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PART | - THE SCHEDULE

SECTION B - SUPPLIES OR SERVICES AND PRICE

B.1 PURPOSE

The purpose of this task order (TO) is to provide technical assistance to the
Government of South Africa (GoSA) in order to reduce the burden of tuberculosis (TB)
in the country. The United States Agency for International Development’s Mission in
Southern Africa (USAID/Southern Africa or USAID/SA) seeks to provide capacity-
building to strengthen implementation of government policies and guidelines.

B.2 CONTRACT TYPE
Contract type is Cost-Plus-Fixed-Fee (CPFF) term. The Contractor shall provide the
level of effort described in Section F.6 to accomplish the objectives set forth under
Section C of this solicitation.

B.3 ESTIMATED COST, FIXED FEE, AND OBLIGATED AMOUNT

[note that the tables and information below will be incorporated based on the successful
offeror’s submission]

(a) The Total Estimated Cost Plus Fixed Fee for the performance of the work required is
as follows:

Total Estimated Cost: $ xx
Fixed Fee: $ xx
Total Estimated Cost plus Fixed Fee: $ xx

(b) The total estimated cost for the performance of the work required hereunder,
exclusive of fixed fee, is $xx. The total fixed fee is $xx. The total estimated cost plus
fixed fee is $xx.

B4 INDIRECT COSTS

Pending establishment of revised provisional or final indirect cost rates, allowable
indirect costs shall be reimbursed on the basis of the appropriate rates and bases:

Description Rate Base Type Period

XX.XX%

XX.XX% 1/ Provisional | xx/xx/xx until amended
G&A

XX.XX% 4/ Provisional | xx/xx/xx until amended




B.5 COST REIMBURSABLE

The U.S. dollar costs allowable shall be limited to reasonable, allocable, and allowable
costs determined in accordance with FAR 52.216-7, “Allowable Cost and Payment,”
FAR 52.216-8, Fixed Fee, if applicable, and AIDAR 752.7003, “Documentation for
Payment.” The application of the following clauses (incorporated by reference in
Section |) is as follows:

FAR 52.232-20 Limitation of Cost (applies while the contract is fully funded).

FAR 52.232-22 Limitation of Funds (applies while the contract is funded in an
amount less than the total cost plus fixed fee).

[END OF SECTION B]



SECTION C-STATEMENT OF WORK (SOW)

Cl1 OBJECTIVES

The main goal of the National TB Program (NTP), as outlined in the National Strategic
Plan (NSP), is to support South Africa’s vision of zero infections, death, stigma and
discrimination from TB and HIV/AIDS by:

» Increasing the proportion of bacteriologically-confirmed drug-susceptible TB
patients initiated on treatment;

»  Strengthening the system for tracing and referral of patients during treatment in
order to reduce loss to follow up;

» Increasing the proportion of Lab diagnosed Rifampicin resistant TB patients
initiated on treatment;

* Increasing awareness and TB screening across general population and high-risk
groups;

* Increasing the proportion of co-infected TB/HIV patients initiated on anti-retroviral
drugs (ARVs); and

»  Strengthening monitoring, reporting, and surveillance systems for TB and drug-
resistant TB to improve the quality of data.

C.2 BACKGROUND

The South African National Department of Health (NDOH) is on course to meeting its
main NSP 2012-2016 targets. Policies and guidelines that support and promote
international standards are in place and the country has been a world leader in the early
adoption and scale up of innovative technologies such as GeneXpert and multi-drug
resistant (MDR) TB treatments such as Bedaquiline. There has been a rapid scale-up of
anti-retroviral therapy (ART) services, resulting in a four-fold increase in the number of
people receiving ART between 2009 and 2012. The national HIV counseling and
testing (HCT) campaign resulted in about 15-20 million tests for HIV and over 3 million
people screened for TB. There is universal coverage for prevention of mother-to-child
transmission (PMTCT) services. TB case detection has increased and the number of
sites initiating MDR-TB treatment has increased from 11 to 45. Among the critical
outcomes, the TB treatment success rate has been improving over the years, from 54%
in 2000 to 79% in 2011. However, this is still below the global target of 85%.

Despite these improvements, challenges remain in bridging the gaps in case detection
and successful treatment of cases in order to reach global TB control targets. Also, South
Africa lags behind in some areas including TB coverage among children and
adolescents, and other key populations. The TB epidemic is further compounded by
drug-resistant tuberculosis, with almost 15,419 laboratory confirmed MDR-TB cases
and over 900 extensive drug resistant (XDR)-TB cases in 2012. TB screening among
people living with HIV (PLHIV) is around 80%. Of those who are screened negative for
TB disease, only 38% were initiated on Isoniazid Preventive Therapy (IPT). TB
screening for PLHIV has been scaled up and collaborative TB/HIV activities
strengthened, especially through the expansion of HIV testing and decentralization of
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ART through Nurse-Initiated Management of ART (NIMART) for adults. However,
staff nurses, who serve as primary TB focal points, have been excluded from NIMART
trainings and qualifications, and consistent gaps exist in integrating TB prevention
(through IPT) and TB screening and diagnosis in pre-ART care. Late initiation of ART
in TB patients has contributed to high levels of mortality.

In an effort to systematically and thoroughly document the state of TB in South Africa,

the NDOH commissioned a Joint Review of the TB/HIV and PMTCT programs in 2013.
The main purpose of this independent review, carried out by a multi-disciplinary team of

South Africans and international reviewers, was to assess performance of the program
and provide options for improvements. The focus of the Joint Review was on issues
critical to effective delivery and impact of HIV, TB and PMTCT services — to assess

progress made, identify challenges, and highlight best practices. The review also
recommended strategic and operational approaches for further scale-up, improvement of
quality and increasing value for money of key HIV, TB and PMTCT services. The Final
Report published in April 2014 had 12 overall recommendations of which the following
nine focused on TB:

1.

Promote the routine use of cascade analysis at all levels to identify intervention
points to reduce losses and enforce long term retention in care of both PLHIV and
TB.

Further strengthen capacity for the delivery of integrated services at primary health
care (PHC) and community level with particular focus on improving access to HIV
and TB services for children, adolescents and key populations.

Introduce, strengthen and routinize systematic screening and diagnosis of TB
including in maternal, neonatal and child health, community based outreach services
and among health works.

Optimize the full use of GeneXpert (GXP) for the diagnosis of drug susceptibility
and drug resistant TB at PHC.

Ensure correct recording of GXP Mycobacterium TB (MTB)/Rifampicin (RIF)
results at PHC levels.

Integrate program management (supervision, training, planning, and resource
mobilization) particularly at district and sub-district levels across TB, HIV and MCH
programs using context specific mechanisms.

Introduce a unique patient identifier that will assist the inter-operability and linkage
of existing systems.

Establish and strengthen the standardized documentation and reporting of
community-based activities in TB, HIV and maternal child health (MCH)/PMTCT
services.

Integrate and improve existing patient records, registers and information systems
with particular emphasis of the following key items: introduce electronic TB register
“ETR.net” to all facilities already implementing Tier.net and integrate IPT initiation.

The Project Design Team (PDT) envisions that the overarching goal of the five-year
Tuberculosis South Africa Project (TBSAP) will be to reduce the burden of TB,
X/MDR-TB, and TB/HIV in South Africa. This will contribute to achieving the
Mission’s Development Objective 1, Health outcomes for South Africans improved,
expressed in the Country Development Cooperation Strategy (CDCS). The goal will be
achieved through a number of inputs in support of three key objectives aiming to ensure
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that TB diagnosis and treatment in South Africa is more effective, and more accessible
to all, including vulnerable populations.

The TBSAP will support and build upon the progress made under USAID’s current and
prior TB interventions, achievements and activities, as well as the results from the
formal evaluation of these activities. The project is in alignment with the South Africa
NSP 2012-2016 and in accordance with World Health Organization’s (WHQO) new Stop
TB Strategy and the new USG Global TB strategy. In addition, Grants under Contract
(GUCs) will be made available over the life of the contract to strengthen local capacity,
encourage innovation, and improve the overall capacity and implementation of TB
programs by South African local organizations.

C.3 KEY COMPONENTS, TASKS, AND OUTCOMES

The National Department of Health (NDOH) provides policy guidance and technical
leadership for the National TB program, which is primarily funded by the Government
of South Africa. These resources support a public health program for HIV/AIDS and
TB that is managed through a network of provincial, district, sub-district and local health
facilities and hospitals, responsible for the implementation of effective TB programs in
accordance with policy set by the national TB program. The national program also
funds all drug procurement and laboratory services. Recent NDOH policy has mandated
increased decentralization of TB treatment, under the PHC Re-engineering Framework,
specifically for all TB patients receiving medication, including ART, and patients with
MDR-TB referred down to PHC facilities.

The development problem addressed by USAID is the issue of fast, consistent and
sustainable implementation of the national TB policy. The TB program is managed and
monitored through provincial, district, and sub-district programs that include a data
recording and reporting system from the PHC level up. Community organizations are
also involved in services at the PHC level. But the quality of service delivery is uneven.
A recent review by the national TB Program analyzing district level data to identify low-
performing areas, confirmed that implementation of national standards for the TB
program was inconsistent. Problem areas include major gaps in recording and reporting
service delivery and TB incidence, delays in turn-around time after MDR-TB testing,
issues around cross-testing and referrals of co-infected TB/HIV patients, consistent
infection control (IC), and public awareness of the TB epidemic. The policy and
guidelines for the management of TB have been well articulated by the national TB
program: the problem is ensuring consistent, high quality implementation of the policies.
Two conditions are required to be met in addressing this problem: (1) long-term
commitment to detailed, regular assessments of progress; and (2) supportive input to
expand improved implementation of government policy from an independent trusted
organization or organizations.

The development hypothesis for this project is that a sustainable response to the TB
epidemic requires minimizing the transmission of TB, expanding access to TB services,
improving the quality of TB services at provincial, district and local levels, and working
with both health practitioners and community members to ensure their understanding of,
commitment to, and participation in an expanded high-quality TB program. The
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hypothesis is based on USAID’s past experience in South Africa that evidence-based
capacity-building to support the Government of South Africa’s (GoSA) TB Program has
contributed to the adoption of new methodologies and strengthened systems by the
National TB Program.

Project Purpose, Sub-Purposes and Logical Framework

The activities proposed will take place within the framework of, and in partnership
with, the National TB Program. USAID will continue to strengthen the TB response
in South Africa by providing capacity-building to strengthen implementation of
government policies and guidelines. Furthermore, to improve continuity and
sustainability after the activity ends, USAID seeks to strengthen the utilization of the
highly qualified and suitable local resources (including personnel, policies, procedures,
and systems) available in South Africa.

The purpose of the TBSAP is to reduce the burden of TB in South Africa. This will
contribute to achieving the Mission’s Development Objective 1, Health outcomes for
South Africans improved, expressed in the Country Development Cooperation Strategy
(CDCS), and to the overall goal of the CDCS: South Africa’s continued transformation
into an equitable, effective and exemplary nation strengthened. The project sub-
purposes are aligned with the Intermediate Results of Development Objective 1 in the
CDCS.

Intermediate Result 1: TB Infections Reduced

IR 1.1: Increased public awareness of the TB epidemic

IR 1.2: Effective implementation of Infection Control

IR 1.3: Improved TB screening, including key populations

Intermediate Result 2: Sustainability of Effective TB Response Systems Increased
IR 2.1: Strengthened management capacity at all levels

IR 2.2: Strengthened service delivery capacity at all levels

IR 2.3: Improved data reporting and recording systems at all levels

Intermediate Result 3: Care and Treatment of Vulnerable Populations Improved
IR 3.1: Increased contact tracing of key populations

IR 3.2: Improved TB case management in key populations

IR 3.3: Strengthened comprehensive systems and partnerships for care

The project will be aligned with government priorities. It will work in conjunction with
other donor programs and will keep the government and other donors informed of the
project’s progress. It will also collaborate with USAID/South Africa’s Implementation
Science Research Agenda to provide information on project results and barriers that may
inform research needs. Primarily, the project will coordinate closely with USG South
Africa’s PEPFAR program, which addresses the needs of the approximately 60% of TB
patients who are co-infected with HIV. (See Annex B. for Logical Framework table)

Planned Accomplishments and Activity Highlights

Purpose level accomplishments will reduce the burden of TB in South Africa. They will
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include progress towards universal access to TB services through increasing the number
of identified TB cases and expanding outreach, care and treatment to vulnerable
populations, many of whom do not currently have access to TB services. The project
will improve the systems, process and time needed for TB case identification, including
MDR-TB, contact tracing, starting treatment and ensuring treatment completion, and
will support an improved and harmonized data recording, reporting and feedback
system. The project will focus on improvements in areas identified as needing
strengthening in the WHO Joint Review.

Project activities will contribute, through support for the development of TB

management systems and human capacity, to the following indicators of success in the

NSP:

e Increase the Treatment Success Rate to 85% for drug-susceptible cases and MDR-TB
to at least 70%;

e Successfully initiate all bacteriologically confirmed DR-TB cases on appropriate
treatment;

e Increase ART coverage to 90% for all registered TB cases who are co-infected with
HIV.

Intended outputs/results include:

e Strengthened human and institutional capacity of health system to manage TB,
X/MDR-TB, TB/HIV services;

e More equitable access to comprehensive and quality TB preventive, diagnostic and
treatment services for vulnerable populations, including women;

e Early detection of TB amongst HIV-positive clients through regular TB testing;

e Integrated, and community-based systems for TB and MDR-TB implemented across
districts;

e Enhanced enabling environment promoting TB, X/MDR-TB, TB/HIV services;

e Improved coordination and linkage of TB with other health services (HIV, PMTCT),
private sector, community and civil society organizations (CSOs) ;

e Use by TB service providers and managers of harmonized electronic TB
management information systems (MIS) and of quality data for evidence-based
decision making at all levels.

Intermediate Result 1: TB Infections Reduced

Prevention is one of the pillars of the Global post-2015 strategy that was recently
endorsed by the World Health Assembly in May 2014. The main areas for interventions
to reduce TB infections include strategies such as screening for TB, improved follow-up
for those dropping out of treatment, stronger infection control in health facilities and
congregate settings, effective treatment, and advocacy to increase public awareness of
the risk of contracting TB and of prevention measures. The risk of TB transmission is
affected by many other factors, including the prevalence of active infectious pulmonary
disease in the community; the severity of TB disease; the frequency, intensity, and
duration of exposure; and the presence of risk factors such as HIV, diabetes mellitus,
silicosis, overcrowding in congregate settings.

IR 1.1: Increased public awareness of the TB epidemic
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While prevention of transmission requires accelerated action to minimize TB infection
and accelerate cure, it is also hastened through programs to increase public awareness of
risk. Despite the high prevalence of TB infections in South Africa, including the high
level of HIV/AIDS and TB co-infection, the extent of the TB epidemic and the risk of
TB infection have a low public profile. South Africa has high implementation capacity
for TB treatment, with over 8000 public health facilities in the country, but there is little
public awareness of the disease.

The Contractor will develop a strategy to promote and provide capacity-building to
Advocacy, Communication and Social Mobilization (ACSM) activities, working in
collaboration and support of the National TB Program’s planned activities, and with the
Management Teams at provincial, district and local levels. The TBSAP will intensify
ACSM to bring the extent of the epidemic and its impact on national productivity and
individual lives to the forefront of public attention. Additional issues that can be
highlighted include support for adherence to treatment and for the role of individuals as
enablers for completing treatment. The strategy will also explore collaboration with
commercial and community enterprises to catalyze their involvement in local events to
increase public awareness, and will develop mechanisms to measure links between
exposure to events or campaigns and attendance and screening for TB.

Activities could include the development of timed campaigns and messages aimed at
increased knowledge of TB among the general public, including schools, outreach to
clubs and organizations outside health facilities and collaboration with the NTP to
ensure local events reflect national campaigns.

IR 1.2: Effective Implementation of Infection Control

The foundation of infection control and transmission prevention is early and rapid
diagnosis of infectious cases and proper management of TB patients rendering them
non-infectious. However, key activities usually associated with infection prevention and
control (IPC) are those related to health settings, such as implementation of
administrative and environmental controls, including use of personal protective
equipment, adequate ventilation, and minimizing close contact between infected and
non-infected persons in congregate settings. Preventing the spread of TB and MDR-TB
in congregate setting and communities is a major concern to USAID/SA, and a
fundamental core requirement of this SOW. The prevention and reduction of the number
of infections in high risk populations and settings is critical to achieving a reduction in
TB infections.

Reduction of TB infection is also dependent on reducing initial defaulter rates, and this
in turn is linked to the capacity of facilities, particularly at the PHC level, and
communities to support patients who are on treatment. The project will build the
capacity of health providers and NGO and community partners to foster adherence, track
and re-enroll defaulters, and thus reduce the risk of infection.

The high infection rate among health providers is also evidence of the need to strengthen



IC in health settings®. There have been limited efforts to support IC implementation in
congregate settings, such as prisons, shelters, congested urban environments and other
community settings. However, the most cost-effective and efficient manner to
implement IPC requires additional study. The project will focus on improved
implementation of IPC recommendations at national, facility, community, congregate
and household settings. The Contractor should incorporate a plan to measure, assess,
and prioritize the most effective evidence-based interventions to support sustainable
improved IPC.

Ilustrative inputs could include facility-level assessments, the development of IPC tools
and job aids, support for ACSM strategies targeting communities and key populations,
strengthened partnerships with relevant government entities, and operations and
implementation research.

IR 1.3: Improved TB screening, including key populations

The primary strategy of screening is to improve the early detection of active TB which
leads to early treatment, reduced risk of poor treatment outcomes, and reduced
prevalence and death rates. In addition, it reduces transmission by shortening the
infectiousness period and reduced incidence of TB. The Project will therefore support
the NDOH through strategies to increase access to improved TB testing, particularly for
individuals and groups at high risk. The approaches include:

(a) Expanding strategies to reach, screen and evaluate individuals in groups at higher
risk for latent TB infection and TB disease. Many from these groups do not present
to health care facilities or benefit from intensified case finding in care facilities,
congregate settings and other high risk locations. This approach will be strengthened
by increased partnerships with community-based organizations (CBOs) and other
social organizations, particularly at the community level.

(b) Improved application of diagnostic tests and clinical assessment with high combined
specificity. This particularly applies to the introduction of testing with GXP
machines to track MDR-TB and provide a faster, more specific diagnosis. Despite
laboratory confirmed diagnosis of the total number of MDR-TB cases, less than half
of those were started on treatment in 2012. The Project will continue to support GXP
implementation and further study of the cause of the unexpected decline in treatment
initiation.

(c) Minimizing the risk of progression from latent TB infection (LTBI) to disease.
There is a large population of individuals with latent TB, who will continue to
generate TB cases unless their risk of progression to disease is diminished through a
post-exposure vaccine, improved LTBI detection, treatment implementation and
adherence, and/or addressing the underlying clinical and population risk factors for
progression. These strategies may also need to be targeted to key populations and
settings within South Africa. Screening for LTBI is beneficial if LTBI diagnosis can
be made with reasonable accuracy, while excluding active TB. Currently, there is no
reliable standard for LTBI diagnosis, and the decision to treat LTBI is largely based

' A 2009 study of 133 PHC facilities indicated an incidence rate of more than double that of the general
population (Classens et.al, TB in Healthcare Workers, PLOS 1, October 2013).
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on imprecise tests in combination with the identification of risk markers for
progression to active disease. The coverage and adherence to LTBI treatment are
poor and its effectiveness, based on current treatment regimens, is not fully proven.

Illustrative activities and input to support this output include: support for
Implementation research to collect and assess data on screening processes; strengthening
the development and dissemination of guidelines, standard operating procedures (SOPS)
and policies on screening and follow-up; ongoing support for health and mobile facilities
at district and community level, particularly for vulnerable groups, and developing
activities to reduce access barriers to vulnerable and underserved groups, for example
linkages with PHC/MCH services.

Intermediate Result 2: Increased Sustainability of Effective TB Response Systems

TB services are implemented and delivered by existing health systems, which provide
the platform on which key TB prevention, diagnosis and treatment activities are
introduced, expanded and strengthened. The quality of the larger health system,
including the capability and attitudes of its staff, therefore has a critical role in the
provision of quality TB services. Underlying the ability of the Project to provide
sustainable capacity-building to support the effective implementation of health policy, is
therefore the need to strengthen the capability of Health Management Teams at all levels
to identify gaps and shortfalls in procedures; guide the recording, reporting, analysis and
feedback of relevant data; and propose and get consensus on future action (e.g. training
required). Itis critical to improve the quality and availability of TB-related health
systems including those for drug and laboratory policy and management, human
resources for health, and monitoring and evaluation (M&E).

IR 2.1: Strengthened management capacity at all levels

It is expected that specific activities to strengthen management capacity will be
developed following a baseline Quality Assurance (QA) assessment of current
procedures in low-performing health facilities to identify current strengths and
weaknesses. A particular area of interest is the extent of effective implementation of the
recent NDOH policy of decentralization and re-engineering the responsibilities of the
management of identified chronic diseases at the PHC level. This includes TB patients
receiving medication, and MDR-TB patients who have been referred down. It also
includes PLHIV on pre-ART treatment or on ART, including mothers and children on
the PMTCT program. Decentralization has been accompanied by new responsibilities,
such as the creation of a Ward-based Outreach Team (WBOT) that includes both nurses
and Community Health Workers. Monitoring and providing training to this expanded
community outreach will be part of the scope of the TBSAP project.

Issues to be addressed by the TBSAP include assisting the Management Teams to plan
for, assess and supervise the technical capability of staff in health facilities; the scope
and frequency of outreach to the community; the linkages with and involvement of
stakeholders; and the system of cross-referrals and exchange of information between
health facilities and the PHC system. The assumption underlying this activity is that
strengthened management capacity will contribute to and be reflected in institutionalized
and improved systems.
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Illustrative input activities to support this output include: assessing the efficacy of
existing QA systems; introduction and scale-up of Comprehensive Case Management
and Treatment approaches; capacity-building to support the Integrated Clinical Services
Model; strengthening the training and post-training assessment procedures for health
staff; and working with PEPFAR to harmonize and strengthen links between the
HIV/AIDS and TB programs at all levels.

IR 2.2: Strengthened service delivery capacity at all levels

This outcome will focus on two major areas: first, the Project will provide guidance and
training to health care personnel, with particular attention to institutionalizing
sustainable quality improvement through work with nursing colleges, expanding access
to training programs, and focusing on strengthening a Training of Trainers approach.
Second, the Project will strengthen supportive systems for patient treatment. The Project
will explore innovative strategies for reducing the turnaround time (TAT) for test results,
especially for infection control, and initiating treatment early.

(a) Training health providers on TB remains a challenge. Training programs, materials
and follow-up of staff performance will be developed as required, based on an
assessment of needs in each Project district. An ongoing problem for strengthening
staff capacity has been a disconnection between staff training and frequent staff
transfers. The Project will also assess the need to establish a training program
focusing on Palliative Care for TB patients who are non-responsive to drugs, and
work with the NTP to establish standards and practices to scale up effective
approaches to service delivery, at both the facility and community level.

Activities could include ensuring regular quality assurance reviews and follow up of
TOT courses for both pre- and in-service training, supporting the establishment of
Provincial Expert Committees and support for new systems, such as the WBOTS at
the PHC level. Curriculum reviews are another approach to ensuring that new
methodologies and research findings are fully represented and that scale-up of
current best practices is supported through training.

(b) A functional comprehensive laboratory network is a priority for a successful TB
program. The network should be able to address the management, organizational,
bio-safety, and work quality aspects of the laboratory at all levels. It is critical that
future approaches to laboratory and diagnostic strengthening are comprehensive and
strategic in nature to fully address the gaps and delays in the national TB program.
This is one of the priority areas for the DOH.

Specifically, the capacity of the laboratories in South Africa to detect drug resistant
TB strains can be further improved. While the use of GXPfor diagnosis has been
scaled up rapidly, the experience so far has not shown a decrease in the TAT for
initiation of treatment compared to conventional smear microscopy. Delays in
treatment initiation mean an increased likelihood of transmission of TB, including
DR-TB, particularly if the patients have already been referred down to the PHC
level. The development, introduction, and expansion of laboratories to conduct
quality culture and drug susceptibility testing (DST), and introduce new and more
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effective diagnostic tools for MDR-TB detection is an urgent and critical issue to be
addressed. There needs to be a comprehensive and rapid approach to supporting the
national TB Program in strengthening this capacity. This technical area will
therefore focus on the policy, management, supervisory and quality assurance
systems for smear microscopy, culture, drug susceptibility testing, Global Exchange
Program (GXP) methodology and all other new diagnostics.

The immediate goal of this activity is a reduction in the TAT for testing, resulting from
strengthened TB diagnosis network capability and stronger linkages with treatment sites,
supported by an effective system for collecting and transporting specimens to
laboratories for TB diagnosis.

The Contractor will provide input for the development and implementation of TB and
DR-TB diagnostic algorithms to guide the best combination and utilization of all
available TB diagnostic tools (bacteriological, molecular and radiological) and for an
effective system for monitoring and maintaining the quality of laboratory diagnostic
services.

Training and performance reviews are essential to maintain high quality of all areas
related to TB control, for example, to ensuring an effective drug supply and management
system. The TB recording and reporting system is designed to provide the information
needed to plan, procure, distribute and maintain adequate stocks of drugs, while
pharmaceutical services need to be well managed and able to issue and track the issue of
TB drugs to individual patients. Implementation of the regulatory framework for quality
and rational use of medicines is essential to achieving successful treatment outcomes:
the Project can work with health system management to strengthen drug procurement
and management capacities to forecast TB program needs, and to ensure that this subject
is part of pre-service and in-service training.

IR 2.3: Improved data recording and reporting systems at all levels

A key component of this Project is to support the DOH in its move to harmonize and
standardize the recording and reporting system for TB. Target setting and monitoring of
progress in implementing each component of the strategic plans are critical. Monitoring
should be done routinely using standardized methods based on data with documented
quality. However, the existence of complete and reliable data is weakened by the lack of
harmonization and synchronization of different data systems, and gaps in data entry at
service delivery level. Specifically, there are gaps in follow-up and tracking individuals
which limit the DOH’s ability to identify major problem areas in the Cascade of
Services.

Currently, four data reporting systems are in use: the Electronic TB Register (ETR), the
Electronic Drug Resistance Register (EDR), the District Health Information System
(DHIS) and the new electronic Tier system. TB data is generally reported through
Version 2 of the ETR (though adoption of ETR Version 2 lags in some district), while
many HIV/AIDS programs funded through USAID are moving to the Tier system.
Harmonization through creating functional interoperability of the current systems for
TB, MDR-TB and TB/HIV and standardization of the reporting to ETR, EDR, DHIS and
Tier data will improve validity and reliability, and consequently strengthen the evidence
base for decision-making. The TBSAP will also track the progress and support the
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introduction of the Unique Patient Identifier into data recording and reporting, which has
been approved as policy by the DOH.

The Contractor will identify specific weakness in data recording, and reporting and work
with the DOH, provincial and district officials to design a system for data review and
analysis that can provide regular feedback on trends, successes and needs to all levels of
the health system. Working with DOH Management teams will be important to
strengthen data verification activities, address gaps in case notification and registration
(for example, recording case entry, results and referrals in registers unconnected to the
overall electronic system and so lost to analysis), and introduce and support scale-up of
innovative technologies such as tablets, and cellphones for surveillance.

Intermediate Result 3: Care and Treatment of Vulnerable Populations Improved

Marginalized, vulnerable populations as well as those most at-risk are a special focus for
the DOH. Unless TB services are extended to serve these populations, the achievement
of country goals will not be possible. Although TB, DR-TB, and TB/HIV treatment is
mandated by South African national policies and provided free of charge within the
public health care system, quality treatment is still not accessible to many groups of
people. These include persons in congregate or disadvantaged settings, such as
prisoners, miners, external and internal migrants, and other socially disadvantaged
groups.

Access to treatment also needs to be expanded to ensure women are appropriately
reached and gender considerations are integrated into the TB program. The barriers to
access services for girls and women are considerable in South Africa. While more men
contract TB than women, TB is a leading cause of infectious disease deaths among
women. Diagnosis for children and adolescents is a challenge. Strategies to diagnose
and treat children need to be developed, especially for children with MDR-TB and TB-
HIV. There is also a need to address the statistical basis and the cultural, social,
economic and/or political barriers to access to services for all groups at high risk for TB,
including those in overcrowded or informal settlements and those at high risk for TB
because of other health factors, such as diabetics.

The Project will use several approaches to increase care and treatment services for
vulnerable populations: (1) improved systems of reaching these populations through
contact tracing and TB case monitoring; (2) expanding community involvement in and
links with the PHC system for directly observed treatment short-course (DOTS)
delivery; and (3) increasing formal and informal linkages with organizations and
institutions that work with these populations. The improvement in systems and
performance that are aimed at increasing this outreach will benefit all patients. The
strategy will be developed in close collaboration with PEPFAR’s program for co-
infected patients.

IR 3.1: Increased contact tracing among communities, including key populations

The Joint Review of TB Programs in South Africa, April 2014 identified strengthened
use of cascade analysis as a key instrument in order to reduce losses of patients and the
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National TB Program has identified this process as an immediate priority. Cascade
analysis can identify the key intervention points in the referral cascade that need to be
addressed to reduce losses and ensure retention in care for TB patients. Proposed
actions include screening for TB of all persons attending health facilities, testing of
identified suspects, tracing and screening of contacts of confirmed patients; initiation of
treatment and loss to follow up. In collaboration with the Ministry of Health, the Global
Fund is instituting a “Tracing System” that supports 52 linkage officers and Health to
support the recovery of these patients.

The project will collaborate with the Global Fund to increase contact tracing and support
strengthened case monitoring systems, focusing particularly on working with key
populations in the project areas. Ideally, this activity could be framed as an operational
research project, in collaboration with USAID’s Implementation Science Research
agenda. The Joint Review of TB Programs in South Africa identifies several problem
areas that contribute to losses at each stage of the cascade: unsystematic application of
the outreach TB detection services (including mobile health teams and health visits by
community health workers (CHWSs) and non-governmental organizations (NGOSs),
unstandardized and systematic TB screening practices and documentation; inconsistent
data reporting and insufficient analysis of data, limited contact tracing and flexible
definitions of index cases and no standardized monitoring system.

The Contractor will develop an overall plan for a pilot intervention in selected areas and
set up a review board (to include DOH, PEPFAR, the Global Fund and community
representation. Capacity-building will be provided to strengthen processes for working
on the outreach, ACSM, and data reporting and analytic aspects of this activity; and for
regular feedback on practical recommendations for change. The outcome will be
verified by cascade data and supported by guidelines, job aids, and training.

IR 3.2: Improved TB case management in communities, including key populations

Expanding access to reliable, linked TB services for key populations requires tailoring
program elements to the specific conditions and different issues of each population.
These programs will be developed in conjunction with the DOH and with the staff at
each institution. Case management systems for these populations need to be responsive
to the shifting situation of many of these populations, for example, systems for sputum
collection and testing in such settings.

Programs for prisoners will be developed with the Department of Correctional Services,
in order to reduce the current lack of continuity in the case management of transferred
and released prisoners. Screening and testing systems need to be established at initial
incarceration, and rescreening at six-monthly intervals; while referral systems to ensure
treatment continuation, including use of the unique patient identifier (UPI), must be
established with other health facilities to minimize defaulters and adherence to
treatment.

The mining industry has similar problems with a shifting population, as the workforce
migrates across internal and inter-regional borders, and will require the Project to work
closely with management to identify the costs, insurance implications, and mechanisms
for establishing a system for TB case management that can track migrant workers
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through links with their home public health facilities. The effectiveness of
comprehensive TB treatment that links different health providers will depend greatly on
the adoption of the UPI, strengthening a unified data system, and strengthened data
reporting, recording and analysis.

Underserved populations include children, adolescents and those suffering from pre-
existing health conditions, such as diabetes. Ensuring that there is universal screening at
all health facilities at registration, especially at the PHC level, would strengthen pre-
identification for TB testing. For children and adolescents, there is need to strengthen
referrals, testing (particularly difficult for under 5s) and case reporting, and to train
teachers to recognize signs and symptoms of infection. The TBSAP project will explore
working with the Department of Basic Education to develop guidelines and training
materials.

The TBSAP will continue to make training a key element in building the capacity of
health staff. It will focus on ensuring and strengthening a sustainable training system by
working with DOH to institutionalize a Train the Trainer (TOT) approach. The project
will work with pre-service and in-service personnel, and nursing colleges to
institutionalize training on TB and quality assurance procedures. TB staff at all levels
will also be trained in the management of an effective drug supply to ensure there are no
drug stock-outs; and this will be monitored through Quality Assurance reviews. Policy
issues can also affect the identification of TB infection, for example in restricting the
staff eligible for training through NIMART, who can refer patients for TB testing. The
TBSAP will work with the DOH to provide input into policy changes that facilitate
expanded identification of TB patients.

Inputs could include support for training in quality management of TB cases; the
development of guidelines, algorithms and job aids to disseminate and guide the
implementation of policy, and interaction, pilot activities and assessments with new
partners, to reach expanded populations at risk of TB infection.

IR 3.3: Strengthened comprehensive systems and partnerships for care.

To strengthen the outreach and access to high quality patient support and care for TB
services in a wider range of settings, it is necessary to develop new or stronger
partnerships with the health service, across government agencies and, where possible,
with local organizations and health service providers in the private sector. In South
Africa, as in many other countries, the private, quasi-governmental and non-DOH public
sectors play an important role in providing health and TB services and in reaching out to
particular communities at risk. Challenges, however, remain in developing the capacity
of local health care organizations; and in working with the private sector, which does not
report data to the government’s national TB register, and therefore is not included in the
calculation of targets for case detection and successful TB treatment. The quality and
monitoring of services of all care providers and links to the DOH system must be
improved to facilitate meeting these targets. Private providers, general practitioners for
example, have engaged in some pilot Private-Public Partnerships (PPPs), but scaling up
these initiatives is difficult. The project will explore the opportunities for developing
locally-generated models of best practices in TB, MDR-TB TB/HIV care packages and
services in the private sector (for example, for physicians, pharmacists, private hospitals,
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and workplaces).

The Contractor must also improve the continuity and sustainability of the project after the
activity ends. Illustrative tasks include the use of grants under contract (GUCSs) to
improve systems, policies, and processes among local health organizations. Similarly, the
selection and utilization of highly qualified and suitable local resources (including
personnel, policies, procedures, and systems) available in South Africa is highly
preferred.

Models of stronger partnerships across the health and social sectors and between the
health sector and communities already exist. Civil society organizations and NGOs are
already strongly engaged in supporting community-level health issues through funding
from PEPFAR’s District Support Project. Their competencies include reaching out to
vulnerable populations, mobilizing populations, training their members to become
leaders, channeling information, helping to create demand for care, and .framing
effective delivery models. In addition, TB is a disease of poverty affecting the most
marginalized and hard to reach populations. There have been efforts and small-scale
models to systematically identify and address these groups in South Africa. However,
there is a need to ensure the best practices are scaled-up. The project will take the lead in
exploring and advocating for potential partnerships and entry points for TB services.
Within government facilities, this includes advocating for inclusion of TB services and
entry points for children, adolescents, youth and those at risk because of pre-existing
health conditions. The Contractor will develop an overall strategy for expanding the
number of entry points, the information available, and the ability for health staff to make
cross-referrals; as well as an expanded system for recording this data within health
facilities. The project will identify innovative cost effective means of expanding
screening for TB to these populations.

In addition, TB disproportionately affects those dwelling in urban areas due to the
overcrowding and links to poverty. By 2030, urban areas worldwide will house an
additional 1.4 billion people, with the vast majority of this growth occurring in the
developing and transitioning countries. Many TB patients in urban settings are from
highly deprived communities that may contribute to a poorer outcome. In countries like
South Africa with large, urban areas, the local challenges to accessing and retaining TB
services are even more critical than other areas. Strategies for assessing the situation,
developing and implementing local solutions, and evaluating the interventions for best
practices and scale-up are needed. In addition, migrant populations and those in
informal settlements are also at risk, and are often populations with minimal access to
health facilities and services. The TBSAP will assess the scope of this problem in their
selected districts and will collaborate with PEPFAR in identifying the best approaches to
scaling up promising interventions.

The Contractor will actively pursue incipient new partnerships to reach vulnerable
populations. These include working with the Department of Correctional Services, with
the Department of Basic Education, and with the Department of Mining Resources. It
will take a leading role in providing capacity-building to the national TB Program on
developing policies and guidelines for these services; for example, in improving
mechanisms for coordination between the correctional services and TB services for
improved discharge planning and case management.
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The project will also explore and provide input to strengthen mechanisms for referral
and screening between USG agencies and major donors working with the national
program. Key actions include linking and expanding activities in TB/HIV between the
PEPFAR program and separately-funded USAID and Center for Disease Control (CDC)
activities; and harmonizing planning with the Global Fund. .

Illustrative inputs that support this output include: identifying the health-seeking
behaviors of key populations and evaluating the availability, use and quality of the TB
diagnostic and treatment services available; tailoring services, including follow-up, to
the needs of particular communities; improving mechanisms to link and coordinate TB
services for mobile populations (prison inmates, miners, other migrant populations);
strengthening the engagement of community members and organizations in follow-up
for adherence and contact tracing; addressing the issues of stigma and self-stigma; and
expanding discussions with industries and government departments who work with
populations at risk.

C5 KEY PERSONNEL
The Project’s Key Personnel must include, at minimum, the following:

a. Chief of Party (COP): The COP must have the following qualities:

e A strong record of leading projects of similar size and complexity in South Africa;

o At least 10 years of experience, preferably in South Africa, in TB policy and technical
skills;

o A full time, South African national COP is preferred;

o Demonstrated ability to establish productive relationships with senior government officials,
the business community, civil society, and international donors; excellent written and oral
communications skills;

o Excellent English language written and oral communications skills; and

e A degree in a relevant discipline such as Medicine or Public Health.

b. Director, Technical Programs: The Deputy COP (DCOP) must have the following
qualities:

o A record of successful performance in TB technical area that, ideally, is complementary to,
not duplicative of, the COP’s area of expertise;

e At least 5 years health management experience;

o A full time, South African national DCOP is preferred,;

o Excellent English language written and oral communications skills; and

e A degree in arelevant discipline such as Medicine or Public Health.

c. Manager of Strategic Communications (MSC): The MSC must have the following
qualities:

o At least five years of work experience in a related field,;
Proven experience contributing to the design and/or implementation of a (local or national)
government strategic communication strategy; and

o A full time, South African national is preferred,;
Excellent English language written and oral communications skills; and
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e A degree in a relevant discipline such as public relations, mass communications, public
policy, or journalism.

d. Financial Management and Operations Manager: The minimum qualifications for this
position are:

e A degree in financial management, Business Administration Finance, Accounting or other
relevant field, with over 10 years of experience;

e Over 10 years of accounting, operations, and financial management of large-scale, complex,
international development assistance programs;

o A full time, South African national is preferred;
Familiarity with USG financial reporting and compliance requirements will be an advantage;

o Excellent English language written and oral communications skills; and

o Demonstrated experience and skills in developing and managing large budgets.

e. Manager of Monitoring, Evaluation and Learning: The minimum qualifications for this
position are:

¢ Minimum five years” work experience in implementing public health or other social sector
programs is desired. PEPFAR/South Africa implementing partner experience preferred.

o Familiarity with the electronic TB register (ETR.Net);

A full time, South African national is preferred.

e Proven experience contributing to the design and/or implementation of TB monitoring and
evaluation programs to include indicator measurement, data quality assessments (DQAS),
evaluations, etc.;

e Experience in briefing higher level managers;

Excellent English language written and oral communications skills; and

e Possession of a university degree in public health, public policy, epidemiology, demography,
social science or related field, and with demonstrated emphasis on database or other
information management required.

C.6 PERFORMANCE MANAGEMENT AND EVALUATION PLAN
(PMEP) AND INDICATORS

The Performance Management and Evaluation Plan (PMEP) is composed of the
performance indicators for each level in the log frame, life of project targets, methods
for data collection, including baseline data collection, plan for evaluations and special
studies as well as the approach for sharing information and learning. These key
performance indicators are based on those that are found in the National Strategic Plan
(2012-2016), USAID Global Health Indicators for TB, and the WHO TB Indicators. The
overall targets follow the “90-90-90” policy, including a 90% rate of MDR-TB
diagnosed patients to start treatment, a 90% rate of treatment success, and a 90% rate for
initiating TB/HIV co-infected patients on ARVS.

To achieve the overall targets, performance indicators will be defined by the Contractor
to measure project performance and the impact of interventions at the goal, purpose and
output levels to be recorded in the PMEP. These same indicators especially at the output
level will also be adopted by the implementing partners to ensure that USAID/SA
receives the required data and information to report projects and program performance
as per requirements. (For further information, see Section F.7(b)) Initial targets will be
revised once the baseline data is collected to define a realistic expectation of
achievements. Annual targets in projects performance plans will also be reviewed based
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on performance and changes in the operating environment and resource availability.

Data for the performance indicators will be collected through various sources as
indicated in the Logframe (Annex B). The contractor will be the biggest source of
performance data given their on the ground presence and technical expertise in the area
providing routine project data on program inputs, outputs and outcomes. Other data will
be collected from documents and reports produced by the South African Government
(SAG) such as the electronic TB register (ETR.Net). The data collection design used for
baseline data collection will be adopted for the mid-term and post ante evaluations to
achieve objective judgment of the project performance. Other performance data will be
collected through evaluations and special studies. It is expected that the COR, together
with other technical officers, will conduct DQA for selected indicators annually.

A draft monitoring framework is provided in Annex A. where the indicators, baseline
and targets, proposed data collection methods, data disaggregation requirements and the
individuals who will be responsible must be provided. In addition, custom indicators and
targets suggested by the selected contractor must be included in the PMEP. The
implementing partner will be required to allocate sufficient resources for M&E in
consultation with USAID/SA, as part of the PMEP. A list of required USAID indicators
is included in the attached Logical Framework (Annex B.), and additional indicators and
targets will be based on the proposed interventions.

To achieve project results, the Contractor must build upon the work completed and in-
progress under the existing TB Project. All interventions must also comply with USAID
Environmental Procedures in Title 11 of the Code of Federal Regulations, Chapter 216
(22 CFR 216), and in USAID’s Automated Directives System (ADS) Parts 201.5.10g
and 204 (http://www.usaid.gov/policy/ads/200/). USAID completed an Initial
Environmental Examination (IEE), which is also included. (See Section H.7)

[END OF SECTION C]
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SECTION D - PACKAGING AND MARKING

D.1  AIDAR 752.7009 MARKING (JAN 1993)

@) It is USAID policy that USAID-financed commodities and activities, and
project construction sites and other project locations be suitably marked with the
USAID brand. As a general rule, marking is not required for raw materials shipped
in bulk (such as coal, grain, etc.), or for semi-finished products which are not
packaged.

(b)  Authority to waive marking requirements is vested with the Regional
Assistant Administrators, and with Mission Directors.

(c) A copy of any specific marking instructions or waivers from marking
requirements is to be sent to the Contracting Officer; the original should be retained
by the Contractor.

D.2 BRANDING STRATEGY AND MARKING PLAN

In accordance with ADS 320.3.2.1, Contractor must prepare a Branding Implementation
Plan (BIP) and Marking Plan (MP) to address the Branding Strategy described below. This
IS to ensure that the successful Offeror‘s Branding Implementation Plan and Marking Plan
under this contract are in compliance with the USAID Graphics Standard Manual available
at http://www.usaid.gov/branding and any successor branding policy, as detailed in ADS
Chapter 320. A helpful list of Frequently Asked Questions (FAQs) about branding and
marking can also be found on the USAID website:
http://www.usaid.gov/branding/marking.faq.html.

Program Name: Tuberculosis South Africa (TBSAP),

Branding: The branding shall incorporate the message that “This assistance is from
the American People” sponsored by USAID.

Positioning on materials and communications: USAID policy requires exclusive
branding and marking in USAID direct acquisitions. Contractor is required to use
USAID identity on any program-related deliverables, commodities or communication
to be produced and delivered under this contract. Contractor and subcontractor’s
corporate identities are prohibited on all program materials. Marking is not required
on contractor vehicles, offices, and office supplies or other commaodities used solely for
administration of this contract.

Desired Level of Visibility: USAID identity must be prominently displayed on:
commodities or equipment; printed, audio, visual or electronic public communications;
studies, reports, publications, web sites, and promotional and informational products;
events and grants under contracts financed by USAID. Visibility for the program is a
very important segment of the project implementation and is essential for the success of
the TBSAP program.
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Exceptions: Exceptions and waivers to USAID marking requirements may be granted
in accordance with ADS 320.3.2.5 Exceptions to Contract Marking Requirements and
ADS 320.3.2.6 waivers to Contract Marking Requirements.

Other organizations to be acknowledged: Where appropriate and applicable, the
branding may acknowledge the cooperation and participation of other organizations
deemed as partners of an event or deliverable.

All branding must comply with the standardized USAID regulations on branding. All
branding for USAID, its partners, and other USG and non-USG entities engaged in a
specific activity implemented under this task order, must have equal representation on
all public or internal documentation, publications, advertising, presentations, brochures,
etc.

The MP shall enumerate all of the public communications, commodities, infrastructure
projects, program materials, events, deliverables, and other items that shall be marked
with the USAID identity or brand.

The contractor shall comply with, and all contract deliverables shall be marked
with the USAID identity following the requirements of the USAID “Graphic
Standards Manual” available at www.usaid.gov/branding or any successor
branding policy.

D.3 BRANDING, IMPLEMENTATION AND MARKING PLAN

The Contractor will adhere to all USAID policy directives and required procedures on
branding and marking of USAID-funded programs, projects, activities, public
communications, and commaodities with the USAID “Standard Graphic Identity” (or
“USAID Identity”) as specified in  ADS 320 (effective 05/05/2009) and the Graphic
Standards Manual (GSM).

(@) Inaccordance with ADS 320.3.2.1, the Branding Strategy (BS) is a part of the
contract requirements. Contracting Officers must ensure that USAID contract
solicitations include a Branding Strategy and therefore offerors are instructed to
prepare a Branding Implementation Plan (BIP) and Marking Plan (MP) to implement
the Branding Strategy for TBSAP (unless directed otherwise in a specific Task
Order). Contractor shall submit Branding Implementation Plan with proposal. The
standard forms for the BRANDING AND MARKING TEMPLATES are located

at: http://www.usaid.gov/branding/.

(b) Contractors and subcontractors' corporate identities or logos must not be used on
USAID-funded program materials. Marking is not permitted on any communications
that are strictly administrative, rather than programmatic, in nature. USAID identity is
also prohibited on Contractor and recipient communications related to award
administration, such as hiring/firing of staff or rentin