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     05

Year    2019
	

	G2 
	NAME OF DATA COLLECTORS
	A. Interviewer Name 1

	

	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 1 (Tigray 2)
B.	Interviewee Name 2 (Tigray 2)

D. Telephone # 1 (Tigray 2)





	

	





Interviewer; 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

Interviewee;
I have working experience of 25 to 27 years, and previously DTC has been called Pharmacy and drug committee and by this time, we had not have enough knowledge about it starting from its name, whereas by now as being a Pharmacy task, awareness is created, and it is again cleared for many organs that DTC can improve Pharmacy service besides improving supply chain.
Interviewer: For how many years did you exposed for DTC
Interviewee; the time that I have come in direct exposure with DTC is since the time I have joined RHB, which is 7years back.
Interviewer; MAY YOU TELL US EVOLUTION OF DTC FROM THE BEGINNING TO DATE FROM YOUR EXPERIENCE?
Interviewee; When I see from perspective of regional health bureau staff, those sites being supported by projects, are bringing tremendous changes as those sites are supported in different ways like training provision, site level support  provision like program based supportive supervision, addresses DTC functionality and again given gap  filling training during staff turnover hence, there is  change and progress. But, when I say there is progressive change, it does not mean, it has achieved all goals of DTC, because DTC is expected to achieve many various tasks and hence need further strengthening, whereas from our long term evaluation and observation, it is participating only in procurement, and medicine disposal and the like. But, it should have able to do many things like medicine use evaluation, antimicrobial resistance issues, standard supply chain and quantification and many more things. So, I still believe there is an area which still needs strong support. But, generally, when we see it in relative to previous times, yaa, there is good change, and especially in those sites supported by project.
Interviewer; WHERE WAS/HAS BEEN YOUR SUPPORT TARGETED?  (ask this question for IP) Tick all stated and ask number of institutions supported

Interviewee; You mean NGO?
Interrviewer: Yaa
Interviewee; directly, except, CHAI/CSP, there is no any other partner working in this area. But, indirectly, AIDSDREE is working on it through IPLS, PSM also through woreda
Interviewer; number of institutions supported
Interviewee; CHAI/CSP support at all levels. Others, no direct support. But, in RHB, there is no anyone responsible working  on DTC, it does not have  its own budget, but we are working on this area with CHAI and other partners  working as technical working group to address the area. In woreda, we have tried to establish woreda logistics task force in collaboration with PSM, that works as DTC, and also, we go through respective level to health post level.
Interviewer; WHAT ARE THE MAIN BENEFITS/ACHIEVEMENTS THAT DTC BROUGHT TO THE HEALTH FACILITIES?
· ON SCM IMPROVEMENT    PHARMACY SERVICE  AND OTHERS
Interviewee; 1st. it has improved drug availability. This is achieved because they are preparing and using facility specific drug list. If they have facility drug list, as they stick to it, it improved drug availability, if they have good drug availability, it means there will low  wastage rate or will decrease wastage rate if they have good drug availability. The key benefit is therefore here availability of facility specific drug list due to DTC. And also DTC have enabled them to have procurement plan and so the allocated budget will be appropriately utilized. Hence budget utilization and drug availability is improved and strengthened.  Hence, those are the outcomes we are looking from DTC.
Interviewer; Good you have explained changes or benefits on supply chain, what about in PHARMACY SERVICE AND OTHERS
Interviewee; Sometimes, we have an activity which has been done with PSM on five hospitals with respect to drug use evaluation like that of Coarthem use and antimicrobial resistance issue. But, generally speaking, there are many health facilities working on rational drug use and shifting of drugs based on their stock status and prescription patterns, and also they are using STG.
Interviewer: Do you mean STG use is improved?
Interviewee: To say this, yaa, you should to make baseline study on level of use of STG and rational drug level, and whether it is improving? But, generally speaking, as DTC promotes STG use, there is change in using STG. Example, we can see this, on the other hand, antimicrobial resistance issue can be improved if we use STG and so, DTC through STG use promotion improves rational drug use.
Interviewer; Any other?
Interviewee; Nothing, it is all
Interviewer: IF YOU HAVE ANY DATA WHAT PERCENTAGE OF HOSPITALS AND HCS YOU THINK THAT HAVE FUNCTIONAL DTC?	1. ……………………….% HC
2……………………..…% Hospitals
Interviewee: With respect to DTC functionality, we can say that 99% of our facilities have DTC. And if you measure it with respect to the standard of six criteria’s, we can say that 80% of our facilities are functional, but, as we actually observe, with issues like AMR and medicine use evaluation, it is not, but as those are not included in the standard or operational definition of functional DTC, we can say that 80% are functional. The good thing which is broad in the functionality definition is the standard which says does DTC perform according to its plan? This is good, but, it only holds one point which is if yes and losses one point if not, but, this should have more value still splitting the question in to more sub questions.
Interviewer; so, are recommending operational definition of DTC be improved
Interviewee: Yes, it should be revised so that for example action plan performance will have larger point and able to bring us to the standard.
Interviewer; is this 80% functionality in HC or Hospital?
Interviewee; 80 is in health centers, it is 96% in hospitals based on the standard definition of DTC functionality.
Interviewer;  IF YOU THINK THAT THERE IS A CHANGE, WHAT ARE/WERE THE DRIVING FACTORS FOR THE CHANGE
Interviewee: the factors that have brought is this are 1. Supportive supervision, 2nd. the trainings provided/ awareness we have created, similarly IPLS training provision that includes quantification and forecasting has also created good opportunity to improve DTC. Generally, the main thing is our awareness creation on roles and responsibilities of DTC through SS and trainings on DTC and IPLS that derived the change.

Interviewer; additionally from perspective of (policy attention, EHRIG and EHCRIG etc.)
Interviewee: Yaa, we as RHB do not have any sort of budget to provide trainings on DTC and other trainings as well, it is from partners that we get technical and financial support to provide those trainings, as our bureaus structure is narrow again, and we do not have adequate human resource, we are not able to achieve this, hence, we are not able to do those trainings and SS without the help of partners.
Those all are supported in HSTP and in EHRIG chapter ten, it enforce facilities to establish DTC, so lead us to bring change in DTC.

Interviewer: from policy attention?
Interviewee: Yaa, from policy perspective, even in our constitution it is said, it is ones right to get treatment and treatment is given through medicine provision hence, the directives and guidelines are derived from this. I know our health policy is disease prevention, but still DTC runs the disease prevention program, and it is not only through curative wing. Example, AMR is addressed through DTC which is still prevention, same, we prevent further damages through appropriate waste disposal. All those policies and directives that enforce for DTC establishment and functionality are implemented with the support of partners.

Interviewer: What are/were the main challenges that hinder DTC implementation? (Based on your understanding)
Interviewee; Here the
1st.  challenge is human resource and its structure is very narrow even in relative to other regions. Our structure is not normal. In other regions, Pharmacy department is core process, where as in our bureau, it is case team. Moreover, even in case team, it demands 12 Pharmacists, but, we still have only 4 Pharmacy personnel in the case team, hence, the structure has a serious problem.
2nd. Plus, I believed that the bureau does not have any good sight on the Pharmacy department.
3rd. challenge is without those partners/ like CHAI, we do not any budget to provide those trainings, example, we are not able to support those sites not supported by CHAI/CSP, hence, it is through CHAI that we can address those sites not currently supported by CHAI/CSP.
4th. Challenge, even at health facilities level, in the operational definition, it includes like letter, TOR, action plan etc. but, we have created awareness through provision of large pool of trainings given to directors and Pharmacy heads that  there is more duties and responsibilities that should be performed through DTC besides those standard definition of DTC functionality. Hence, lack of commitment from those directors and Pharmacy heads is also another challenge leading us to low performance in DTC. They do not practice the knowledge the knowledge they get during training when they are back to their facility after training. 
5th. Challenge is again, there is Pharmacy scarcity even at health facilities, it is through nurses that Pharmacy works are done at health facilities, which lead also to low performance in DTC.

Interviewer: Any more challenge?
Interviewee: The other challenge is that partners working on DTC are very few; it is only CHAI who is working on this area. And CHAI is working on 104 facilities and hence, who will support the rest of 100+ facilities. So, either CHAI need to employ more staff and support us more or other partners need to be involved in addressing DTC if CHAI have financial constraint. Though still, Pharmacy is structured as case team in TRHB, Pharmacy task is critical and hence, considering it is critical activity, we need more technical and financial support from CHAI and if not from any other partner.
Interviewer: Anymore? We always discuss many challenges, hence any more
Interviewee: Yaa, there are many challenges but can be generalized as it is through human resource and partners that we can address those issues

Interviewer: What significant lessons learnt from DTC implementation and functionality?

Interviewee: we have learnt that we can make DTC functional and able to meet achieve the target of DTC that we expect from DTC through the ways we discussed previously which includes not only DTC implementation, but through reviewing DTC functionality criteria’s in a way that encompasses all the expectation of DTC and sticking to it

Interviewer: To remind you from the challenge area, you have been saying Clinton health access initiative need to make its implementation sites to all facilities in our region as a one solution to addressing problems raise in DTC implementation, what else DO YOU SUGGEST TO IMPROVE MORE DTC BETTER THAN THE CURRENT STATUS?
 
Interviewee: 1st. We need to reform the structure and add Pharmacy professionals 
                     2nd. We need to make CHAI expand or have new NGO that works in DTC as there is no anything biger than this
                     3rd. We need to make blanket baseline assessment and do the above mentioned activities and then see the difference as we are able to establish system tha donot change with staff turnover or the like
                     4th.  As there is gap related to technology, good if we can able to automate our dispensary practice Example; we have problem or is not common to follow patients after treatment, but if we automate our dispensing, then we will be able to trace what drugs has been given to those patients and its result

Interviewer; What about with regard to training?
Interviewee: With regard to training we have sites that have got training and those do not, and we have seen the difference among those and so, we need at first give training to those who are not trained yet as it is very important. So, that is why we are demanding either CHAI or other partner need to give us support

Interviewer; What about from policy, FMOH side
Interviewee: yaa, as regions are autonomous, FMOH can only give recommendations and follow whether DTC is functioning as expected and also make uniform structure across regions. For example, somewhere case team and in other as core process, so making uniform structure should be implemented.

Plus, as I usually quote, FMOH and RHB do not know each other, I know FMOH says, our roles and responsibilities are in developing directives, proclamations and guidelines, but, we are not supposed to come down and support, however, they must come and support us, and meet frequently through reports like KPI or scaling up and automating barometer and using it to meet frequently. FMOH then will be able to have picture of RHB. Even, projects need to come to regions to observe regions overall performance let alone FMOH.

Thank you!
