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Executive Summary

India has the highest TB burden in the world, constituting 28% of the global incidence and 36% of global
deaths! The public sector delivers standardized TB care through the National TB Elimination Programme
(NTEP), but the private sector is the first point of contact for healthcare for 50-80% of patients.* Recognizing
the importance of private sector engagement to advance TB Elimination targets, the Patient-Provider Support
Agency (PPSA) model was integrated into the National Strategic Plan to more effectively manage the care of

TB patients in the private sector.

In the PPSA model, a third-party agency is onboarded to engage the private sector and provide end-to-

end services, including sample collection, access to free government Fixed dose combinations drugs (FDCs:
medicines containing two or more active components in fixed proportion in a single dosage form)) at the
private health facility, and patient counselling. The Central TB Division (CTD) approved PPSAs in 385 districts,
with third-party agencies onboarded in 188 districts. Although partnership guidance released by CTD also
allows for social enterprises and for-profit entities to qualify, PPSA agencies have largely been limited to not-

for proﬁf, nongovernmen‘r0| organisations.

The Joint Effort for Elimination of Tuberculosis (JEET) is a large-scale private health sector engagement
initiative for TB in India. The JEET initiative is aimed at addressing inefficiencies across the patient care
cascade for TB patients. The programme is run by three agencies in India, namely, the William J. Clinton
Foundation (WJCF, formerly CHAI), Centre for Health Research and Innovation (CHRI), and Foundation
for Innovative New Diagnostics (FIND). William J. Clinton Foundation (WJCF) under JEET implemented two
pilot programmes with TATA-1mg from July 2020 - June 2022 under the PPSA framework. TATA-1Img is a
for-profit healthcare platform specialising in service delivery, primarily e-pharmacy. Other services include
diagnostics, e-consultation and health content. The objective of the pilots was to assess if a model involving a
specialised for-profit organisation for some of the PPSA activities can perform better in service delivery than
traditional not-for-profit agency models engaged under PPSA. The two pilot programmes are described

below.
Drug Delivery Pilot

The Drug Delivery pilot was implemented in the districts of Surat and Ahmedabad in the state of Gujarat.
Within this pilot, the standard PPSA services (JEET 1.0) continued under a third-party (PPSA agency) while

! National Strategic Plan for Tuberculosis Elimination 2017-2025 ; Central TB Division, Ministry of Health and Family Welfare,
hTfps://Tbcindicﬁovin/WrifeRecdDofc/NSP%QODroﬂ%?OQ0.0Q.QOW%QO]. pdfhttps://tbcindia.gov.in/ WriteReadData/NSP Draft
20.02.2017 1.p

2 Juvekar SK, Morankar SN, Dalai DB, Rangan SG, Khanvilkar SS, Vadair AS, et al. Social and operational determinants of patient
behaviour in lung tuberculosis. Ind ) Tub. 1995;42:87.

3 JEET Annual Report 2018-2020; FIND 20922, https://www.projectieet.in/wp-content/uploads/2022/01/ JEET-report-2018-2020.pdf
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TATA-Img provided an additional service for doorstep delivery of FDCs to patients. Patients could upload their
prescription and have FDCs delivered at home for monthly refills as prescribed for the treatment duration period.
TATA 1-mg also made reminder calls to patients for refills based on estimated due dates. The PPSA agency

continued to engage private providers and patients to facilitate routine services throughout the pilot period.
Service and Drug Delivery Pilot

The Service and Drug Delivery pilot was implemented in the district of Faridabad in the state of Haryana
wherein the PPSA agency only did the private provider engagement under this pilot, while TATA-1mg managed
the other services under the PPSA framework. TATA-1 mg facilitated doorstep delivery of FDCs; doorstep sample
collection & report delivery; and patient counselling. The doorstep delivery of FDCs was similar to the Drug
Delivery Pilot. The additional services of sample collection, reports, and counseling were add-on services to the

Drug Delivery Pilot.

In this study, we estimated the impact of the above two pilots on the quality, scale, and cost of private-sector TB
care under the PPSA model. We estimated the impact of the two pilots through: (1) programmatic data analysis
to estimate the impact of the pilot on outcome measures of scale and quality of TB care; (2) qualitative study to
understand the underlying reasons; and (3) programmatic cost analysis to estimate the per-case cost of delivering

TB care in these pilots.

The key results of the evaluation are presented below.
Drug Delivery Pilot

We estimated the impact of the Drug Delivery pilot using a pre-post study design, whereby the pre period
consisted of the standard PPSA services (JEET 1.0), and the post period is the period of the Drug Delivery
pilot. We augmented the pre-post analysis with a difference-in-difference (DID) analysis to quantify the impact
attributable to the pilot.

We find the FDC uptake (proportion of patients who took government FDCs) was significantly higher by 13
percentage points (55.87% Vs. 42.46%) in the post period. The DID analysis estimated that 8% of this increase
could be attributed to the pilot. Other reasons for the increase could be the concurrent growing activities of the
PPSA agency and sensitising providers on FDCs that likely led to a greater acceptance of FDCs with greater

exposure time in the programme for providers.

Several pharmacological studies have utilized medication refill cycle data as a proxy to adherence. The
proportion of patients documented to complete six 28-day FDC medication cycles was significantly higher by 32
percentage points (52% vs. 20%) in the post period, and “days without medication” in the initial two months was
significantly lower (4.90 Vs. 6.83) for the patients who opted into the doorstep Drug Delivery model. However,

it is important to note that this metric has a limitation. The data on which it was estimated only contained
medication information for patients availing free FDCs, meaning if the patient switches to private drugs, that
refill data is not available. The large difference in 28-day medication cycle completion can at least partially be
attributed to the more comp|efe documentation requirements of the Drug De|ivery Pilot. Nonetheless, a greater

transparency of medication cycles seen in the Drug Delivery pilot can be advantageous for improving quality of

TB care.

The qualitative analysis indicated that patients benefited from the regular reminder calls to aid refill cycles.
Patients who opted for the model also preferred doorstep delivery due to the minimal cost barriers. Additionally,
the private providers were willing to share e-prescriptions for patients who opted into the pilot, saving patients
the time to travel to the facility every month to procure medication. The discreet packaging of drugs to ensure

patient privacy and the policy of non-divulgence of medication details by delivery agents to neighbours also

Estimating impact of involving a for-profit organisation on the -
X
quantity, qualityandcostof TBcareinIndiaunderthe PPSAmodel



made patients less hesitant to accept doorstep delivery. These findings suggest that the Drug Delivery pilot may
have directly contributed to improved completion rate of 28-day FDC medication cycles due to the increased

convenience and mitigation of privacy concerns.

Under this pilot, there was no intervention by TATA-1 mg to improve CBNAAT testing through sample collection
and report delivery or to improve patient counseling and care coordination. These services continued to be
provided by the PPSA agency. We therefore did not expect any changes in corresponding metrics that can be
attributed to the pilot. However, the DID estimate shows that 4 percent of the overall increase [10.1%, (35.23% Vs.
25.1)] can be attributed to the pilot.

We also observe the proportion of patients receiving counseling is higher by 3 percentage points (97.53% Vs.
94.50%) and the proportion of patients with a successful treatment outcome is higher by 2 percentage points
(88.35% Vs 86.09%) in the post period. However, the difference-in-difference analysis shows no significant results,

making these attributable to the improved PPSA services over time but not necessarily to the pilot.

Qualitative interviews indicated that critical and “extra-mile” care was delivered by the PPSA treatment
coordinators with respect to disease and treatment education, medication adherence, mitigation of patient
anxiety on stigma and privacy, facilitation of FDC access, and broader care coordination. Patient-level outcomes
were likely improved due to increased exposure of patients to PPSA services that were explicitly targeting patient

outcomes as well as more experience gained by PPSA to better deliver these services over time.

We also estimated the cost of implementation of the pilot and compared it with the cost of services provided under
JEET 1.0. We estimated the per-case cost of Drug Delivery pilot at the current level of uptake using retrospective
activity-based costing method to be Rs.4513 which was Rs.1291 higher than the cost under JEET 1.0 (Rs.3222). We
found that nearly 65% of this cost could be ascribed to field personnels. This higher cost for the drug delivery pilot
is expected in the case of the Drug Delivery pilot given that it offered an additional service to the existing PPSA

services.
Service and Drug Delivery

We estimated the impact of the Service and Drug Delivery pilot by comparing the outcomes in the treatment
geography (Faridabad) with control geography (Gurugram), a geography in the same state. This was done as
Faridabad did not have a PPSA prior to the pilot. The control geography of Gurugram had the standard services
(JEET 1.0) provided by a PPSA agency. There is a limitation to this analysis. Gurugram had an operational PPSA
since January 2019, whereas there was no PPSA in Faridabad before the pilot. It is plausible that a longer exposure
time to PPSA services improves programmatic metrics over time. To account for this, we undertook two separate
analyses. In the first analysis, we compared the outcomes for the two geographies during the same calendar
months (July 2020 - June 2022). In the second analysis, we compared the outcomes for the two geographies
during the first three quarters of operations (January 2019 to September 2019 for Gurugram and July 2020 to

March 2021 for Faridabad).

We found that FDC uptake (proportion of patients who took FDC) was lower in Faridabad than in Gurugram
(21.90 vs. 32.74%) when comparing for the same calendar months. However, this result flips while assessing for the
first three quarters of operation (Faridabad:16.4%; Gurugram:11.4%). We found that a higher proportion of patients
completed six 28-day medication cycles in Faridabad than in Gurugram (27.97% Vs. 20.27%) when comparing

for the same calendar months. However, this metric has a limitation. The data on which it was estimated on|y
contained medication information for patients availing free FDCs, meaning if the patient switches to private drugs,

that refill data is not available.
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Qualitative interviews indicated that patients did not receive reminder calls in Faridabad, a critical beneficial
feature identified by patients in the previously described Drug Delivery pilot. Additionally, patients were hesitant
to avail doorstep delivery of services fearing isolation and stigma from people around them. This alludes to
details about the service such as the delivery process and packaging details not being provided to patients.
These findings suggest sub-optimal implementation of doorstep delivery model by TATA 1-mg. One possible
explanation is that the addition of multiple services in this pilot diluted the operational efficiency of a single

service component within the TATA 1-mg deployment model.

Facilitation of CBNAAT tests was conducted in both the treatment geography of Faridabad and the control
geography of Gurugram; however, the modality of services differed. TATA 1-mg facilitated doorstep services
for sample collection in Faridabad—whereas in Gurugram, sample collection was done by the PPSA agency
at the clinic or facility. We observed no significant difference in the proportion of patients receiving CBNAAT
tests between Faridabad and Gurugram when comparing for the same calendar months (15.73% Vs. 15.83%).
However, when comparing for the first three quarters of operation, we found a significantly higher proportion
of patients accessing CBNAAT tests in Faridabad than in Gurugram (15.2% Vs. 7.5%). Despite this observed

increase, the overall proportion of 15.2% remained low for service standards.

Qualitative interviews indicated that private treating providers in Faridabad did not prescribe CBNAAT to all
patients, citing issues of affordability and accessibility. A majority of patients in our study in both Faridabad and
Gurugram also preferred going to hospitals to deposit their samples and collect reports (as opposed to opting

in for doorstep services) for several reasons. First, they believed hospitals or labs would have better facilities and
qualified medical professionals for sample collection. Second, they expressed concerns about the possibility of
family members contracting infection during home sample collection. Third, patients were also worried about
facing social stigma within the community. These findings suggest that perceptions of quality of care provided by
any third-party entity (whether for-profit or non-profit) strongly guided decisions to opt into PPSA services.

Under this pilot, counselling of patients was conducted by the staff of TATA-Img in Faridabad. We found that
a lower proportion of patients received at least one counselling in Faridabad as compared to Gurugram. This
is consistent for analysis by calendar months (26.98% vs. 75.59%) as well as by operational months (28.3% vs.
54.3%). Results from patient interviews reflected an inconsistency in the patient’s knowledge about the disease,
indicative of poor quality of counseling in Faridabad. This diminished scale and quality of counseling could be
attributed to the limited on-ground resources deployed for patient counselling by TATA 1-mg, instead placing a

greater emphasis placed on tele-counselling.

Under this pilot, a significantly higher proportion of patients had a successful treatment outcome in the treatment
geography of Faridabad as compared to Gurugram (91.60% vs. 80.02%) in the calendar month comparison.
This difference is even |orger when comparing for the same operoﬁono| months (Faridobod: 92%, Gurugram:
70.2%). We do not find evidence to support the finding or to attribute it to the pilot.

We also estimated the cost of implementation of the pilot using retrospective activity-based costing method.
The per-case cost of Service and Drug Delivery pilot at the current level of uptake was Rs.3872. 28% of this cost
can be ascribed to TATA-Img's administration (includes personnels and maintenance), and nearly 32% can be
attributed to TATA-Img services.
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Overall, we find that Drug Delivery model wherein PPSA agency provided standard services as under JEET 1.0
and TATA-Img provided add on services of reminder calls and doorstep medication delivery, shows promise. We
find an increase in the uptake of FDC, a lower number of days without medication, and a higher proportion of
patients completed their six 28-days medication cycles. We see that this decrease in days without medication
doesn't translate to better treatment outcomes in the post period. It is important to note that the success of the
TATA-1mg pilot can largely be attributed to the efforts the PPSA staff that played a major role in establishing
relationships with both patients and providers.

Under the Service and Drug Delivery pilot, services were outsourced to TATA-1mg, while the PPSA agency

was involved only in provider engagement. We compare the performance of the pilot in Faridabad with PPSA
in Gurugram, a control geography. Upon comparing the two geographies on the basis of the operational
quarters of the pilots, we find that TATA-1mg fares better than the standard PPSA on uptake of CBNAAT, FDC.
However, when compared for the same calendar months, standard PPSA performs better on all measures. We

also see a gap in provider engagement, which could result in a lack of awareness about the services offered.

Overall, we find that the Service and Drug Delivery pilot performs worse than the JEET 1.0. However, it is not
clear if this is due to inherent differences in the two geographies, differences between the two models and their

incentive structure, or exposure time. Our study is unable to comment on the reason.

Considering India’s high TB burden, further exploration and refinement of such collaborative approach is

required fo leverage the expertise of both for-profit and non-profit entities for patient management.
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Section 1

Context Setting & Introduction

1.1 Private sector tuberculosis care in India

Tuberculosis (TB), a communicable disease, holds one of the highest global disease burdens. In 2021,
TB claimed the lives of 1.6 million people. It ranks 13th among leading causes of death worldwide and
is the second most deadly infectious disease (WHQO, 2020)1. According to the Global TB Report 2021,
India’s estimated incidence of all TB forms in 2020 was 188 per 100,000 population, exceeding the
global average of 127 per 100,000. India accounts for 28% of global TB cases and 36% of deaths.2
The National Strategic Plan (NSP) 2017-2025 aims to strategically reduce India’s TB burden by
20925, five years ahead of the Sustainable Development Goals (SDG).3 Despite the Revised National
Tuberculosis Control Programme (RNTCP) delivering standard TB care in the public sector, 50-80% The NSP highlights

of patients first seek healthcare in the private sector.4 Previous studies in India have found that two- that the current scale
thirds of TB patients inifio”y consult private practitioners for chest symptoms, with over half being of private sector
engagement for TB
care is insufficient,
especially in
compatrison to the

diagnosed by private doctors. 5,6,7 Recognizing the pivotal role of private healthcare providers in
serving most of the population, India’s national TB program emphasizes the need to involve these

providers in all TB control and prevention efforts. The NSP underscores that the current level of private

sector involvement in TB care is inadequate, especially given the scale of incidence and its persistent scale of incidence

spread among vulnerable populations. Therefore, it is imperative to effectively engage the private and relentless sprecd

sector to ensure universal access to high-quality TB diagnosis and treatment. among vulnerable
population.

1.2 What is the PPSA model under JEET?

The PPSA model involves a third-party agency providing comprehensive services in the private sector,
including sample collection, access to government provided FDC drugs, and patient counseling.

The Central TB Division (CTD) approved PPSAs in 385 districts, with 188 districts having third-party
agencies on board. While CTD guidance allows social enterprises and for-profit entities to qualify,

PPSA agencies have mainly been non-profit NGOs.

The Joint Effort for Elimination of Tuberculosis (JEET) initiative, funded by the Global Fund, is a
large-scale engagement effort in India’s private health sector for TB. It aims to address inefficiencies
in patient care for TB. The program is operated by three agencies in India: the Willian J Clinton
Foundation (WJCF), Centre for Health Research and Innovation (CHRI), and Foundation for
Innovative New Diagnostics (FIND). Under JEET, private sector providers receive support for various
services, including patient notification on the Nikshay platform, sample collection and transportation
for diagnostic tests, report delivery, free Fixed Dose Combination (FDC) drugs, and patient
management assistance. Field Officers, Hub Agents, SCT agents, and Treatment Coordinators are

hired to oversee operations in addition to administrative and supervisory staff.

All services are provided to patients with the consent of private providers, making engaging them a
critical aspect of successful program operations. Field Officers are responsible for ensuring provider

engagement and encouraging the use of these programs or governmenf—sponsored services. Hub
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Between 2020-2022,
CHAI employed the
services of TATA-Img,
a for-profit private
digital consumer
healthcare platform,
to provide certain
services to patients
under two pilot
programmes running
in three districts,
namely Ahmedabad
and Surat in Gujarat
and Faridabad in

Haryana.

Agents handle patient notification, Treatment Coordinators conduct counseling, both in-person and

over the phone, and SCT agents handle sample collection and report delivery.
1.3 Pilot programmes with TATA-1Img under JEET

In recent years, for-profit organizations offering convenient doorstep drug delivery and diagnostic
services have emerged nationwide. These entities utilize advanced technology platforms to provide
services like drug delivery, sample collection and transportation, patient counseling, and online
consultations. From 2020 to 2022, WJCF partnered with TATA-Img, a for-profit digital healthcare
platform, to implement two pilot programs in Ahmedabad and Surat, Gujarat, and Faridabad,
Haryana. These programs leveraged TATA-1mg's existing network in a pay-for-service model, aiming
to enhance service quality in a cost-effective manner, ultimately leading to improved treatment
adherence and outcomes. These services complemented the existing PPSA model offerings in these
regions. The standard services provided under the PPSA model, along with the additional services

from the two TATA-Img pilots, are outlined below:

Standard of care

Standard PPSA

Standard PPSA

+
+ .

Standard PPSA Drug Delivery (TA- Service Ic.md
TAIMG) Drug Delivery

(TATA-IMG)

Geeger Alezteioas) *SWGT' Ahmedabad & Surat Faridabad

phy Gurgaon
. Start Jan-2019 Jul-2020 Jul-2020
Time
A End June-2022 June-2022 June-2022

Note: 1) Dates given refer to program operations; new patients were enrolled into the program only until
Feb 20292; Primary comparative district chosen for assessing the effectiveness of Faridabad will be Gurgaon
(being the closest match in terms of socio-economic demographics)

1.3.1 Drug Delivery Pilot (Surat and Ahmedabad; July 2020-June 2022)
The PPSA model under JEET was launched in Ahmedabad and Surat in 2018, with the data collection
and full project operations commencing in January 2019. In July 2020, in addition to the standard
services, JEET engaged TATA-1mg to provide home delivery of government-sponsored FDCs and make
reminder calls to patients for refills. This pilot continued until June 2022. This support was provided to the

patients after getting consent from the providers and patients.

1.3.2 Service and Drug Delivery Pilot (Faridabad; July 2020 - June 2022)
The PPSA model under JEET was launched in Faridabad in 2020. Under this pilot, PPSA engaged
TATA-Img for home sample collection, report delivery and drug delivery, reminder calls for refills,

and patient counselling. PPSA did not hire Hub Agents, SCT Agents or Treatment Coordinators

for Faridabad, instead their services were provided by TATA-Img staff. Note, unlike Surat and
Ahmedabad, there was no PPSA in Faridabad prior to the rolling out of the pilot.

Estimating impact of involving a for-profit organisation on the
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The PPSA model
under JEET was
launched in
Ahmedabad and
Surat in 2018,

with the data
collection and full
project operations
commencing in
January 2019. In July
2020, JEET engaged
TATA-Img to provide
home delivery

of government-
sponsored FDCs and
make reminder calls
to patients for refills.

Table 1 below presents the services provided and roles assigned under the TATA-1mg pilots and other
JEET PPSAs (JEET 1.0).

Table 1: Services and roles assigned under the TATA-Img programme vs other PPSA models

Standard PPSA
Models (JEET 1.0)

Service and Drug
Delivery pilot

Drug Delivery pilot
(Surat and Ahmed-

(Faridabad)

ELEL)]

Provider engagement Field Officers Field Officers Field Officers

(includes provider

training)

Patient notification Hub Agent TATA-1mg staff Hub Agent

on the National

TB portal (Nikshay

platform)

Sharing NA Compounder/ Hub Agent

patient in- Assistant to

formation the doctor

with  TA- (incentivised)

TA-1mg

Sample collection SCT Agent TATA 1-mg delivery SCT Agent

agent
Initial drug delivery Hub Agent TATA-1mg Delivery Hub Agent/ TA-
Agent TA-1mg Delivery

Agent

Follow-up prescrip- NA TATA-1mg Agent Hub Agent or pa-

tions tients

Subsequent drug Hub Agent TATA-1mg Delivery TATA-1mg

delivery Agent Delivery
Agent or Hub
Agent at the
clinic

Treatment adher-
ence support

Treatment Coor-
dinator

TATA-1mg
Tele-Counsellor

Estimating impact of involving a for-profit organisation on the
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Section 2 [i_:,.

Research Objectives & Study Design

2.1 Key objectives

Under this project, we evaluated the impact of engaging a for-profit organisation (TATA-Img) on the
quality, quantity, and cost of TB care under the PPSA model in India. The evaluation aimed to explore
the costs and benefits of engaging for-profit agencies in PPSA models. The services evaluated include

a) notification of TB patients; b) uptake of CBNAAT (Xpert testing); c) uptake of free FDCs; and d)

telephonic/doorstep counselling.
2.2 Study design

A mixed-methods evaluation research method is used for the project. The study design consisted of

three methodologies.

+  Secondary programmatic data analysis - For this we used the programmatic data obtained from
W]JCF to estimate the impact of pilots on the quantity and quality of services, and on patient
outcomes, relative to JEET 1.0 programme (Section 3).

+  Primary qualitative research - We conducted in-depth qualitative interviews with patients, service
providers, and TATA-Img or PPSA staff to capture their experiences and understand their
behaviours with respect to accessing of services under these pilots (Section 4).

+  Programmatic cost analysis - We used an activity-based costing (ABC) approach to estimate the
per-case cost for the TATA-Img pilots compared to standard JEET PPSAs (Section 5).

Estimating impact of involving a for-profit organisation on the
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Section 3

Secondary Programmatic Data Analysis

3.1 Introduction

We used the programmatic data to evaluate the impact of TATA-1mg pilots on the quantity and The JEET PPSA
quality of TB care services and patient outcomes. The subsequent sections of this report share the commenced in
detailed methodology used for the evaluation, followed by the findings of the study. January 2019 and

the TATA-Img pilot

32 Me‘l‘hodology was implemented in
July 2020. January

2019 to June 2020

For the quantitative analysis, programmatic data on notification, along with FDC drugs , testing is defined as the pre-
services, treatment adherence support, and outcome status were shared by WJCF. The programmatic pilot period while July
data was collated by the WJCF team from January 2019 to June 20292. 2020 to June 2022

is referred to as the

3.2.1 Design post-period.

To evaluate the Drug Delivery pilot, a pre-post study design is used. The PPSA commenced in January
2019 and the TATA-Img pilot was implemented in July 2020. January 2019 to June 2020 is defined
as the pre-pilot period while July 2020 to June 2022 is referred to as the post-period (hereafter called
the intervention period). Further, the analysis is augmented with a test-control design. Providers and
patients who were engaged with TATA-Img during the intervention period are defined as the ‘test' and
providers and patients who did not engage with TATA-Img as the ‘control.

Classification of providers into four sub-groups

o

Category 1 Providers whose data was available for both the pre- and intervention period and who
engaged with TATA-Img in the intervention period.
Category 2 Providers whose data was available for both the pre- and intervention-period but who

did not engage with TATA-Img in the intervention period.

Category 3 Providers whose data was available only for the intervention period and who engaged
with TATA-TImg.
Category 4 Providers whose data was available only for the intervention period and did not

engage with TATA-Img.

Since there was no PPSA in Faridabad prior to the pilot, the Service and Drug Delivery pilot is
evaluated using a test control design. Faridabad district (where TATA-1mg was implemented) is
defined as the ‘test, and Gurugram district (a nearby district in the same state) where JEET 1.0 was

operational, is defined as the ‘control.
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3.2.1.1 Exclusion criteria

The following patients were excluded from the study and its analysis:

+  Paediatric patients, i.e., patients below 16 years of age

+  Patients whose diagnosis or current facility was not in the study geographies
+  Patients who got diagnosed with TB either before January 2019 or after October 2021

3.2.2 Variables of interest
To estimate the impact of TATA-Img on the uptake and quality of services, variables of interest were
defined as outlined in Table 2.

Table 2: Variables of interest for secondary quantitative data analysis

Uptake

Quality

Outcome

Status

Notifications

Government FDC

CBNAAT tests

Counselling

Days without medication

Treatment outcome

Confirmed TB patients
who were notified on the

Nikshay platform

Patients who were

prescribed government

FDCs

Patients who were
prescribed the CBNAAT

test for diagnosis

Confirmed TB patients
receiving counselling
about the disease,
medications, adverse
drug reactions (ADRs),
diet, etc.

Days between the last
day of medication from
a prescription to the

subsequent refill

Patient’s outcome after
treatment with successful
outcomes including
‘cured’ or ‘treatment
completed’, while
unsuccessful outcomes
including ‘not evaluated’
‘treatment failure” ‘died’

and ‘lost to follow-up’

Number of monthly
notifications per
100,000 population

Proportion of notified
patients who received

government FDC

Proportion of notified

patients who received

CBNAAT test

Proportion of notified
patients ever received

counselling

Average days without
medication over six

months of medication

Proportion of notified
patients whose
treatment outcome

wdas successfu|
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3.2.3 Methods

Non-parametric bivariate descriptive analysis was used for evaluation. The results were augmented
with logistics regression, linear regression, and difference-in-difference (DID) analysis. The DID analysis
estimated the effect of TATA-Img intervention by comparing the changes in outcome over time
between providers (and their patients) who were engaged with TATA-Img and those who were not

engaged with TATA-Img. Table 3 presents the analysis conducted for different variables of interest.

Table 3: Variable and analysis mapping

Variable of Visualisation Bivariate analysis OLS/ LPM/Logjistic Difference-in-

inferest regression difference

Notification N v N N N4 N4

CBNAAT N N N N N N4 v
Government v Vv Vv Vv N4 N4 v
FDC

Days without v v v v v v v
medication

Counselling v v v v N4 N4 v
Outcomes N v v v N4 N4 v

3.2.3.1 Regression models

We estimate the impact using the linear logistic regression and linear probability model. For the drug
delivery pilot, difference-in- difference technique is also used. We used the logistic regression and linear
probability model to estimate the impact of the independent variable (post-intervention period in our
case) on the variables of interest (CBNAAT, FDC, etc) while controlling for other covariates (age, sex,
etc). Further, for the Drug Delivery model, we also segregate the impact of TATA-1mg intervention

using a difference-in-difference regression model. The regression equations are given below for each.

Drug Delivery Pilot

Assuming the errors are independent and identically distributed:

Logistic regression model: logit [P(Y=1)] = B, + B Post, + B, [covariates] + B
Linear probability model: Y. = B + P Post, + B, [covariates] + P,

DID: Y _B,+ B Post + B, Test, + B,Post, x Test, + B, [covariates] + B,

Where
i" = individual patient

Yi = Received CBNAAT* fest | (Yes = 1, No = O) | Received FDC | (Yes = 1, No = O) | Ever received

counselling | (Yes =1, No = O) | Successful treatment outcome | (Yes = 1, No = O)
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Test = O (if the patient is diagnosed at a provider who does not engage with TATA-1Img)
Test = 1 (if the patient is diagnosed at a provider who engages with TATA-Img)

Post = O (if the patient is diagnosed in the pre-period)

Post = 1 (if the patient is diagnosed in the post intervention period)

Covariates: Age, sex, extrapulmonary TB (Yes = 1, No = 0)

*Due to a sharp decline in the CBNAAT test from July 2021 (due to pan country shortage of GX testing), that period has been
dropped from the analysis of CBNAAT.

Service and Drug Delivery pilot
Assuming the errors are independent and identically distributed:
Logistic regression model: logit [P(Y=1)] = B, + B Test, + B, [covariates] +&,

Linear probability model: Y, = B+ B Test, + B, [covariates]. +€

Where
i" = individual patient:

Yi = Received CBNAAT* test | (Yes = 1, No = O) | Received FDC | (Yes = 1, No = O) | Ever received
counselling | (Yes =1, No = 0) | Yi = Successful treatment outcome | (Yes =1, No = O)

Covariates: Age, sex, extra-pulmonary (Yes =1, No = 0)
Test = O (if the patient is diagnosed in Gurugram)
Test = 1 (if the patient is diagnosed in Faridabad)

*Due to a sharp decline in the CBNAAT test from July 2021 (due to pan country shortage of GX testing), that period has been
dropped from the analysis of CBNAAT.

According to the programme implementers, there is a settlement period for any PPSA. This settlement
period is for establishing trust and rapport and to set up all functions. Since there was no PPSA prior
to the Service and Drug Delivery Pilot in Faridabad, this could possibly lead to making the estimates
incomparable. To account for this, we plotted the first three-quarters of the programme for the

Faridabad and Gurugram districts.

3.3 Results

3.3.1 Drug Delivery Pilot [Surat and Ahmedabad]

A) Notifications

The two figures below show the number of monthly notifications per 100,000 population for Surat
and Ahmedabad districts where the Drug Delivery pilot was implemented. Figure 1is for all providers,
and Figure 2 provides the number of monthly notifications per 100,000 population disaggregated
by the provider engagement status. The dotted line in the figures denotes the intervention line showing

that the pilot was implemented in July 2020.

We find that after recording a sharp decline in notifications in the months preceding the intervention,
there has been an increase in notifications during the pilot period. However, on running the test,

the difference between average notification in the pre (9.28) and intervention period (9.15) was not
significant (p value= 0.85). A similar result was noted for the engaged providers (those providers who
availed TATA-Img services).
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Figure 1: Number of monthly notifications per 100,000 population
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Figure 2: Number of monthly notifications per 100,000 population disaggregated by provider

engagement status
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Appendix Table 1 gives the average monthly notifications per 100,000 population in the pre- and
intervention periods. While the average monthly notifications are higher in the pre-intervention period
(9.28 Vs. 9.15), the difference is not significant.

B) CBNAAT tests

In October 2021, India experienced a shortage of CBNAAT testing cartridges.12 Thus, for the
analysis, patients diagnosed after October 2021 are not considered for CBNAAT. Figure 3 shows the
proportion of patients receiving CBNAAT fests in the pre and intervention periods. The dotted line in
the graph is the intervention line showing that the pilot has been implemented in July 2020. It shows

“ Estimating impact of involving a for-profit organisation on the
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the increase in this proportion, since the pi|of got imp|emenfeo|.

Figure 3: Proportion of patients receiving CBNAAT tests in the pre- and intervention period
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Figure 4 shows the proportion of patients who received CBNAAT tests disaggregated by the provid-
er's engagement status in the intervention period. We observed that the providers who engaged with
TATA-Img in the intervention period were prescribing CBNAAT tests to a higher proportion of their
patients as compared to the providers who did not engage with TATA-Img. The new providers who
engaged with TATA-Img in the intervention period (purple line in the graph), prescribed CBNAAT to a

higher proportion of their providers than those who were not engaging.

Figure 4: Proportion of patients receiving CBNAAT tests disaggregated by provider's engagement
with TATA-Img
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Results from bivariate analysis and the three regression models show a significant increase in the pro-
portion of patients getting CBNAAT tests in the intervention period. The DID result shows that approx-
imately 4% of the overall increase (11%) can be attributed to the pilot (Appendix Table 2 through 5).
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C) Government FDC

In the Drug Delivery pilot, doorstep delivery of medication was offered to the patients. Figure 5 shows
the proportion of patients who received government FDC in the pre- and intervention periods The

dotted line is the intervention line denoting the month in which the pilot was implemented.

Figure 5: Proportion of patients receiving government FDCs in pre and intervention periods
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Figure 6 shows the proportion of patients getting government FDCs disaggregated by the provider's
engagement status with TATA-Img in the intervention period. We find that providers who engaged
with TATA-Img in the intervention period were already prescribing government FDCs to a higher
proportion of their patients in the pre-period. For these providers, we do not see a sharp increase in the
proportion of patients who are prescribed government FDCs. The new providers who engaged with
TATA-Img in the intervention-period, prescribed government FDCs to a substantially higher proportion
of their patients.

Figure 6: Proportion of patients receiving government FDCs disaggregated by provider's

engagement status
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Results from bivariate and regression analysis show a significant increase in the proportion of patients
receiving government FDCs in the intervention period (55.87% Vs. 42.46%). The magnitude of this
increase is approximately 13% as per the logit model. The DID regression result shows an approximate
8% increase in FDCs that can be attributed to the intervention. The remaining 5% can be attributed to
other factors such as learning effect or over the time increase in the acceptability of government FDCs
by the providers (Appendix tables 6 through 10).

D) Days without medication

In general, the government provides tuberculosis (TB) medication in strips, typically four strips, which
amounts to 28 days of medication. We refer to this 28-day period as a cycle for our analysis. Most
TB patients are prescribed medication for six cyc|es. The ono|ysis for proportion of patients who
completed a specific number of cycles and days without medication is based on the medication data
from JEET and TATA-1mg. This data does not include information on medication purchase if the

patient purchased the medication privately.

We estimated the proportion of patients who completed a specific number of cycles based on their
onboarding status, i.e., whether they were onboarded on the TATA-Img network or not. Among those
not onboarded (received standard JEET care), we further divided them into two groups: pre-period
and post-period. The figure below illustrates these findings. Notably, approximately 52% of patients
who were onboarded on TATA-Img completed their six 28-day medication cycles. In contrast, the
proportion of patients completing six cycles was lower for those not availing TATA-Img services (13% in

the post-period and 34% in the pre-period).

28-day medication cycles
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We calculated the mean days without medication for each 28-day cycle for the patients who were
onboarded on TATA-Img and those who were not in the same time period. We removed the first

cycle from the analysis as the patients’ pick-up their first medication from JEET hub agent. Hence, we
assume that there would be no delay in the pick-up. The mean days without medication in the second
and the sixth are particularly interesting. In the second cycle, the mean days without medication were
less for the onboarded patients (4.90 Vs. 6.83). However, for the fifth and sixth cycle the results flip. It
may be asserted that patients who were inconsistent tend to drop out or miss medication pick-ups in
the initial cyc|es, |eoo|ing to a signif‘iccmf decrease in those picking up their medications. On|y consistent
patients regularly pick up their medications from the clinic and the days without medication for these

patients is lower. The results for the same are presented below in the table.
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Table 4: Mean days without medication in every 28-day treatment cycle

JEET (Pre-period) JEET (Post-period) TATA-Img [Jul'2020 -
[Jan'2019- Jun'2020] [Jul'2020 - June’ 2021] June'2021] [N=5997;
[N=3793; 100%)] [N=8492; 100%)] 100%]
1#
2 12.61(2,865; 75.73%) 7.70 (4,742; 55.84%) 4.97 (4,969, 82.77%)
3 9.39 (2,298; 60.58%) 5.30 (3,364; 39.61%) 4.89 (4,357, 72.56%)
4 6.86 (1,975; 52.06%) 3.54 (2,426, 28.56%) 3.55 (4,027; 67.06%)
5 5.87 (1,632; 43.02%) 2.83 (1,716, 20.20%) 3.20 (3,647; 60.07%)
6 473 (1,306; 34.43%) 1.82 (1,108; 13.04%) 2.65 (3,124; 52.04%)

# Since the patients pick up the first medication from the JEET hub agent themselves, we are
assuming that the delay in the first cycle would be O

The OLS regression shows that days without medication across all the cycles was significantly (4 days)
less for the patients in the intervention period. However, within the intervention period, we do not see
a significant difference in overall days without medication between the patients onboarded onto the
TATA-1mg network and those not.

E) Counselling
Figures 14 and 15 show the proportion of patients who received at least one counselling in the pre-and
intervention periods and are disaggregated by the provider's engagement status. We observe a slight

increase in this proportion.

Figure 7: Proportion of patients ever received counselling
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Figure 8: Proportion of patients who ever received counselling disaggregated by provider's

engagement status
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The bivariate analysis and the two regression models (Logit, and LPM) (appendix table 12,13,14) show
a significant 2-3% increase in the proportion of patients who received counselling in the intervention
period. The result from the DID analysis showed that this change could be due to other programmatic
factors and not necessarily the pilot. This is consistent with the hypothesis that the Drug Delivery pilot
might not directly impact the counselling, since the process of counselling remains the same in both the

pre- and intervention period.

The graph below presents the distribution of the quantum of counselling that has been received by
patients in the pre- and intervention period. It shows that a higher proportion of patients received no

counselling in the pre-period as compared to the intervention period.

Figure 9: Distributional plot for number of counsellings received
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F) Outcomes

The patient’s outcome is classified as successful (cured or treatment complete) and unsuccessful (not
evaluated, treatment failure, died, and lost to follow-up). Figure 10 below shows the proportion of
patients whose treatment outcome is successful by the provider engagement status. It is observed that
patients of providers who are engaged with TATA-Img in the intervention period have better treatment

outcomes in the pre-period as well.

Figure 10: Proportion of patients with successful treatment outcomes
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These results from bivariate analysis show a significant 2% increase in the proportion of patients whose
treatment outcome is successful in the intervention period (88.35% Vs 86.09%). Result from the DID
analysis show this change could not be attributed to the pilot (Appendix tables 15 through 18).

The Drug Delivery Pilot where an additional service of doorstep delivery of drugs was provided sees an
increase in uptake of both CBNAAT tests for diagnosis and FDCs. Below are the summary results for

the Drug Delivery Pilot.

Table 5: Summary results for the Drug Delivery Pilot

Variables Bivariate OLS/Linear Logit model Difference-in-
of interest/ analysis (Post probability difference model

analysis - pre) model (for

binary variables)

Notifications 0.0013 - - -
CBNAAT 0.10*** 0.12*** onr** 0.04***
FDCs 0.13*** 0.10*** 0.13*** 0.08***
Days without - -4.16 days - -
medication

Counselling 0.03*** 0.02** 0.03*** -0.004
Outcomes 0.02*** 0.01*** 0.01%** -0.03***

*p<0.]; **p<0.05; ***p<0.01
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3.3.2 Service and Drug Delivery pilot [Faridabad]

In this sub-section we present the results for the Service and Drug Delivery pilot.

A) Notification

Figure 11 below shows the number of monthly notifications per 100,000 population for the test
(Faridabad) and control (Gurugram) geographies. We find that Gurugram has a higher number of

notifications for the entire period.

Figure 11: Number of monthly notifications per 100,000 population in Faridabad and Gurugram
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A significant difference is seen between the two with a higher number of average monthly notifications
in Gurugram. This can be attributed to multiple factors such as higher prevalence of TB in Gurugram
or the settlement period for any PPSA in the initial months of operation. The table with average
monthly notifications per 100,000 population in Gurugram and Faridabad is given in appendix 2
table 19.

B) CBNAAT tests
Figure 12 shows the proportion of patients receiving the CBNAAT test in Faridabad and Gurugram.

While the proportion is found to be higher in Gurugram, a sharp rise is seen in the proportion of
patients who receive the CBNAAT test in Faridabad.

Figure 12: Proportion of patients receiving the CBNAAT test in Faridabad and Gurugram

Proportion of patients receiving CBNAAT test

Faridabad

—— Gurgacn

Proportion of patients

T T T T T T
20191 201893 2020q1 202003 2021q1 202193
Quarter of diagnosis

Estimating impact of involving a for-profit organisation on the
quantity, qualityandcostof TBcareinIndiaunderthe PPSAmodel



Results from the bivariate and regression models (Appendix table number 20,21,22) show no
significant difference in the proportion of patients receiving the CBNAAT test between Faridabad and

Gurugram.

According to the programme implementers, there is a settlement period for any PPSA. This settlement
period is for establishing trust and rapport and to set up all functions. This could possibly lead to
making the estimates not accurately comparable. To account for this, we plotted the first three-

quarters of the programme for the Faridabad and Gurugram districts.

Figure 13 shows the proportion of patients receiving CBNAAT tests in the first three-quarters of
operations of PPSA in Faridabad and Gurugram [Faridabad- July 2020 to March 2021 | Gurugram-
January 2019 to September 2019]. We found that the proportion of patients who received CBNAAT

tests is higher in Faridabad as compared to Gurugram.

Figure 13: Proportion of patients receiving the CBNAAT test in Faridabad and Gurugram
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Results from bivariate and regression analysis for patients who are diagnosed during the first three
quarters of operations of the PPSA in Faridabad and Gurugram show significantly higher proportion
of patients (4% logit model) receiving CBNAAT tests in the test geography. Results are presented in
appendix 2 table number 23.

C) Government FDC

Figure 14 shows the proportion of patients receiving the government FDCs in Faridabad and
Gurugram. This proportion is higher (32.7% vs. 21.9%) in Gurugram as compared to Faridabad.
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Figure 14: Proportion of patients receiving government FDCs in Faridabad and Gurugram
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Results from the bivariate and regression analysis (Appendix table number 24,25,26) show a higher
proportion of patients getting government FDCs in Gurugram as compared to Faridabad (32.74% vs.
91.90%).

Taking the settlement period into account and presenting a graph (Figure 15) for the first three-
quarters of the operation. We see that the proportion of patients receiving government FDCs is found
to be higher in Faridabad as compared to Gurugram. However, the two proportions turned out to be

similar by the end of the third quarter.

Figure 15: Proportion of patients receiving government FDCs in the first three quarters of operations

of PPSA in Faridabad and Gurugram
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Although the bivariate analysis showed a significantly higher proportion of patients receiving
government FDCs in the first three quarters of operations (5% higher proportion) in Faridabad, the

result did not remain such in the regression. Results presented in appendix 2 table 27.
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D) Days without medication

In general, the government provides tuberculosis (TB) medication in strips, typically four strips, which
amount to 28 days of medication. We refer to this 28-day period as a cycle for our analysis. Most
TB patients are prescribed medication for six cycles. The analysis for proportion of patients who
completed a specific number of cycles and days without medication is based on the medication data
from JEET and TATA-1mg. This data does not include information on medication purchase if the

patient purchased the medication privately.

We estimated the proportion of patients who completed a specific number of cycles for the patients in
Faridabad and Gurugram. We further bifurcated the patients in Gurugram by their date of diagnosis
into pre and post-period. Post-period is the same as the Service and Drug Delivery pilot period. It is
important to note that we did not have prescription data for all patients. The prescription data was
available for 969 of 2520 (38.4%) patients in Faridabad and only 819 of 1980 (41.3%) of patients

in Gurugram in the same time period. The results are presented in the figure below. We see that a
higher proportion of patients in Faridabad complete their six 28-day medication cycles as compared
to those in Gurugram'’s post-period (27.97% V5.20.27%). However, when comparing it to Gurugram’s

pre-period, we see that a similar proportion of patients complete their six cycles of medication (27.97%

Vs. 27.51%).
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We calculated the mean days without medication for each 28-day cycle for the patients in Faridabad
(onboarded on TATA-Img) and those in Gurugram (JEET) in the same time period. Similar to the
Drug Delivery analysis, we do not present the results for the first cycle as the medicines for the first

cycle is usually picked up at the clinic.

In the second cycle, the mean days without medication were more for the patients in Faridabad (2.10
V5. 1.30). The result is similar for the third and fourth cycles. However, for the fifth and sixth cycles, the
results flip, although the difference is not significant. The table is presented below.
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Table 6: Mean days without medication for every 28-day treatment cycle

JEET - Gurugram(Post- TATA-Img - Faridabad Trest p-value*

period) [Jul'2020 - [Jul'2020 - June'2021]

June’ 2021] [N= 819; [N= 969; 100%]

100%]
# -
2 1.30 (566; 69.10%) 2.10 (687; 70.89%) 0.01
3 0.78 (427; 52.13%) 1.85 (614; 63.36%) 0.00
4 0.34 (326; 39.80%) 2.69 (535; 55.21%) 0.00
5 0.52 (245; 29.91%) 0.31 (461; 47.57%) 0.22
6 0.54 (166; 20.26%) 0.21 (271; 27.96%) 0.5

# Since the patients pick up the first medication from the JEET hub agent themselves, we are
assuming that the delay in the first cycle would be O
*p-values are based on ttest of means [TATA-Img - JEET (post-period)]

E) Counselling

The below graph gives the distribution of the number of counselling sessions received by the patients

in Faridabad and Gurugram. It is interesting to note that in Faridabad where TATA- Img was involved
in counselling and was getting paid on a per counselling basis, all patients received counselling. The
number of counselling sessions received in Gurugram were more spread out. A possible reason for

this could be that patients who were thought to be more in need of counselling by the Treatment
Coordinators were followed-up more than what the protocol suggests, whereas some patients were not

followed-up as frequently.

Figure 16: Proportion of patients ever received counselling in Faridabad and Gurugram
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Figure 17: Distributional plot for number of counsellings received
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F) Outcomes

The patient’s outcome status was evaluated for Faridabad and Gurugram (Appendix table 32). We
see that a significantly higher proportion of patients with treatment outcome successful in Faridabad
(91.60% vs. 80.02%). Regression results also adhere to this and show nearly 12% to 14% higher

proportion of patients with successful treatment outcomes (appendix table 33 and 34).

Figure 18: Proportion of patients with successful treatment outcomes
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While considering the first three quarters of operations of the PPSA in Faridabad and Gurugram, it
was noted that the above results still hold. The proportion of patients whose treatment outcome was
successful was significantly higher in Faridabad as compared to Gurugram (92% vs. 70.2%). Results

from the bivariate and regression analysis are enumerated below in Figure 18 and Appendix table 35).
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Figure 18: Proportion of patients with successful treatment outcomes

Proportion of patients with successful treatment outcome
95

N /\
.85

— Gurgaon
— Faridabad

Proportion of Patients

75

T T T T T
1 1.5 2 2.5 3

Quarter of diagnosis

The summary results for Service and Drug Delivery pilot wherein PPSA services were outsourced to a

third-party agency are presented below.

Table 7: Summary results for the Service and Drug Delivery pilot based on calendar month

Variables of interest/ Bivariate analysis [Test- Linear probability model Logit model
analysis Control]

Notifications 0.06*** . .

CBNAAT 10.004 .0.06** 005
FDCs -0.10*** LO]4%** _014%*
Counselling 0. 48*** 0 46*** 037+
QOutcomes Q.01 0.12*** 0.14***

*p<0.]; **p<0.05; ***p<0.01

Table 8: Summary results for the Service and Drug Delivery pilot based on first three quarters of operations

Variables of interest/ Bivariate analysis [Test- Linear probability model Logit model
analysis Control]

Notifications - - .

CBNAAT 0.07*** 0.04" o
FDCs 0.05*** 0.02 0.02
Counselling -0.95*** L0.07*** 0,03
Qutcomes 0.21*** 0.93*** 0.04***

*p<0.1; **p<0.05; ***p<0.01
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Section 4

Primary Qualitative Data Research

4.1 Introduction

Whilst the quantitative secondary data analysis helps understand "What" is the impact of the pilot on
the uptake and quality of TB care, the qualitative research supports the understanding of the "How"
and "Why" of the impact of the TATA-Img programme. For the qualitative analysis, we conducted in-
depth interviews with the patients, providers, and staff members of JEET and TATA-Img.

4.2 Methodology

4.2.1 Objectives
The objective of the qudlitative research was to understand how and why the TATA-1mg pilots may

have affected the uptake and quality of TB care for private sector patients under the PPSA model.

4.2.2 Research approach

We employed a multiple case study methodology to investigate the barriers and facilitators influencing
TB care uptake and quality in the intervention region compared to the control region. We categorized
the population into control and intervention groups for the primary qualitative study. In this context,
the infervention group comprised patients, providers, and staff engaged with TATA-Img services. This
included patients who availed TATA-1mg services, providers whose patients utilized TATA-Img services,
and the staff involved in providing TATA-1mg services. Conversely, the control group encompassed
patients, providers, and staff who did not engage with TATA-Img. For the Drug Delivery pilot in Surat
and Ahmedabad, defining the intervention and control groups within these areas. For the Service and
Drug Delivery pilot, the intervention group originated from Faridabad, while the control group is from

Gurugram, an adjacent region where JEET 1.0 was already in operation.
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4.2.3 Steps for the qualitative study

Figure 19 shows a graphical representation of the step-by-step process followed for the qualitative part of the
research.

Creating study design including

methodology and sampling technique

Literature review of subject matter
+ expert feedback+ analysis of
secondary data findings

Creation of pre-pilot interview guides
and consent forms

Pilot testing of interviews guides for
each respondent category

Creation of post-pilot interview guides
and consent forms

Data collection through post-pilot
interview guides

Transcription and traslation
of the interviews

Analyzing data through qualitative
content ono|ysis

We initiated the quadlitative study by designing the methodology and finalizing the sampling
technique. After reviewing existing literature and gathering feedback from experts, guided by the
preliminary analysis of secondary programmatic data, we identified possible themes. Subsequently,
we created and piloted interview guides for each respondent category to ensure smooth flow

of questions, assess inferview duration, and gauge respondent comprehension. Post-pilot, we

incorporated insights to develop the final interview guides for data collection.
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We conducted Qualitative Content Analysis (QCA) using a deductive approach. In addition to the
case study tradition, we incorporated insights from literature review and expert interviews to further
synfhesize results. The themes and sub-themes for this research were derived from variables in the

secondary programmatic data analysis, secondary literature review, input from implementors, and

researcher intuition.
To code the qualitative data collected from interviews, we designed a categorization matrix (refer
to Table 9). This matrix indicates the relevant respondent category for each theme and sub-theme

fhrough checkmarks.

Table 9: Categorisation matrix for qualitative study

Themes Sub-themes Test (TATA-1mg) Control (JEET)

TB diag- Initial diagnosis
nosis and and CB-NAAT
testing testing
Medication FDC pre- v v v v
prescrip- scribed by
tion, providers
consump-
tion and
adherence
E-prescriptions v v v v

and medica-
tion consump-
fion

Reminder calls v Vv Vv v N4
for medication
adherence

Doorstep Doorstep v v v
delivery delivery of
of other FDCs- availed
services services and
preferences

Doorstep de- v v v
livery of FDCs-

challenges

Doorstep sam- v v v
ple collection

and report de-

livery- availed

services and

preferences
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Themes Sub-themes Test (TATA-1mg) Control (JEET)

Doorstep sam-
p|e collection
and report
delivery- chal-

lenges
TB coun- Counselling v v v v v v
selling provided on
treatment
adherence by
providers
Nutritional diet v v v v v v
counselling
and patient’s
knowledge
Beliefs and v v v v
perceptions
about pri-
vate sector
TB care
4.2.4 Sampling technique

The research employed purposive sampling to select a total of 131 participants (patients, providers, and
staff) following the approach suggested by Hennink and Kaiser (2022). For a heterogenous sample
set such as this, a sample size of 15 patients, 3-4 staff and 3-4 providers from each intervention and

control location was chosen.

«  Control (JEET): Patients that availed of services under JEET 1.0 with further stratification based on
age and gender.
+ Intervention (TATA-1Img): Patients that availed services under the TATA-Img programme with

further stratification based on age and gender.

For the provider respondent group, we purposively sampled for:

+  Control (JEET): Providers that worked with JEET further stratified based on high and low
notification and % of CBNAAT tests that were recommended.

+ Infervention (TATA-Img): Providers that worked with TATA-Img further stratified based on high
and low notification and % of CBNAAT tests that were recommended.

Lastly, we purposively sampled one staff type enrolled under JEET/TATA-1mg in all four research
geographies. We did so with the goal of obtaining a holistic view of the respondents; hence different
respondent categories were deployed for this research. Since the patients happened to be direct
consumers of various services provided under the TATA-Img programme, the highest number of
patients were selected for this research. Table 10 below describes the bifurcation of participants for

qualitative research.

Estimating impact of involving a for-profit organisation on the
quantity, qualityandcostof TBcareinIndiaunderthe PPSAmodel



Table 10: Bifurcation of respondent category for qualitative research

Participant Surat Surat Ahmedabad Ahmedabad Faridabad Gurugram
category (Intervention) (Control (Intervention) (Control) (Intervention) (Control)
Patients 15 15 15 15 15 15
Providers 3 3 3 3 3 3
Staff (SCT ] ] ] ] 1 ]
Agent)

Staff (Hub ] ] 1

Agent)

Staff 1 1 1

(Treatment

Coordinator)

Staff (Field ] ] ]
Officer)

Staff ] 1 1 ] 1 ]
(Compounder)

Staff (Tele- - - - - ] -

caller)

Staff (Delivery ] - 1 - 1 -
Agent)

4.2.5 Research tools

We gathered data using semi-structured interview guides designed for patients, providers, and TATA-
Img or JEET staff in both the control and intervention groups. These guides were developed through
a comprehensive literature review and expert interviews to pinpoint the crucial areas to be explored
with the stakeholders. Moreover, we integrated insights from the secondary quantitative data analysis
to fine-tune the qualitative guides. All study tools underwent field pilot testing and were subsequently
refined to enhance their ﬂow, comprehension, re|iobi|ify, and opp|icobi|ify for the research. The tools

are provided in the appendix.

4.2.6 Data collection process

We engaged Outline India, an experienced agency in conducting qualitative interviews in the
healthcare sector, for data collection. The process followed a flexible interview protocol supplemented
with follow-up questions, probes, and comments to capture open-ended insights into participants’
knowledge, beliefs, and ideas about the TB delivery system. The interviewer received a guided list of
10-12 questions, allowing for in-depth exploration of key themes. Interviews were conducted in local
languages, Hindi and Guijarati, with translated guides and consent forms vetted by language experts.
Enumerators obtained audio consent before recording interviews, which were then transcribed and

translated into English for analysis. The overseeing researcher also took detailed field notes.
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Each interview lasted 25-35 minutes (except staff interviews, averaging 20 minutes). Patient interviews
focused on TB diagnosis, testing, data, doctor visits, counselling, medication adherence, home
services, and personal beliefs about private sector TB care. Provider interviews delved into diagnosis,
counselling, medication adherence, beliefs, experiences with home services, and personal perceptions
of private sector TB care. Staff interviews centered on roles, incentives, training needs, and personal

beliefs regarding private sector TB care.

The data, securely stored in password-protected laptops, was de-identified for analysis, managed by
the ISB research analyst. Necessary approvals were obtained from the Indian School of Business-
Institutional Review Board (protocol number “ISB-IRB 2022- 2043"), and both original and modified

Institutional Review Board (IRB) approvals are included in the appendix.

4.2.7 Field visit dates and coverage of respondents

The study team made field visits to conduct and monitor qualitative interviews with patients, providers
and staff in Surat and Ahmedabad between 1st March to 17th March 2023. Next, the study team
made field visits in Faridabad and Gurugram between 13th March to 25th March 2023. A total of 131
interviews were conducted across Gujarat and Delhi-National Capital Region (NCR).

4.3 Results

The themes from the above categorization matrix were condensed and the results are presented
under five broad themes: TB diagnosis and testing, medication behavior and delivery, counselling and

treatment adherence, knowledge/awareness about the program, and stigma and taboos.

4.3.1 Drug Delivery pilot

A) TB diagnosis and testing

Under the Drug Delivery pilot, there was no change in the process of sample collection or report
delivery of the CBNAAT tests prescribed by the providers for diagnosis. It was the same as followed
before the pilot under JEET 1.0.

i) Providers

There was no discernible difference in the prescription of the CBNAAT test between healthcare
providers who were engaged with TATA-Img and those who were not. Seven of the 12 providers
reported prescribing the CBNAAT test to their patients. The ones who did not prescribe CBNAAT

stated affordability as an issue for patients or not being involved in the diagnosis process.

“(do not prescribe CBNAAT as) We have poor patients, they are not wealthy”
- -35|M|Control

ii) Patients

We do not see a significant difference in CBNAAT testing uptake behaviour between patients of
intervention and control groups. 56 of the 60 patients got the tests that were prescribed by their
providers. However, in some instances, we did find that the patient denied getting the CBNAAT test
done due to the cost of the test.

"No, | didn’t know (which sample to call it), that's all | had been told, but | had not allowed it.
Sir asked me to do all the samples, but | didn't like it. .. No, it has been told only once, but they

charged Rs 18,000 for it. If we do it at the Civil hospital, we would be charged less. Since | didn't
like it, | didn't give it. | feel that god will save me, and god has indeed saved me.”

- 45|F|Intervention
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“They asked for an x-ray and sputum sample. After diagnosis, they told me that | have TB and |
took a six-mont course. | did what the Dr. told."

- 35|F|Intervention

Patients from both groups expressed differing opinions when asked about their preference for services
like sample collection and report delivery at their doorstep. Some found it helpful, but many preferred
going to hospitals for these tasks. They believed hospitals/labs would have the necessary equipment

for sample collection in case of any issues. Additionally, they valued the ability to consult with a doctor

and receive input on their reports if they collected them from the hospital directly.

iii) Staff

After FOs onboarded the providers, hub agents stationed at the provider's clinics or hospitals played
a crucial role in connecting with both providers and patients. These hub agents not only dispensed
medication but also provided counselling and support to hesitant patients, assisting with sample

collection and stressing the importance of taking medication as prescribed.

"Mostly patients complain that their sputum is not generating and they are not coughing, so we
have to make them see how to do that. Also, most of the time, patients think it is not necessary, so

we have to make them understand why it is so necessary.”

32 | M| Hub agent

B) Medication behaviour and delivery

i) Providers

Under the Drug Delivery pilot in Surat and Ahmedabad, all 12 providers in our sample prescribed
FDCs to their patients and instructed them to collect the medication from either JEET staff or
government centres. However, there was a difference in the follow-up prescription method between
the providers who engaged with TATA-Img and those who did not. The former mentioned sharing
e-prescriptions on WhatsApp, whereas in the latter patients had to follow-up in person. It was observed
that none of the providers had a structured follow-up mechanism, but those in the intervention group

knew that TATA-1mg was reminding patients of their follow-up dates.

"Not over WhatsApp or any online means. There is no online or telemedicine... Nothing like that”
- 47|M|Control

".. JEET foundation (staff) personally call them and ask them if their medicines are finished, and
why they did not take medicine. They call them 5 days before (the next provider visit date).”

- 32|M[Intervention

"No (reminder calls). It is written in my prescription, if it is written for one month then the date of

the next appointment is written below. It is the patient’s responsibility”

- 49|M|Control
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ii) Patients

All 60 patients in our intervention group got FDCs delivered at least once, to their doorstep by
TATA- Img. The patients who availed the doorstep delivery service were either told by the provider or
JEET staff who dispensed the first dosage. Patients in the intervention group preferred government

medicines and delivery as it saved cost.

"..the government person was also sitting there at the hospital. Then he asked us that | will start
these medicines for you, and he started my medicines... Saves money, saves fare, | had such a

condition that | didn't have money for the medicines”

- 45|F|Intevention

However, five patients in the intervention group also reported stopping FDCs and moving to private
medication. This was done largely due to ADRs or other supply-side issues. Sometimes the patients

mentioned getting medicines for more than a month.

Patients who did not avail of the TATA-1mg service were either not told about the doorstep delivery
of medicine or refused to take government medicine. The reasons were primarily distrust in the

government medicine (FDC), and the long waiting time to collect the medicine or ADRs.

“Yes | was told that you can take it from there (government hospital), but | didn't take it ... Who will

go there? | don't have time”

- 50|M|Control

"Yes he told me that if you take treatment from the government, then you will receive, all your
medlicines free of cost for six months. These would be delivered at home. They told us to go to
the government facility, but we refused since we had faith in him. They even enrolled us in the
Government set up and gave all our bank details to them. However, we refused to go there and

instead purchased medicines from the store.”

- 60|F|Control

"Xxx (JEET staff) came from Corporation .... He insisted on all the medicines. | said we don't need
these medicines because whichever medicines we are taking, he would be giving the same. All
our medicines were from a branded company, their medicines were from non-branded, whatever

comes in government quota’.

- 64|F|Control

In addition, patients in the intervention group also received reminder calls prior to their scheduled
provider visit date. Three patients in the control group received reminder call from the JEET staff.

However, it was not uniform across all patients.

*| received calls regularly. Before the end of 1.5 months, they reminded us of the doctor’s visit. | told

them my appointment date etc.”

50|F|Intervention
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“They called me before my medicine stock got over and | collected it from there”

32|M|Control
iii) Staff

With the introduction of TATA-Img's medication delivery service, we were told that there was a
reduction in the hub agent’s workload. This service enabled patients to receive prescribed medication
at their doorstep, eliminating the need to visit the hubs. Nevertheless, field staff remained crucial in
ensuring smooth medication delivery. They aided patients in uploading their prescriptions if needed
and ensured timely delivery. With TATA-Img, hub agents were relieved from the responsibility of

maintaining medication stock, as patients now received it directly.

"After the 1 mg service, the patient visits the doctor and takes the prescription from them. If the
patient is educated then they can WhatsApp the concerned person. However, if the patient is not
educated then with the help of the others, they can send us a prescription photo and we upload it

so that they get their medicine at home.”

29| M|Field Officer

“Earlier, we had to maintain stocks but after TATA- Img came into the project, it was directly sent

by them.”

29|M|Field Officer

TATA-Img delivery agents while delivering medication maintained the privacy of the patient. The
medicine was delivered in discreet packaging and the agents did not tell the neighbours (or anyone

else) about the type of medicine being delivered.

"..vendor gives us packed medicine and we deliver it to the patient, but we only tell them about the

medicine and not the name of the medicine.”

"Some people ask us as to what it is that we bring, so we tell them normally that it is medicine. And

if they ask what medicine is it, then we tell them that we don’t know what is inside the packet.”

43M|TATA-Img Delivery Agent

While Delivery Agents did face challenges such as incomplete addresses, it was resolved and did not

come out as a major issue

C) Treatment adherence
Under the Drug Delivery pilot, there was no change in the counselling of the patients. Treatment

coordinators counselled the patients post their diagnosis as done before the pilot under JEET 1.0.
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i) Providers

We observed that providers from both the intervention and control groups conducted preliminary
counselling of their patients, which centered on educating them about the disease, potential adverse
drug reactions (ADRs), and the importance of adhering to medication. Additionally, providers reported
that JEET staff provided counselling to the patients.

XXX (JEET staff; name not mentioned to maintain anonymity) used to do counselling of

patients)”
M|65|Control

ii) Patients

All patients in both the intervention and control groups received counselling.

"..One person from the AMC came home and explained to me. He guided me on what to take in
food and what not to take ... the doctor could not spend that much time with you, as he has more

patients like us... They asked about our health in the reminder calls many times.”
28|M|Intervention

iii) Staff

The Treatment Coordinators supported the patients throughout their TB treatment. With a follow-up
every 15 days by them followed by regular home visits, patients reached out to the TCs regarding any

problems faced during the treatment. The TCs not only counselled the patients but also the caregivers.

"..use to call patients and go to their home to make them understand all things including what is

TB, what do’s and don'ts to follow, what medicine to take and how to be forewarned about side

effects of medicine.”
".we go to their home for counselling. That is a good time to do family members’ counselling too.”

"Doctors only give medicines but we do their counselling and are in touch with them for long. We

take care of the patient like a family member.”

D) Knowledge/Awareness about the programme
i) Providers

Both intervention and control group providers were well-informed about the JEET program and
expressed positive responses fowards it. It was evident that JEET staff played a crucial role in
establishing relationships with the providers. However, in the control group, two providers were
unaware of TATA-Img, potentially due to being low notifiers or having reservations about sharing

information with a for-profit/private organization. One provider specifically mentioned not receiving

Estimating impact of involving a for-profit organisation on the
quantity, qualityandcostof TBcareinIndiaunderthe PPSAmodel



information about TATA-1Img. Despite some providers being unclear about the distinctions between
the JEET and TATA-Img programs, they still directed their patients to JEET staff for assistance with TB

treatment.

‘| send patients to the JEET Foundation so they cooperate with TATA 1 mg and send medicines

to the patients” ... "The patient who is taking treatment with JEET Foundation has very good
experience since they have very good compliance. Sometimes patients became lazy and that is

when the JEET foundation calls and reminds them to take medicines.”

32|M|Intervention

"We do not give the data of private individuals in this way. Instead, we directly give all the details
to JEET staff”

2|M|Control

‘I have TB patients coming there, no doubt, but only twice monthly, once in two months, once in

three months, that. Hardly four or five patients a year.”

45|M|Control
E) Stigma and Taboo

i) Patients

Both groups of patients exhibited prevalent taboos and stigma regarding the disease. This influenced
some patients to choose hospital visits for sample collection and report collection. While most patients
were comfortable with their Fomi|y members knowing about their TB status, some kepf it hidden from

neighbors and relatives due to fears of isolation and social distancing.

This situation could potentially lead to patients avoiding doorstep services, which may result in delays

in treatment initiation or lapses in adherence.

" because fhey will start fo/king about anyfhing, itis good to hide and take medicine on time
otherwise people will start making their distance from you. | have a female infant who is about 3-4

months old. | met her after a year so that she might not get affected.”
33|M|Control

*If they come here, the watchman asks us and 2-3 people would know us. Everyone has different
nature. As | had this disease, people started staying away from me. Even if it is a normal fever,
people get away from you. So, it is better if it is at the hospital, so it remains hidden. Our disease

will go away, but people would be afraid of us as we have this disease.”

40|F|Intervention
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4.3.2 Service and Drug Delivery pilot

A) TB diagnosis and testing

Our result showed that the providers in our sample from Faridabad (test) had limited to no knowledge
of either the TATA-Img or JEET programme.

i) Providers

Due to their lack of knowledge about the programme, providers in Faridabad behaved differently
from those in Gurugram with regard to CBNAAT prescription. Providers in Faridabad did not prescribe
CBNAAT to all patients and cited affordability and accessibility as issues. In contrast, providers in
Gurugram prescribed CBNAAT to their patients.

4.3.2 Service and Drug Delivery pilot

".we initially conduct GeneXpert test and other tests and find the current situation from there and

start the treatment if the person is producing sputum.”

M|(age not stated)| Gurgaon
ii) Patients

We found mixed responses about the patients being prescribed CBNAAT test in both the intervention
and control groups. While three patients of the 15 in the intervention group and four of 15 in the control
group were prescribed CBNAAT tests, others were not. None of the patients in our sample denied
getting CBNAAT test after being prescribed by the provider.

“No, sputum testing was not done.”
25|M|Control

The majority of patients from both the intervention and control groups favored visiting the hospi’ro| for
sample testing and report collection. They cited several reasons for this preference. Patients believed
that hospitals/labs would offer superior facilities for sample collection, along with the presence of
qualified medical professionals. Additionally, there were concerns about the potential risk of other
family members contracting the infection during home sample collection. Furthermore, five patients of

30 expressed apprehension about facing social stigma.

"..there are lots of things in a lab or hospital. We don't have all the facilities at home. It's good

when we go to a health facility.”
22|F|Intervention

"..at home there is a problem, that my family is there and if anyone gets an infection we will all be

in trouble. We prefer the clinic so that others are not exposed to risk of infection and sickness.”

33|M|Control
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Similarly, most patients preferred going to collect the report as it would give them a chance to consult

with the doctor and understand their report.

" because we will have to show the reports to the doctor.”
25|M|Control

"Being illiterate, | cannot understand what is written in the report. To get proper consultation from

the doctor, | have to go to the hospital.”

45|F|Intervention

B) Medication behaviour and delivery

i) Providers
Providers in Faridabad mentioned prescribing loose drugs to patients, while those in Gurugram did not
exclusively mention FDCs. Instead, they mentioned drugs being dispensed by JEET staff. We did not

find any structured follow-up mechanism, such as reminder calls made by the provider.

"..we used to send the patients to her (JEET staff) and she used to provide medicines as well."

43|F|Gurgaon
ii) Patients
We found that the take-up of doorstep drug delivery service provided by TATA-1mg received mixed
responses from patients in the intervention group. While five patients availed of the service and
continued getting medication throughout their tfreatment period, some patients either discontinued the
delivery and thereby FDCs due to ADRs or did not opt for it due to stigma around TB.

"..those medicines make me restless and anxious... Don't know...Half the medicines are kept in the
box ...I didn't take them.”

37|F|Intervention

‘it was an issue, people would talk. Neighbours and others would ask why they (Delivery Agents)

were coming and what had happened.”
22|F|Intervention

"Medicine was delivered at home so that was not a concern. | had ordered there and went for a

checkup today and on the third day, the medicines were delivered at home.”

35|M|Intervention

Among patients in the control group, we found that most of them took government FDC through a
hub agent. Either the hub agent was stationed at their provider's clinic or the hub agent travelled to

other provider's clinic to dispense the medication. Furthermore, the hub agent dispensed two months
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medication in case the patients requested. Along with the prescription, patients also showed empty

medication wrappers before getting a fresh batch of medicines.

"She actually used to sit in the hospital itself. She was from the government but was sitting there.”

32|F|Control

"..l used to take a ticket at 9 o'clock for the doctor’s but then used to wait till about 2 pm. He used
to give medicine for my other ailments for which treatment was going on (diabetes and thyroid).

Then madam used to come and medicines were given.

45|F|Control

".. The wrapper of the medicines, | showed to them and told them that it has been one month

since | have been taking and my empty wrappers are testimony to my adherence.”

49|M|Control
C) Counselling and Treatment adherence

i) Providers
All providers mentioned counselling patients on the disease, adherence, and ADRs. Providers in

Gurugram also reported that patients received counselling from JEET staff.

"We also provide counselling. If we have no time, there are coordinators in Gurgaon who do that.”

43|F

ii) Patients
Most of the patients in our control group received counselling from JEET staff. The counselling was not
just focused on do’s and don'ts but also reinforced the importance of drug adherence. If needed, the

TCs themselves carried the patient’s medicines during home visits.

‘At home, ma'am used to come only once or twice when it was starting, as part of their
observation, otherwise we had to go there mostly. At the beginning, when my condition was very

bad, | could not go, then medicines came once or twice."

32|F|Control

‘About this, | was told to take medicines proper/y for six months and not miss a sing/e dose in

between and whatever diet plan you have ensure that fast food and oily food are not consumed.

Cold and hot also has to be avoided.”

25|M|Control

Contrary to this, only three patients of the 15 from our sample in the intervention group received
counselling from a TC. Some patients received reminder calls but most relied on the provider to get

information about TB.
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"He used to give slips and explain something. However, | would not remember and forget half the

things...nobody did anything or visited us.”
22|F|Intervention

“They said to take the medicine in the morningand would call and remind me to take it. They

would also advice me on my diet.”

23|F|Intervention

"Someone on your behalf came to meet once in between and guided me on what all to eat and

avoid and also the importance of having a balanced diet.”

24|M|Intervention

The above responses show that while patients in the control group were made aware about the
disease, ADRs, and others, patients in the intervention group were counselled about the disease or
treatment. We noted that this lack of counselling could affect medication adherence among patients in

the intervention group.

iii) Staff
The TCs in control group not only provided counselling to patients but also to caregivers, encouraging
them to get tested for TB if they showed any symptoms. Furthermore, the TCs facilitated patients’

access to medication even when the patient would travel outside of their area of residence.

"..we visit their home and meet them at their house....Or if they (household members) have any

symptoms, we counsel them to visit doctors.”

24|F|Treatment Coordinator| Control

"... If they want to go somewhere, they should keep the medicines with them. And if they want to
go to their village for say two months, we will provide medicine for that period too so that they

won't skip any medicine.”
24|F|Treatment Coordinator| Intervention
In Faridabad (test), unlike in other locations, there were no field staff apart from FOs. Instead, TATA-
Img tele-callers collaborated with compounders to provide services such as sample collection, report

delivery, and medication delivery directly to the patients” doorstep. Our study found that both the tele-

caller and compounder were aware of the process.

"..It was uploaded through Google forms which we used to fill with all the details following which
the staff (TATA-Img staff) used to enter them in the Nikshay (portal)..”

53|M|Compounder|Intervention
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According to the model, compounders were meant to receive incentives for their assistance. However,
the compounder in our sample denied receiving any incentives, and we were unable to confirm this

information with others.

"No (incentive) only the salary.”
53|M|Compounder|Intervention
D) Knowledge/Awareness about the programme

i) Providers

Providers in Faridabad had limited knowledge or awareness about the programme. However, those in
Gurugram had better knowledge and awareness of the JEET programme and this was in some ways
similar to the situation in Gujarat. Here, JEET staff played a crucial role in Gurugram, and providers

were familiar with the Hub Agents who were stationed at the clinic or hospital.

".. The follow-up that JEET does is, to check whether the patient is taking medicine or not. Other
clinical follow-ups are done by us. ...." But we strongly recommend that this JEET initiative by the
government should be back in private to streamline things for us. We are doing our jobs, however,
when JEET was there it was very helpful. We had a girl from JEET sitting here for a long time, she

was very helpful”.

- 43|F|Gurgaon
E) Stigma and Taboo

i) Patients
Patients from both the intervention and control groups were comfortable with sharing their TB status
with their family but were hesitant to speak with others about it. One patient from the control group

was afraid of losing his job if his employers found out that he was suffering from TB.

Some patients were worried that they would be isolated and people would be afraid of coming near

them.

*| did not inform them because if we did, they would distance themselves from me.”

25|M|Control

"Yes, people shouldn't know | had TB because some of them have misconceptions about ithe
disease. Like, we cannot talk to H’lem, we cannot meet peop/e and because of fhof, [ have missed

my college for a long time. Unless and until | am well, | won't go to college.”

21|F|Intervention

"..fear is that he had TB. Do not go near him. Don't do this, don't do that. This is wrong... this is not
untouchability.”

60|M|Intervention
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The summary of the qualitative insights are presented below.

Drug Delivery Pilot

Providers working with TATA-Img shared follow-up e-prescriptions with patients, streamlining
medication delivery to their doorstep. Moreover, patients using this service received reminder calls
before their scheduled provider visit, potentially reducing the days without medication. The existing
JEET staff played a crucial role in building trust and maintaining relationships with both providers
and patients. While patients were comfortable sharing their TB status with family members after
counseling, they hesitated to do so with neighbors due to fear of isolation. Addressing this stigma
through counseling could greatly benefit patients. Patients who utilized the TATA-1mg service felt
at ease with doorstep medication delivery. TATA-Img delivery agents prioritized patient privacy,
delivering medication in discreet packaging without disclosing the type of medicine to neighbors or

anyone e|se.

Service and Drug Delivery Pilot

In the Service and Drug Delivery pilot, we identified a lack of awareness about the program
among both providers and patients, indicating a need for improved engagement. This gap may be
attributed to the absence of on-field JEET staff. In this model, compounders played a crucial role in
connecting patients with TATA-Img and were incentivized for their efforts. However, in our sample,
one compounder reported not receiving any incentives. The assumption that tele-counselling would
be as effective as in-person counseling, and therefore having only one treatment coordinator along
with a tele-counselor, did not prove effective in this model. As a result, many patients did not receive
counseling. Additionally, the stigma and taboo surrounding TB caused more patients to be hesitant

about using doorstep services like sample collection or report delivery.
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Section 5

Costing

Service and drug
delivery pilot, the
compounders at the
provider’s clinics,
instead of Hub Agents
hired by JEET, were
incentivised to notify
the patient on the
government's Nikshay
platform and share
consented patient
details with TATA-Img
staff. Additionally,
under the pilot,

the Treatment
Coordinator was

a TATA-Img staff,
although s/he was
trained by the JEET

team.

5.1 Introduction

We estimated the per-case cost of delivering TB care and services for the Drug Delivery and the
Service and Drug Delivery pilots vis-a-vis the existing JEET model (JEET 1.0). The methodology and

analysis results are presented in the following sections.

5.2 Methodology
5.2.1 Data and method

A retrospective activity-based costing (ABC) approach was used to estimate the cost per case for the
three models (two pilots and the existing JEET model). The time period for the analysis of these models
was January 2019 to June 2020 (JEET 1.0); July 2020 to June 2022 (Drug Delivery model), and July
2020 to June 2022 (Service and Drug Delivery model).

Activities undertaken by each cadre of staff under all the models were identified through literature and
discussions with the WJCF team. A skeleton of the costing tool was created with certain programmatic
cost categories based on these activities. This was followed by an in-depth discussion with on-ground
individuals involved to understand ‘how’ the activities were conducted. Based on this understanding,

a common cost structure across three models, comprising fixed and variable cost components was
developed (details in Table 12). The final costing tools used to conduct the interviews are given in the

appendix of the report.
5.2.2 Data collection and analysis

We conducted online primary interviews with staff involved in the three models to understand the costs
associated with various activities. These costs were categorized as fixed or variable. For variable costs,
we identified a cost driver - the factor influencing changes in cost based on the level of activities. We
grouped these costs into different categories. The inferviews aimed to estimate the expenses within
these defined categories and sub-categories and were recorded. Additionally, we extracted expenses
from the budgets provided by the WJCF team for the two pilots and the JEET expenditure sheet.

The information detailing cost categories (including sub-categories) and their respective sources is

presented in Table 12.
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Table 12: Cost categories and sources of data

Cost category Type of Cost driver
cost

Activity

General and
Administrative

Training of
Field Staff

Engagement of
Providers

Training of
Providers
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Personnel

involved

All National

Programme

Management
Units (NPMU)
and State
Programme
Management
Unit (SPMU)

personnel

Travel to
study site by
managerial
staff

TATA-Img

person I’1€|

Trainings and
review of Field
officers

Training and
review of SCT
Agents

Field Officers

Field Officers,
Operations
Manager,
Providers

Admin JEET:
NPMU,
SPMU

Travel cost

Admin JEET:
Others

ICT cost

Admin TATA-
Img

Training and
sensitisation

Engagement
cost

Training and
sensitisation

Fixed

Fixed

Fixed

Fixed

Variable

Variable

Variable

Variable

Variable

Number Of

patients

Number
of Field
Officers ->
Number of

providers

Number
of SCT
Agents ->
Number of

patients

Number
of Field
Officer ->
Number of

Providers

Number Of

Providers

Source

[nterviews,
expenditure
sheet
budgef
documents

[nterviews,
expenditure
sheet

[nterviews,
expenditure
sheet

Interview,
expenditure
sheet



Activity

Notification

Sample
collection

Drug Delivery

Counselling

Treatment
completion

(under SDD)

Personnel
involved

Hub Agents,

Compounder

SCT Agents,
TATA-Img

TATA-Img

Treatment
Coordinators,

TATA-Img

Compounder

Cost category

Incentive to
Compounder

Sample
collection cost

Drug delivery
cost

Counselling
cost

[ncentive to
Compounder

Type of
cost

Variable

Variable

Variable

Variable

Variable

Cost driver

Number of

patients

Number of

patients

Number of

patients

Number Of

patients

Number Of

patients

Source

Expenditure
sheet
budget
document

Expenditure
sheet,
budget
document

Budget
document

Expenditure
sheet
budget
document

Budget
document

To estimate the costs under various cost categories, interviews were conducted with staff members involved

in the three models. These costs were also cross-referenced using the budgets and expenditure sheet. The

sampling details are provided in Table 25.

Table 13: Sample size for the costing exercise

Respondent

category

Drug delivery

Service and drug

delivery

Programme

Manager

State PPM Lead

Finance Lead
Field Officer
Hub Agent

SCT Agent

Treatment

Coordinator

Total

NA
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5.2.3 Analysis

We carried out three types of analysis:

«  Analysis on the current status: A per-case cost was estimated at the current level of engagement
and uptake of services, under the three models in their respective geographies during the time of
implementation.

«  Counterfactual analysis: A per-case cost if a particular model is implemented in another
geography.

+  Marginal analysis: An estimate was made on a per-case cost in case the models are scaled to

geographies with different populations.

5.3 Results

5.3.1 Current per-case cost
To arrive at this cost, we made certain assumptions. These assumptions were verified with the
implementation team for their accuracy and are same across all models. The assumptions are listed

be|ow:

. Time allocation: The time allocation of the staff at the national level i.e., at the National
Programme Management Unit (NPMU) was equal across the different geographies under JEET
1.0 (3.5% per geography).

+ Personnel cost: The number of personnel employed and the salaries of both the managerial and
field staff were taken as budgeted under the JEET 1.0 model, as there was no change in the
number and salaries under the pilots.

«  Travel Cost: The travel cost incurred by the managerial staff (airfare, boarding and lodging, F&B,

and local travel), was allocated equally to each geography.

This was done after discussing with implementers as JEET 1.0 expense sheet did not contain
expenditure on travel by geography. The budgeted allowances to field personnel (allowances paid
to FOs, Hub Agents, SCT Agents, and Treatment Coordinators) were used for the estimation as
implementers believe that there wasn't significant difference between the budgeted and actual

O”OWOHC@.

Table 26 shows the per-case cost for the three models in their respective geographies and time periods
the level of engagement and uptake of services in that period. The cost is further divided under various

programmatic cost categories.

Table 26: Cost per case for the three PPSA models in their respective geography and time periods.

Cost Sub-category Cost per case (JEET Cost per case (Drug Cost per case (Service
category 1.0) Surat and Delivery Model) Surat and Drug Delivery
Ahmedabad [January and Ahmedabad [July Model) Faridabad [July
2019 to June 2020] 2020 to June 2022] 2020 to June 2022]
Total cost - 3222 4513 3872
Admin: JEET NPMU 992 (3%) 151 (3%) 427 (12%)
Personnel
SPMU 193 (6%) 265 (6%) 104 (3%)
SR 134 (4%) 184 (4%) NA
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Cost

category

Admin: JEET

others

Admin:
TATA-Img

Admin:
TATA-Img

Field

person I’1€|

Training

Sample

collection

Drug delivery

Counselling

Compounder

incentive

Sub-category

Travel
Maintenance

Maintenance

(SR)
ICT

Personnel

Maintenance

Field Officers

Hub Agents

SCT Agents

Treatment

Coordinator
Field Staff
Providers

Allowance to

SCT Agents
TATA-Img
TATA-Img

Allowance to

TC
TATA-Img

TATA-Img

Cost per case (JEET
1.0) Surat and

Ahmedabad [January
2019 to June 2020]

83 (3%)
106 (3%)

19 (1%)

66 (2%)

NA

NA

310 (10%)

1048 (33%)

177 (5%)

811 (25%)

5(0.2%)
39 (1%)

41 (1%)

NA
NA

105 (3%)

NA
NA

NA

Cost per case (Drug
Delivery Model) Surat
and Ahmedabad [July
2020 to June 2022]

453 (10%)
146 (3%)

27 (1%)

68 (1%)

18 (3%)

30 (1%)

358 (8%)

1128 (25%)
215 (5%)

1050 (23%)

7 (0.1%)
43 (1%)

50 (1%)

NA
131 (3%)

136 (3%)

NA
NA

NA
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Cost per case (Service
and Drug Delivery
Model) Faridabad [July
2020 to June 2022]

308 (8%)
219 (6%)

NA

9259 (7%)

664 (19%)

310 (9%)

477 (14%)

NA
NA

NA

NA
20 (1%)

NA

37 (1%)
204 (6%)

NA

691 (20%)
100 (3%)

59 (2%)
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The estimated per-case cost for the JEET 1.0 operations in Ahmedabad and Surat was Rs.3222. The
table shows that more than 70% of the per-case cost can be attributed to the field personnel (FOs,
Hub Agents, SCT Agents, and Treatment Coordinators) employed under the JEET 1.0 model.

Table 13 shows the per-case cost for the drug delivery operations in Surat and Ahmedabad from July
2020 to July 2022 (24 months) at the level of engagement and uptake of services prevalent in that
period. The cost has been further bifurcated under various programmatic cost categories. The per-case
for the drug delivery model in the aforementioned period was calculated as Rs.4513. It was found that
nearly 65% of the total cost could be ascribed to the field personnel. Through the interviews, it was
noted that nine months into the drug delivery pilot, the field staff was optimised.

Under the Drug Delivery model, the costs paid to TATA-1mg for their services were also incurred.
These TATA-1Img costs amounted to nearly 7% of the total cost. Apart from this, a higher per-case cost
was attributed to a multitude of factors. These included, case notifications being less in this period as
compared to the JEET 1.0 period driving the per-case cost up as well as the different time periods (24
months and 18 months) that drove the overall staff cost for the programme (despite the percentage

remaining the same).

The per-case cost for the service and drug delivery pilot in Faridabad for the aforementioned time
period was Rs.3872. It was estimated that nearly 60% of this cost could be ascribed to the charges
paid to TATA-Img for their services.

However these costs are not comparable due to the differences in scale and nature of the models.
Hence, we also did a counterfactual analysis. To make these costs comparable, we conducted a

counterfactual analysis

5.3.2 Counterfactual analysis

Table 14 shows the counterfactual results i.e., how the per-case cost would vary if all three models
were applied to Surat and Ahmedabad from July 2020 to July 2021. This was the chosen geography
for the Drug Delivery pilot and the time period of the pilot. To arrive at this cost, we made certain
assumptions. These assumptions were verified with the implementation team for their correctness and

are same across all models. The assumptions are listed below:

. Time allocation: The time allocation of the staff at the national level i.e., at the National
Programme Management Unit (NPMU) was equal across the different geographies under JEET
1.0 (3.5% per geography, taking Delhi as one geography).

«  Personnel cost: The number of personnel employed and the salaries of both the managerial and
field staff were taken as budgeted under the JEET 1.0 model, as there was no change in the
number and salaries under the pilots.

« Travel cost : We allocated the total expenditure under travel equally to each geography. This was
done after discussing with the implementers as JEET 1.0 expense sheet did not contain expenditure
on travel by geography.

+  The budgeted allowances to field personnel (allowances paid to FOs, Hub Agents, SCT Agents,
and Treatment Coordinators) were used for the estimation as implementers believe that there was

no significant difference between the budgeted and actual allowance.
In addition to the above assumptions, for the counterfactuals, we assume:

«  The administrative charges paid to TATA-Img for the services provided would vary proportionately

to the number of patients.
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+ The number of field personne| would vary proporﬁonofe|y with their respective cost drivers. For
example, the number of FOs would vary proportionately with the number of providers, while the
other field personnel (SCT Agents, Hub Agents, TCs) would vary proportionately with the number
of patients.

+  The uptake of services (such as drug delivery, and sample collection under the SDD) would vary
proportionately with the number of patients. For example, we assume that the same proportion of
patients would avail the offered TATA-1mg services for the counterfactuals. The total number of

patients, however, would vary.

For the estimation of per-case cost for Surat and Ahmedabad counterfactuals, the number of patients/

case noftifications considered would be those of Surat and Ahmedabad in the period of interest.

The administrative cost such as maintenance (office and facility upkeep) would remain the same across
the two models (JEET and drug delivery) for the same geography. However, under the SDD model,
since there isn't any SR partner required due to the nature of the pilot, the SR partner’s facility and
upkeep cost would be removed. From the implementing team it was confirmed that this optimisation
was not due to the drug delivery pilot but other programmatic factors. Hence, for calculation of

counterfactual, the pre- optimisation numbers were used.

The below table gives an overview of how the various cost categories differ by geography and the
nature of the pilot. For the Drug Delivery pilot of Surat and Ahmedabad, counterfactuals (JEET1.0
and service and drug delivery) are calculated. It is assumed that cost categories such as ‘Admin
JEET personnel and travel’ would not vary with the nature of the pilot, but with the geography it is
implemented in. Since the counterfactuals are calculated for the same geography where the Drug
Delivery pilot is implemented, these costs would remain the same as those in the Drug Delivery pilot

(ocfuct|s).

Table 14: Overview of counterfactual estimates for Surat and Ahmedabad with assumptions.

Cost category Sub-category Drug Delivery JEET1.0 Service and Assumption

(Actuals) drug delivery
Admin: JEET NPMU DD DD DD The managerial cost of
personnel NPMU is not dependent

on the nature of the pi|of
but on the geography of
implementation. Thus, the
managerial staff expenses
would remain the same,

irrespective of the pilot.

SPMU DD DD SDD

SR Partner DD DD SDD The SR partner in the
geography depends on the
nature of the pilot i.e. ,under
the SDD pilot, SR partner
is not required as TATA-
Img manages most of the

activities
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Cost category Sub-category Drug Delivery Service and Assumption

(Actuals) drug delivery

Admin: JEET Travel DD DD DD The travel cost incurred
others by the managerial staff
is not dependent on the
nature of the pilot but
on the geography of
implementation. Thus, the
travel cost would remain the

same irrespective of the pilot

Maintenance DD DD DD - SR cost The maintenance cost i.e.,
cost for facility and upkeep
would remain the same,
irrespective of the pilot.
However, in the absence of
SR partner under the SDD,
that counterfactual would
not include the SR partner’s

maintenance cost

ICT DD DD DD-SR cost The ICT cost incurred is
not dependent on the
nature of the pilot but
on the geography of
implementation. Thus, it
would remain the same,
irrespective of the pilot.
However, in the absence of
SR partner under the SDD,
that counterfactual would not
include the SR partner’s ICT

cost

Admin: TATA- Personne DD NA SDD cost
Img proportional
to the number

of notifications

in DD
Admin: TATA- Maintenance DD NA SDD cost
Img proportional

to the number

of notifications

in DD
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Cost category

Sub-category

Drug Delivery
(Actuals)

JEET1.0

Service and Assumption

drug delivery

Field personnel

Training

Sample

collection

Drug delivery

Field Officers

Hub Agents

SCT Agents

Treatment

Coordinator

Field Staff

Providers

Allowance to

SCT Agents

TATA-Img

TATA-Img

DD

DD

DD

DD

DD

DD

DD

Proportional
to number of

providers in

DD

Proportional
to number of
patients in DD

Proportional
to number of
patients in DD

Proportional
to number of
patients in DD

DD

DD

Proportional

to number of
SCT Agents in
DD

NA

Proportional
to number of
patients in DD
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Proportional to

number O{:

providers in

DD

NA

NA

NA

DD Training of the field staff and
providers is not dependent on

the nature of the pi|of
DD

NA

SDD cost
proportional
to the number

of notifications

in DD

SDD cost
proportional
to the number

of notifications

in DD
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Cost category Sub-category Drug Delivery JEET1.0 Service and Assumption

(Actuals) drug delivery

Counselling Allowance to DD Proportional NA
TC to number of
patients in DD

NA

TATA-Img NA SDD cost
proportional
to the number

of notifications

in DD

Compounder TATA-Img DD NA SDD cost
incentive proportional
to the number

of notifications

in DD

DD NA SDD cost
proportional
to the number

of notifications

in DD

The below table gives the per-case cost of all the models if applied to Surat and Ahmedabad in the
drug delivery pilot duration.

Table 15: Cost per case of all three models applied to Surat and Ahmedabad in the drug delivery
time period (July 2020 to July 2022)

Cost category Sub-category Activity Cost per Cost per case Cost per
case (in (in INR) DD case (in
INR) INR) SDD
JEETI1.O (actuals)
Total cost - - 4230 4513 3652
Admin: JEET NPMU Administrative 127 (3%) 151 (3%) 127 (3%)
Personnel
SPMU Administrative 265 (6%) 265 (6%) 16 (1%)
SR Administrative 184 (4%) 184 (4%) NA
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Cost category

Admin: JEET

others

Admin: TATA-

Img

Admin: TATA-

Img

Field
personnel

Training

Sample

collection

Drug delivery

Sub-category

Travel

Maintenance

Maintenance

(SR)
ICT

Personnel

Maintenance

Field
Officers

Hub Agents

SCT Agents

Treatment

Coordinator
Field Staff
Providers

Allowance to

SCT Agents

TATA-Img

TATA-Img

Activity

Administrative

Administrative

Engagement with

providers

Notification, drug

dispensation

Sample collection

Counselling

Sample collection

Drug delivery

Cost per

case (in
INR)
JEETIL.O

453 (10%)
146 (3%)

27 (0.6%)

68 (1%)

NA

NA

358 (8%)

1128 (27%)
215% (5%)

1050 (25%)

7 (0.2%)

43 (1%)

50 (1%)
NA

NA

Cost per case

(in INR) DD

(ocfu0|s)

453 (10%)
146 (3%)

27 (1%)

68 (1%)

118 (3%)

30 (1%)

358 (8%)

1128 (25%)
215 (5%)

1050 (23%)

7 (0.1%)

43 (1%)

50 (1%)
NA

131 (3%)

Cost per

case (in
INR) SDD
499
(11.8%)
168 (5%)

NA

54 (1%)

664 (18%)

310 (9%)

779(21%)

NA
NA

NA

NA

43 (1%)

NA
37 (1%)

204 (6%)
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Cost category Sub-category Activity Cost per Cost per case Cost per

case (in (in INR) DD case (in
INR) INR) SDD
JEET1.0 (actuals)
Counselling Allowance fo Counselling 136 (3%) 136 (3%) NA
TC
Compounder
e TATA-Img NA NA 691 (19%)
TATA-1mg Notifications NA NA 100 (3%)
Treatment
completion-
notification
NA NA 59 (2%)

The above results showed that if the Service and Drug Delivery model was implemented in Surat
and Ahmedabad instead of the Drug Delivery model, the per-case cost was Rs. 3652, followed by
the JEET 1.0 cost of Rs. 4230. The lower cost under SDD can be attributed to the absence of field
personnel in the Service and Drug Delivery model who were salaried employees of JEET under the
JEET 1.0 and Drug Delivery models. Under the Drug Delivery and JEET 1.0 models, these field
personnel contributed to more than 50% of the per case cost. Even with the services of these field
personnel, such as the SCT Agent and Treatment Coordinators being outsourced to TATA-Img, the

per-case cost was considerably less.

Table 16 shows counterfactual results for the Faridabad pilot. This relates to how the cost per case
would vary if all three models are applied to Faridabad from July 2020 to July 2021 which is the

Service and Drug Delivery pilot geography and time period. The assumptions remain same as those

for Surat and Ahmedabad.
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Table 16: Overview of counterfactual estimates for Faridabad with assumptions

Cost Sub-category JEET1.0 Drug delivery Service and Assumption
category drug delivery
(Actuals)
Admin: JEET NPMU SDD SDD SDD The managerial cost of NPMU
Personnel is not dependent on the nature

of the pilot but on the geography
of implementation. Thus, the
managerial staff expenses would
remain the same irrespective of the

pilot.
SPMU SDD SDD SDD

SR DD DD NA There was no other SR partner than
TATA-Img under the SDD pilot due
to the nature of the pilot. However,
for DD and JEET1.0 operations, SR
partner would be there. For ease of
calculation, SR partner cost under
the DD pilot is accounted as the

time period of operations remains

the same under DD and SDD

Admin: JEET Travel SDD SDD SDD The travel cost incurred by the

others managerial staff is not dependent
on the nature of the pilot but on
the geography of implementation.
Thus, the travel cost would remain

the same irrespective of the pilot

Maintenance SDD SDD SDD The maintenance cost i.e. cost for
facility and upkeep would remain
the same, irrespective of the pilot.
However, in the presence of SR
partner under the DD and JEET,
the counterfactuals would include

the SR partner’s maintenance cost

Maintenance DD DD NA
(SR)

ICT SDD +SR SDD +SR SDD The ICT cost incurred under the
JEET and DD models would
include the ICT cost for SR partner

as well
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Cost

category

Admin:
TATA- Img

Admin:
TATA- Img

Field

personne|

Cost

category

Training

Sample

collection
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Sub-category

Personne

Maintenance

Field Officers

Hub Agents

SCT Agen’rs

Treatment

Coordinator

Sub-category

Field Staff

Providers

Allowance to

SCT Agents

TATA-Img

JEET1.0

NA

NA

Proportional
to number of

providers in

SDD

Proportional
to number of

patients in

SDD

Proportional
to number of

patients in

SDD

Proportional
to number of

patients in

SDD

JEET1.0

SDD

SDD

Proportional to

number of SCT
agents in SDD

NA

Drug delivery

Proportional
to number of

patients

Proportional
to number of

patients

Proportional
to number of

providers in

SDD

Proportional
to number of

patients in

SDD

Proportional
to number of

patients in

SDD

Proportional
to number of

patients in

SDD

Drug delivery

SDD

SDD

Proportional

to number of

SCT agents

NA

Service and

drug delivery
(Actuals)

SDD

SDD

SDD

NA

NA

NA

Service and

drug delivery
(Actuals)

SDD

SDD

NA

SDD

Assumption

Assumption

Training of the field staff and
providers is not dependent on
the nature of the pilot



Cost Sub-category JEET 1.0 Drug delivery Service and
category drug delivery
(Actuals)
Drug TATA-Img NA DD cost SDD
o|e|ivery propor’rioncﬂ
to number of
patients in
SDD
Counselling Allowance to Proportional Proportional NA
TC to number of to number of
patients in patients in
SDD SDD
NA
TATA-Img NA SDD
Compounder TATA-Img NA NA SDD
incentive
NA NA SDD

Assumption

Table 17: Per-case cost in case all three models get applied to Faridabad in the Service and Drug Delivery time-period

Cost category

Total cost

Admin: JEET

Personnel

Admin: JEET others

Admin: TATA- Img

Sub-category

NPMU

SPMU

SR

Travel
Maintenance
Maintenance (SR)
ICT

Personnel

Activity

Administrative
Administrative
Administrative

Administrative

Administrative

Cost per
case (in INR)
JEET1.0

6091

497 (7%)
243 (4%)
868 (15%)
308 (5.1%)
219 (4%)
180 (3%)
344 (6%)

NA

Estimating impact of involving a for-profit organisation on the

Cost per
case (in
INR) DD
6450
504 (8%)
043 (4%)
868 (14%)
308 (4.8%)
919 (4%)
180 (3%)
344 (6%)

118 (2%)

Cost per case (in

INR) SDD

(actuals)

3872

497 (12%)
104 (3%)
NA

308 (8%)
219 (6%)
NA

252 (7%)

664 (19%)
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Cost category

Admin: TATA- Img

Field personnel

Training

Sample collection

Drug delivery

Counselling

Compounder
incentive

Sub-category

Maintenance

Field Officers

Hub Agents

SCT Agents

Treatment

Coordinator

Field Staff
Providers

Allowance to SCT
Agents

TATA-Img
TATA-Img
Allowance to TC
TATA-1mg

TATA-1mg

Activity

Engagement
with providers

Notification, drug

dispensation
Sample collection

Counselling

Sample collection

Drug delivery

Counselling

Notifications

Treatment
completion-
notification

Estimating impact of involving a for-profit organisation on the
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Cost per
case (in INR)
JEETI.O

NA

477 (8%)

1458 (25%)

297 (5%)

1205 (21%)

69 (1%)
NA

NA

156 (3%)
NA

NA

NA

Cost per

case (in

INR) DD

30 (0.4%)

477 (8%)

1458 (24%)

297 (5%)

1205 (20%)
8 (0.1%)

14 (0.02)

69 (1%)
NA

133 (2%)
156 (3%)
NA

NA

NA

Cost per case (in

INR) SDD

(ocfuo|s)

310 (9%)

477 (14%)

NA

NA

NA
NA

20 (1%)

NA

37 (1%)
204 (6%)
NA

691 (20%)

100 (3%)

59 (2%)



The above results showed that the Service and Drug Delivery model implemented in Faridabad had

the least per-case cost (Rs 3,872) as compared to a scenario where the drug delivery or JEET 1.0 was

implemented in the same geography for the same time period. Here, the per-case cost is estimated
to be Rs. 6540 and Rs. 6091 respectively. Similar to the Surat and Ahmedabad counterfactudals,
the lower cost under the Service and Drug Delivery pilot can be attributed to the absence of field

personnel in the Service and Drug Delivery model who were salaried employees of JEET under the
JEET 1.0 and Drug Delivery models. Under the Drug Delivery and JEET 1.0 models, these field

personnel contributed to more than 50% of the per-case cost. Even with the services of these field

personnel, such as the SCT Agent and Treatment Coordinators being outsourced to TATA-Img, the

cost was considerably less.

5.3.3 Marginal analysis

Under the marginal analysis, we see how the per-case cost would vary with change in population

size. To implement the pilots, the fixed costs would remain the same irrespective of the scale of the

geography whereas the variable costs would vary with scale of the geography. The fixed and variable

costs according to the cost categories and assumptions are presented in the table below:

Admin: JEET
personnel

Admin: JEET
others

Admin: TATA-1mg
Admin: TATA-1mg

Field personnel

NPMU

SPMU

SR Partner

Travel

Maintenance

ICT

Personnel
Maintenance
Field Officers
Hub Agents

SCT Agents

Treatment Coordinator

Fixed cost. NPMU staff doesn't depend on the population
size of the geography where the pilot is implemented

Fixed cost. SPMU staff doesn't depend on the population
size where the pilot is implemented but on the nature of

pilot

SR partner manages the field staff. Larger the size of
geography, more would be the field staff and more
positions like the ‘operations lead’ would be needed. Thus,

this is taken proportional to size

Travel of the NPMU/SPMU staff would remain the same

irrespective of the size of the population

Maintenance (such as office facility/upkeep cost, etc) would

remain the same irrespective of the size of the population

ICT cost involves the cost of laptops and equipment of
the NPMU/ SPMU staff/office. Would remain the same

irrespective of the size of the population
Proportional to scale of geography
Proportional to scale of geography
Proportiono| to scale of geogrophy
Proportional to scale of geography
Proportional to scale of geography
Proportional to scale of geography
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Training Field Staff Proportional to scale of geography
Providers Proportional fo scale of geography + fixed component such
as “token to

the presenter”

Sample collection Allowance to SCT Agents Proportional to scale of geography
TATA-Img Proportional to scale of geography
Drug delivery TATA-Img Proportional to scale of geography
Counselling Allowance to TC Proportional fo scale of geography
TATA-Img Proportional to scale of geography
Compounder TATA-Img Proportional to scale of geography
incentive

Drug Delivery pilot
The below figure shows how the per-case cost under Drug Delivery pilot would vary with scale of
geography (other things such as uptake, time period remaining the same). We assume that the number

of providers and patients would be proportional to the scale of geography.

Figure 20: Per-case cost with change in population size

Per case cost with change in population size.
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4400
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% times population size

Per case cost
Service and Drug Delivery pilot

The below figure shows how the per-case cost under the Service and Drug Delivery pilot would vary
with scale of geography (other things such as uptake, time period remaining the same). We assume that

the number of providers and patients would be proportional to the scale of geography.
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Figure 21: Per-case cost with change in population
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To summarize, the per-case cost at current level of uptake was highest for the Drug Delivery model but
the treatment outcomes (as per the programmatic data analysis) was also significantly better under
the said model. If the same model is applied to other geography such as Faridabad, the per-case cost
still remains the highest. The per-case cost at the current level of uptake was found to be lowest under
the Service and Drug Delivery model due to the on-field services being outsourced to a for-profit
agency. While the pay-for service under this model yielded the lowest cost, the treatment outcomes

are 50 no clear from the programmatic data analysis.
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Conclusion

In this study, we estimated the impact of involving a for-profit organisation (TATA-Img) on the quality,
quality, and cost of TB care under the PPSA model in the private sector in India. For this, we assessed
two pilots, a Drug Delivery pilot implemented in Ahmedabad and Surat in Gujarat, and a Service and
Drug Delivery pilot implemented in Faridabad.

We assessed the impact of these pilots through a three-fold research methodology wherein
programmatic data was analysed to estimate the impact of the pilot on the quantity and quality of TB
care. A primary qualitative study was undertaken to understand the mechanisms and reasons for the
impact, and a costing analysis was done to estimate the per-case cost of delivering TB care for these
pilots vis-a-vis the existing JEET (1.0) model.

Under the Drug Delivery pilot, TATA-Img was involved in the doorstep delivery of medication
(government FDCs). We hypothesised that this would lead to a higher proportion of patients being
prescribed government FDCs and we do see the proportion of patients prescribed FDC was higher in
the intervention period (55.87% vs. 42.46%). The result from the difference-in-difference analysis also
shows that a significant 8% of this 13% can be attributed to the intervention.

Moreover, results from our qualitative interviews also concurred with the same. We saw that the
providers who engaged with TATA-Img were keen on prescribing government FDCs to their patients.

However, there was no clear response received from the providers who did not engage with TATA-Img.

We saw that new providers who engaged with TATA-1mg in the intervention-period, prescribed
government FDCs to a substantially higher proportion of their patients. Additionally, the mean days
without medication from the 2nd month of treatment and overall average days without medication
across six months of treatment were signiﬁconﬂy lower for patients who were onboarded on the TATA-

Img than those who were not.

From our interviews with patients, providers, and sfaﬁc, we could attribute it to three key reasons. Firs‘r|y,
patients who availed TATA-Img services received reminder calls for a refill. Secondly, patients who
availed of the services of home-delivery of medicines preferred this to collecting the medicines from the
clinic as it saved them time and money. Lastly, we found that e-prescriptions were given to patients
who availed TATA-Img service, which meant that they did not necessarily have to travel each time to
procure the prescription and subsequently the medication, hence, improving overall consumption and

odherence.

Overall, a sense of trust for the TATA-Img pilot in this geography was observed through the qualitative
interviews with providers, and patients, who also believed that this model was doing efficient work,

especially for the marginalised section of society.

Under the Service and Drug Delivery pilot, TATA-Img was involved at every step of the process
except onboarding the providers. Patients were given the option to avail of the sample collection

and report delivery services at their doorstep. The results for the Service and Drug Delivery pilot are
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not so clear. For the analysis, we consider Gurugram, a neighbouring district as a control region.
However, Gurugram had a PPSA much earlier than Faridabad. Upon talking to the implementers, we
understood that any PPSA has a settlement period. Given this, we conducted two different analyses to
estimate the impact, one based on comparing the performance between Faridabad and Gurugram
in the same calendar months, other comparing the performance during the first three quarters of

operation.

We found that a lower proportion of patients were getting the CBNAAT test in the test geography as
compared to the control geography (15.37% vs.15.83%). When comparing for the first three quarters
of operation, we find a significantly higher proportion of patients getting the CBNAAT test in the test
(15.2%) rather than the control (7.5%) geography.

Results from the qualitative interviews concur with the overall result. Both patients and providers opined
that patients in the test geography were not keen on getting the CBNAAT tests done from them since
testing was being done in a different centre. This also alludes to the patient’s lack of information about

TATA-Img’s doorstep sample collection.

FDCs were seen to be prescribed to a higher proportion of patients in the control geography (10.8%
higher). However, in the first three operoﬁono| quarters, a 5% higher proportion of patients in the test
geography were prescribed FDCs. Responses from qualitative interviews indicate irregularity in FDC
prescription to patients in both test and control geographies. It was also seen that in the early months
of treatment, the doys without medication for patients in the test geogrophy were signiﬁconﬂy lower
than those in the control geography. However, no significant difference was found in the later months

or overall days in the six months of treatment.

It was hypothesised that reminder calls, a service specific to the TATA-1Img pilot, would positively
impact the patient's medication adherence. However, it was observed through the patient interviews in

the intervention geography, that they received no reminder call during their treatment process.

Additionally, the providers did not keenly avail of these services either. The patients under the
intervention geography expressed their hesitation with the home delivery of medication and stated that

they preferred to collect medicines from the provider or clinic directly.

Overall, the knowledge and awareness about the programme among both providers and patients
was limited. This could be attributed to less field staff in the intervention geography. It was noted that
the infervention location had only one Treatment Coordinator as compared to the control geography
which had more than one. This could also help explain the inconsistencies and lack of counselling

reflected through the patients’ responses.

Under the costing analysis, we calculated a per-case cost for both TATA-Img operations in the Drug
Delivery (Gujarat) and Service and Drug Delivery (Faridabad) pilot and the JEET 1.0 operations in
Surat and Ahmedabad. The estimated per-case cost for the JEET 1.0 operations in Ahmedabad and
Surat was Rs. 3469. More than 70% of the per-case cost was attributed to the field personnel (FOs,
Hub Agents, SCT Agents, and Treatment Coordinators) employed under the JEET 1.0 model. The per-
case cost for the Drug Delivery model is estimated to be Rs. 4559. It was found that nearly 65% of the
total cost could be ascribed to the field personnel. This increase was hypothesised as under the Drug
Delivery model, an additional service of doorstep drug delivery which was provided to the patients

while other costs remained the same.
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Also, the number of notifications per month has been found to be lower during the Drug Delivery pilot.
This leads to a higher per-case cost. In the Service and Drug Delivery model in Faridabad, certain

services under the PPSA model were outsourced to TATA-Img. Here, the per-case cost is estimated to

be Rs. 3872.

We also estimated the counter-factual costs i.e., how the per-case cost would vary if all three models
were applied to Gujarat and Faridabad respectively from July 2020 to July 2021. If the Service and
Drug Delivery model was implemented in Surat and Ahmedabad instead of the Drug Delivery model,
the per-case cost was Rs. 3652, followed by the JEET 1.0 cost of Rs. 4230.

When calculated for the Faridabad geography, we saw that the cost of the Drug Delivery model,
instead of the Service and Drug Delivery model was Rs. 6146 and that of JEET 1.0 was Rs. 5787. It was
seen that the Service and Drug Delivery model implemented in Faridabad had the least per-case cost
which stood at Rs. 3872 compared to the other models. We find when certain services of PPSA are
outsourced to TATA-Img, the per-case cost comes down drastically. We could account for the decrease
in cost across the models to the absence of field personnel in the Service and Drug Delivery model
who were salaried employees of JEET under the JEET 1.0 and Drug Delivery models. However, this

decrease in cost is not accompanied with better health outcomes.

Overall, we find that the Service and Drug Delivery pilot performs worse than the JEET 1.0. However,
it is not clear if this is due to inherent differences in the two geographies, differences between the two

models and their incentive structure, or exposure time. Our study is unable to comment on the reason.

Considering India’s high TB burden, further exploration and refinement of such collaborative approach

is required to leverage the expertise of both for-profit and non-profit entities for patient management.
Limitations of the study

+  Patient medication data available only from JEET programme: The patient's medication data
is available only for patients who are in the JEET dataset. The ones who move away from
government medication and take private medication are lost from our ono|ysis.

+  Self-selection bias whilst sampling: There was a self-selection bias in Surat and Ahmedabad whilst
sampling for the study as the providers and patients were given an option to avail or not avail
the services offered by TATA-Img. Because of this bias, there was no pure test and control group
for the Drug Delivery pilot in Gujarat. For the Service and Drug Delivery pilot, we tried to find a
geography closest to Faridabad to act as control. Gurugram is a nearby district in the same state.
However, there seem to be inherent differences between Gurugram and Faridabad. Another
issue with comparing Faridabad with Gurugram is that Gurugram had a PPSA much earlier than
Faridabad. Post discussion with implementers of the TATA-Img model under JEET, we understood
that there is a settlement period for any PPSA as well as learning effect for later established
PPSAs (such as Faridabad). This makes Faridabad and Gurugram not directly comparable
geographies.

+  Lack of actual costs incurred for travel of managerial staff under JEET 1.0 programme by
geography: Under the JEET 1.0 expense sheet, the actual expenditure incurred for travel of the
managerial staff for JEET 1.0 operations is not bifurcated by geographies i.e., we did not have
the actual cost incurred for travel to Gujarat. Thus, we had to make assumptions to come to this
costing.

+  The two pilots under the JEET PPSA model show promising signs to provide private sector TB care
services in India. However, key improvements are required in sustaining the motivation and trust of
providers, improving knowledge around CBNAAT testing and FDC consumption for patients and

providers, and optimising cost to patient for seeking TB care in the private sector.
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Appendices

Appendix 1: Actual Number of
Notifications by Month
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Appendix 2: Regression Models

1. Drug Delivery Model (Surat and Ahmedabad)

Total #Providers 1965

Number of providers prescribing FDC in the pre-pilot 1065 54.19%
period
Number of providers prescribing FDC in the 1m8 56.89%

intervention period

Logistic Regression (Marginal effects)
Dependent Variable: CBNAAT | No = O, Yes =1
Number of obs = 36,605

Post (O} 0.0 0.10 - 0.12
Age -0.00 0.00 -0.001 - -0.000
Sex 0.02 0.00 0.01 - 0.02
Extrapulmonary -0.19 0.00 -0.20--018

Linear Probability Model
Dependent Variable: CBNAAT | No = O, Yes =1
Number of obs = 36,605

Post 0l 0.0 0.0 - 012
Age -0.00 0.00 -0.001 - -0.000
Sex 0.01 0.00 0.01-0.02
Extrapulmonary 018 0.00 -019 - -017
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Difference-in-Difference Model
Dependent Variable: CBNAAT | No = O, Yes =1
Number of obs = 36,605

Post 0.0 0.000 0.06 - 0.10
Test 0.09 0.000 0.07 - 0.10
Interaction (DID coetfficient) 0.04 0.001 0.01 - 0.06
Age -0.0009 0.000 -0.001 - -0.0006
Sex 0.018 0.000 0.009 - 0.028
Extrapulmonary -018 0.000 -0.19 - -017

Logistic Regression (Marginal effects)
Dependent Variable: FDC | No = O, Yes =1

Number of obs = 41,692

Post 1 0.000 0.12-0.14
Age -0.002 0.000 -0.00 - -0.00
Sex -0.02 0.000 -0.02 - -0.01
Extrapulmonary 0.017 0.001 0.007 - 0.027

Linear Probability Model
Dependent Variable: FDC | No = O, Yes =1
Number of obs = 41,692

Post 0l 0.0 012-014
Age -0.002 0.00 -0.002 - -0.002
Sex -0.02 0.00 -0.02 - -0.01
Extrapulmonary 0.01 0.00 0.00 - 0.02

Estimating impact of involving a for-profit organisation on the
quantity, qualityandcostof TBcareinIndiaunderthe PPSAmodel



Difference-in-Difference Model
Dependent Variable: FDC | No = O, Yes =1
Number of obs = 41,692

Covariate Coefficient P-value Confidence Interval

Post 0.04 0.00 0.02 - 0.06
Test 0.25 0.00 0.23 - 0.26
Interaction (DID coefficient) 0.08 0.00 0.06 - 0.10
Age -0.002 0.00 -0.0026 - - 0.0020
Sex -0.018 0.00 -0.02 - - 0.008
Extrapulmonary 0.02 0.00 0.01-0.03

Logistic Regression (Marginal effects)
Dependent Variable: Counselling | No = O, Yes =1
Number of obs = 35,888

Post 0.031 0.0 0.02 - 0.03
Age -0.0002 0.00 -0.00 - -0.00
Sex -0.00 0.09 -0.00 - 0.00
Extrapulmonary 0.002 0.199 -0.001 - 0.007

Linear Probability Model
Dependent Variable: Counselling | No = O, Yes =1
Number of obs = 35,888

Post 0.0 0.0 0.02 - 0.03
Age -0.0002 0.00 -0.00 - -0.00
Sex -0.003 0.105 -0.007 - 0.000
Extrapulmonary 0.002 0.195 -0.001 - 0.007

Estimating impact of involving a for-profit organisation on the
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Difference-in-Difference Model
Dependent Variable: Counselling | No = O, Yes =1
Number of obs = 35,888

Covariate Coefficient P-value Confidence Interval
Post 0.031 0.000 0.021 - 0.040
Test 0.042 0.000 0.035 - 0.049
Interaction (DID coefficient) -0.004 0.384 -0.015 - 0.005
Age -0.0002 0.001 -0.0003 - -0.0000
Sex -0.0018 0.0401 -0.006 - 0.002
Extrapulmonary 0.005 0.018 0.000 - 0.009

Logistic Regression (Marginal effects)
Dependent Variable: Successful Outcome | No = O, Yes = 1

Number of obs = 36,935

Post 0.018 0.0 0.01 - 0.02
Age -0.003 0.00 -0.00 - -0.00
Sex -0.01 0.00 -0.01--0.00
Extrapulmonary 0.04 0.00 0.03 - 0.05

Linear Probability Model
Dependent Variable: Successful outcome | No = O, Yes =1
Number of obs = 36,935

Post 0.018 0.0 0.01-0.02
Age -0.003 0.00 -0.003 - -0.003
Sex -0.01 0.00 -0.01 - -0.00
Extrapulmonary 0.04 0.00 0.03 - 0.05
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Difference-in-Difference Model
Dependent Variable: Successful outcome | No = O, Yes = 1
Number of obs = 36,935

Post 0.046 0.000 0.03 - 0.06
Test 0.017 0.003 0.005 - 0.02
Interaction (DID coefficient) -0.033 0.000 -0.051 - -0.016
Age -0.003 0.000 -0.0036 - -0.0032
Sex -0.0089 0.015 -0.016 - -0.001
Extrapulmonary 0.046 0.000 0.038 - 0.053

2. Service and Drug Delivery Model

Logistic Regression (Marginal effects)
Dependent Variable: CBNAAT | No = O, Yes =1
Number of obs = 8,624

Test 0.0 0.0 -0.07 - -0.04
Age -0.00] 0.00 -0.001 - -0.000
Sex 0.01 0.08 -0.00 - 0.02
Extrapulmonary -0.93 0.00 -0.26 - -0.91

Linear Probability Model
Dependent Variable: CBNAAT | No = O, Yes =1
Number of obs = 8,624

Test 0.0 0.0 -0.08 - -0.04
Age -0.001 0.00 -0.001 - -0.000
Sex 0.01 0.07 -0.005 - 0.029
Extrapulmonary -018 0.00 -0.20 - -016
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Logistic Regression (Marginal effects)
Dependent Variable: FDC | No = O, Yes =1
Number of obs = 10,107

Test o} 0.0 -016 - -0.12
Age -0.003 0.00 -0.004 - -0.003
Sex -0.01 0.04 -0.03 - -0.000
Extrapulmonary -0.06 0.00 -0.08 - -0.004

Linear Probability Model
Dependent Variable: FDC | No = O, Yes =1
Number of obs = 10,107

Test 0l 0.0 -0.16 - -0.11
Age -0.003 0.00 -0.003 - -0.002
Sex -0.01 0.04 -0.03 - -0.00
Extrapulmonary -0.07 0.00 -0.09 - -0.05

Logistic Regression (Marginal effects)
Dependent Variable: Counselling | No = O, Yes =1
Number of obs = 10,107

Test . 0.0 -0.38 - -0.36
Age -0.001 0.00 -0.001 - -0.001
Sex -0.018 0.036 -0.036 - -0.001
Extrapulmonary 0.084 0.00 0.065 - 0.104
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Linear Probability Model
Dependent Variable: Counselling | No = O, Yes =1
Number of obs =10,107

Test 0.4 0.0 -0.48 - -0.44
Age -0.00] 0.00 -0.002 - -0.00]
Sex -0.01 0.04 -0.03 - -0.00
Extrapulmonary 0.08 0.00 0.06 - 010

Logistic Regression (Marginal effects)
Dependent Variable: Successful Outcome | No = O, Yes = 1
Number of obs = 9,473

Ol 0.0 O -

Test 0.16
Age -0.00 0.00 -0.00 - 0.00
Sex -0.006 0.41 -0.02 - 0.009
Extrapulmonary 0.037 0.00 0.02 - 0.05

Linear Probability Model
Dependent Variable: Successful Outcome | No = O, Yes =1
Number of obs = 9,473

Test ol 0.0 0.0 - 013
Age -0.003 0.00 -0.003 - -0.003
Sex 0.004 0.59 -0.01--0.01
Extrapulmonary 0.04 0.00 0.02 - 0.05
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w)
Appendix 3: Primary Qualitative
Research Tools

Patients Interview Guide

Notes to the Interviewer
This is a ‘guicle' of the themes and questions you mighf take the he||o of while inferviewing the respondenfs fo
understand the barriers and facilitators to the private sector TB care under the PPSA model. We urge you to structure

the conversation flow based on the respondent’s inputs and not solely based on the sequence listed here.

A. Demography questions (Background)

Which city/village are you
originally from?

2 What best describes Female
your gender? Male
Prefer not to say
Self-describe ___
3 What is your current age?
4 What is your highest lliterate (cannot read or write)

educational qualification? Literate (can read and write, but do not enter
school)

Elementary school completed

High school completed

Senior secondary school completed
Graduation

Post-graduation and above

5 What do you currently Farmer
do for a living? Memmamaiar
Private (office)
Daily wage worker
Not-working

Others —________

6 Are you married? 1. Yes

2. No
3. Separated/divorced

Estimating impact of involving a for-profit organisation on the
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How many members

CIO Yyou hove In your
l’]OUS@hOlCl?

8 When were you diagnosed
with TB?

B. TB diagnosis process and follow-up visits

.

What were your initial symptoms of TB?

2 Can you describe everything that happened
when you visited the doctor for the first time with

these symptoms?

3 Why did you choose to go to this doctor for TB
treatment?
4a Did you go to the same doctor as above for

showing your TB fest reports?

4b If no, why?

Please check
for number
of adults and
children in

household
that share the
same kitchen

Probes/Logic Notes

1. Fatigue

2. Joint pain

3. Trepidation (ghabrahat in
Hindi)

4. Fever

5. Weight loss

6. Night sweats

7. Cold

Probe:

Time taken for travel, waiting
time, behaviour of doctor/staff
with patient, how was patient
data recorded, which tests
were prescribed, medicines
prescribed, were they informed
about alternate treatments,
money spent by patient on
tests and consultation, did they
meet/talk to anyone else at
the clinic, any other tests (HIV,
RBS etc) prescribed

Probes: Distance from home,
credibility, cost involved (tests,
diagnosis), how many doctors
visited before they decided to
go ahead with a specific doc
for treatment

Yes If yes, skip
NO to QS
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Questions

Probes/Logic

5 What happened when you went to the doctor
with your report?

6 Do you go for follow up visits to the doctor?

C. Sample collection

Questions

la Was your sample collected for TB testing?

1b If yes, where was your sample collected for TB
testing?

2 How many times and when were you asked to

provide your sputum sample?

3 Would you prefer doorstep sample collection for
TB testing or go fo a lab or hospital and why?

D Test reports

) Questions
No

1 How did you receive your TB test reports?

2 Would you prefer doorstep delivery of test

reports or go to a lab or hospital to collect it and
why?

Estimating impact of involving a for-profit organisation on the
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Probes/Logic

Probe on alternate treatments

suggested, medicines
suggested

Yes

No

Probe on reasons ICOF eoch

Notes

Check on what sample
was collected- sputum,
urine, blood

Probes: Is the sample
collected from home
or the clinic?

Sputum is collected
during initial testing,
end of Intensive phase
(after 2 months of
diagnosis) and end

of continuous phase
(after 6 months of
diagnosis)

Probes/Logic

Probes: Are reports
delivered at home or

collected from clinic/
lab?



E. Fixed dose combination (medicine)

S Questions Probes/Logic Notes
No
Yes

1 Did you get a monthly prescription of medicines?
No

If not, check for
how long they got
prescription

2 Do you get medicines only after visiting the Probes: Have there
doctor? been instances where

they received medicine
without visiting the
doctor. Especially,
for the intervention
group, can a patient
get the follow-up
medicine from TATA-
Img staff without
physically visiting the
doctor? A|so, can the
prescription be given
over Whatsapp?

3 How do you get your TB medicines? Probes: Are they
delivered at home
or collected from the

clinic?
4 How frequently do you receive TB medication? Ideally, medication
is to be delivered/
retrieved every month
5a Do you get four different tablets as medicines or
one single tablet?
5b If you get single tablet, were you asked by your
doctor to shift to four tablets?
6 Would you prefer getting medicines at the Probe on reasons for
doctor’s clinic or delivered at home, and why? each answer

Estimating impact of involving a for-profit organisation on the
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F. Home delivery of services

S
No

Questions

Are you aware about door-step sample
collection and report delivery for TB testing?

If yes, have you availed these services?

What are the reasons for refusing these services?

What did you like about doorstep sample
collection and report delivery for TB testing?

Were there any challenges faced due to
doorstep sample collection and report delivery
for TB testing?

Have you availed doorstep delivery of
medicines?

What did you like about doorstep delivery of
medicines?

Were there any challenges faced due to door-
step delivery of medicines?

Estimating impact of involving a for-profit organisation on the
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Probes/Logic

1. Yes
2. No

Probes: Implicit cost---time,
effort spent for sample
collection from c|inic/|olo,
money spent on travel

Probes: Social stigma
around TB, non-availability
of patient; previous
inhibitions, trust developed

Yes
No

Probes: implicit cost --time,
effort spent on getting
medicines from c|inic,
money spent on travel

Probes: social stigma
around TB, non-availability
of patient; previous
inhibitions, trust developed
only for ASHA workers etc

Notes

If no, skip to Q.4

Only for intervention
group in Faridabad

If yes, skip to Q.3

Only for the
intervention group in

Faridabad

Only for intervention
group in Faridabad

For intervention group
in both Gujarat and
Faridabad

If no, skip to Section
G

For intervention group
in both Gujarat and
Faridabad

For intervention group
in both Gujarat and
Faridabad



G. Treatment counselling support

S
No

2a

2b

2c

2d

4a

4b

5a

5b

5c

Questions

Were you explained about TB as
a disease?

If yes, who explained this to you?
What did they fell you?

Was it beneficial for you and your
family?

Were you explained about the TB
treatment process?

If yes, who explained this to you?
What did they fell you?

Was it beneficial for you and your
family?

What can be done to improve
your knowledge of TB?

Have you ever missed your
medication?

If yes, what did you do to ensure
you take medicines next time?

Did any staff member reminded
you for taking your TB medicines?

If yes, who gave you these
reminders?

Are these reminders useful? How?

Probes/Logic

Probes: what is TB, how do

you catch/spread the disease,
severeness of the disease, symptoms
of the diseose, nutritional intake

of the patient; mode of this
information (telephonic/in-person/
c|inic)

Probes: medication-side-effects
andl adherence, |eng’rh of
treatment, when and who to
contact in case of emergency

How was it -beneficial/ not useful

If no, skip 4b.

Yes
No

Notes

If no, skip to 2a

If yes, probe on how it

was beneficial

If no, skip to 3

Ask a base question
of how long the
treatment process
was and then follow
up with if they've ever
missed medication.
Please note that

we are interested in
knowing the period
and not a missing

dose for a day or two.

If no, skip to Section
H
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H. Beliefs and perceptions

S Questions

No

1 Fears
What are some of the fears related to TB care in
the private sector?

2a Fears
Do you think you are comfortable in discussing
your TB treatment process with family, friends,
and neighbours?

2b Fears
If not comfor‘rcb|e, what are the factors that
refrain you from telling them?

3 Trust
Define your experience with the following-
1.Doctors
2 Compounders
3. Staff (counsellors, delivery agents, hub agents,
TC)

4 Social Norms
What has the TB care staff done to remove
stigma around TB in your neighbourhood?

5 Trust
Do you think you would recommend other TB
patients to take treatment in the private sector?
Why/Why not?

Conclusion

Probes/Logic Notes

Probe for in-depth
understanding: How
has the situation

changed since TATA-

Img came into place?

For intervention group
in both Gujarat and
Faridabad

Yes If yes, skip to 3
No

Probe: Ease of access
to these sfokeho|o|ers,
knowledge of the
stakeholders, trust,
ovoi|obi|ify, behaviour
towards patients

Not linked to any
research objective but
can give interesting
insights for the overalll
research topic

Thank you for your time and much-valued input to the study! As mentioned earlier, we will use these

insights to understand the barriers and facilitators of private sector TB care. We will keep all the

responses confidential. Your de-identified interview responses will only be shared with research team

members.

Is there anything else that you would like to add?

(Answer)

Thank you and have a good day!
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Providers Interview Guide

Notes to the Interviewer
This is a ‘guide’ of the themes and questions you might take the help of while interviewing the respondents to

understand the barriers and facilitators to private sector TB care. We urge you to structure the conversation flow

based on the respondent’s inputs and not solely based on the sequence listed here.

A. Demography questions (Background)

S
No

6a

6b

Questions

Which city/village are you originally from?

What best describes your gender?

What is your current age?

What is your highest educational
qualification?

What are your total years of experience as a
healthcare provider?

Are you aware of TATA-Img programme for
TB care in your district?

If not, what were the reasons for not working
with the TATA-Img programme?

Categories/Logic

Female
Male
Prefer not to say.

Self-describe ___

MBBS
MD
DM
BHMS
BAMS

Yes
No

Open ended- probe
for belief in the system,
comfort, delegation of
work etc

Notes

For intervention group
in Faridabad and
Gujarat

If yes, skip to Section B

For intervention group
in Faridabad and
Gujarat
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B. First visit to doctor

S Questions Probes/Logic Notes
No
la What process Probes: How is patient data collected, nikshay notification

you follow when done, what symptoms alerted them to prescribe tests, were

new TB suspect tests prescribed, which tests were prescribed and why, JEET

patient comes to services such as Xpert test/FDC used by doctor, medicines

you? prescribed, were they informed about alternate treatments,

money charged for consultation and tests, did they meet/
talk to anyone else at the clinic, any other tests (HIV, RBS
efc) prescribed, what was told about TB as a disease and

the treatment process to patient

1b Did the process Probe: Only for the

chonge when intervention group

Which elements of the TATA-Img programme you found
you worked with

challenging? Skip this question
TATA-Img? . . . if provider has not
Which elements did you like? P
worked with TATA-
Specific probes: Img
How was notification done post TATA-Img, If they were
keeping FDCs; how did that change? , if the doctors
prescribed private label FDCs or government FDCs and
possibly, reasons for the same, did patients still take meds
from them (FDC meds); what %of patients came back
to ask for loose drugs ; What led them to prescribe loose
drugs instead, has their compounders workload increased
since they started working with 1mg
2a Was TB Yes If no, skip to Section
patient’s data No C
recorded by the
clinic?
2b If yes, how is a
patient’s data
recorded by the
clinic?
2c Was there a Probe on the role of field staff and how this has changed Only for intervention
chcmge in the doctor’s visibi|i’ry intfo patient journey group

way data was Skip this question

recorded on if provider has not

Nikshay under worked with TATA-
the TATA-Img 1

mg
programme”?
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C. Sample collection

S Questions Probes/Logic Notes
No
] How is sample collection for TB testing done for Probes: Is the sample

patients? collected from home

or the clinic?

2 How many times do you recommend sample Sputum is collected
collection and festing of the patients? during initial testing,

end of Intensive phase
(after 2 months of
diagnosis) and end
of continuous phase
(after 6 months of
diagnosis)

D. Test reports

) Questions Probes/Logic Notes
No

1 What tests do you prescribe to your patients? Probe on if doctors are
prescribing CBNAAT

tests

If not, why doctors
are not prescribing

CBNAAT tests to all

patients

121 How do patients receive their TB test reports? Probes: Are reports
delivered at home or
collected from clinic?

E. TB Diagnosis Process and Fixed dose combination (medicine)

What you recommend when patients come Probe on alternate
back to you with their test report? treatments suggested,
medicines suggested

2 How do patients get their TB medication? Probes: Are they
delivered at home
or collected from the
clinic?

3 What is the period /frequency of medicine Ideally, medication
prescription for TB patients?n to a patient? is fo be delivered/
retrieved every month
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F. Home delivery of services

S
No

Questions Probes/Logic Notes
Do you tell patients about door-step sample Probe on if the Only for intervention
collection and report delivery for TB testing? provider is informed group in Faridabad
about these services
to all patients and if
no, reasons for the
same
Did you tell the patient about doorstep delivery Yes For intervention group
of medication? No in both Gujarat and

Faridabad

Probe on if the

Y i A— If no, skip to Section

about these services G
to alll patients and if
no, reasons for the
same
Can patients get doorstep delivery of medicines Are WhatsApp For intervention group
without coming back for their follow-up visit? prescriptions valid? in both Gujarat and
Faridabad

G. Follow-up visits to doctor

S
No

Questions

Do you or your staff
remind the patients
for a follow-up visit?

Do patients regularly
visit you for follow-up
examinations?

If no, what are the
reasons that patient
do not regularly
come for follow-up
examination?

Probes/Logic

Yes If yes, skip to 2a
No

Probe: Does counselling affect the follow-up
visits o doctor

TATA-Img does not delivery medicine without
prescription --> patients have to visit the doctor
for prescription. question is pivotal fo research;
please ask specifically for the time duration that
TATA-Img was serving, probe on time taken
between prescription and actual delivery of
drugs

Skip if answer is yes Only for the
intervention group

Probe: How has home delivery of drugs,
sputum sample collection and reports affected
frequency of follow-up visits to the doctor
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2a

%2b

Questions

Do you think number
of follow up visits
have changed since
the patients have
started receiving
medicines at home?

If yes, what could be
the possible reasons
for the same?

H. Treatment counselling support

2a

2b

3a

3b

Who explains about
TB as a disease and
the TB treatment

process to patients?

What do they tell the
patients?

Did TATA-Img
change the way
counselling of patients
is done and how?

If yes, how?

Did anyone remind
patients about their
follow-up visits or
medications?

Is there any difference
in the medication
adherence for patients

since TATA-Img

programme started?

No

If no, skip to Section
H

Probes: what is TB, how do you catch/
spread the disease, severity of the
diseose, symptoms of the clisecse;
medicofion-side-effeds, odherence,
length of treatment, when and who

to contact in case of emergency,
counselling on nutritional intake

Yes Only for intervention group in

No Faridabad

Skip this question if provider
has not worked with TATA-Img

If no, skip to 3a

Only for intervention group in

Faridabad

Only for intervention group in

Faridabad

Skip this question if provider
has not worked with TATA-
Img- please only ask in

Faridabad district
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What could be the Only for intervention group in
challenges if the Faridabad

counselling service are Skip this question if provider

giv?fn by TATA-Img has not worked with TATA-
sta Img- please only ask in

Faridabad district

5 What can be done to
improve the overall
process for improving

TB knowledge for the
patients?

1. Beliefs and perceptions

Questions Probes/Logic

1 Fears Probe for in-depth understanding: How
has the situation changed since TATA-Img

What are the fears experienced )
came into place?

by patients related to TB care in
the private sector?

2a Fears Yes If yes skip to Q.3

Do you think patients are No
comfortable in discussing their

TB treatment process with their

family, friends, and neighbours?

2b Fears

If not, what are the factors that
could refrain them from telling
others?

3 Trust Probe: Ease of access to these
stakeholders, knowledge of the
stakeholders, trust, Gvoi|ctbi|ify, efﬁcocy
and efficiency of work

Describe your experience with
the following:

1.Patients
Do you think stigma has reduced? How

2.Compounders has it reduced--- where/why has it not.
3. TATA-Img/JEET staff

Is there a difference in attitude you see

between men and women? Does stigma
differ by gender?

4 Motivation Probe on the relationship with TATA-Img/
JEET staff; ease of burden, credibility
and factor of trust, specialists assigned for
certain ro|e, hence, improve in efﬁciency

Is there a personal motivation
to work with a for-profit/private
sector provider of TB care?
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Conclusion

Thank you for your time and much-valued input to the study! As mentioned earlier, we will use these insights o
understand the barriers and facilitators of private sector TB care. We will keep all the responses confidential. Your

de-identified interview responses will only be shared with research team members.

Is there anything else that you would like to add?
(Answer)
Thank you and have a good day!

Staff Interview Guide

Notes to the Interviewer
This is a ‘guide’ of the themes and questions you might take the help of while interviewing the respondents to
understand the barriers and facilitators to private sector TB care. We urge you to structure the conversation flow

based on the respondent’s inputs and not solely based on the sequence listed here.

Please note that Sections | and ] are to be shared with all staff categories and their responses recorded.

A. Demography questions (Background)

Which city/village are
you originally from?

2 What best describes Female
your gender? Male

Prefer not to say

Self-describe ___
3 What is your current
age?
4 What is your Elementary school completed
highest educational

lfication? High school completed
qualification?

Senior secondary school completed
Graduation

Post-graduation and above

5 For how many years
have you been working
as a healthcare worker?
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What is your job title Hub Agent Skip to the following
out of the following? SCT Agent sections for each staff
Treatment Coordinat: s
FITQL r(n;: corainaier Hub Agent-Section B
T::TA ceTr teccal SCT Agent-Section C
Img fele-caller Treatment Coordinator-
TATA-Img Delivery Agent Seeion D
Compounder Field Officer- Section E
TATA-Img Tele-caller-
Section F

TATA-1mg Delivery
Agent- Section G

Compounder- Section

H

B. Hub Agent

Can you explain the activities you do as a
hub agent?

Elaborate on the process followed for
collecting samples from patients?

3 What challenges are faced during the
sample collection of patients in the
treatment process?

4 How do you provide test reports to the Probe: Are they
patients? collected from the hub/
clinic by the patient

5 How do you capture data for TB patients?
6a Do you input details onto the Nikshay Yes If no, skip to question
platform? No 8.a
6b Describe your experience with using the Probes: What works well
Nikshay platform. with Nikshay platform
Challenges faced with
Nikshay platform-
technology use and
training
/a Were you trained to use technology

(phone, tablet, computer etc) to upload
patients details online?
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Are you comfortable using technology
(phone, tablet, computer etc) to upload
patient details online?

8a Do you give medicines to patients?

8b What are the challenges faced while giving
medicines to patients?

9a Have you worked with the TATA-1mg
programme in your district?

If yes, how has your workload changed

ob since you started working with TATA-Img
programme?
C. SCT Agent

Probe on access, intent
and ability to use
technology

Probes: Drugs
suggested by doctor
(FDC or loose drugs)
and patient perspective

on it, beliefs about FDC

If no, skip 9b

Probe on why they must
share patient details

with TATA-TImg

Can you explain the activities you do as an SCT

Agent?

2 Elaborate on the process followed for sample
collection from Hub Agent and report delivery to
them?

3 What challenges are faced by you in the process?

D. Treatment Coordinator

Can you explain the activities
you do as a TC?

2a Do you explain about TB as a
disease to the patients?

%2b

If yes, what do you explain
them?

Probes: What is TB, how do you catch/spread
the disease, severeness of the disease, symptoms
of the disease, nutritional intake, DBT benefits

Can also prove on how this information is
conveyed to them- as a conversation or a

monologue
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Do you explain about the

TB treatment process to the

patients?
3b If yes, what do you explain to Probes: Medication-side-effects and adherence,
them? |engf|’1 of treatment, when and who to contact in
case of emergency
4q Is it beneficial to hire a third-

party organisation such as
TATA- Img for providing

counselling to patients?

4b What could be the challenges
if the counselling service is
outsourced to a third-party
organisation such as TATA-
Img?

5 What can be done to improve
overall TB knowledge for the
patients?

Do you think, based on your
visits/interactions--- something
can be done to improve

knowledge around TB?

E. Field Officer

Can you explain the activities you do

as a FO?

2a How do you engage doctors with the
JEET programme?

2b What are their responses?

3 How was the process of engaging the Any extra work required in For intervention
doctors with TATA- Img (in Gujarat & convincing doctors to engage group in Surat and
Faridabad) different? with a for-profit organisation? Ahmedabad

Try to capture JEET
engagement vs TATA- Img
engagement

Estimating impact of involving a for-profit organisation on the
quantity, qualityandcostof TBcareinIndiaunderthe PPSAmodel



F. TATA-Img Tele-caller

3a

3b

4a

4b

5a

5b

7a

Can you explain the activities you
do as a TATA- Img tele-caller?

How do you capture data for TB
patients?

Do you input details onto the
Nikshay platform?

Describe your experience with
using the Nikshay platform

Were you trained to use
technology (phone, tablet,
computer etc) to upload patients
details online?

Are you comfortable with using
technology (phone, table,
computer etc) to upload patient
details online?

Do you inform the patients about
test results?

If yes, explain the process followed
by you.

What do you do to ensure that
patients take medicines on time?

Did the uptake of medication
change when TATA-1mg staff

started reminder calls for patients?

Only for intervention
group in Faridabad

Yes Only for intervention
No group in Faridabad

If no, Skip to 4a.

Probes: What works well with Only for intervention
Nikshay platform? group in Faridabad

Challenges faced with Nikshay

platform- technology use and

training?
Only for intervention
group in Faridabad
Probe on access, intent and Only for intervention
ability fo use technology group in Faridabad

How do patients respond
when you explain them about
the process

Probe on reminder CO”S

What could be the possible

reasons for this change?

Estimating impact of involving a for-profit organisation on the
quantity, qualityandcostof TBcareinIndiaunderthe PPSAmodel



G. TATA-Img Delivery Agent

2a

2b

3a

3b

5a

5b

Can you explain the activities
you do as a TATA-Img Delivery
Agent?

How do you collect samples from
the patients?

Do you face any challenges
whilst collecting samples from the
patients?

Where do you deliver the test
reports of the po‘rien’rs?

Do you face any challenges when
you give the patients their test
reports?

How do patients get their TB
medication?

Do you think home delivery
of medicines is beneficial for
patients?

If yes, how?

What are the challenges faced
by you while delivering medicines
at home?

Do you ask the patients what
they like about home delivery of
medicines?

What are the challenges faced
by patients in getting medicines
delivered at home?

Probes: Follow-up questions by
patients which staff might not be
able to answer

Stigma/comfort level of the patient

Time/ travel issues

Probes: Follow-up questions by
patients which staff might not be
able to answer

Stigma/comfort level of the patient

Time/ travel issues

Probe: Do they get medicines only
through prescription by doctor)

Probes: Social stigma around TB,
non-availability

Estimating impact of involving a for-profit organisation on the
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H. Compounder

3a

3b

4a

4b

Can you explain the activities you do
as a compounder?

How do you record patient details?
Do you give medicines to patients?

If yes, what are the challenges faced
when you give medicines to patients?

Have you worked with the TATA-1mg

programme in your district?

If yes, how has your workload changed
since you started working with TATA-
Img programme?

|. Beliefs and perceptions

2a

2b

Fears

Avre there any fears related to TB testing?
If yes, can you elaborate

Fears

Do you think patients are comfortable in
discussing their TB treatment process with
their family, friends, and neighbours?

Fears

If not comfortable, what are the factors that
could refrain them from telling others?

Trust

Define your experience with the following:

1.Doctors
2 Compounders
3.Patients and their families

4 Other JEET/TATA-Img staff

Fear

What fears do you have as a healthcare
agent in the TB sector?

Only for intervention
group

Only for intervention
group

Probe for both sputum collection and if no,

Chest X-Ray skip 1b
if yes,
skip
2b

Probe: What can be done to improve
your relationship with them/build trust
with them?

Probe: Do they wear mask, gloves,
fear while collecting sample, concerns
from the family about the nature of

the job

Estimating impact of involving a for-profit organisation on the ﬂ
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Satisfaction Probes: Has the workload changed

?
How do you feel about your engagement 08 G

with TATA-Img? do incentives affect their work in a
positive manner?

is the incentive not enough for the
additional work?

J. Operations

Do you receive timely salary payment for your
services?

b If not, what are the possible reasons for non-
timely payment?

2a Do you receive any monetary incentives for your
services?
2b If yes, how do these incentives affect your overall Positive impact or negative

job satisfaction?

3a Are your role and responsibilities as a TATA- Is there any contract/printed
Img/JEET staff clearly defined? materials/ /orientation about your
role
3b Did you receive any training before you took up Ask about any training/workshop
this role? to understand and execute the
work
3c How were the trainings conducted? In person/ group/ virtual/onsite
3d What can be done to take care of your training

needs in the future?

Conclusion

Thank you for your time and much-valued input to the study. As mentioned earlier, we will use these insights to
understand the barriers and facilitators of private sector TB care. We will keep all the responses confidential. Your de-

identified interview responses will only be shared with research team members.

Is there anything else that you would like to add?
(Answer)
Thank you and have a good day.

Estimating impact of involving a for-profit organisation on the
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Appendix 4: Gujarati Translations of
Primary Qualitative Research Tools

Patients Interview Guide

Notes to the Interviewer
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TB diagnosis process and follow up visits
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Test reports
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Questions Probes/Logic
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Providers Interview Guide

Notes to the Interviewer
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First visit to doctor
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TB Diagnosis Process and Fixed dose combination (medicine)
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Follow-up visits to doctor
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Treatment counse”ing support
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Beliefs and perceptions
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Staff Interview Guide
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Hub Agent
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Appendix 5: Consent Forms for Patients,

Providers and Staff

L
J ISB' Max Institute of
; Healthcare Management

INDIAN SCHOOL OF BUSINESS CONSENT
FORM FOR PATIENTS

Thank you for agreeing to participate in this study conducted by the Indian School of Business (ISB), India.

In this study, we want to understand the current TB care in the private sector in India. For this, we will interview you
to know about your knowledge and experience regarding TB care. You will be asked questions about the TB testing
process, sample collection, medicine delivery, treatment counselling support and your beliefs and perceptions about

the entire TB care process.

Each interview will last between 45 minutes and 1 hour and will happen at a location convenient to you. The
interview is completely voluntary. If there is any question you do not want to answer you can ask to skip the question.

At any point you can ask to end the inferview.

To better understand and use the data collected, we will audio record the interview. The data will be used by the
researchers at ISB to help analyse the findings from the interviews. All personal information will be removed from the
interview before analysing the responses. There are no known risks associated with your participation in this research

beyond those of everyday life. There will be no compensation for your participation.

Your responses are important. Your participation will help in understanding and improving TB care in India. We

request you to provide us with honest responses to all questions.

If you have questions or wish to report a research-related problem, you may contact the Principal Investigator:
Sarang Deo at phone + 91 4023187378 or email at the sarang_deo@isb.edu, Indian School of Business,
Gachibowli, Hyderabad - 500032, India.

For questions about your rights as a research participant, you may contact the Chair of the Institutional Review
Board (IRB) at ISB: Professor Ashwini Chhatre at 040-2318-7134 or email ashwini_chhatre@isb.edu at the Indian
School of Business, Gachibowli, Hyderabad - 500111, India.

Do you have any questions?

Currently, do you consent to participating in this survey? Yes No

PARTICIPANT SIGNATURE DATE
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e
J ISB' Max Institute of
. Healthcare Management

INDIAN SCHOOL OF BUSINESS
CONSENT FORM FOR PROVIDERS

Thank you for agreeing to participate in this study being conducted by the Indian School of Business, India.

In this study, we want to understand the current TB care in the private sector in India. For this, we will interview you to
know about your knowledge and experience regarding TB care. You will be asked questions about services provided
to you such as testing, sample collection and medicine delivery, treatment counselling support and your beliefs and

perceptions about TB care process.

Each interview will last between 45 minutes and 1 hour and will hqppen at a location convenient to you. The
interview is completely voluntary. If there is any question you do not want to answer you can ask to skip the question.

At any point you can ask to end the interview.

To better understand and use the data collected, we will audio record the interview. The data will be used by the
researchers at ISB to help analyse the findings from the interviews. All personal information will be removed from the
interview before analysing the responses. There are no known risks associated with your participation in this research

beyond those of everyday life. There will be no compensation for your participation.

Your responses are important. Your participation will help in understanding and improving TB care in India. We

request you to provide us with honest responses to all questions.

If you have questions or wish to report a research-related problem, you may contact the Principal Investigator:
Sarang Deo at phone + 91 4023187378 or email at the sarang_deo@isb.edu, Indian School of Business,
Gachibowli, Hyderabad - 500032, India.

For questions about your rights as a research participant, you may contact the Chair of the Institutional Review
Board (IRB) at ISB: Professor Ashwini Chhatre at 040-2318-7134 or email ashwini_chhatre@isb.edu at the Indian
School of Business, Gachibowli, Hyderabad - 500111, India.

Do you have any questions?

Currently, do you consent to participating in this survey? Yes No

PARTICIPANT SIGNATURE DATE
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INDIAN SCHOOL OF BUSINESS
CONSENT FORM FOR STAFF

Thank you for agreeing to participate in this study being conducted by the Indian School of Business, India.

In this study, we want to understand the current TB care in the private sector in India. For this, we will interview you
to know about your knowledge and experience regarding TB care. You will be asked questions about the TB testing
process, sample collection, medicine delivery, treatment counselling support and your beliefs and perceptions about

TB care and your relationship with other stakeholders.

Each interview will last between 45 minutes and 1 hour and will happen at a location convenient to you. The
interview is completely voluntary. If there is any question you do not want to answer you can ask to skip the question.

At any point you can ask to end the interview.

To better understand and use the data collected, we will audio record the interview. The data will be used by the
researchers at ISB to help analyse the findings from the interviews. All personal information will be removed from the
interview before analysing the responses. There are no known risks associated with your participation in this research

beyond those of everyday life. There will be no compensation for your participation.

Your responses are important. Your participation will help in understanding and improving TB care in India. We

request you to provide us with honest responses to all questions.

If you have questions or wish to report a research-related problem, you may contact the Principal Investigator:
Sarang Deo at phone + 91 4023187378 or email at the sarang_deo@isb.edu, Indian School of Business,
Gachibowli, Hyderabad - 500032, India.

For questions about your rights as a research participant, you may contact the Chair of the Institutional Review
Board (IRB) at ISB: Professor Ashwini Chhatre at 040-2318-7134 or email ashwini_chhatre@isb.edu at the Indian
School of Business, Gachibowli, Hyderabad - 500111, India.

Do you have any questions?

Currently, do you consent to participating in this survey? Yes No

PARTICIPANT SIGNATURE DATE
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Appendix 6: Hindi Translations of Consent
Forms for Patients, Providers and Staff

e
J ISB' Max Institute of
R Healthcare Management

397 W aifw faemg Jeafaux

TR ASNTHIITY (LTSN, HRAGRIS TS a T THHRTA o eI aTe |

THAHTTTH, GHHRAH O TH A g HTAR TSI A8 ISP CTUEHSMUB TR RBIISHR
RT3 R YT e U e AT SR AT TR UM 3 SR RO ST R TR ST |

TAHHIATDR 45 IR 1 HehaaaaTaIR b (UG UToH b RUIRE T [HIaTeb R R 4w
R EEaE P R e e R b [ | s S S PR e LA N N AR G R I o R e B R RS I A pE L
BRADIATUDTHDAG |

TH AP UTLSCTH AR TR A RITIANTHRAB (T, THATETHRBISA TSN B Sh T [ STTHTSTANT
ISB BRNUBAISNGRIIETDH RI b (TS T BT AT HRAHHG & b TE b AT Ifafeh AT s iae o -2
AT RAG iR eRIgere ST IR b e g e i e RS Th IS
RaT=Eie | MUt ur e et g smas-gig i |

MY STATEHE@YUIR | HTIH TGN THRAH el b I @ HTTh N SRR AN AG G ST [gH AT g siias
[NEERIEFRE CIC R CIE R NPERG

G 3MTD D IS YUY S AT AT S I THHRITH IRUIC BRATE AR, a3 ANhIiUh b de:
RGBT + 4023187378 91 Willsarang_deo@isb.edu, SFETRGAI G, MAaadd, gexmaTg -
500032, HRAIRSHABY | .

THRNYHT R B ETH ST RIS RIGIRATHT BT, MU H ST RN agdS (3T 3MRaN)
PTG HRIDB e M IRATYTBIY 7134-2318-040 TR STRGAATBIToMY,
TrRfiEacHashwini_chhatre@isb.eduTRSAA® |, BERTETG - 500111, HRd |

IS UERISTYE?

JAAH, TSI HN A g ? giel

BRI RESIEARGIRARE]
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0 VS &

ST TRp AT (TS, HRAGRIST I T HRTe B [T e=gaTe |

THAHTTTH, GHHRAH S e T T HTAR AT O] ISP TUgHSATUB TR R
HREAD T HTAH TRH HTTH AR ATHTHIRE ST | TG S TUD G [ aTe IaT SO &0,
HOHGE ST |

TAGIIETHR 45 TR 1 G b amaTaiR IS [Ty A TS IR T AT RS R gk w5

B IO IS U P ITUSTRG S RTg e dI TS ISP [aldh e dd e | MO e T REHT
PP IHIG |

TH AP TS TR e R G RTHF IR IUTNTHRAD [TE, TP RBIH T STRBISDH S [STHISYINT
ISB HRNUBATNGRIATE BRI b (TS NI BT AL UH AR HE G b TR b AT [Wfafshara e iaeei ooy
BRI b 3 o R S EA M A LS IR BN C A CE R SR e R K| B AR M AN RIS A CAERI S|
teE e R S EA R EAR E AR R IR

MY STATEHE@YUIR | HTIHTHE N THRAH el e @ HT D N SRR AN HG G ST [FH IR U siias
e ReAE B S RIYHRIG |

G 3MTD D IS YUY S AT AT S I THHRITH IRUIC BRATE AR, a3 AN h Ui bbb de:
RGBT + 4023187378 91 Willsarang_deo@isb.edu, SFETRGASI BT, THaadd, gexaTg -
500032, HRAWRSHABY | .

THRNYHTNER B TH T RIS RIGIRATH BT, SIS H S RN egaS (3T 3MRaN)
FHTEAATHHIDB g MHIRIAAAIBIY 7134-2318-040 RASFSTRG A A TH{aom,
TMraaciHashwini_chhatre@isb.eduTRSHAD |, FRTETE - 500111, HRd|

TS UTIR ISUHE?
A, FSUSHHI U HI ORI gHde? Bie!

UM EEER
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S RETTRp ISR TIORY (TS, HRAGRISTI RIS E S AR U b UL =TaTe [SH3H T, THHRE
At asHdde i adar @ HTAR ARG A (3P U H3MTUB AT R SR e I @HTeTh e H
ISR THTHIRAST | TGS TR EOTfH T, TARITE, TaTdaRUl, SUTRIRIHARNIERIATS IR !
TIHTADG IR HTIH RO SR YR UM SR AR T YR [ I AT & e b aRH T oI |

TAHIETDHR 45 3R 1 e daaar iR MU oIy AT TITTURE T &k RS R e A h
B IR P E U R TP TS TRE SR I d ST B IS b U EIB g | STUfB e A& e R
PP UDIDAG |

TAfG 3G B IR UHR AN YT S IR R U HRATAR AR, a3V hadUbaIgdhde:
IRITGTH + 4023187378 91 TTsarang_deo@isb.edu, SFETTRGAATHIIT, TMEHSIae, §ET6ETG -
500032, HRAUSHABY | .

THRNYHTNER B TH ST RIS RIGIRATH BT, SO H ST RN d S (3T 3MRaEN)
FHHTEIATH BB 5 WHARAAABAY 7134-2318-040 TRASFSTRG AT H oM,

TSI Hashwini_chhatre@isb.eduTRSHADY | , BTG - 500111, HRA |

IS UHBISUHE?

TAHMH, FSUSHHI U HI ORI gHde? giel

U TedeRARG
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Appendix 7: Gujarati Translations Consent
Forms for Patients, Providers and Staff

Do
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: Healthcare Management
(D AsREAB (A BAUS A2 S

SR AFABNSABAU (1SB), AR AR AMRHCAUUHIGA U HIZAH AUCUHE AR,

BRACUUHL, AR R dActtrttatd L@l et lellrict A H A HPDRAGIA. - w2, WA lollieu-
ARl AMRLsIlatA AR GH QAR AUHR ARSI, duadlelluleiulsa, O'U-L%il"di)lé,
eclle{lB(@Act], URaRuRHAUs IR, 1l et auBaA Aol At HLcA AR, A A LRI QA Y -
AlyLalHizasl

35802 Y AHIRIHIZ U gNRAUAUR45 FlA2UAT 5Elso(ldRAUAN. Bo2AYRIUARARDSD. S\ -
15%lo%c{ﬂ°mtommcuulotcuoi&ctcﬂdﬂu%t@sqmlésgﬂ%ta@. S URRHA AN B0 R A HI LA Cllojs-
Qlslol

AsDAcsatiimddd s dyAR R AU UBAAACUADISAMER,  URBo2RABSAR58 5319,
32lelGUAUSB WLdsRUSIEe2 1l MA AL ARRN([AA MRS A2 523 UldRElj[AeANRLsR-
dludcllgozeuilletll st HiB dlg R saixad. AL eL clotollolslR AR AN U HlAHIZ Sl -
ElarudisauAcisigsielldeualeotel. dlusebldR s dnd3Aatsl

dHRUQetAHsAYED. duFlaseudldletR dHidlollo{detnadHycinAY U AHIMEESA. HUAd-
Ha (Aol dls3LAGIABUHA A U Y A A Y HURl s UL elAA.

At WAY ASlA e ol Aol Bl duHRUelsRs R AtHdLASY, dAdurdusdl: U d-
ollAMellSlotelo+ 91 4023187378 URNUME Nelsarang_deo@ish.edu, Bled Aoigc (A3, dulletacd],
FERAGLE - 500032, ARAURAUEsI AL

A UAUSHO( ANF AHRIRABSRALQAAYHHER, ARISB URaUS2AuH 8IS (IRB) ottt UES-
sl NIUUAAAAAHA oA 012040-2318-7134 URNUNE N ashwini_chhatre@isb.edut(edlot-
AU ARAY, A e, SEAULE - 500111, AURAURAUESI|2ASSL.

Y AHASSYHD?

SLAM, 9N eRHietAHIRAHAUDSL? slail

useld(lexlerR AlRlw

Estimating impact of involving a for-profit organisation on the 146
quantity, qualityandcostof TBcareinIndiaunderthe PPSAmodel



e
J ISB' Max Institute of
. Healthcare Management
8D AEABMSABAUSRA2 5

SR AARFABNS(ABAU (1SB), AR AGLRAMR(F ARMRHACURAHIAUINA U HIS U H AL CAHE AMICR.

VRACUUHL, AR RUR dAHIHLe(l@stHicldHeElolldet A uHercHD(AGRA. e, 1 8lollien-
QAL AHIRL sl otAAUAAAQA AR AR AMHIRB02 e 5319, dAHAYIULS clHiALA AR URNBHFUI-
e, atyetliasuaeclell3@asl, weqteuem%‘laém:%lél Aot yBa QA AHIZ HIcAARDNRMAA ULR-
RUAA AHAY A YH AR

5802 AHIRIHIZ Aoy §NRULiUR45 ARl sAlselcRAUAI. B2 AYRIUARARDSD. A S\E-
Ié,tlﬁloﬂlc}lﬂ%qtmwuqmimdtdé\qadﬂuﬁ@sqtutésélata@l. SIEURUHA AN B0 Y UHILASR Cllo] -
alaslol
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dtug%al&sceeagulﬂmﬂwﬁaotdul@ﬂ@eseqtulwqe\ AL eLY cotollotslR, AN U HIAHIZl M S
BlaudrisauAcsigstelldruleoel. dulusebldR S dn a3l

dAHRIYAUAHsAYER. drFlaseiBlaletR dxidloll-llRietaA U AUUAYUR AUHIME E 5 WA -
HA (Aol (s RA G ABHHA LU Y S A Y HUR 5 Ul DA

A ctHiFluRyASlA AR A ot ol @ drHRUAl SRS AHDLIANR, AdRuAAUSH: AR -
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FERAGE - 500032, lRAURIUSsI SO
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Appendix 8 : Costing Exercise Tools

Leveraging E-Pharmacy to Improve Quality of TB Care
in the Private Sector

Costing Tool

Faridabad Model

Introduction:

Thank you for agreeing to participate in this interview. We are from the Indian School of Business, Hyderabad,
and are interviewing you to better understand the cost incurred in delivering TB-related services and treatment if a
for-profit organisation is leveraged to deliver services such as sample collection and TB drugs at doorstep. In this

regard, | would like to ask you questions about various activities undertaken and the cost associated with them.

The information that you provide us will only be used for non-commercial research purposes. Participation in this
study is voluntary and we completely respect your decision and willingness to participate in this study. The interview
should take 30 to 35 minutes. All responses will be kept confidential; your de-identified interview responses will only
be shared with research team members and we will ensure that any information we include in our report does not
identify you as the respondent. You may decline to answer any question or stop the interview at any time and for any

reason. Are there any questions about what | have just explained? s it ok if | record the interview?
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Programme Duration (in months) =
Section I: Rapport building/ Ice-breaking

1. Can you list down the activities undertaken by:

Managerial staff | Designations Activities % of time allocated to the activity in a month

category Note: Incase of difficulty in answering, ask “# of
hours spent doing the activity per week”

Category 1 Programme
Manager

Category 2 Analyst

State Pro- State PPM Lead

gramme Man-
agement Unit/ Operations

Category 3 Manager
Field Officers

Section 2: Human Resource and Salaries

Type of resource Number of Salary per month Number of % of time allocated

resources months in a month

Managerial Staff
Category 11
Category 2 @
Category 3P
Category 4
Field officers

Others

Formula: [# of managerial staff *(salary/month*% of time allocated in a month)* # month] + [# field staff *(sal-
ary/month*% of time allocated in a month)* # month] +...

[1] Programme Manager
[2] Analyst
[3] State Programme Management Unit

Estimating impact of involving a for-profit organisation on the
quantity, qualityandcostof TBcareinIndiaunderthe PPSAmodel

150



What was the provider coverage for Faridabad model?
(Proportion of providers engaged)

How many visits in a month did the field officer make?
What was the duration of each visit?

What was the average travel time between the two
providers?

Formula: On field time required per month / Available time per field officer per month

On freld time required per month = (duration of each visit + avg. travel time) * number of visits * proportion of pro-
viders engaged.

Section LI: Travel and reimbursement for managerial staff

Number of days spent on office/programme related travel in a year _

Category 1
Category 2

o How are these trips reimbursed?

Per day individual cost Number of individuals per visit

Domestic Travel
Food and beverage
Local conveyance
Lodging

Other applicable

Formula: [(LPer day individual cost* # individuals) * Number of days spent travelling for programme related
activities in a year]
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Section 2: Training and sensitisation
2.1 Training of Field Officers

Field Officers were trained (at the beginning of the programme) virtually by the CHAI staff
(such as operations manager).

2.2 Training of Providers (CMEs)

Question Response

On an average how many individuals are present in 1 CME meeting?

How many CME meetings are conducted in a year?

Activity Cost per session Cost per Type of cost/ driven by
individual
Printing invitation cards NA Variable / Number of individuals invited
Venue (includes AV tech NA Fixed
such as projector, mics
etc)
Food and Beverage NA Variable/ Number of individuals present
Token of appreciation NA Fixed

to chief guest (such as
bouquet, shawl etc)

Hard copies of resource NA Variable/Number of participants
material

Formula: [(venue cost + token cost) * (number of CMEs per year) + per unit (print cost (invitation) + food and
beverage + print cost (resource) * (number of individuals per CME) ]

Section 3: Sample collection, diagnosis, and treatment

Activity Cost per sample collected Number of samples collected in

the programme duration

Sputum Collection (Includes the
consumables)

HIV sample collection (includes
the consum0b|es)

Formula: [ (cost per sample collected * # of samples collected in the programme duration]
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Section 4: Incentive o compounder

Activity Incentive per patient notified/treat- | Number of patients notified/treatment com-
ment completed pleted in the programme duration
Patient notification

Treatment completion

Formula: [[ (incentive per unit * # of units in programme duration]

Number of engaged compounders:

Section 5: Delivery and counselling

Activity Cost per delivery Number of deliveries in the pro-
gramme duration

Drug delivery

In-person counselling

Telephonic counselling

Formula: [ (cost per unit * # of units in the programme duration]

Section 6: Other fixed costs budgeted by TATA-Img

Other costs budgeted by TATA-Img (personnel cost,
management cost)

Section 7: Administrative cost

Cost for programme duration

Printing

Stationary

Office supplies

Facility costs

Upkeep and maintenance

Other costs

Formula: [Lcost for programme durofion]
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Section 8: ICT cost
Laptops

Computer equipment (such as
printers, projector screens etc)

Mobile phones
Other applicable costs

Formula: [(# laptops * cost per unit) + (#mobile phones * cost per unit) +...]
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Leveraging E-Pharmacy to Improve Quality of
TB Care in the Private Sector

Costing Tool

Drug Delivery Pilot

Introduction:

Thank you for agreeing to participate in this interview. We are from the Indian School of Business, Hyderabad, and are
interviewing you to better understand the cost incurred in delivering TB-related services and treatment in case a for-profit
organisation is leveraged for doorstep delivery of TB drugs. In this regard, | would like to ask you questions about various

activities undertaken and the cost associated with them.

The information that you provide us will only be used for non-commercial research purposes. Participation in this study is
voluntary and we completely respect your decision and willingness to participate in this study. The interview should take
30 to 35 minutes. All responses will be kept confidential; your de-identified interview responses will only be shared with
research team members and we will ensure that any information we include in our report does not identify you as the
respondent. You may decline to answer any question or stop the interview at any time and for any reason. Are there any

questions about what | have just explained? Is it ok if | record the interviews?

Programme Duration (in months) =
Section 1: Rapport building/ Ice-breaking

1. Can you list down the activities undertaken by:

Managerial staff Designation Activities % of time allocated for the project in a month

category Note: In case of difficulty in answering, ask “# of
hours spent doing the activity per week”

Category | Programme
Manager

Category 2 Analyst

State Programme State PPM Lead

Management Unit/

Category 3 Operations
manager

Category 4 Data entry op-
erator

Field Officers
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Managerial staff Designation Activities % of time allocated for the project in a month

category Note: In case of difficulty in answering, ask “# of
hours spent doing the activity per week”

SCT Agents

Treatment Coordi-
nators

Section 2: Human Resource and Salaries

Type of resource Number of Salary per month Number of % of time allocated in

resources months a month

Managerial Staff
Category 1
Category 2 @
Category 39!
Category 4
Field Officers
Hub Agents

SCT agent

Treatment Coordi-
nators

Others

Formula: [# of managerial staff *(salary/month*% of time allocated in a month)* # month] + [# field staff *(salary/
month*% of time allocated in a month)* # month] +...

[1] Programme Manager

[2] Analyst

[3] State Programme Management Unit
[4] Data Entry Operator
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Section 2.1: Travel and reimbursement for managerial staff

Number of days spent on office/programme related travel in a year _

Category 1

Category 2
Category 3
Category 4

o How are these trips reimbursed?

Per day individual cost Number of individuals per visit

Domestic travel

Food and beverage

Local conveyance

Lodging

Other applicable

Formula: [(LPer day individual cost™ # individuals) * Number of days spent travelling for programme related

activities in a year]

Section 3: Delivery and Counselling

Activity Cost per unit Number of units in the pro-

gramme duration

FDC delivery
Pick up of MERM boxes
Packaging of MERM boxes

Delivery of MERM boxes

Formula: [ I (cost per unit * # of units in programme duration)]
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Section 4: Other costs budgeted by TATA-Img

Question Response

Other costs budgeted by TATA-Img (includes person-

nel cost, management cost, maintenance cost efc)

Section 5: Administrative cost

Cost for programme duration

Printing
Stationary
Office supplies
Facility costs

Upkeep and mainte-
nance

Other costs

Formula: (ICost for programme duraﬁon)

Section 6: ICT cost
Laptops

Computer equipment (such as
printers, projector screen etc)

Mobile phones

Other applicable costs
Formula: [(# laptops * cost per unit) + (#mobile phones * cost per unit) +...]
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Leveraging E-Pharmacy to Improve Quality of
TB care in the Private Sector

Costing Tool

JEET 1.0 Model

Introduction:

Thank you for agreeing to participate in this interview. We are from the Indian School of Business, Hyderabad, and

are interviewing you to better understand the cost incurred by the PPSA in delivering TB-related services and treatment
depending on the context i.e. ownership of delivery channel and the location of the delivery point (facility-based or home

delivery-based). | would like to ask you questions about various activities undertaken and the cost associated with them.

The information that you provide us will only be used for non-commercial research purposes. Participation in this study is
voluntary and we completely respect your decision and willingness to participate in this study. The interview should take
30 to 35 minutes. All responses will be kept confidential; your de-identified interview responses will only be shared with
research team members and we will ensure that any information we include in our report does not identify you as the
respondent. You may decline to answer any question or stop the interview at any time and for any reason. Are there any

questions about what | have just explained? Is it ok if | record the interview?

Programme Duration (in months) =

Section I: Rapport building/ Ice-breaking

1. Can you list down the activities undertaken by:

Managerial staff cat- Designation Activities % of time allocated in a month

egory for each activity (number of
hours per week spent on each
activity)

Category 1/ National Project Director

Programme Manage-

ment Unit

Category 2 Finance Lead

Operations Lead

M&E and Analytical
lead

159 Estimating impact of involving a for-profit organisation on the
quantity, qualityandcostof TBcareinIndiaunderthe PPSAmodel



Managerial staff cat- Designation Activities % of time allocated in a month

[lele]a% for each activity (number of
hours per week spent on each
activity)

Category 3 Finance Officer

HR and Admin Officer

Analytics Associate

IT/MIS lead
State Programme State PPM Lead
Management Unit/Cat-
egory 4 Operations Manager
Hub Agent
Field Officers
SCT Agents

Treatment Coordinators

Section 2: Human resource and salaries

Formula: [# of managerial staff *(salary/month*% of time allocated in a month)* # month] + [# field
staff *(salary/month*% of time allocated in a month)* # month] +...

Type of resource Number of Salary per month Number of % of time allocated

resources months in a month for this
programme

Managerial Staff
Category 11!
Category 2 2
Category 3 I
Category 4 ¥
Category 5 P!

Field Officers
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Type of resource Number of Salary per month Number of % of time allocated

resources months in a month for this
programme

Hub Agents
SCT Agents

Treatment Coordi-
nators

Others

(1] Project Director,

[2] Finance Lead, Operations Lead, M&E and Analytical lead,

[3] Finance Officer, HR and Admin Officer, Engagement Officer, Analytics Associate, IT/MIS lead
[4] State PPM Lead, Operations Manager,

[5] Data Entry Operator

What was the provider coverage for JEET 1.0? (Proportion
of providers engaged)

How many visits in a month did the field officer make?
What was the duration of each visit?

What was the average travel time between the two pro-
viders?

Is there any allowance that you get apart from the basic
salary?
Can you elaborate

Formula: On field time required per month / Available time per field officer per month

On field time required per month = (duration of each visit + avg. travel time) * number of visits * proportion of
providers engaged.
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Field Officers

Hub Agents - From our discussion, Hub agents notify the patients on Nikshay, provide FDC as per I* and subse-
quent follow-up prescription.

Formula: Number of Hub Agents = number of high notifying providers.

SCT Agents

On an average how many presumptive patients come to
the sample collection site in a day?

How many samples are collected per patient?

Travel time to transport the sample from collection site to

lab

How many samples does a SCT Agent transport in a day?

Formula: Number of SCT Agents required = (av. Presumptive patients per month * #samples per patient) /
#transported by one SCT Agent per month

Treatment coordi-
nator

Question

How many sessions of tele-counselling are needed per
patient per month?

What is an average duration of tele-counselling?

How many sessions of F2F counselling are needed per
patient per month?

What is the average travel time from one patient's loca-
tion to another? (in minutes)

What is an average duration of F2F counselling?

How much time does one TC spend in counselling per
month?

Response

Formula: [(# tele sessions*av. Duration of 1 tele-session) + (#F2F sessions*Av duration of 1 F2F session) + (travel
time from one patient location to another)] * Number of patients in programme duration / time spent by 1 TC

counselling per month.
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Section 1.1: Travel and reimbursement for managerial staff

Number of days spent on office/programme related travel in a year _

Category 1
Category 2
Category 3
Category 4

Category 5

*Categories same as defined in above section.

How are these trips reimbursed?

Formula: [(LPer day individual cost* # individuals) * Number of days spent travelling for programme
related activities in a year]

Per day individual cost Number of individuals per visit

Domestic travel
Food and beverage
Local conveyance
Lodging

Other applicable
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Section 2: Training and sensitisation

Activity Cost per Average Maximum Number
unit Number of number of of units per
resources resources month

trained per who can be
session trained in

one session

1 Training of Field Officers

1 Food and refreshment cost

1.2 Stationary cost

1.3 Printing (training material)
cost

2 Training of SCT Agents

2.1 Food and beverage cost

2.2 Stationery cost

23 Printing (training material)
cost

3 CME meetings

31 Printing of invitations for
providers
Venue

3.2 Food and refreshment cost

3.3 Incentive to the presenter at

the meeting

3.4 Stationery cost
35 Printing (of training material)
cost

Formula: [((L Cost per unit) * Number of trainings for FOs per month) + (L Cost per unit) * Number of trainings
for SCT Agents) + (L Cost per unit) * Number of CME meetings)]
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Section 3: Sample collection, diagnosis, and treatment

Name of items Cost per unit Number of units per Estimated number of

patient patients in the pro-
gramme duration

Consumable (such as -
falcon tubes)

X-ray cost/subsidy -
CBNAAT cost/subsidy -

FDC cost/subsidy -

Any other applicable -
cost

Formula: [(# units required/patient * # of patients in programme duration) * (cost per unit)]

Section 4: Administrative cost
Printing
Stationary
Office supplies
Facility costs

Upkeep and mainte-
nance

Other costs

Formula: [Lcost for programme duration]
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Section 5: ICT cost
Laptops

Computer equipment (such as
printers, projector screens etc)

Mobile phones

Other applicable costs

Formula: [(# laptops * cost per unit) + (#mobile phones * cost per unit) +...]
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Appendix 9: Consent form for
costing Exercise

Indian School of Business
Consent Form
Thank you for agreeing to participate in this study being conducted by the Indian School of Business, India.

In this interview, we would ask you programme specific information such as activities undertaken by various cadres of

staff, their salary structure, various services provided under the programme etc.

Please note that the information that you provide us will only be used for non-commercial research purposes. The
interview should take opproximo+e|y half an hour to forfy minutes depending on how much information you would like

to share. All answers will be kept confidential by separating the information you provide from your personal information.
Nobody other than the research team will know what you answered. We request you to provide us with honest responses
to all questions. There are no known risks associated with your participation in this research beyond those of everyday life.

Your participation will help the research since your insights are important.

Participation in the research is comp|efe|y vo|unfory. If there is any question you don't want to answer or if at any point
you feel uncomfortable with the study, you have the option of quitting the study. There will be no consequences for not
answering any question or not taking part in the study. You may decline to answer any question or stop the interview at

any time and for any reason. There is no compensation for your participation in the sfudy.

If there is anything about the study or your participation that is unclear or that you do not understand, or if you have
questions or you wish to report a research related problem, you may contact the Principal Investigator: Sarang Deo via
email (sarang_deo@isb.edu) at the Indian School of Business, Gachibowli, Hyderabad - 500032, India.

For questions about your rights as a research participant, you may contact the Chair of the Institutional Review Board
(IRB) at ISB: Professor Ashwini Chhatre at 040-2318-7134 or email ashwini_chhatre@isb.edu at the Indian School of
Business, Gachibowli, Hyderabad - 500111, India.

At this time, do you consent to participate in this survey? Yes No

Is it okay if | record the interview? Yes No

PARTICIPANT SIGNATURE
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