The evolution of DTCs in Ethiopia including implementation lessons and challenges
	SECTION I: GENERAL INFORMATION

	Instructions: Please begin by introducing yourself and recording the basic details of the visit



	NO.
	QUESTION
	RESPONSE CODE
	SKIP

	G1 
	DATE OF VISIT
(use Gregorian calendar)
	Day (de-identified for data sharing)
Month-May
Year-2019
	

	G2 
	NAME OF DATA COLLECTORS
	A. Interviewer Name 1
B. 	Interviewee Name 2
C. Interviewee Name 2


	

	G3 
	TELEPHONE NUMBER OF DATA COLLECTORS

The telephone number should have 9 digits. Do not enter 251 or 0.
	A. Telephone # of data collector 1


	

	G4 
	 NAME,  POSITION  AND TELEPHONE ADDRESS OF GOVERNMENT REPRESENTATIVE /EXPERTISE  

[A] NAME OF CONTACTED PERSON
[B]  NAME OF ORGANIZATION
[C]  POSITION OF CONTACTED PERSON 
[D] TELEPHONE NUMBER

The telephone number should have 9 digits. Do not enter 251 or 0.

[E] EMAIL (OPTIONAL)
	A. Interviewee Name 3 (Central 1)
B.	 Organization: USP (United States pharmacopeia) 
C. Position: CEO
D. Telephone # 3 (Centra1)




	
	

	
SECTION II: DTC ACTIVITIES 

	Instructions: Direct the following questions to representative/expertise of the IP organization.



	NO.
	QUESTION
	RESPONSE CODE
	SKIP

	D1 
	WOULD YOU TELL ME IN BRIEF ABOUT YOUR EXPERIENCE IN DRUG AND THERAPEUTIC COMMITTEE (DTC) IMPLEMENTATION?

Probe his past and current experiences in the past and current organizations
For how many years did you exposed for DTC
	· Actively involved in DTC implementation support for more than 13 years while working in X and Y organization in understanding that the status of RDU in the era of HIV was in the worst state including the infrastructure, dispensing and counselling practice & adherence issues were the major problem & considered as only the role of pharmacy unit/no clinical team involvement though it could affects the overall performance health program. Then the government and IPs come with noble ideas as DTC is the ideal solution for this long rooted problem. 
· In the hospital blue print, the DTC part/pharmacy service was ignored and only the SCM and inventory issues were addressed in which it couldn’t separate.
· In the 2nd version of Hospital Blue Print/EHRIG, a 12 members committee established to develop pharmacy chapter which is very comprehensive and address both the pharmacy service/DTC and SCM.
· The implementation of DTC at different levels exerted-specially at hospital level.
	

	D2 
	MAY YOU TELL US EVOLUTION OF DTC FROM THE BEGINNING TO DATE FROM YOUR EXPERIENCE? 
	· In FMOH, to promote RDU, PTC was established, then the administrative mandate was moved to DACA/FMHACA with licensing and pharmacy administration, then to PSA/PFSA and finally back to FMOH. This has a negative impact which cause on and off support of DTC implementation at different levels/it was difficult to assign the right leadership/ownership in the country for DTC support as a government.
	

	D3 
	WHERE WAS/HAS BEEN YOUR SUPPORT TARGETED?  

(ask this question for IP) 
Tick all stated and ask number of institutions supported
	Hospital____How many___
Health centre__How many  ____
Woreda health office ___ How many ______
Other (Please specify____How many______
All health facilities (hospitals & HCs )but don’t have data on hand-good to refer the survey of 2014.
	

	D4 
	WHAT WAS/HAS BEEN THE SUPPORT PROVIDED BY YOUR ORGANIZATION?

Probe as much as possible
	Had provided all of the below listed supports in the past 13 years but now with limited engagement.
Technical/DTC SOP development/revision	√1
Provision of training 	√2
Site level supportive supervision	√3
Mentoring 	√4
Other (Please explain) 	5
ADR reporting , awareness creation work, survey, review meeting, 
	

	D5 
	WHAT ARE THE MAIN BENEFITS/ACHIEVEMENTS THAT DTC BROUGHT TO THE HEALTH FACILITIES?
· ON SCM IMPROVEMENT
· PHARMACY SERVICE 
· OTHERS 
	“I assume that almost all hospital and some HCs will have facility level specific medicine list by now- availability  is increased from time to time, prioritization of medicine/resource allocation, RDU, AMR prevention and containment, some hospitals developed RDU policy, antibiotics use policy… “
· RDU is improved 
· The supply chain management and availability of essential medicine is improved (drug selection, budget allocation, procurement, inventory management including infrastructure.
· Drug Information service (DIS) initiatives started because of DTC- different reference materials (books), computers with printer, assigning of dedicated DIS focal person with clinical pharmacy background.
· ADR/E monitoring-enforced through DTC for ADE reports, defective medicine/counterfeit.
· AMR prevention and containment plus antiseptic/disinfectant preparation and rational use.
· Effective use of antimicrobials-like ciprofloxacin was one of the standing agenda/ through assessment, minimized malpractice in prescription.  
	

	D6 
	IF YOU HAVE ANY DATA WHAT PERCENTAGE OF HOSPITALS AND HCS YOU THINK THAT HAVE FUNCTIONAL DTC?
	1. ……………………….% HC
2……………………..…% Hospitals
Don’t have data 
	

	D7 
	IF YOU THINK THAT THERE IS A CHANGE, WHAT ARE/WERE THE DRIVING FACTORS FOR THE CHANGE 
PROBE ALL (POLICY ATTENTION, EHRIG AND EHCRIG ETC.)
	· DTC inclusion in policy documents like EHRIG 
· Implementation monitoring of the EHRIG
· APTS evolution/new initiative is through DTC.
· Institutionalization of DTC-ownership by FMOH/RHB.
	

	D8 
	WHAT ARE/WERE THE MAIN CHALLENGES THAT HINDER DTC IMPLEMENTATION? (BASED ON YOUR UNDERSTANDING)
	· Resource allocation: space, printing cost/budget 
· Poor documentation: starting from planning, performance monitoring and d/t reports/studies.
· Lack of professional and institutional commitment
·  Though DTC is dynamic and continuous monitoring, there is wrong attitude by professional that it is a one-time issue to solve all problems of a facility.
	

	D9 
	WHAT SIGNIFICANT LESSONS LEARNT FROM DTC IMPLEMENTATION AND FUNCTIONALITY?
	DTC is a change agent for the improvement of health service and should be a national health flagship 
	

	D10 
	WHAT DO YOU SUGGEST TO IMPROVE MORE DTC BETTER THAN THE CURRENT STATUS?
	· Strong government commitment in the implementation  EHRIG/EHCRIG deliverables with good M&E
· Government should allocate resource for operational research, DIS, printing cost of orientation materials and regular gap filling trainings for DTC and other critical capacity gaps.
· There should be national level DTC/ the copy of facility level DTC should be at d/t health admin structure to regularly follow up the performance, information flow monitoring-The naming could be Multidisciplinary team/Health Technology team
· Accountability: FMOH should make accountable those facilities with weak performing DTC/for not establishing/functioning DTC.
· DTC should be one of the pre-requisite for a given health facility to start health care service (for both public and private sectors).
· Preservice training for all health professionals 
· Including DTC as one chapter in continuous health Education Program.   
	



	SECTION V: END

	Instructions: Thank the staff for their time. Provide any final feedback to them regarding their feelings.



	NO.
	QUESTION
	RESPONSE CODE
	SKIP

	COMMENT
	THANK YOU FOR YOUR TIME. THIS CONCLUDES OUR VISIT. ARE THERE ANY OTHER COMMENTS YOU WOULD LIKE TO TELL US?

Write on your notebook for any comments from the respondent.
	Good to enrich this study trough focus group discussion, assess geographical variation, involvement of university staffs for interview.



