher than in the general population (fig 9), but the proportion of smear confirmation is low (190/524 in 2003 in the three main prison hospitals) (annex 5, fig 1). The smear conversion at two months is satisfactory: 116/131 among new smear positive cases, 73/78 among cases in retreatment (annex 5, fig 2). The final outcome cannot be evaluated, as the majority of prisoners are transferred back from the hospital to a prison before the end of the treatment (annex 5, fig 3)

Figure 9: Notification Rate (number/100,000 population) registered in prisons 1999-2003, compared with the general population
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Achievements

· A National Programme for TB control in prison has been prepared

· Several training courses on TB have been organized in the last 5 years

· Information material for staff and patients has been prepared and distributed

· Standardized treatment is available in all prisons

· DOT is performed in all prisons

· Case definition according to the NTP

· Organization of sputum collection in all prisons (in progress)

· Organization of isolation rooms for TB suspects or confirmed cases in all prisons (in progress)

· Supervision of the medical and paramedical staff is performed

Challenges:

· The proportion of bacteriological unconfirmed cases put under TB treatment is high, potentially leading to overnotification and overtreatment of the cases

· The rate of TB suspicion among inmates with respiratory symptoms is low, delaying the detection among the real cases.

· The forms are not all used and transmitted to the NTP as requested

· The outcome of treatment is not notified, due to the fact that the prisoners are transferred back from the hospital to the prison before at the end of the intensive phase of treatment

· The follow-up of patients released from prison under TB treatment is not routinely done.

· There is growing drug abuse and HIV prevalence, which could trigger a TB/HIV co-epidemic 

A quantitative and qualitative study regarding knowledge and attitudes about TB in Romanian penitentiaries has demonstrated that:
· the perception regarding risk in general and risk of getting sick in particular is diminished in the penitentiary population due to the environment “full of aggressive factors” that they can not control.

· TB is not perceived as a very serious disease (as cancer or AIDS).

· The presence of TB symptoms does not attract the attention of the sick person because they are confused with the ones of common flu.

· The target population does not know the fact that TB is a preventable disease.

· The attitude towards cure is positive because nobody considers that there is anything to gain from being sick with TB.

· The attitude towards TB treatment is superficial.

· The TB ill persons know that they can spread the disease

Recommendations

· Government should officially endorse and fully implement the National Programme for TB control in prisons, including integration of data collection and outcome of treatment

· Proceed with the rehabilitation of the TB prison hospital in Bucharest (Jilava) (TB patient department, laboratory, MDR unit)

· MDR unit in TB hospital Targu Ocna should be immediately created
· Introduce fluorescence microscopy in laboratories with a high work load (> 20 smears/day) 

· Perform culture and DST for all sputum samples, not only retreatment cases

· Improve the rate of sputum confirmation by using inhalation devices for sputum induction (particularly in suspected relapses)

· Increase the drug stocks to 3 months in the prison hospitals 

· Monitoring and supervision team (staffing and logistics) within the National Programme to fight AIDS  should be established
· Reinforce the communication about the disease, its symptoms, its danger and the possible cure if treated correctly, using  a simple and direct vocabulary 
XIX. Advocacy and communication

There is no national strategy for communication and social mobilization on TB prevention and treatment. 

There is a pneumology commission which advises the minister of health, which had an important role in promoting the NTP, but the members of the commission have changed and there is a need to further advocate with the new members for the sustainability of the NTP both in financial and implementation issues.

Many of the counties visited have declared that press releases and articles on TB control appear in the local press especially with the occasion of World TB Day, but they are sporadic. Sustained advocacy activities towards policy makers, communities and media are not present. Public health authorities at central and local level do not conduct such advocacy activities regarding the NTP, even though a few of the doctors consider that health counsellors from the local councils as well as local politicians should be involved in attracting more funds and making the NTP more visible in the community (raising awareness about the TB situation, increasing political commitment to TB control). National Knowledge Attitude Practices (KAP) studies and local focus groups with 13 to 16 years old school children show that there is stigma attached to the disease and there is little knowledge that diagnosis and treatment is free for everyone. 

There is a web site called www.tuberculoza.ro done by the NTP and National Pneumology Institute Marius Nasta in which one can find information about TB: signs and symptoms, diagnostic, transmission, treatment, statistics, social issues and contact data about the institute. The NTP is presented on the site www.srp.ro/medici-pnct.html of the Romanian Pneumology Society. There is a program description (strategy, goals, objectives, activities etc) and achievements in the period 2001 – 2005; it has also a page for patients describing the disease and a link to www.tuberculoza.ro.

Recommendations:

· Increase role and recognition of NTP both at central and local level

· Develop a national strategy for BCC and an implementation plan that can be adopted by all actors involved aiming at changing public opinion regarding the disease and its treatment
· A media plan should be developed to maintain regular features on TB/DOTS in all mass media

· Involve community nurses and Roma mediators more actively in TB control

· Share resources and information among all involved, including NGO’s

XX. Health Education
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There is no coherent national health education policy for TB control. 

The review mission found that there are sporadic IEC activities regarding TB control at central and local level, especially during and around World TB Day. 

The main IEC materials consist of printed materials (posters and brochures) and press releases. Although some video and audio materials have been developed and were well received in training sessions, they have not reached the counties to be disseminated. 

In all the hospitals, TBDs or GP offices visited there were scarcely any IEC materials on TB or any other health promotion issue. Funds are low at county level and the materials developed at central level were not enough to cover the country.

Some training of medical staff and health mediators, covering communication but not social marketing or behavioural sciences, was done. This was well received, but there is still a high demand for training. Many of the NTP county coordinators noted that after training the GP’s and nurses showed increased interest for program implementation.

There is a proposal for health education and IEC strategy done by Doctors of the World (DOW), and an IEC strategy for Roma population done by Romani Criss. 

There are quite a few KAP studies done by DOW, Totem, Romani Criss, PIU-TB, National Institute for Research and Development in Health etc Their results need to be disseminated and together with the results of different pilot projects, mainly GFATM funded, can form the basis for developing an evidence based policy for IEC and BCC.

Direct communication with the patients, done by doctors and nurses seemed to be the main method of information-communication. It is considered to be the most important, but the staff interviewed feels the need of additional IEC materials to support such activities. 

Local initiatives

For instance, the Health Promotion Department of the Vaslui Public Heath Directorate organized a small qualitative research using focus groups to identify knowledge and attitudes of pupils regarding TB in order to design a future IEC campaign. Other similar initiatives probably exist in other counties as well.

Recommendations
· IEC should be an ongoing, continuous process based on an integrated IEC & BCC strategy at national level.
· Sharing experiences among different agencies implementing projects in order to disseminate best practices should be encouraged on a formal base.
· Increased collaboration between NTP and Local Public Health Authorities (on health promotion initiatives) is needed in order to reach the different target groups.
· Health education should focus on different target groups with specific messages (eg. of target groups: men 30-54 years, TB patients, children and teenagers in schools, Roma, general population etc). 

· Health workers (pneumology physicians, GP’s, nurses, community nurses, Roma mediators, social workers, etc) should be trained and a national curricula for IEC and BCC be developed for this purpose. Training in communication, social marketing, behavioural sciences, team building etc is necessary.

· More IEC and BCC materials need to be developed (printed, video and audio) and largely disseminated in hospitals, TBDs, GP practices, schools etc. in order to increase visibility of health promotion programs up to GP level.
· Posters with NTP definitions, treatment regimens, their correct dosages and correct abbreviations for TB drugs should be developed and disseminated to all medical offices treating TB patients (for DOTS and DOTS PLUS). Calendars for patients and medical offices with pictures of the drugs as reminders of correct treatment can be developed also.
· Further development of the community nurses and health mediators’ network is necessary in order to provide treatment under direct observation (DOT) in rural areas that are isolated, lack financial resources or have no family doctors.

· Education of patients should start early (soon after diagnosis) and be sustained during all the period of treatment with different messages at different stages of treatment, to increase compliance to treatment and avoid default. Psychological support is necessary. Leisure activities should be provided during hospitalization.
· Stigma reduction campaigns should also be developed.

· NTP health education initiatives should be linked with the national schools health education program and with peer education programs.

XXI. Research

Several operational research projects have been done in the last year funded by the GFATM, MoH and WHO Office for TB Control in the Balkans. They were presented in different parts of the report according to the topic.
Conclusions and recommendations 
All these studies bring a wealth of information about different segments of the population information, attitudes and practices about TB and also about the characteristics of these populations. The results of these studies should be better circulated in the scientific community by publishing in medical national and international journals and at high level management of the MoH, but also to public health authorities in counties, NTP county managers, physicians, nurses, laboratory staff and other personnel. 
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Annex 1: Map of Romania

Including number of TBD in each county
ANP = National Agency for Penitentiaries 
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Annex 2: General Agenda 

	Date
	Hour
	Subject
	Notes 

	5/04/05
	9.30-10.00
	Opening 

Scope and purpose of the programme review
	M. Grzemska, L. Ditiu

	
	10.00-10.30
	Current status of political commitment 
	L. Ditiu

	
	10.30-11.00
	NTP current status (facts and data) 
	Prof. P. Stoicescu, E. Ibraim

	
	11.00-11.30
	Coffee break 
	

	
	11.30-13.00
	Update on TB Control activities
	I. Husar, C. Butu, L. Mihailescu 

	
	13.00-14.00
	Lunch
	

	
	14.00-15.30
	Briefing on Terms of Reference, Team Distribution, Programme, Clarification of Background Materials
	Discussions of information needs of each team

	
	15.30-16.00
	Coffee break 
	

	
	16.00-17.30
	Discussion, practical arrangements
	

	
	20.00
	Dinner 
	

	6/04/05-12/04/05
	FIELD VISITS (see details below)
	

	13/04/05
	9.30-10.45
	Teams work on presentations
	M. Grzemska, L. Ditiu, E. Ibraim, J. F. Munoz, P. de Colombani, J. P. Zellweger, D. Valceanu

	
	10.45-11.00
	Coffee break 
	

	
	11.00-13.00
	Teams presentation of field visits findings and discussions 
	

	
	13.00-14.00
	Lunch
	

	
	14.00-15.30
	Develop summary & recommendations
	

	
	15.30-15.45
	Coffee break 
	

	
	15.45-17.00
	Elaborate press release
	

	
	20.00
	Dinner
	

	14/04/05
	9.00 -10.00
	Discussion on preliminary recommendations 
	

	
	10.00-11.00
	Presentation of preliminary recommendations to NTP manager 
	M. Grzemska

	
	11.00-12.30
	Briefing with stakeholders
	

	
	12.30-13.30
	Lunch
	

	
	13.30-14.30
	Press Conference
	Prof. P. Stoicescu

	
	19.00
	Festive Dinner
	


Annex 3: Teams, location visited and people met
Programme Review Leader – Dr. Malgosia Grzemska – WHO HQ

Team 1: Dr. Malgorzata Grzemska – WHO Geneva, Prof. I.P. Stoicescu – Team leader – NTP Manager Romania, Dr. Iulia Husar – Director PIU-TB -GFATM Romania

	Date/ Location
	Units visited
	People met
	Position
	Contact data

	06/04/05 Giurgiu county
	PHD -Giurgiu

TB Dispensary Giurgiu

BL Giurgiu
	Dr. Deliu Miron

Dr. Deliu Maria

Dr. Cirjaliu Doina

Dr. Dorobantu Georgeta

Mrs. Dragne Liana 

Mrs. Stanislav Gherghina
	Director

Pneumologist

Pneumologist

Pneumologist

Statistician 

Biologist
	County TB manager

Dr. Rebedea Cristina

0722 727 774/0246 270 347

	
	Lung Diseases Hospital Izvoru

TB Dispensary Bolintin

	Dr. Nicolescu Elena

Dr. Stegaru Patricia

Mrs. Burcea Florentina

Mr. Neagu Florin

Mrs. Constantin Doina

Mrs. Constantin Doina

Mrs. Din Ioana

Mr. Mihalache Gheorghe
	Pneumologist

Pneumologist

Chief - nurse 

Nurse 

Pharmacist technician

Laboratory technician

Laboratory assistant

Patient
	PHD Giurgiu

Dr. Mirela Neagu

0722 33 54 38

0246 21 41 76

	
	TBD Bolintin Vale
	Dr. Rebedea Cristina

Dr. Burlea Alexandru

Dr. Lungu Florenta


	TB County Manager

Pneumologist

Statistician, pneumologist
	

	07/04/05 Teleorman county
	PHD – Teleorman

TB Dispensary Rosiorii de Vede
	Dr. Bobocea Doroteea

Dr. Ghetu Silvia
	Deputy Director

Pneumologist
	County TB manager

Dr. Grigorescu Ruja

0723 687 374/0247 466 701

	
	Lung Diseases Hospital Rosiorii de Vede


	Dr. Grigorescu Ruja 

Dr. Nastasescu Mihail

Mrs. Tanasoglu Ionela

Mrs. Sararu Florenta
	Pneumologist, hospital director, TB County    

Manager

Pneumologist

Statistician

Pharmacist
	PHD Teleorman

0247 31 13 54

	
	BL Rosiorii de Vede
	Mrs. Neagu Ionela
	Biologist
	

	08/04/05 Ialomita county
	PHD – Ialomita

TB Dispensary Slobozia
	Dr. Timofte Mugur

Dr. Dumitrescu Mihaela

Dr. Miron Cosmin

Mrs. Vodeanu Elena

Mrs. Vizuroiu Mariana

Mr. Chivu Liviu
	Director

Public health expert

TB County Manager

Nurse, treatment room

Statistician

Patient
	County TB manager

Dr. Miron Cosmin

0722 813 835/0243 23 66 57

	
	BL Slobozia
	Mrs. Androne Georgeta
	Biologist
	

	
	TB Dispensary Urziceni

Travel to Bucharest
	Mrs. Simen Adriana 

Mrs. Sofronea Niculina

Mrs. Grigore Lucica

Mrs. Stan Gabriela

Mrs. Tabarca Nastasia
	Nurse 

Nurse

Nurse

Nurse

Laboratory nurse/ technician
	PDH Ialomita

Dr. Mugur Razvan Timofte

0788 41 88 76

0243 230 280

	09/04/05 Dambovita county
	PHD – Dambovita
	Dr. Mimis Pavel

Dr. Cheta Ovidiu
	Director

Deputy director
	County TB manager

Dr. Abramescu Nicoale

	
	TBD Targoviste
	Dr. Abramescu Nicoale

Dr. Petrascu Elena

Mr. Fleacu Ionut 
	Pneumologist and

TB County Manager

Pneumologist

Pharmacist technician
	

	
	BL Targoviste
	Mrs. Savescu Vasilica
	Biologist
	


TEAM 2:
Dr. Jose Figueroa Munoz – Team leader - WHO Geneva, Dr. Cristi Popa – NTP team Romania, Dr. Madalina Dragos – County TB Manager Maramures, Romania

	Date/ Location
	Units visited
	People met
	Position
	Contact data

	06/04/05 Arges county
	Lung Diseases Hospital Leordeni
	Dr. Sandu Adriana

Dr. Cristiana Stanescu

Mrs. Lucretia Rosu

Mrs. Carmina Lupu

Mrs. Rodica Nicolae

Mrs. Teodora Belchita

Mrs. Ancuta Bica
	Pneumologist

Pneumologist

Biologist

Laboratory technician

Laboratory technician

Pharmacist assistant

Pharmacist assistant
	County TB manager

Dr. Micu Mioara

0726 196 694/0248 653 836

	
	PHD – Pitesti


	Dr. Marioara Micu

Dr. Mioara Bucur 

Dr. Adina Catana
	TB County Manager

Director

Pneumologist

Pneumologist
	PHD Arges

Director Mioara Bucur

0248 21 64 84

	
	TB Dispensary Pitesti


	Dr. Camelia Dobre
Dr. Violeta Zaharescu
Dr. Cristina Nedelea
	Pneumologist

Pneumologist

Pneumologist
	

	
	LDH Pitesti
	Dr. Diaconu Adrian

Dr. Michelle Frujina 

Dr. Mihaela Brojboiu
	Director

Pneumologist

Pneumologist
	

	07/04/05 Sibiu county
	PHD – Sibiu


	Dr. Ovidiu Francu

Dr. Dorina Pacuraru

Dr. Emil Bacila         
Dr. Dorin Bardac
	TB County Manager

Pneumologist

Pneumologist

Pneumologist
	PHD Sibiu

Director Dr. Emil Bacila

0744 772 035/0269 21 00 71

	
	TB Dispensary Sibiu
	Dr. Lavinia Danciu
	
	

	
	Lung Diseases Hospital Sibiu


	Prof. Dr. Marcel Popescu Dr. Rodica Costea

Dr. Adriana Radulescu

Dr. Ioan Draghila

Dr. Olga Bercan

Mrs. Chivuta Cotoarga

Mrs. Lucretia Goos
	Pneumologist

Pneumologist

Pneumologist

Pneumologist

Laboratory physician

Laboratory technician

Laboratory technician
	County TB manager

Dr. Ovidiu Francu

0742 786 487

0269 21 09 79/ 0269 217 139

	08/04/05 Alba county
	TB Dispensary Sebes
	Dr. Violeta Spranjan
	Pneumologist
	TB Dispensary Sebes

Dr. Violeta Spranjan 

0258 732 712

	
	PHD – Alba Iulia


	Dr. Ioana Vescan 

Dr. Sanda Manea

Dr. Potor


	TB County Manager

Pneumologist

Pneumologist
	PHD Alba

Director Dr. Ion Munteanu

0788 315 201/ 0258 82 16 36

County TB manager

Dr. Vescan Ioana

0740 249 903 /0258 812 516

	
	TB Dispensary Alba Iulia


	Dr. Ravara Chirila

Dr. Ligia Lancranjan

Mrs. Sanda Martin
	Biologist
	

	09/04/05 Cluj county
	Lung Diseases Hospital Cluj Napoca
	Dr. Monica Pop 

Dr. Daniela Homorodean
	Head of National Reference Laboratory
	County TB manager

Dr. Vasile Muresan

0744 536 515

0264 592 176/0264 597 453

	
	TBD Cluj Napoca
	Dr. Vasile Muresan

Dr. Mihaela Carstoniu

Mr. Stelian Cioroianu
	TB County Manager

Laboratory technician
	

	
	TB Dispensary Gherla


	Dr. Liliana Paduraru 

Mrs. Monica Peterffy
	Laboratory technician
	

	11/04/05 Bihor county
	PHD – Oradea

Lung Diseases Hospital Oradea
	Dr. Marlene Crisan

Dr. Marius Pircioaga

Dr. Daniela Rahota

Dr. Corina Fonoage 

Dr. Alieta Florian
	TB County Manager

Pneumologist

Director

Pneumologist

Pneumologist
	Dr. Daniela Rahota

0745 63 88 18/0259 41 55 21

	
	TB Dispensary Oradea


	Dr. Elena Francu

Dr. Diana Moldovan 

Dr. Mirela Ivan

Dr. Emil Popa
	Pneumologist

Pneumologist

Pneumologist

Pneumologist
	County TB manager

Dr. Crisan Marlene

0744 767 877/0259 415 999

	
	Lung Diseases Hospital Oradea
	Dr. Laviniu Popa

Dr. Maria Groza

Dr. Mircea Popa

Mrs. Cornelia Tascianu
	Pneumologist

Pneumologist

Pneumologist

Biologist
	

	
	TBD Marghita
	Dr. Tiberiu Rotter
	Pneumologist
	

	
	Lung Diseases Hospital Marghita
	Dr. Elemer  Rotter
	Pneumologist
	


TEAM 3: Dr. Andrea Infuso – Team leader – EuroTB, Dr. Elmira Ibraim – Head of data collection, NTP team, Romania

	Date/ Location
	Units visited
	People met
	Position
	Contact data

	06/04/05

Bucharest
	Visit National Pneumology Institute Marius Nasta
	
	
	

	07/04/05 Calarasi county
	TB Dispensary Budesti


	Dr. Ion Munteanu
	Pneumologist
	County TB manager

Dr. Spiridon Dumitrescu

0723 199 293 /0242 33 34 31

	
	TB Dispensary Oltenita
	Dr. Igor Adascalita
	Pneumologist
	

	
	PHD – Calarasi

Lung Diseases Hospital Calarasi


	Dr. Camelia Truica 

Dr. Corina Sebe
	Head of Epidemiology and Surveillance Department


	PHD Calarasi

0242 31 14 62

	
	Lung Diseases Hospital Calarasi


	Dr. Spiridon Dumitrescu


	County TB manager


	

	08/04/05

Bucharest
	Visit TBDs Sector 4, 5, 6
	Prof. Dr. Cristian Didilescu

Dr. Gilda Popescu

Dr. Manuela Gheorghiu
	Sector 4 TB Manager

Sector 5 TB Manager

Sector 6 TB Manager
	

	09/04/05

Bucharest
	Working on preliminary recommendations 
	
	
	


TEAM 4: 
Dr. Lucica Ditiu – Team leader - WHO Office for TB Control in the Balkans, Dr. Domnica Chiotan – NTP team, Romania

	Date/ Location
	Units visited
	People met
	Position
	Contact data

	
	TB Dispensary Timisoara
	Dr. Adriana Socaci

Dr. Stoia Irina

Dr. Stoia Stelian

Dr. Ioncelescu Gratiela

Dr. Dan Adriana

Dr. Cotfas Monica

Dr. Constantinescu Emil

Mrs. Piris Daniela

Mrs. Irina Popovici

Mrs. Ion Marieta
	TB County Manager

Pneumologist

Pneumologist

Pneumologist

Pneumologist

Pneumologist

Pneumologist

Nurse

Nurse

Nurse
	County TB manager

Dr. Socaci Adriana

0723 705 832/0256 434 053

	
	BL Timisoara
	Dr. Carina Bota

Dr. Minerva Gherman
	Head of laboratory

Head of county laboratory
	

	
	Lung Diseases Hospital “Victor Babes” Timisoara
	Dr. Vancea Dorin

Prof. Dr. Voicu Tudorache

Dr. Munteanu Liliana

Mrs. Buse Daniela

Mrs. Serban Liliana

Xxx(
	Director

Pneumologist

Pneumologist

Chief – nurse

Chief – nurse

Patient
	

	07/04/05

Timis county
	PHD Timis


	Dr. Dumitru Viorica


	Deputy Director
	

	
	HIV Regional Center
	Prof. Dr. Lucian Negrutiu
	
	Dr. Suzana Ratiu

0724 096 454/0256 498 344

	
	Clinical Hospital Lugoj
	Dr. Ionescu Gabriela

Mrs. Muntean Rodica

Mrs. Badoi Maria

Mrs. Cornean Miorita
	Pneumologist

Nurse

Nurse

Nurse
	

	
	BL Lugoj
	Mrs. Gheorghiu Constanta
	Biologist
	

	08/04/05 Caras-Severin county
	PHD Caras Severin


	Dr. Luca Dragos

Dr. Borcau Mircea
	Interim Director
	Dr. Mircea Borcau

0744 50 50 14/0255 21 40 91

	
	TB Dispensary Caransebes
	Dr. Baneu Stana

Mrs. Moisescu Maria

Mrs. Cornean Atena
	Pneumologist

Nurse

Nurse
	

	
	Clinical Hospital Resita
	Dr. Usurelu Romulus

Dr. Sandru Emanuela

Dogaru Florica

Mrs. Bocsan Veronica

Mr. Tulbure Ioan

Xxx
	TB County Manager

Pneumologist

Nurse

Nurse

Nurse

Patient
	County TB manager

Dr. Usurelu Romulus

0721 05 88 96

0255 214 369

	
	BL Caransebes
	Dr. Stoiconi Maria

Mrs. Sadovan Mariana
	Pneumologist

Nurse
	

	
	Lung Diseases Hospital Caransebes


	Dr. Usurelu Romulus

Xxx
	Pneumologist

Patient
	

	09/04/05 Mehedinti county
	Lung Diseases Hospital Drobeta Turnu Severin


	Dr. Maria Mihartescu

Dr. Chirvasa Magda 

Dr. Ciocan Victoria

Dr. Patrut Silvia

Dr. Epuran Carmen

Xxx
	Pneumologist

Pneumologist

Pneumologist

Pneumologist

Pneumologist

Patient
	County TB manager

Dr. Maria Mihartescu

0744 238 424

0252 313 874

	
	TB Dispensary Drobeta Turnu Severin
	
	
	


TEAM 5

Dr. Pierpaolo de Colombani - Team leader – WHO EURO, Ms. Alina Nistor – WHO Office for TB Control in the Balkans

Dr. Tania Macavei – County TB Manager, Brasov, Romania

	Date/ Location
	Units visited
	People met
	Position
	Contact data

	10/04/05

Bucharest
	GFATM PR
	Dr. Maria Kirova

Conf. Dr. Mircea Popa

Mrs. Antonela Poenaru

Maria Varga


	GFATM Portfolio Manager Counsellor of the Minister

Director PR GFATM Financial Director PR GFATM
	

	
	GFATM TB implementation unit at National Pneumology Institute Marius Nasta
	Dr. Iulia Husar 

Dr. Casandra Calt
	GFATM TB Project director 

TB Project TB Manager, HIV/TB  component 
	

	
	Infectious Diseases Hospital “Prof. Dr. Matei Bals”
	Dr. Mariana Mardarescu
	National HIV/AIDS Program
	

	
	UNAIDS
	Dr. Eduard Petrescu
	Head of office
	

	
	World Bank
	Mr. Silviu Radulescu
	Senior health officer
	

	11/04/05 Brasov county
	PHD – Brasov


	Dr. Grigoriu Alexandru
	Director
	PHD Brasov

0268 33 08 95

	
	TB Dispensary Brasov


	Mrs. Sava Ana Maria

Mrs. Sandu Mihaela

Mr. Fekete Zoltan

Mrs. Pedestru Alina

Mrs. Ruxanda Mirela 

Mrs. Dragan Adriana
	Nurse, treatment room

Biochemist

Laboratory assistant

Laboratory assistant

Laboratory assistant

Laboratory assistant
	County TB manager

Dr. Tania Macavei

0743 049 529

0268 477 011/0268 477 263

	
	Lung Diseases Hospital Brasov
	Dr. Doru Ciobanu

Dr. Paul Becheanu

Dr. Horia Lapusan

Dr. Dorina Frosin

Mrs. Niculina Cocis

Dr. Monica Lascu 

Dr. Elena Barbu 

Mrs. Turcu Cristina 

Mrs. Mihaiu Felicia
	Director

Pneumologist

Pneumologist

Pneumologist

Chief – nurse

Paediatrician

Paediatrician

Statistician

Pharmacist
	

	
	HIV Regional Center


	Dr. Felicia Constandis
	Director
	

	12/04/05 Prahova county
	PHD - Prahova
	Dr. Stoia Luminita

Dr. Anca Dobrescu
	Deputy Director 

Finance Depart./TB program
	PHD Prahova

0244 52 22 01

	
	TB Dispensary Ploiesti


	Dr. Dana Bolgiu

Mrs. Reta Motoi

Mrs. Andrei Lelia

Mrs. Nicoleta Stoica

Mrs. Enache Genoveva
	TB County Manager

Nurse

Nurse, treatment room

Laboratory assistant Laboratory assistant
	County TB manager

Dr. Dana Bolgiu

0721 174 307/0244 531 402

	
	Lung Diseases Hospital Ploiesti


	Dr. Eugenia Neacsu

Dr. Stanciu Alexandru

Dr. Busuioc Gabriela

Mr. Isac Adrian
	Head TB Department

Pneumologist

Pneumologist 

Pharmacist
	


TEAM 6

Dr. Jean Pierre Zellweger - Team leader – Swiss Lung Association
Dr. Lucia Mihailescu – Coordinator GFATM PIU-TB ANP, MoJ, Romania

	Date/ Location
	Units visited
	People met
	Position

	10/04/05 Bacau
	LDH Prison Targu Ocna
	Dr. Ionescu Sorin
Dr. Lupascu Mihail

Dr. Candraman Zinaida

Dr. Cristina Barzan

Mrs. Utoiu Rodica

Mrs. Pruteanu Mariana 
Xxx
	Director
Deputy Director

Pneumologist

Head of laboratory

Biologist

Pharmacist

Patient

	11/04/05 Vrancea
	Prison Focsani

 
	Mr. Ionel Cel Mare
Mr. Dita Ioan

Dr. Nita Petrica

Dr. Banu Daniel

Xxxx
	Director
Deputy Director

Patient

	12/04/05 Bucharest
	LD Prison H Bucuresti
	Dr. Apavaloaie Mihai

Dr. Mircea Miorel 

Dr. Tirea Mariana

Dr. Ilasi Liliana

Dr. Frasineanu Caliopi

Mrs. Radut Mihaela,

Mrs. Mitroi Elena
	Director

Deputy director

Pneumologist

Pneumologist

Head of laboratory

Biologist

Pharmacist

	
	Medicover – private clinic
	Dr. Georgescu Nirvana
	Pneumologist


TEAM 7

Dr. Cassandra Butu – WHO Office for TB Control in the Balkans, Dr. Adriana Sorete Arbore  – NTP team, Romania, Dr. Daniela Valceanu – Team leader – Health education consultant

	Date/ Location
	Units visited
	People met
	Position
	Contact data

	06/04/05 Buzau county
	PHD Buzau


	Dr. Dorel Nicolescu 

Dr. Toader Celine

Dr. Elena Brancus
	Director 

Deputy Director

TB County Manager
	Dr. Dorel Nicolescu

0745 76 44 52/0238 71 08 60

	
	TB Dispensary Buzau
	Dr. Franc Crenguta

Dr. Zaman Carmen

Mrs. Nedelcu Florentina
	Biologist
	County TB manager

Dr. Elena Brancus

0744 208 365/0238 721 120

	
	Lung Diseases Hospital Buzau


	Dr. Roznovievski Denisa

Xxx
	Head TB Department

Patient
	

	07/04/05 Bacau county
	PHD Bacau


	Dr. Bustuc Marin

Dr. Dancau Ana


	Deputy Director


	PHD Bacau

Dr. Ana Dancau (TB prog)

0744 700 062, 0234 51 28 50 

	
	Lung Diseases Hospital Bacau
	Dr. Apostu Marius 

Dr. Cristina Rusu  

Dr. Chiriac Gratiela

Mrs. Mihaela Hribanas

Xxx
	TB County Manager

Head of laboratory

Statistician

Patient
	County TB manager

Dr. Apostu Marius

0740 032 618

0234 514 405/0234 512 223

	08/04/05 Vaslui
	PHD Vaslui


	Dr. Nicolae Pacuraru 

Dr. Danies Gabriela
	Director
Deputy Director
	PHD Vaslui

Director Dr. Narcis Gaston

0744 37 26 57/0235 31 17 14

	
	TB Dispensary Vaslui 

Lung Diseases Hospital Vaslui
	Dr. Barbu Cristina
Xxx

Xxx
	Head TB department
Patient

Patient
	County TB manager

Dr. Barbu Cristina

0722 40 99 81/0235 313 100

	09/04/05 Iasi
	Lung Disease Hospital Iasi
	Prof. Traian Mihaescu
	
	County TB manager

Dr. Traian Mihaescu

0744 608 916

0232 21 44 06/0232 239 408

	11/04/05 Galati county
	PHD Galati


	Dr. Costinela Georgescu
Mrs. Pintilie Angelica

Dr. Ungureanu Sorin
	Director Medical Assistance Management
Economic Director

PHD Director
	PHD Galati

Director Dr. Costinela Georgescu

0745 384 969 /0236 46 37 04

	
	Lung Diseases Hospital Galati


	Dr. Tanase Marilena 

Dr. Necula 

Dr. Cristea
	TB County Manager

TB Hospital Director CH Director
	County TB manager

Dr. Marilena Tanase

0723 352 742/0236 411 715

	
	TB Dispensary Galati
	Dr. Spiridon Roxana

Xxx
	TB Dispensary Chief

Patient
	

	12/04/05 Bucharest
	Romani Cris
	Mr. Costel Bercus

Mr. Adrian Vasile

Mrs. Georgiana Mihai

Mrs. Mariana Dinca
	Director 

Project coordinator

Project assistant

Project assistant
	2314144, 3107060, 3107070, 2039374

	
	Doctors of the World
	Dr. Bogdan Pana

Mrs. Cristina Crintea

Mr. George Radulescu
	Project Director

Health Education Coordinator

Sociologist, health education
	0314016368
0726148275

	
	Totem Communications
	Mrs. Raluca Teodoru

Mr. Bogdan Paunescu
	Director
Researcher
	3210890


Team 8

Prof. I.P. Stoicescu - NTP Manager Romania, Dr. Malgorzata Grzemska – WHO Geneva, Dr. Lucica Ditiu - WHO Office for TB Control in the Balkans, Dr. Dana Farcasanu – Counsellor of the Minister of Health 
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Annex 4

List of activities, sub-recipients and implementation status of the GFATM TB component

	Objective and main activity
	Project
	Activity in the granted proposal
	Sub-recipient
	Impl. status

	Ensure DOTS expansion

	1. Develop human resource network
	Training of staff
	1.1, 1.2, 1.3, 1.4
	NTP
	In progress

	2. TB control in high-risk groups
	TB in Roma population
	2.1, 2.7, 2.8, 2.9, 2.10
	Romani CRISS
	In progress

	
	TB in children
	2.2, 2.3
	Nat. Inst. for Research and Development in Health
	In progress

	
	TB in prisons
	2.4, 2.5, 2.6, 
	National Prison Administration
	In progress

	
	HIV testing for TB cases
	2.10
	NTP
	In progress

	3. Incentives for TB patients
	Incentives for TB patients
	3.1
	Romanian Red Cross

Doctors of the World
	In progress

	Strengthen national health care system for TB

	4. Improve laboratory  network
	Lab. procurement and quality
	4.1, 4.2
	NTP
	Slow progress

	
	Accreditation of laboratories
	4.3
	Public Health Institute
	Slow progress

	5. Care of drug-resistant TB
	National register for MDR-TB
	5.1
	NTP
	In progress

	
	Establishment of 3 MDR-TB centres
	5.2, 5.3
	NTP
	On going in Bucharest and Bisericani

	
	Training for MDR-TB
	5.4
	NTP
	In progress

	
	Supply of second-line drugs
	5.5
	NTP
	Drugs not received, misunderstandings with procurment agent

	
	Rehabilitation of 3 TB facilities
	5.6
	NTP
	On going in Bucharest, Calarasi and Rosiori de Vede

	6. Drug management system
	Drug management system
	6.1, 6.2
	NTP
	In progress

	Strengthen supervision and monitoring

	7. Supervision and monitoring
	Supervision and monitoring
	7.1, 7.2
	NTP
	In progress

	8. National surveillance
	National surveillance
	8.1, 8.2, 8.3
	NTP
	In progress


Annex 5 Data from Prison
1: New and Re treatment Cases by Registration Category, 2004
	Hospital
	Smear Positive
	Smear

Negative

M/F
	Extra

Pulmonary M/F
	TOTAL

M/F

	
	New M/F
	Relapse

M/F
	Failure M/F
	Treatment
after interruption

M/F
	
	
	

	BUCURESTI
	58
	8
	31
	2
	0
	0
	0
	0
	99
	6
	24
	0
	212
	16

	COLIBASI
	16
	
	22
	
	2
	
	1
	
	109
	
	3
	
	153
	

	TARGU OCNA
	26
	-
	16
	-
	8
	-
	-
	-
	82
	-
	11
	-
	143
	-

	TOTAL
	100
	8
	69
	2
	10
	0
	1
	0
	300
	6
	38
	0
	508
	16


2: Two Month Sputum conversions – TB Prison hospitals, 2004
	Type of Case
	Registered
	Not Evaluated
	Negative
	Positive
	Died
	Interrupted 
Treatment
	Transferred 
Out

	New Smear positive
	123
	8
	2
	0
	108
	8
	9
	0
	0
	0
	1
	0
	5
	0

	Relapses
	76
	2
	1
	0
	71
	2
	2
	0
	2
	0
	0
	0
	1
	0

	Failures
	10
	
	0
	
	8
	
	2
	
	0
	
	0
	
	0
	

	Treatment after interruption
	0
	
	0
	
	0
	
	0
	
	0
	
	0
	
	0
	


3: Treatment outcome – prison hospitals 2003 

	Type of Case
	 Registered
	 Not Evaluated
	Cured
	Completed
	Failure
	Died
	Interrupted Treatment
	Transferred Out

	NS+ pos
	100
	8
	3
	0
	16
	1
	23
	0
	0
	0
	0
	0
	1
	0
	57
	7

	NS neg.
	181
	6
	3
	0
	0
	0
	56
	1
	0
	0
	0
	0
	0
	0
	122
	5

	New EP
	38
	0
	0
	0
	0
	0
	12
	0
	0
	0
	0
	0
	0
	0
	26
	0

	Relapses
	99
	2
	0
	1
	10
	0
	30
	0
	2
	0
	2
	0
	0
	0
	55
	1

	Failures
	10
	0
	0
	0
	0
	0
	0
	0
	2
	0
	0
	0
	0
	0
	8
	0

	Tr. After Int. interruption
	0
	0
	0
	0
	0
	0
	0
	0
	0
	0
	0
	0
	0
	0
	0
	0


Annex 6
[image: image4.wmf]Indicators for programme monitoring and evaluation (source: draft national TB surveillance manual, May 2005)

A) Descriptive epidemiology 

2003

1

Total number of reported cases, by age group and sex

0-4

5-14

15-24

25-34

35-44

45-54

55-64

+65

unknown

total

males

327

560

2303

3773

4433

5565

2659

2014

24

21658

females

263

507

1968

2250

1523

1420

745

1300

7

9983

total

590

1067

4271

6023

5956

6985

3404

3314

31

31641

2

Case distribution by country of birth

Romania 

Other 

Total 

31641

0

31641

3

Case distribution by urban or rural residence

urban

rural

unknown

total

15847

15754

40

31641

4

New smear positive pulmonary cases by age group and sex

0-4

5-14

15-24

25-34

35-44

45-54

55-64

+65

unknown

total

males

7

30

768

1581

1736

2010

851

606

7

7596

females

4

50

682

793

472

421

207

416

3

3048

total

11

80

1450

2374

2208

2431

1058

1022

10

10644

5

Pulmonary cases by culture result at diagnosis 

culture

positive

negative

not done

done, result unknown

unknown

total

17072

7717

650

1017

1013

27469

6

Case distribution by registration category (new, relapse, other retreatment)

new

relapse

other retreatment

 total

25145

4229

2267

31641

7

Case distribution by site of disease

pulmonary

extrapulmonary

total

27469

4172

31641

8

Case distribution by culture and smear result (pulmonary)

Culture 

Smear 

c positive

c negative

c not done

c done, result unknown

unknown

total

ss positive

13467

579

130

547

434

15157

ss negative

3582

7135

118

470

417

11722

ss not done

4

3

402

0

1

410

ss unknown

19

0

0

0

161

180

total

17072

7717

650

1017

1013

27469

9

Case distribution by HIV serostatus (pos, neg, not done)

HIV positive

HIV 

serostatus 

unknown

total

163

31478

31641


[image: image5.wmf]10

Treatment result by registration category and laboratory confirmation 

a) Smear positive pulmonary cases

new cases

relapses

other retreatments

N

%

N

%

N

%

notified

10644

2693

1774

final diagnosis not TB

16

3

0

cohort for evaluation

10628

2690

1774

cured

6945

65.3

1181

43.9

362

20.4

treatment completed

1511

14.2

339

12.6

168

9.5

died

526

4.9

262

9.7

205

11.6

failure

556

5.2

273

10.1

265

14.9

defaulted

507

4.8

302

11.2

239

13.5

lost 

197

1.9

104

3.9

46

2.6

transferred

83

0.8

23

0.9

14

0.8

still on treatment

73

0.7

109

4.1

244

13.8

not evaluated

230

2.2

97

3.6

231

13.0

b) Smear negative, culture positive pulmonary cases

new cases

relapses

other retreatmets

N

%

N

%

N

%

notified

2756

616

199

final diagnosis not TB

10

1

0

cohort for evaluation

2746

615

199

cured

1582

57.6

276

44.9

40

20.1

treatment completed

754

27.5

132

21.5

29

14.6

died

110

4.0

38

6.2

10

5.0

failure

70

2.5

50

8.1

20

10.1

defaulted

120

4.4

69

11.2

32

16.1

lost

50

1.8

12

2.0

7

3.5

transffered

9

0.3

0

0.0

0

0.0

still on treatment

18

0.7

22

3.6

28

14.1

not evaluated

33

1.2

16

2.6

33

16.6

b) Culture positive pulmonary cases, independently from smear results 

new cases

relapses

other retreatmets

N

%

N

%

N

%

notified

12286

3004

1731

final diagnosis not TB

12

1

0

cohort for evaluation

12274

3003

1731

cured

7985

65.1

1374

45.8

362

20.9

treatment completed

2089

17.0

437

14.6

182

10.5

died

545

4.4

263

8.8

196

11.3

failure

596

4.9

298

9.9

270

15.6

defaulted

577

4.7

342

11.4

246

14.2

lost

210

1.7

99

3.3

49

2.8

transffered

77

0.6

20

0.7

13

0.8

still on treatment

87

0.7

124

4.1

267

15.4

not evaluated

108

0.9

46

1.5

146

8.4


[image: image6.wmf]Indicators for programme monitoring and evaluation, Romania (source: draft national TB surveillance manual, May 2005)

B) Epidemiological indicators 

Latest year

Value 

Target 

value

Year

Global TB incidence rate

Number of new and relapse cases

29,169

x 100000

2004

134.6

total population  

21,673,328

Number of cases in the group

x 100000

2004

population in the group

male

0-4

270 / 546323

49.4

5-14

433 / 1247536

34.7

15-24

2017 / 1719930

117.3

25-34

3341 / 1778966

187.8

35-44

3984 / 1467430

271.5

45-54

4828 / 1500719

321.7

55-64

2519 / 1014054

248.4

+65

2137 / 1296648

164.8

female

0-4

254 / 516198

49.2

5-14

473 / 1190092

39.7

15-24

1866 / 1644876

113.4

25-34

2133 / 1706579

125.0

35-44

1441 / 1452412

99.2

45-54

1356 / 1577760

85.9

55-64

749 / 1161548

64.5

+65

1311 / 1852257

70.8

Number of cases in the group

x 100000

2004

population in the group

urban

14183 / 11895598

119.2

rural

14982 / 9777730

153.2

Number of new smear positive cases

10,728

x 100000

2004

49.5

total population

21,673,328

Period prevalence

Number of patients reported in the period

31,567

x 100000

2004

145.6

total population  

21,673,328

Point prevalence

Number of patients on treatment in a given day (31 dec. 2003)

16,455

x 100000

2003

75.9

total population  

21,673,328

Incidence rate by age group and sex 

Incidence rate by urban or rural 

residence

Incidence rate of new smear positive 

cases


[image: image7.wmf]C) Indicators for monitoring diagnosis and case finding 

Year

Value 

Target 

value

Year

Number of new smear positive cases

10,728

x100

2004

n/a

Number of suspect TB cases examined 

?

Number of reported new smear positive cases

10,644

x100

2003

71.1

70%

2015

* based on WHO estimates

Estimated* number of new smear positive cases

14,972

by microscopy 

Number of reported 

pulmonary

 smear positive cases

15,157

x100

2003

55.2

Total number of pulmonary cases reported

27,469

by culture 

Number of reported pulmonary culture positive cases

17,072

x100

2003

62.2

Total number of pulmonary cases reported

27,469

Number of reported smear positive cases

15,649

x100

2004

49.6

Total number of cases reported

31,567

Proportion of smear negative and culture positive cases

Number of smear negative and culture positive pulmonary cases

3,582

x100

2003

21.0

Total number of pulmonary culture positive cases reported

17,072

Proportion of extrapulmonary cases

Number of extrapulmonary cases

4,111

x100

2004

13.0

Total number of cases reported

31,567

Proportion of cases with final diagnosis 

Number of cases reported with a final diagnosis other than TB

450

x100

2003

1.4

other than TB

Total number of cases reported

31,641

HIV seroprevalence among reported TB cases

Number of HIV positive smear positive cases

145

x100

2004

Number of smear positive cases tested for HIV

n/a

Smear positive case detection rate

Bacteriological confirmation of 

pulmonary cases

Proportion of smear positive 

among all cases (not only pulm.)

Yield of new smear positive cases 

among TB suspects


[image: image8.wmf]D) Indicators for monitoring treatment results (nationwide, also to be calculated by judets)

Year

Value 

Target 

value

Year

Proportion of new cases

Number of new cases

24,779

x100

2004

78.5

Total number of cases reported

31,567

Number of new pulmonary MDR-TB cases

161

x100

2003-2004

2.8

Total number of new cases with antibiogram (at start of treatment)

1,902

Number of retreated pulmonary MDR-TB cases

442

x100

2003-2004

11.6

Total number of retreated cases with antibiogram (at start of treatment)

1,372

Number of reported SS+ cases with negative smear at 2 months

7,216

x100

2003

67.8

total number of new smear positive cases reported 

10,644

Culture conversion rate

Number of reported C+ cases with negative culture at 2 months

8,076

x100

2003

65.7

total number of new culture positive cases reported 

12,286

Number of smear positive cases cured or completing treatment 

8456

x100

2003

79.6

>

 85%

total number of new smear positive cases reported 

10628

Proportion of acquired MDR - TB 

cases

Sputum conversion of new cases

Success rate, smear positive cases

Proportion of primary MDR - TB 

cases





WHO Office for TB Control in the Balkans



























































Operational research: 


Knowledge, Attitudes and Practices of Young Persons, 15-24 years old, regarding Tuberculosis


The study was done in September - October 2004 by Totem Communication and was funded by the Ministry of Health and the Institute for Public Health, as part of a national campaign against TB.  


The main study objective was to gather information about young people behaviour regarding tuberculosis and to identify and describe their knowledge, attitudes and practices about this subject, both from medical, social and psychological point of view. 


The study sample was of 1,207 persons. The study instrument was individual questionnaire and household questionnaire.


Main conclusions of the study:


Tuberculosis is a “popular” disease, known by the target population – 97.2% of the ones interviewed know the term “tuberculosis”.


Most of the respondents recognize TB as a lung disease


After STDs and mental diseases, TB is considered a shameful disease. 


TB stigma exists among this population


Most of the respondents recognized that TB is a serious disease that requires medical advice in order to be cured. 


The disease neglect appears in a very small percentage (0.8%).


The most important risk factor for contacting TB is considered smoking. 


The target population has a satisfactory level of basic knowledge about TB (location, main symptom). The confusions appear about the disease transmission, other symptoms and treatment.


Evaluation of the existing situation in 35 [Roma] communities in counties Calarasi, Galati, Giurgiu, Tulcea and Bucharest


Also funded by GFATM and executed by The Roma Center for social Intervention and Studies – Romani CRISS, the study evaluated the economic, cultural and social situation of 35 Roma communities. The main aim of the study was to identify the Roma communities’ health education needs with a focus on TB. Based on of the study findings the authors make general recommendations for improvement of the heath status of the Roma population and of access to health care services and specific recommendations regarding fight TB in Roma.
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Operational research: Knowledge Attitudes and Practices study on TB in children


The study was conducted by the National Institute for Research and Development in Health. The main results are:


The level of knowledge about TB is low. Usually the children and parents are getting some more detailed information about TB only when the child gets sick. The information source is the physician.


TB is considered a very serious, incurable disease connected with poor living conditions and associated with stigma. 


The hospitalization period is considered difficult because of the relations break with family and school. 


A barrier in front of the treatment is the long distance to the dispensary and the high number of pills. 








Operational research: Staff training needs assessment for DOTS implementation 


The study was done in 2004 by Totem Communication and was funded from a GFATM project implemented by the Implementation Unit for the TB Projects located at National Pneumology Institute Marius Nasta.


The study aim was to identify and understand the mechanisms that make difficult the implementation of the NTP measures in order to identify the training needs of the medical staff involved in the implementation of the national DOTS strategy.


The target population of the study was all the staff categories involved in diagnosis, treatment and surveillance of the TB patients: pneumology physicians, laboratory staff, family physicians, epidemiology physicians, and nurses from the pneumology network and from the primary care area. 


In-depth interviews were conducted in Bucureşti, Cluj Napoca and Iaşi with persons representing the target population.


The main barriers identified in front of DOTS implementation in this study were:


Barriers at the level of the medical staff: lack of motivation, difficult work conditions, lack of knowledge about how the programme should function, lack of medical information, lack of understanding of tuberculosis from other perspective besides the medical one (social, psychological, public health);


Barriers at the patient level (were indirectly identified from the discussions with the medical staff) – psychological barriers (fear of disease, denial of disease, interventions refusal), social barriers: community rejection, need for retirement for medical reasons, lack of information about the disease, access barriers 


Barriers at the general population level: existence of a general fear attitude and rejection or indifference towards the idea of disease and towards the sick persons. 


Organizational barriers: absence of diagnosis and treatment guidelines, limited IEC campaigns, inadequate legislation in some aspects.
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NTP training in 2004


     47 trainers for local curses


     42 project/programme management


   670 lung specialist (21 sessions)


1,074 family doctors (39 sessions)


2,729 nurses on the TB network


1,325 nurses outside the TB network


   400 medical students


Laboratory staff


  156 laboratory personnel (bK diagnosis)


	70 lab. Specialists


            86 lab. Technicians


    50 lab. Quality managers


    50 lab. Quality auditors


Other staff


   57 Roma health mediators


 150 staff for HIV counseling of TB


         patients

















� The internationally recommended strategy for TB control


� The internationally recommended strategy to address MDR-TB


* Source: HiT Summary Romania 2005 – European Observatory on Health Care Systems


* The contract with IDA was finally signed one week after the review finished.


* Members of the review team met with authorities at the NHIH to discuss quarterly ordering of TB drugs and it was agreed the NHIH will revise this policy.


( The patient did not wanted his/her name mentioned in the report.
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