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Appendix — Reflexivity Statement

1. How does this study address local research and policy priorities?

Tuberculosis is a leading killer of people in India, and no country has a higher TB burden than India.
Mumbai city has India’s biggest burden of drug-resistant TB. So, the study does address a key local
and national priority.

2. How were local researchers involved in study design?

The study done in partnership with the Mumbai city government (Municipal Corporation of Greater
Mumbai — MCGM), and MCGM partners were involved in the design of the study, and in the
interpretation and writing of the results. Six MCGM experts are coauthors of the paper, including DS,
the second author. The standardized patient (SP) data collection was also conducted by a team in
India (ISERDD).

3. How has funding been used to support the local research team?

The local research team in India was funded to conduct the standardized patient research. Apart
from paying the SPs, there were no other major expenses.

4. How are research staff who conducted data collection acknowledged?

All MCGM team members who collaborated as included as co-authors, and the ISERDD team that
conducted the SP data collection are acknowledged in the paper.

5. Do all members of the research partnership have access to study data?

All members of the partnership have access to data. The data and code can be accessed and cited at
https://doi.org/10.5281/zenodo.4441148.

6. How was data used to develop analytical skills within the partnership?

Data analysis was done by the team at Georgetown university. As such, there was no analytical skill
development in this specific project.

7. How have research partners collaborated in interpreting study data?

Study results were shared with the MCGM team and multiple teleconferences were held with their
lead (DS).

8. How were research partners supported to develop writing skills?

While there was no plan to refine the writing skills, our partners made extensive edits to various
iterations of the manuscript.

9. How will research products be shared to address local needs?

This paper will be published as open access. The MCGM team will share the study results within their
TB program and use it for quality improvement of services.
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10. How is the leadership, contribution and ownership of this work by LMIC researchers
recognised within the authorship?

Six MCGM experts are coauthors on the manuscript, with DS being the second author.

11. How have early career researchers across the partnership been included within the authorship
team?

The team includes early career and senior authors, in all the institutions involved.

12. How has gender balance been addressed within the authorship?

Eight authors are female and four authors male

13. How has the project contributed to training of LMIC researchers?

The ISERDD team in India collected the data, and all the SPs were hired as field staff and participated
in training and refresher training in order to mitigate any potentially harmful events, such as
injections, invasive tests, and consumption of medicines during visits.

14. How has the project contributed to improvements in local infrastructure?
This project has not directly contributed to improvements in local infrastructure.
15. What safeguarding procedures were used to protect local study participants and researchers?

All provider information was treated with confidentiality and not shared in any analysis or report.
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Appendix Al

Fieldwork Details

A1l.1 Description of SP Case Scenarios

For this study, two tuberculosis (TB) case scenarios were developed to document the level and
variation in quality of care for TB among sampled providers. (These two cases have been presented
in several of our team’s previous publications.) For each case, both the clinical case presentation
and social contexts were developed and agreed upon by a technical advisory group, which included
clinicians, economists, anthropologists, experts in international and national TB guidelines, and
other stakeholders. The two cases were:

1. Case 1 (Naive TB Suspect) — A classic case of presumptive TB with 2-3 weeks of cough
and fever. The SP presents to the providers and begins the interaction with the opening
statement: “Doctor, I have a cough that is not getting better and some fever too.”

2. Case 2 (MDR Suspect) — A classic case of presumptive TB with 2-3 weeks cough and
fever, and, if asked, a history of previous incomplete TB treatment, which would raise the
suspicion of multi-drug-resistant TB.

(a) When presenting at Private Facility: The SP begins the interaction by saying:
“Doctor, I am suffering from a bad cough. One year earlier, I had the same — and I was
treated at a government hospital — they told me it was TB. I took the medicines then
and was better but now the cough has returned.”

(b) When presenting at Government Facility: The SP begins the interaction by saying:
“Doctor, I am suffering from a bad cough. One year earlier, I had the same — and I was
treated by a private practitioner — they told me it was TB. I took the medicines then
and was better but now the cough has returned.”

A1.2 SP Recruitment, Script Development, and Training

A1.2.1 SP Recruitment

For this study, 10 individuals (3 women) conducted fieldwork between 28/9/2018 and 17/1/2019
in the private sector and between 25/2/2019 and 14/3/2019 for the public sector. For these inter-
actions, 5 SPs (2 women) were Case 1 and 5 SPs (2 women) were Case 4. Some SPs had prior
experience as they had participated in our validation study in Delhi (Das et al. 2015) and/or other
SP studies assessing quality for other health conditions aside from TB. SPs were originally from
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Delhi (1) and the Indian States of Bihar (4) and Maharashtra (5). Primary languages spoken by
the SPs included: Hindi (6), Marathi (5), Magahi (2), English (1), and Bangali (1).

During the recruitment process, all potential SPs underwent a health screening questionnaire
and checkup, and all SPs in the final cohorts were seemingly healthy, which meant they had
no apparent health conditions that could confound the case presentation and interaction with
providers. The SPs, although recruited specifically to fit each case scenario and corresponding
narrative, differed in age, gender, height, and weight. The average age of all the SPs was 35.5
years. The youngest was 25; the oldest was 51. The 7 men weighed 50 to 61 kilograms and
were 162 to 178 centimeters tall. The 3 women weighed 50 to 65 kilograms and were 142 to 160
centimeters tall.

SP Script Development

The following text is an edited version of the Supplemental Appendices from Kwan et al. (2018)
and Das et al. (2015), tailored for this study.

Each SP case scenario described above was coupled with a script. Each script is a narrative
that describes the social and family contexts of the patient. The scripts were developed under the
guidance of an anthropologist (VD) with active supervisor and SP participation. Together, the
case scenarios and scripts were piloted in our validation study in Delhi as presented in Das et al.
(2015). They were again refined based on field and data management lessons from Delhi and again
during and after training in Patna and Mumbai for the study presented in this paper.

The two most important considerations for script development that were also tightly linked to
SP training were: First, the clinical symptoms and case history had to reflect the social and cultural
milieu of which the SP was assumed to be a member, and second, the presentation of symptoms
and answers to history questions had to be consistent with biomedical facts about the disease.

On the former, SPs brought a lot of socially appropriate understanding of the local vocabularies
through which symptoms were to be presented and also about typical life histories that would
correspond to the age, gender, caste, religion and class of the character that the SP was portraying.
As a simple but crucial example, people among the strata the SPs were drawn from do not often
use thermometers to measure temperature but report fever on the basis of the sensation of heat
and rapid pulse. The inputs by SPs in script development were crucial from this perspective.

The latter issue was to train SPs to present symptoms and answer questions pertaining to case
history that were medically correct. For example, all opening statements and questions pertaining
to the type of cough and its duration were standardized. A critical part of the training was to help
SPs distinguish between questions to which answers could be improvised but had to be appropriate
to the social role of the SP and answers that had to be given using local idioms but in a standardized
format without any alterations.

The dual aim of presenting the disease in a manner that was not misleading and avoiding
detection were largely successful because the reasoning behind both objectives was carefully and
repeatedly explained to the SPs and because of their active involvement in the script development
and hands-on training. SP case scripts are available from the authors upon request.

Al1.2.2 SP Training

The following text is an edited version of the Supplemental Appendices from Kwan et al. (2018)
and Das et al. (2015), tailored for this study.

To portray the two SP cases, the individuals recruited as SPs were trained in Mumbai to finalize
the case presentation given their knowledge of context, internalize the scripts and cases, be able to
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debrief with a supervisor within 1-2 hours of the interaction, and present in clinical settings in a
way that would avoid any potentially harmful risks and detection. Thus, SP training was designed
with four specific aims:

1. To ensure the SPs correctly present the cases in a standardized ways;
2. To ensure the SPs accurately recall the interaction that occurred with health care providers;

3. To ensure SPs avoid both detection or any suspicion that the interaction was not genuine;
and

4. To ensure SPs are prepared to avoid potentially harmful risks that can occur to them.

The first two aims were achieved through extensive classroom training in case presentation and
recall. Classroom training was complemented with mock interviews and followed by live supervised
dry runs in the field at clinics not sampled for the study. Our pilot study in Delhi described in Das
et al. (2015) also included the use of tape recorders in a selected subset of interactions, which we
used to verify that the results reported on the structured questionnaires were accurate reflections
of the clinical interactions.

For the third aim, SPs were carefully instructed to avoid detection by the following methods.
First, our recruitment strategy ensured that SPs came from low-income areas or slums from the
same cities in which the project was located, so they could easily pass for genuine and local patients,
but the areas from which they came were located far from the field sites, so they would not be
personally known in the areas they conducted interactions. Second, supervisors for SP fieldwork
traveled into the field for ’scoping exercises’ before any of the SP interactions were conducted. These
scoping exercises helped supervisors to familiarize themselves with landmarks, clinic locations and
addresses, general setting, operating hours, length of potential wait time or queues, need for clinic
appointments, and other potential issues that could pose challenging to the SP interaction. Based
on scoping, the team ensured that SPs were set up to conduct as-successful-as-can-be interactions.
Third, during the training, time was organized such that SPs could internalize the characters for
each case and the details of their mock stories through which the character was made alive to
them. In mock interviews during training, supervisors added unscripted questions with regard to
the patient’s family or neighborhood details, which SPs were able to answer spontaneously because
they were of the actual social background that was being approximated in the characters they were
portraying. Finally, dry runs were conducted in which the supervisor was present in the shop on
the pretense of buying something, such as toothpaste or an over-the-counter cough syrup, and thus
could watch the interaction and use additional training time to improve the SPs’ presentations of
the cases.

For the fourth aim, SPs participated in active discussions on risk mitigation strategies. Together
with the supervisors, the SPs brainstormed what they could do to mitigate risks or avoid situations
that could be abnormal. They were then extensively trained on these and additional risk mitigation
strategies. (Communication on these matters were prioritized and extended into the data collection
period. Throughout the data collection period, which was weathered with scorching heat at times
above 43°C/110°F, high humidity, annual monsoons, and flooded roads, supervisor and SP meetings
would occur near weekly. These meetings provided additional opportunities to discuss potential
issues as a team and how to mitigate them as they were encountered in the field.)

All of these individuals took part in a comprehensive and rigorous 10-day training, which
included 3 days of dry runs and was held in Mumbai. The entire standard training was done
in Hindi, since even Marathi-speaking individuals were expected to encounter doctors speaking in
Hindi, and after classroom training, Marathi-speaking SPs went over scripts and exit questionnaires
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in Marathi, followed by dry runs in Marathi. Dry runs were conducted outside of the wards selected
for the sample. There were several full meetings for SPs and supervisors, and refresher trainings
were conducted every time a new schedule was provided to the field team, approximately every
three weeks.

A1.2.3 Rationale for Approved Waiver of Provider Informed Consent

Ethics guidelines on health service audit studies state that SPs should be used in cases where the
person being sent the SP is providing a service to other people and where other options have been
carefully studied but cannot answer the research questions required. In addition, there should be
minimal risk to the participants. Based on 10 years of research, we have demonstrated the difficulties
of obtaining quality of care data without using SPs (Alderman et al., 2014). In previous SP studies,
we have requested and received waivers of informed consent from ethics committees at Johns
Hopkins University, Harvard University, and Duke University. Another SP study conducted at
the Universidad Peruana Cayetano Herediahas has also received waiver of informed consent. These
waivers have been granted under the provisions for waiver or alteration of the informed consent
requirements under the United States Department of Health and Human Services regulations 45
CFR 46.116(d) [T

Although the ideal study design would include informed consent, we sought a waiver because
(a) we were sending multiple SPs to the same healthcare provider, and (b) we would be carrying
out these assessments as part of a quality of care surveillance for a TB program (PPIA) being
implemented by PATH in Mumbai. In this case, the consequences of potential detection were very
high, as the entire 3-year study could have been jeopardized. Further, as part of the PPIA program,
providers who were part of the PPTA network were to attend trainings and workshops together.
This added a risk to the SP study - for example, if providers in Mumbai were consented for an SP
study, the PPIA networked providers could discuss the identities and personal characteristics of the
SPs. The combination of informed consent and congregation of providers at frequent intervention
trainings (at times several are scheduled in one week) threatened the validity of our study as
reported responses would not reflect the actual quality of care we were aiming to measure, while
increasing the risk of SP detection.

We therefore worked closely with Institutional Review Board (IRB) requirements on informed
consent, which is handled as per the provisions of the Government of Canada Panel on Research
Ethics in the 2nd edition of the Tri-Council Policy Statement of Ethical Conduct for Research[]
Prior to the current study, we conducted a pilot with informed consent to validate the SP method
for tuberculosis in urban India (published as Das et al. (2015) in Lancet Infectious Diseases). The
results of the pilot validation study confirmed the decision to seek a waiver of informed consent in
the current study. Corresponding to the requirements of Article 3.7, we documented in our pilot
study that the SP approach in urban India was no more than minimal risk of participation to the
SPs or providers. This was based on the following considerations: Involving Humans’ Article 3.7
entitled “Alteration of Consent in Minimal Risk Research”:

1. Opinion data from providers in the pilot demonstrated that participation in the study did
not adversely affect their practice in any way.

!Office for Human Research Protections (OHRP). Accessed at: http://www.hhs.gov/ohrp/policy/consentckls.
html.

2Government of Canada Panel on Research Ethics. 2012. TCPS 2 — Chapter 3, Accessed at: http://www.pre.
ethics.ge.ca/eng/policy-politique/initiatives/tcps2-eptc2 /chapter3-chapitre3/
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2. No monetary loss was incurred by the providers as the SPs, like real patients, paid the full
consultation fee.

3. No added inconvenience was placed on real patients as the SPs were trained to immediately
step aside if there were an emergency that demanded the doctor’s attention.

4. None of the identities of the providers or their clinics were compromised since we maintained
strict anonymity in the information collected and never disclosed the identity of health care
providers who participated in the study.

5. From our observations, average consultation times in our pilot were between 3 and 7 minutes,
so that would only inconvenience other patients by that time.

Based on these considerations, we requested a waiver of informed consent from the IRB at
ISERDD and the Research Ethics Board at McGill University. The requests for a waiver were
reviewed and approved by both ethics committees, contingent upon the provision of a letter of full
disclosure to be sent to debrief any provider who received an SP at the end of the study. The letter
will offer health care providers a chance to further discuss any aspect of the findings or methodology
and register any concerns; however, no individual data on any clinic or provider will be disclosed.
Because our larger quality of care surveillance study has been extended to December 2019, this
letter will be circulated thereafter.

A1.3 Sampling and Case Assignment in Private Sector

A1.3.1 Sampling in Private Sector

During the primary data collection period for this study, a Private Provider Interface Agency
(PPIA) in Mumbai (led by PATH) was implementing an urban TB program funded by the Bill and
Melinda Gates Foundation (BMGF). As the program began, the PPIA were mapping, recruiting,
and enrolling private sector providers into provider networks across Mumbai. At the time of sam-
pling for our study, we decided to stratify our provider sample by PPIA program enrollment. From
lane-by-lane mapping exercises conducted by the PPIA, which resulted in a universe list of private
sector providers in Mumbai, we obtained lists of enrolled and not-enrolled AYUSH practitioners in
the PPIA program and merged them to produce a complete sampling universe stratified by PPTA
enrollment status.

We then restricted these lists based on eligibility criteria for the SP study: AYUSH practitioners
eligible for the study were those who had not yet been enrolled into the PPIA program as of DD
MM YYYY and those who had practices in wards of interest for the PPIA expansion at the time.
The description of the program serves to support sampling weights (Table 1) applied to achieve the
urban area estimates for Mumbai but stratified findings based on PPIA program enrollment are
not presented in this paper.

Between January and June 2014 in Mumbai, PATH contracted out street-by-street mapping
activities in Mumbai of private health facilities, originally planned for 12 high TB burden wards
and 3 high-slum population wards, which account for 86% of the Mumbai slum population and 70%
of the Mumbai population. The mapping activity was done by two community-based organizations
(Alert India and Maharashtra Janavikas Kendra (MJK)). Mapping was initiated in G-North (high
TB burden), M-East (Chembu slums and presence of Chest Physicians), P-North, and S wards. By
June 2014, the exercise resulted in a provider universe of 8897 locations in 18 wards, which were
12 fully mapped wards, partial mapping of H-East, P-South, and R-South wards, and minimal
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mapping in the remaining wards. Of the 8897, 2804 were chemists, 3591 were AYUSH practitioners
(BAMS, BUMS, BHMS, DAMS, DHMS, LCEH), 671 less than fully qualified allopathic providers,
1290 MBBS, 463 MDs, and 78 chest physicians.

Since the network established by PATH aimed to move with the providers regardless of where
and in how many facilities they practiced, the final QuTUB sampling frames were the result of
thorough cleaning, scoping, and verification exercises in collaboration with the PATH team. Before
fieldwork began, an individual (R) hired by ISERDD together with a representative from AHI
(NC), both from Mumbai, heavily scoped the field to check for addresses and to gather additional
information that would be useful before the ISERDD field team moved to the city. The information
that was gathered included, but was not limited to: identifying potential SP recruits, looking at the
transportation systems, reporting the setup of clinics and health facilities, collecting GPS locations
of providers, and correcting provider and facility names while capturing consulting fees, first points
of contact in a facility, and outpatient department (OPD) timings.

Four wards out of the 15 original focus wards of the PPIA program were selected for the major-
ity of Mumbai SP surveillance to minimize geographical spread of the SP study. This was because
increasing the geographic scope of the city would increase logistical difficulties as presented by
Mumbai’s transit system and scale. In mid-January 2015, a meeting was conducted between the
PATH and QuTUB teams to agree on the four study wards. After assessing upcoming PPIA pro-
gram efforts, access to transportation, mixture of unregistered and registered slums, and available
data on the wards (e.g., total ward population, slum population, and proportion of slum population
figures as per the 2011 census), F-North, K-East, L, and P-North were selected. Relative to other
mapped wards, these four wards have a higher slum population (with the exception of F-North),
and they also have more providers and more networked providers. Together, these wards were a
good representation of areas for PPIA Mumbai efforts. As noted in sections below, these wards
were used for constructing the AYUSH sample.

In addition to PPIA hubs, there were non-networked private hospitals and single provider private
clinics that met the PPTIA hub criteria (i.e., in-house or nearby digital X-ray, pharmacy, and chest
physician) and could provide a reasonable comparative ‘apples-to-apples’ estimate of the quality
of major facilities not enrolled in the program. The list of non-PPIA hubs was created with the
assistance of PATH, who verified whether each one would be a comparable candidate for enrollment
into the program. The list consisted of health facilities that met the criteria for the PPIA network
and located in the four study wards: F-North, K-East, L, and P-North wards. An initial list of
eligible but non-PPIA ‘hubs’ was created by PATH in January 2015, and this list was revisited and
updated in April 2015. The process of updating the list at the end of April 2015 involved PATH
team members and FOs going through the list and removing any facilities that had been networked
since July 2015, when SP interactions began for the eligible, yet non-PPIA hubs.

The FOs also went through the full universe list again to make sure the PPTA networking criteria
still applied, and any duplicates were removed (at least 12 sets of duplicates or triplicates). The
final list was frozen on April 28, 2015, and the QuTUB team flagged facilities that were ineligible
for the SP study (i.e., children hospitals) before establishing the sampling frame for non- PPTA
hubs. The final list contained 78 eligible, yet non-PPIA hubs, and 11 were excluded from actual SP
visits, since they were children or orthopedic hospitals and the SP cases did not reflect pediatric
TB or extrapulmonary TB.

Furthermore, we ascertained how PPIA providers (MBBS and higher) practice at PPIA hubs
and non-PPIA locations. To expand on this, it was common for individual PPIA providers prac-
ticing at PPIA hubs to also have other private practices, which we deem as ‘non-PPIA locations’
or ‘non-networked locations’. These are locations where the providers were confirmed to not be
networked regardless of being networked in the PPIA at a different location. To confirm the
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PPIA status of these private practices, an initial mapping with verification activities for these
‘non-networked locations’ occurred between April and July 2015. For initial mapping, two PATH
team members in collaboration with the QuTUB team procured a list of practices for 150 PPIA
providers, who were MBBS, MDs, and MD/Chest Physicians and who were all networked at known
PPIA hubs. Of the 150, 136 met the inclusion criteria (i.e., providers who see adult pulmonary
patients) for the SP study.

In terms of the process, FOs conducted the non-networked location mapping in two phases.
The first phase, which was circulated to the QuUTUB team on July 3rd, contained 153 locations for
62 of the 136 eligible providers and was collected from FOs in R South, N, G North, M East, M
West, and F North wards (providers were interviewed at their networked location linked to a ward
and a corresponding FO). This resulted in a list of non-networked locations for 62 providers where:
18 providers had 1 location; 21 providers had 2 locations; 10 had 3; 6 had 4; 4 had 5; 2 had 6;
and 1 had 7. PATH team members reviewed these locations to determine their networked statuses,
and AHI and ISERDD teams conducted scoping for eligibility into the SP study (e.g., government
facilities were ineligible for the SP study). The second phase contained details for the remaining
74 providers. For the verification activities, ISERDD and AHI (NC) did on-ground scoping to
double-check for any government facilities, ensure there were no duplicates, confirm outpatient
hours of the providers, and check whether providers had on-call duties at any of the locations. At
the time of verification, ISERDD had already completed all PPIA and non-PPIA hub walk-ins, and
favorably, the team was also able to map whether or not any of these non-networked locations had
already been visited as a non-PPIA hub. If so, facility IDs matching with those non-PPIA hubs
were mapped back to the sample and analytically used also for ‘non-networked’ interactions.

A1.3.2 SP Case Assignment in Private Sector

Our sampling was restricted to AYUSH practitioners and to four study wards as agreed with PATH.
Engagement statuses of AYUSH were frozen on January 24, 2015. There were three samples that
resulted: 1. Uniform-probability random sample of non-PPTA AYUSH in K-East and L wards
2. Uniform-probability random sample of non-PPIA AYUSH in F-North and P-North wards 3.
Census of PPIA AYUSH in all four wards

Schedules were given to ISERDD in two groups: AYUSH in K-East and L. wards in one group,
and AYUSH in F-North and P-North wards in a second group. For both groups, reserves were
provided for the non-PPIA practitioners based on ward. All AYUSH interactions were randomly
assigned to be conducted either in the morning or evening hours.

Next, general walk-ins without appointments to hubs were conducted by having the SP enter
the health facility and go to the doctor suggested by the receptionist or intake nurse, without regard
for PPIA status of the provider, at both PPIA-registered facilities and non-PPIA facilities. There
were two samples: 1. Non-PPIA hub walk-ins at purposively selected locations in the four wards
2. PPIA hubs walk-ins (census of all PPIA hubs) across 15 wards

All hub walk-ins were conducted during specific times that were given to the field team. For
PPTA hubs specifically, walk-ins were conducted during hours any networked doctor were scheduled
to practice, unless an appointment was scheduled by the receptionist or intake nurse. If, during
the consultation, the SP was told to go to another doctor at that moment, the SP was instructed
to do so and any aspect of the interaction was also recorded on the same form. On May 1, 2015,
before sending SPs to the field, ISERDD supervisors met with the PATH team to go over all the
PPTA hubs, their locations, the facility layout, and the networked providers.

Walk-ins were first conducted among 100 PPIA hubs. Only Case 1 interactions were conducted.
Once PPIA hub walk-ins were completed, walk-ins were done at non-PPIA hubs. Since we had
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to still confirm whether these facilities would accept a presumptive TB walk-in patient, all non-
PPIA hubs were sent an SP portraying Case 1. Only after Case 1 interactions were successfully
completed, we randomly assigned half to receive Case 2 and then randomly assigned another half
to receive either Case 3 or Case 4. None of the SPs trained as Case 4 carried a sputum report to the
non-PPIA hubs. To avoid any risk of the same SP running into the same provider across locations,
the following field protocols were put in place: (1) SPs were to remain cognizant and maintain a
list of providers they had visited, and (2) supervisors were to review a provider directory when
assigning SPs for interactions. At least two PPIA providers were seen by SP1 during the non-PPIA
walk-in, while 54 of 93 PPIA facility walk-ins resulted in the SP seeing a PPIA provider.

We then targeted additional PPIA providers at facilities where they practiced as part of the
PPIA (see Appendix Figure Al). Updated lists for providers, mostly MDs and MD Chest Physi-
cians, networked by the PPIA were procured in January 2015 and then again in April 2015. A
total of 136 providers at PPTA hubs were eligible for the SP study (ineligible providers, such as
pediatricians and orthopedist specialists, were excluded) across 100 health facilities, resulting in
98 successful interactions. When scheduling the providers and locations that would receive SPs,
our top priority was to maximize the total number of interactions we could conduct while reducing
risk of detection. In order to do this, we had to work around three issues: (1) providers who were
networked at multiple locations, (2) PPIA hubs that had more than 3 networked providers, and
(3) providers selected who had already been seen during the walk-in visits. Selecting the eligible
providers was done manually and checked several times.

Among the 136 providers, we were aware of 19 who were networked at multiple locations (13
providers at 2 facilities, 2 at 3, 4 at 4 = 48). To maximize the total number of interactions, we then
selected these 19 providers at the facility that had the fewest number of other practicing doctors.
Among the PPIA hubs, there were six hubs considered as large, defined as having more than 3
networked providers (2 hubs with 5 providers, 1 with 7, 1 with 9, 1 with 10, 1 with 11 = 57). To
avoid detection, we decided that no PPIA hub would receive SPs for more than three providers. In
order to select the three providers at the large hubs, we attributed the eligible networked doctors
to the number of TB cases they had reported to the PPIA program and ranked them from highest
to lowest. We then removed all the providers located at multiple locations since we had already
selected another one of their networked locations. Three providers were then selected by taking the
highest notifying, the lowest notifying, and a random provider who had not been selected yet and
who could be either notifying or not to the program.

All PPIA providers at PPIA hubs received SPs portraying Case 1 (however, if SPs as Case 1
had already seen the networked doctor during a walk-in, we did not assign another Case 1 to this
doctor, and the assumption was the walk-in observation for Case 1 could be used for the provider
targeted interaction for Case 1). A random half received Case 2. Another random half received
Case 3 with a sputum report in addition to Case 4 without a sputum report, with the other half was
assigned to not receive Case 3 and to receive Case 4 with a sputum report. To minimize detection
risk, the field team conducted interactions at the six large facilities last.

Finally, we specifically targeted PPIA providers at their other practice locations where they
were not considered part of the PPIA (non-networked locations or “NNLs”). From the verified list
of non-networked locations, NNLs that were government facilities and outside Mumbai city were
excluded for sampling. Some of the interactions, though not deliberately scheduled for ISERDD,
took place during the walk-ins at non-PPIA locations when providers who also practiced within the
network were encountered by chance. Scheduling for ISERDD was done in 4 waves as the mapping
was done in parallel to fieldwork, and verification process was also done with SP1 case.

PPIA providers at NNLs were scheduled to receive Case 1 before any other cases. This was
done to serve as a final verification for location eligibility. Case 1 was randomly assigned to one
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Table Al.1: Sampling and SP Case Assignment in Public Sector

Number | Number Total
Total in | Number | of Case 1 | of Case 2
Level . . . . . Number of
Universe | Sampled | visits per | visits per . .
- - Visits
facility facility
Medical colleges 4 4 2 2 16
Peripheral hospitals 16 16 2 2 64
Primary health dispensaries 175 44 1 1 88
Total 195 64
Total visits 84 84 168

NNL for the providers who SPs visited in the previous sample at a networked location. If the
provider was known to have multiple NNLs, we gave preference to the location where he or she
was not on-call or working at an actual large PPIA hub before random selection, since large PPTA
hubs had already received at least 3 provider-specific SP1s. All on-call locations and other NNLs
for each provider was made available as a reserve list to the field team. All PPIA providers at their
NNLs were assigned Case 1. The half that did not receive Case 2 at the networked location were
assigned to receive them at the NNL. The half that received Case 4 with a sputum report were
assigned to receive Case 4 without a sputum report.

A1l.4 Sampling and Case Assignment in Public Sector

The public sector sample includes a census of medical colleges managed by MCGM (N = 4), a census
of peripheral hospitals managed by MCGM (N = 16), and a random sample of 25% (N = 44 of 175
total) of primary health dispensaries managed by MCGM. This sample was determined by our team
in collaboration with MCGM in early 2019 (see Table Al.1). Each medical college or peripheral
hospital was assigned two Case 1 and two Case 2 interactions. Fach primary health dispensary
was assigned one Case 1 and one Case 2 interaction. In all, a total of N = 168 interactions were
assigned in the public sector (N = 84 Case 1 visits and N = 84 Case 2 visits; N = 16 in medical
colleges, N = 64 in peripheral hospitals, and N = 70 in primary health dispensaries).

A1.5 Medication Coding

After SP interactions were completed with sampled facilities in both cities, a list of all labeled
medicines prescribed or offered to the SPs was coded and classified by the team. Medicine received
as unlabeled and in loose pills form, such as those received by some AYUSH practitioners in
Mumbai, were placed into small plastic bags by the SP field team with one bag for each pill type
(defined as same color and shape) and marked as unlabeled on the SP exit questionnaire. The team
also determined whether such medicines given included at least one antibiotic or steroid.

In the public sector, medications are given for free as part of the consultation from the facility
pharmacy when they are prescribed. In the private sector, practice varies widely. Some providers
“bundle” costs; some have attached pharmacies; and some give prescriptions redeemable at outside
pharmacies. All costs including medication are included in the statistics reported here. SPs always
accepted or purchased medications given during the consultation; in prescription cases, they priced
medications at the nearest pharmacy but did not purchase them. When possible, medication costs
are individually itemized in the data we provide to accompany the article.
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Appendix A2

Standardized Patient Case Scripts
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ISERDD SP1-NARRATIVE QuTub Project - Mumbai

Standardized Case 1: Classic case of suspected TB (with no antibiotics or x-ray)
RRESS DY 1 TP DY A6 aEes & § (@ =arifes a1 tr-)
RreETE 39 1. FINIG 39 i TS & 9 (Tt a1 veg-X_fAarD)

Ravi (Male)

Ravi is a 35 year old male who has studied up to 10th standard. He is the owner of a small tea shop.
Today, in the morning like any other day, when he leaves for his work, his wife Rekha, handing him his lunch box
asks, “why are you not eating your lunch properly - you get most of it uneaten every day”? Ravi replies, “I have
cough and seem to have lost my appetite”. Ravi’s family is small. It consists of his wife and two children, aged six
(daughter) and four (son) and they live in a two room house which he owns. His business at the tea stall is doing
well as he is able to earn on average rupees 12000 - 15000 per month. Generally Ravi keeps good health. He has
not had any major health problems or any chronic Iliness. His wife and children too are in good health. But since
last 2-3 weeks he is suffering from cough which is more or less present during early morning and night, and it
also has expectoration though that does not have any color in it and is clear. He also has low grade mild fever,
on and off, which gets worse during the evening time. But since this problem started he feels a bit tired and also
has lost some weight, as his clothes have got a bit loose. He does not suffer from any associated chest or body
pain. He smokes 4-5 beedis during the day since last 8-10 years and drinks alcohol once or twice in the month.
His relationship with his wife is good. He loves her very much. He has a cheerful and an easy going personality
but today his face bears a tense look as he is worried about his cough and fever and visits a doctor nearby.

<3 (go9)

3 U 35 ATt BT @fd & R 104 Hear b ugTs o ¥ | ISR & ford a8 Sus) a1y o gahTe
TATAT & | O I8 Wiele & ford 8% VST BT dxE 3791 41 319 8R F Ndveral ® IR Mdad 999 S9!
Il NG @M BT ST < g9 Al € 5 9T 91 © SSl-dhel 31T WHT Sl ¥ gl &1 ’@ Bl 7 ]fd
FEdal © g Gl B IR @ Wl HF v W& © ' | 1T @ BIer uRaR g, T @t uel &R 31 9 g,
TASDHI DI I 6 AT AR TS Bl 4 AT & | A A BN & Ga & AHM H I8l 2 | A3 B I D) gDl
AP Telall & NTI 98 3T 12 I 15 B9R B FEIT HHT ofdT & |

MAR TR XA BT TR 3BT BT 7, S foheiy ff a8 BT bl R BIs ol faard 2t 21
IFD! Ul AR Feal BT @R I AT © | olfh M Bl fUwel 2-3 8HI 4 WA 8, T Gag AR I &
T SIS B © | SHP! Wil & A1 g™ 7 31T 8 Tt oI 37 81 8, 98 9% 2 | Wil & T
I TedT ER &A1 © Sl IAT-SaRdl &, oifh NFER AW & §AYI &1 SAIGT Bl 2 | 91 4 I I8
el YO B3 & a9 U I ABIAc HEYH 8l X8l & | I 71T & [ SHBT {B goi HH 81 741 & d4lfd
D BUS Il B T 8 | S 39 Thalh § fHAT 4l TR BT Bl BT g< 31X 987 g< -8l 2 |

a8 fa7 # 4 ¥ 5 ST UIAT 2 3R IASD! I8 IATed ISl 8-10 Al F & | M H TP AT &l IR
YRTG BT HGT W R ol T | D 7T Ul & TS 326 T+ & | 98 S 98 IR Rl ¢ | I8
3R FEER 9T BT AT 2, olfh 3TTS IFd deX TR AU GRA AR ER BT AP ATS] UL 8

TP JThR I8 Avleld & Sidex & U AT © |

3 (7ov)
T v 39 aufy cafedd 3me S fRASIor ¢odt gAd Srelel 3. USIRIATS! o TAA:AT T dgrd
gelel dTefaclcl. 31Tsl AGHIYHTOT Siegl o GhTIATST fArel gl degl Taedl Ueall @M ST Siqurrer
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ST STl Sicted %“WWNWE&WW%WH@—WﬁWWH@?
AR I 3 AT foh “HAT Tiehell STell 3¢ 30T 8 GOT hall AT, I g BIS Fga T,
STALY Gl Teadl 0T Sl Hel 37Tg, Helrd a7 & a¥ 30T JoIrd a7 ¥ a¥ 37g. IFd 3m9ear

IREIRTEIET &l TedTeaT Fac:=dT AThIeAT BRI MG, ) TeTd gohlel Bl dleled 3¢ ST

3o TUE 2R T 29 §olX U & AfgelT 38,

RO I g9 IR AETel 3, AT FSATE FehR] EIGRCEIRALEICIGERIIES
SATEY 378, ATedT Ucahar 3NTOT Helidh IRTT  Feur dierel 3me. AT eiar Aefier :-3 InoagAIHT
Glehell HehIBI JTTOT AT dedl S Bidl. AT WiehodTaUs] Wl (dS5ehN) YUT AqrT aran
ST WM AN, Al UREeh 38, WehedTaIaR el gelehTAT dTd Tecl-3cRdl JuT 3feishel HEAThId
A T S BT, SiegTargeT &1 I & STl dcgTIel Uehdl SIUTAd 3TE. el 34T dredd fh

e @ 8-9 931 Rara nfor & gaa s Apla ¢-2o auiurgsT e, AfRaTge o whar fFar
aleleT HCIYNRIT UUT ST, T cATedT Yool dieTel Y 3gel. o el Yoehial g9 9H
e, o gHAHE 0T Fall [AegeT AT aeuR cafdd 31Med, 9OT TSl cIredr Ug=ara] Wiehell
37MOT AT 3TeATHS Fidoll 3 IS o STdded] SiFedihs el e,

Rekha (female)

Rekha is a 35 year old female who has studied up to 10th standard. She supplements her family income by
stitching clothes at home. She is a little worried today as she has cough and running mild fever and thus does
not feel like doing work. Her husband suggests that she should go and see a doctor to day about it. He leaves for
work at his tea stall. Rekha‘s is a small family unit with her husband and two children aged six (daughter) and
four (son) and they live in a two room house. She has been stitching clothes since a few years as her husband’s
work does not generate enough income and with her work she is able to earn an extra 4000-5000 rupees in a
month. Generally Rekha has been in good health and has not had any major health problems or any chronic
lliness. Her husband and children too have had good health. But since last 2-3 weeks she has been having cough
which is more or less present during early morning and night, and also has expectoration that does not have any
color in it and is clear. She is also running low grade mild fever, on and off, which gets worse during the evening
time. But since this problem started she feels tired and also has lost some weight, as her clothes have got bit
loose. She does not suffer from any associated chest or body pain. Rekha has a cheerful nature and she abstains
from alcohol and smoking. Her relationship with her husband is good and she loves him very much but today
she is worried about her cough and fever and visits a doctor nearby

T (afee)

X1 UG-fordl qHdl UT 35 WA &) AT B | 98 31U R & WA Dl R B & ford R H dHus R
BT BT BT 2 | AT T BT AT BIH B BT Tl PR &1 o i ST W I Wil Todbl JER AR

2
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FHHASIRY HEH B <81 oY | I8 97 S A0 Uf Bl 9aTs a1 S9S Ul -7 HaT {5 T MR AT 3R 31
Rl STarex BT STHR AT T | IT P B SABI Ul TUT AT Bl G UR =l 14T |

XET & B H D URT 3R T 920 B | ASD! DI ST 6 AT IR ASD Bl 4 WA © | NI &I N @ Ga &
HHT H B 2| X B Al § W R RS & 1 IR @ & ,H®if ST ufd o I B gH o
AT TS el 81 UTeh 3R I8 31U B I 78 H 4 ¥ 5 89K ©UJ HAT ol 2 |

SR UR T T IR 37T I 8, SN (bl Wl TRE Bl Thellb AR BIs ! AR TEl 8 | 39D
aftT SR gl BT ¥R AT 318 ¥ | Aift T Y@T &l fUsd 2-3 g9l W WY 8, ST gag iR Id & 99
SITET BT € | SHD! WAl & A1 g4 9l 377l & fSRIeT Big I 781 &, 98 P & | I 8edbl guR
REAT &SIl ASA-SARAT & ol R WM & AHY 81 AT Bl © | S1d | S I8 Thelit Yo s © a9
A I IHTIC AEGH B W& ¥ | S T § S SIS BB a9 B B T Hifs IHD HUS el 8 T
2 | S 39 dbellp H fbAT ol TRE BT Bl BT << 3R 9& q 7o) & |

G Y R AR W@ & A2l & 3iR I8 [l W1 UhR BT Big 2T 1 Rl | D AU Tl
@ W1 3T W T | I8 I 980 R BT & | AfhT 1ol SHSD X R AU Wl 3R @R BT ofdw
TSI WM & RNTIDT PR I8 AoTeId Sdex & Ui T B |

¥ (Afge)

@r ffgar-araar Aol ggreYy o 39 gty AR 3. AT 39edT R-T ATATQuIraTST ERTT

g dTT 3101 31REAIOT dled gidl. g ST ATl 3T9edT TdieAT Aifeidell gl cIredT Ucitelr
AT 3RTH AT HifAdelr 0T RO SiareeAl SrEdrell Hffldel. 31 Selsd A aelr

TN QTN GehleAlaR fAee el

X@reAT B A G 0T & Heol 3Ted. Helld 97 & ¥ 0T Ao a9 4 a¥ e, 3@ &l
qelieaT TIgTedT GEREATITEE Tadl TS Bl ATel 3MOT T 3o HIATIHST Afgearel 8 & 9 oI
9T FHHATGA.

Mg, AT Ul 0T Helid HRTT =Tl 3078, UOT J@T ETeAT Aol -3 SIS el
Giholl TRl 0T TATAT dbF I AT gl Il WihedsRIa] AT (F5hT) 90T IdT ST
ST T AN, Al UResieh 378, WiehedISRISR Tl ol diT Tecl-3clcl YO 3feleher
TEITHISTAT A AT S glcll. SIegTargel 81 T G SHell degIagel Yehdl SA0TAd 31TQ. el
37T dredd fF Irar aold A8 Fd ST HRUT I U3 Jol SATel Ied. Il g7 IEHES
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@1 BHAHE 0T Harell [Hegel [AdeeT aeIom Afgell 3R 0T AT FSeATET FehReAT AT Hd
UG TiehelT 3TTOT AT HTeTHS Hicdoll 3 AHDS STdbedl SiFedihs T e,

Opening statement: “Doctor, | have cough that is not getting better and some fever too”

YT Wi : Saex AEd, “HRIEr) & S Sia & 721 81 W@ 2 3R Aegar W 87
NI THe : STFeIdRd, “Hll Wihddl STl e S &I &Id ATeT 30T 2VsT a9 qoT

3_]-'%-”

History questions asked by the provider and their answers

FIaIESY FIVT g8 T oV warer 3iiv 5% warg
QaIEYcaR_f9aRe delel RESR g9 3nfor oI 39X

Q 1: What is the duration of cough?

T 1: W He | BT @ 27

T 1: Wieholl HENART 317872

Ans 1:2-3 weeks, more during early morning and night

IR 1: 2-3 S 4, I8 JIg-Gas 3R <0 Pl &1 SATET 84T © |
SR 1 -3 SIS, HhTed-Hehred! 30T I Seet gt

Q2: Are you producing sputum (bulgam)?

T 2: T 3MMUDT G It & 7

URE 2: WIHI/SSHI/YRT HEY Fh IR Il H1?
Ans 2:Yes

SR 2 ' |

32§l

Q3: Does the sputum contain blood?

T 3: T AID T H G AT 27

e 3. WEI/ISHI/Yehl HEY Tl IS 7
Ans 3: No

TR 3: T8 |

3 3; ATl

Q 4: How long have you had fever?
T¥4: SATID! ER B9 A &7
URET 4. TTeTell A HENURGE 311g?
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Ans 4: Since 2-3 weeks

IR 4: 2-3 BRI &I |

W 4 1 -3 ITSASAIGA

Q5: What type of fever do you have?
TeT5: JER ST Tl 87

9T 5 1 dIq AT HAA?

Ans 5: Low grade (mild), on and off, more during evening times.
IR 5: Bl JUR I SaRAT R84 8, AT TR T Pl Bl 2 |

30X 5. §ARMT dT Fedl-3aRdl, UUT SEdieheed HEATHIS! aredr

Q 6: Have you taken any medicines for your illness?

T 6: AT AU 3 TAheilh B ford BIg aTg o &7

9T 6. AT HTSIRIATS! 30T HIUTAT e el 3ed FI?
Ans 6: No.

IR 6: TE |

TR 6; SITRT

Q7: Do you get any chest pain?

Te7: 9T AT BRI H &< BIAT 87

URE 7: YT B ALY g@cd H1?
Ans 7: No

IR 7: T8 |

SR 70 ATET

Q8: Any loss of appetite?

TeI8: @ H Bl BHI 7

UReT 8: §[ch A FTCN 3 H1?
Ans 8: Yes, loss of appetite.

IR 8: B, Y@ o HH T 2 |

3R 8. &, & A AT

Q9: Have you lost weight?

Te9: AT goTT HH gl &7

el 9: 3TUel dolel AT STel g HI?

Ans 9: | think so; my clothes have become a bit loose.

IR 9: B, JI AT & Fifb AR HUS el 81 T 2 |

3% 9 : 8, Hell dlcdd RUT AT H9s el gid 3ed

Q10: Any wheezing or difficulty in breathing?
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Y10 AT o § DS Theih/ANET ST 3marer?

9oa 10 : @M HAAV/AISAET Hdell ISU0T §id R/ AY EXeR (I aran) 3fmaret Adr &2
Ans 10: No

IR 10: & |

IR 10 ATRT

Q11: Do you smoke?

Y311: &7 MY GSl/RARe i 87

ge11: 3907 TaE-Reme far &7

Ans 11: Yes, | smoke beedis. [in case of male SP]

IR 11: &, § 911 drar £ | (FASP & ford)

No [in case of females SP] &} (Wl SP & for)

I g2 @Y, A ERAIe (TRy v O |ré) O, Awr (E v @ ard)

Q 12: How manybeedis in a day?
g 12: Th &7 # fohat o &7

I 12: Tehl feadrd el E/fAee foar?

Ans 12: 4-5beedis, | guess
IR 12: IO, 4 I 5 LT |

3W 12 : 3Ee, ¥ 9 9 SE/fATRe

Q 13: Since when have you been smoking beedis?

997 13: B ¥ G G <@ 87
TRl 13:3190T U dISI/fA9RE G 31MgTe?

Ans 13: Since the last 8 or 10 years
IR 13: s 8 A7 10 ATl A |
IR 13: AN ¢ I Lo TEUTHT

N

Q 14: Do you drink alcohol?

T 14: 9T 319 IRTE UK 5728

g 14: 30T &% fOar &r?

Ans 14: Yes [in case of male] No [in case of female SP]

IR 14: 81 (A1 SP & ford), &1 (wrrer SP & ford)

3 14: g1, @ /RAMe (Y v 9 @rdn) T, A (S w9 |ré)

Q 15: How often do you drink?
9 15: fohat aR o ofd 817
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9% 15 39T fhddaT ek fadar?

Ans 15: Once or twice in a month.[in case of male] No [in case of female SP]
IR 15: AEH H Th-al 9R | (HASP & fordy), 781 (wiwet SP & ford)
SR 15: HigedIfel Uehel-gletel (39 Td df &@1dy), wr (& vg o |ré)

Q 16: Have you been treated for TB in the past?
T 16: FIT MU U8l HHT < & BT STl HRIAT 87

% 16: 90T gl el & o A ITUR A Bl Hr?

Ans 16: No
IR 16: 77T T |
TR 16: ATRT

Q 17: Anyone in your family has TB?
T 17: AT 3MID TR H fohely BT St 87

G 17: AT9eAT O IV &F o 378 Hr?

Ans 17: No
SAN17: 81 |

JTRA7: ATRT

Q 18: Do you have diabetes?
T 18: T JATIDT YR 588

9 18: ATl @A I 378 HI?

Ans 18: | do not know
IR 18: S, gaT T8l |

TR 18 Alled I8y

Q 19: Do you have hypertension?
T 19: T 3MYPT BEURSIH 87
93T 19: ITITAT GIRIURCRTRFdGETdT I 318 172

Ans 19: | do not know
IR 19: ST BT |

W'lg:ﬂT%?l'ﬂT@'

Q20: Do you have HIV-AIDS?
JI20: 9T MUt HIV-AIDS &7

9920: 3TIGATAT HIV-AIDS HTg HI?

Ans 20:1 do not know
IR 20: S,TAT Bl |
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IR 20 ATfgd ATer

Q21: Have you ever been tested for these diseases?

Y921: T 3N B g faqriRat fob Siter a7 eve ararn 87
ge21: 1T 3TYUT &7 JASMETE JUTHUAT hodT e HI7?

Ans21: Not been tested
IR 21: HH) X TSI AT |

SR 21: HYUT JUTHUAT AGT ShedT

Q 22: Are you allergic to any drugs?
T 22: T MYDT fhefl Targ & Yeroit 27
qeazz.mwgmmmwwgwsﬁmw

Ans22: No.
SN 22: T8 |

TR 22: ATRT

Important instructions to be remembered by SP

Ayl 91 o 7 0 &Y g1 ¥E T 8
TH 9 A6l Hecaredl Heel

1. ISERDD staff will identify the facility and/or the provider for the SP, where the SP will present his case
alone.
ISERDDICTH Bies HSPHT WSS Bl dollid SRV SIEISPPT 3Tdol 31T HF DT 2 |

ISERDD TE&THh Hes HEY SP ol NaIs Fafas @ifiger ardier, fass sp of tahea
3Tl e TTEI HUTA! 3R |

2. SP should remember if the facility and/or the provider was the correct one. (for example, it was the
correct location, but the name board did not match the name given or if the assigned provider was not
there and the SP saw another provider)

SP®T ITE G & foh a1 el Wargsk & dellid T3 97 (ST & fory, ST el oft oft T 9€ uR forar = o
TR AT HE TR PR IET AT |

SPSY of&TTd &arId A Toh o IR WIarIstaT Foledieh ALY el gl HI? BETeLomaATS! eI

RIS gielr o7 sty A eledn Al Sjod w@egd)

3. SP must remember if the provider carried out any of the following examination?

SP &I 37 WaT = b Warss 7 frforfRad o & aig aieroy foar?
SPaY SI&TTd SarI 3R & WarIsE) el HuTear qurguar $edr?

e Pulse rate 7o ®1 & ATEIT TG FHISTOT
e Respiratory rate §f® & &% 29T &I HIofor

Daniels B, et al. BMJ Global Health 2022; 7:€009657. doi: 10.1136/bmjgh-2022-009657



BMJ Publishing Group Limited (BMJ) disclaims all liability and responsibility arising from any reliance
Supplemental material placed on this supplemental material which has been supplied by the author(s) BMJ Global Health

ISERDD SP1-NARRATIVE QuTub Project - Mumbai

e Auscultation of Chest(Did the provider comment on the auscultation)
I, BHS! DI T BT FAT (FT WATSSR 7 SRBHACIT B T FH BT Ok AT A 3 T 377)

Eed PEHH A BIUTIT 3TaTeT Vehel TUHOT (TS o ifeporcart ST i
Fifdrder ST ST 3TaTST A6 3 fhar 3173)

e Blood Pressure =TS ¥R &618 WX / IFGIE HIofor

e Temperature @R AT - gAHIER AT AT - THTHIE

e Throat examination e &7 Tleror IT@ATA TLIGTOT

o Weight ao #19-1 doled HIYeT

e Abdomen palpitation U< Tar@R W GIeT ETee GLIEToT FHYoT

4, Did the provider recommend any investigations? T Wrargex 7 fHfeiRad it &R &1 Har?
JATIETEAT TTelleltdeh! HIOTCAT JITHUAT FHIATe Fifdedr?

(If yes, SP should ask provider to write the name of the test and the laboratory. And hand over the
document to an ISERDD staff.) Write the specific name of lab given by the provider and if no put (-99).

(@fe 21, a1 SPo! Uragst 9§ <X AR o1g &7 79 falRad § @1 2 3k S U= &1 ISERDD Wit &I A9 <1 B) 3777% Figev
7 el 129 &g @7 7 [@ar & @) v ford afe 78 @l (-99) WY/

(SR 81 &R, SP & Margstehg ¥ 30T Aae wl1g fogeT earr 3¢ 3nfo <2 Frrerer
ISERDD ¥eTthell A1 318) SR NSt Ay ofd I &A1 gaae o) d foged &2, SR A
FifdreTel X (-99) T

e Chest X-Ray Bl &7 TiX BT TFH-Y

o (CTScanW a1 &Y & Thet

e Blood- Total count, differential count- ESR Y&-cled #rec, SRR dree-8 U9 IR

Fd Sled w13c BRI FI3e - § TF IR

e Blood- HIV test ad-ua aMEdl e I&Fd T HT oY TET -

* Blood- Diabetes test Ia-yR ke T YIN T -

e Blood- TB Gold o — & & Mes I&Fd <& & e ¢ -

e Blood-TB ELISA Xad — &1 §f teirgon {&dl & &f Uersa -

e Sputum smear examination (Sputum AFB) ¥qcH RF=R GaITiTer

TyeH EAIT UarTiAaee TqeH T U o /
e Sputum GeneXpert test ¥geH SIFYaITE e FICH SATFIUC TET
® Sputum culture ¥eH FeaR FYCH hoeh
e Mantoux Test #ifgaw ¢ Hisdead ¥
e TB- PCR (not specific) & 41 - ¢ i oz (Rftre i 2) € off - O &7 3R (AW AT 31R)
e Drug susceptibility test (culture, gene Xpert, line probe assay) $7 ®iftefdferd) exe (Bear, SFYRTL,
1S Uia ) 39T THCCTAToIer ¢¥e (Foay, Mavaque asa e )
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5. Did the provider give you any vouchers or referral coupons?

7 VT3S 7 SP T BIS ATSaR A1 Vel B f2ar? Aarasier SPel el AFTRABIT GOl feel Hr?

(If yes, SP should retain the voucher or referral coupons and hand over to any ISERDD staff. On the form,
supervisors will write the voucher number and name from the stamp.)
(@ &, qr SP T aTeaRAT YRSl U AW B XGT & iR ISERDDIETS & wif # Wi 8)

(SR 8, @ SP &l ar3eRAMel U=l |iHIET Sargd 37Tg 370 ISERDD FIt =T il
T 3178)

e Treatment StarR 3YUUR

e  Chest X-Ray®rdl & vk STl TFH-X

e GeneXpertsiMuaque e SATuague TFe

Please write voucher or referral coupons number and name on the stamp.
T IHAR AT YGRS GO BT TR TAT TR W ST 19 foram & 39 ford |

FUT aFeR fhar Il HU o1 e 0T wwdl o A1 fofgelel 3/@er @ forgr

6. SP must remember if personal details (Name, Mobile, Address) were given to the provider. If so, what
was the full name the SP gave? (Some providers who work with the PPIA will collect this information if
they identify the SP as a presumptive TB case, refer you to a lab for sputum or CXR, or refer you to certain
providers.)

SPT AT IEHT © b SHAuIageY &l a1 fAon STHeRT €1 | 9 914, AidTsd TWR, UdT | Afe <), 97 vF 1 7 19T
RT M &I A7 (PPIA & AT HTH $R dTel BB UdgSIsd SMGN Bl 3Heal HI Ife 98 Ugd o b
JAMYYH FHIIATBEH &1 Al I8 ATYD! BTN Tad-X AT I Sird & fol¢ g H NBR AT I §U YIS & UTq N
)

SP#T Tl S 3¢ o cgieh Mot dufarde AR Wargster el e, S 3mae &,
ANS HaY, U, SN el 318e, o SPHT 39l qoT #f1d 1 Fifdldel? (PPIA =T sRIeT A
U HTET NARIS el AT ThHTIT Fcllel IO SR el areel o 90T veh Femfaa TB
HE HGIA O o eI Bicdrar TFa-Y fohar ghh quraoiard! da #ed Y6 fvar Raseer
JIAIIEIhs AU YHT Hidlel)

7. SP must remember if someone at the facility completed a registration form to register the SP’s personal
details such as with a call center. (Some providers who work with the PPIA will make a call to register
patients.)

SP &1 3T T & fb Warssy 7 SP &1 AfeiTd Sy IR B & foTT BT U Picl IFex BT BI fhar |

(PPIA & 72T 19 X dTel B WIS’ URIC Bl IVRER T o oIy B i )

(SP=TT @167 dargd 3Me fof SR ol Hhifededy ot SPaY gafaea amfigdr sigofr
FIUGTHATET Pl hadidel (FIET TATIsY S PPIA SRISY H1H A o Ueie ISe HIogrardr
Hlel el

8. ISERDD staff to mark which of the following tests was recommended by a networked provider.(Refer to
networked provider/lab list)

ST eXE Tedd USSR §RT $RAM & oI 9iell a7 @ SHISERDD Wi &7 B1H H #1db $_AT & |(edd
GraTgeR /oid IR R )

ST HIVTAET ST Acdsh WIATISIGART HIUATAR! Hifdldel 3¢ df ¢&¢ ISERDD FIha BIAALY

10
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A AT g (Acdsh WargsT / ofF o YW el

9. SP must collect prescription and/or any medicines given by the provider.

SP®T UIaTSSR gRT &l T TaTs AT €aTs T Jal a9 oI+l 2 |
SPaY wargstsr ol 3ftwer 3nfor 3iwena sre earEr 3madsd e

10. | SP must remember if the provider gave any diagnosis.

SPPT YiaTgs gRT fed T SR &I 18 W& § |
SPaT MaIsia oiedT SRITATRT o J&lid &drad 3Tg?

11. | SP must remember if the provider recorded the information he took from you.

SP®I Ig €79 G © b UTaTssy 7 MU ST STHhRI ol SHB! Bl [oRIh 3T |
SPaY oefld Sarad 3T foh Hiargstel 3m9or felel Afec carel F& foge aleel wr2:
12. | SP should remember if the provider referred to: SP®T AT Y& § A WATSSR NH HxaTl & ol
SR QHaIEls I el d¥ SP=T @Teltel ISET ofefTd &arad Mgt
e aprivate provider/ private hospitalaT$de WidageR /UEde IRTdrel IIAE Fargsy / IrIdc
JIUMTAT
e BMC /Municipal hospital & T & / FATATS srarer o Tl AT / F AT
JIUTTT
e DOTS centre<ies =X 3icd T

e Other location3= 9 3o ST
and include the name of the provider or health facility you were referred to:

STef Y®R fopdT ® S WaTseR AT gel RIS & AT 2mfire o
3TOT s YW el AT WargsY fhar $RAER aAra e

13. | Prescriptions and pills given must be preserved for analysis.

SPaT Tl 31k TaTR Al TATCNI & fordl |Tel R R € |
SPT Siareieit feelell @raTe 30T Jiwei-aledr AT HEArST HisflodsT ST 3Tec

14. | SP should refuse any injections/ invasive tests performed by the provider during this encounter but note
down details of what was offered/suggested.

SP! 39 QT @ QIR BT Al TARE BT FroIaR /SR T ol | SPR BRAT & clfebT U il 91 Geira bl
e HD AT 2 |

SP Y gsvoT XA ?Q(véllé\l EEIRE! s}\ﬂcwld /| 3-af8d ¢¥C Tl ARR GRIRE] 3T
TTOT 31RAT JhREAT AT FAlC el SARITAT el

15. | If the provider asks any question that is not in the list then the SP should say no or deflect by either
saying | don’t know or | don’t remember as is appropriate to the context.

e YraTgeR Bl VAT WaTd YBdl @ I forve # WA F81 © A SP &1 H81 2 g1 Ual 781 a1 IS T8l o 3T (S
I 9 3 o)

SR WarIsT ATl 37T e [aRara ot foee 7 grefier %Y 3mg X SP & I
3 T Fom wfea A fFar 3Mead Ay (& T A 3T A Q)

16. | SP should get the prices of the prescribed medicines, labs or consultation fees from the provider.

SP T WaTsex §RT U< TR fordl <aTs, 319 I1 Ao e BN bl STHHR $l IS G § |

11
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SP&T NATIEtEanT feeien FrIeaR fogerer 3wy, ofF fhar Federcers BIa @ Arfgdren
ELIGREIRE RIS

17. | Supervisor /SP should get the prices, brand and generic names of the prescribed medicines.
Supervisor/SP &1 UlaTger gRT foRdl TaTS &I i, F1S TAT SRS TH BT Idl PIAT 2 |

Supervisor/ SP AT WATISIEANT el dciear Hwurd Hed, s 30T SaTRe Arary

aTfedr Mer FHITEr A
e Fillall unlabelled FIRST el garsal ugel fored Fell 3ftwer gfger forer
e In brand: write Unlabelled §vs % srodcs ford §IT8 ALY 3idoldes Tolgl

e In generic: describe the color + shape SFIR® ¥ TaTE &7 JMHR T 37 ford Sleileh HEY 3T 3HTTOT
TP iagl

12
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Standardized Case 4: A case of suspected MDR-TB (previous history of TB treatment)
WeS DY 4 T AR B - A §Y (Ugal A I o1 597 form garm )
Rreugve d9 4: TH AR Sl - 1 &1 ({77 gaf & €1 a1 3uar gder 31R)

Suraj (Male)
Suraj is a 38 year old male who has studied upto 10" standard while he was living with his uncle (Chacha) in the
city. He works in a General Store and earns rupees 14000 to 15000 in a month. He lives in the city in a rented
two room house with his wife and three children, aged 13 (boy), 10 (girl) and 6(boy) and all of them are studying
in a BMC / Municipal school. His parents are back in the village where his father has a small piece of land.

Suraj had developed a cough last year for which he went to a BMC / Municipal hospital near his house where
after a sputum test and chest x-ray he was diagnosed with TB. He was given 6 or7 different types of tablets and
had to take them on alternate days. (ek din chod kar). He took the treatment for 4 to 5 months and then
stopped it as he felt better.But after stopping the medication he had mild cough which used to subside on its
own. His family has been keeping well and none of them have ever had any of hissymptoms.

But since last one month he is suffering from cough which is more or less present during early morning and
night, and he also has expectoration in which he has seen flecks of blood once or twice in a month. He also has
low grade mild fever, on and off, which gets worse during the evening time. But since this problem started he
feels a bit tired and also has lost some weight, as his clothes have gotten a bit loose. He does not suffer from any
associated chest or body pain. He has tried some home remedies and cough syrup from a local chemist for the
problem.However, the cough had not subsided.He has misplaced other medical records.

He smokes 4-5 beedis during the day since last 10-12 years and drinks alcohol once or twice the month.

R (3°9)

RST 38 WIS BT Afdd & A 2B H AU 1T & URT I8PR 1041 D&l T USTs Bl | IR D A~
fOar & oy wifa & Wt @ forg BT ¥ S 8 | GRST U Ueh 3R O deal @ Ay et 99 13
(TSP, 10 (FSHT) 3R 6 (TSH)ATA BT & ST [P & QT BRI & ABM H I8 © | GIoND BT &
gH (SR IER) H HTH HRAT 2§ STl SHHE & 14000 ¥ 15000 WU T-eEATs ekl & | SHadH! o

RGBT ¥hol H Ted 2 |

RSl Bl el e @R 81 R ol R ford s R & U & v St wH A/ S
3TEATS IRUATS ¥ SeATol ST AT | &l U 3R TFIX Dl Sifd & 1€ gl Fell df I < 41 ¢ [G8f 4

6-7 TN I gdrsdl Aerd! off, g U o BISHY [T BIdT 2T | U7 I8 $olToT 4-5 FaI-foraT 3R
T< R RATRIE IH o o IH ARMR TAT & | SATS Bled & a8 ol Bl -4 WAl 81 Sl
off IR I8 37U 3MY B Sl Bl Sl off | FRA Dl Uil AR dai DT WY (BT & AR [l Bl W1 g
T ARy T8 &Y |

AP To AN & RO &I bR & GiT iR q@R &) IR 21 TET 8 (@R & AT gl Y 37T §
o fiset Afe # tah-31 IR o1t 31 & gad 1 R Y T |99 godT §UR 2, ST Fdl-SaxdT &dl 2
R AR UMH S FHY & SYTET X6l © | Sfd | S & qobellb YO g & 9 4 S UPac HSYH &l I8!
2| SN AT 7 6 IHBT BB a9 HH B TN & FIB SHD HUS <ol B T 7 | IFDT el ft RE

1
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B 3R g ¢ T2 2| T 7 sl 78M dfine § IR &1 RRUSIR 8 R STaR & R
IS W H HE ARM T8l AT | AT S o7 YT B % JRUTTS el ¥ SR W SER Fdhy vTari),
gAfTY I UIgdCT Siaex A Al o & aN H |raT | S U1 &b $I Sirg &I Rule & dAfdh ara! dfsdha
Reprs Sav Bl @ T 7|

R T # 4 & 5 L drar 7 &R S9HT I 3ned U 10-12 ATl & & | 727 § U A1 ] IR IRE H
JIT W R T E |

R (ge9)

ISt U 3¢ iy eIfFd Mg ST HIedT Hlehiehs g godlt g fAefor qut dhel. gIoT
BT 3Mg-afSelichs AMATAEY ATATS Teh SIERNT STl 3. FIST 3T Feadl IO et
HlTGEd, SIrE ag 23 (FeEm), o (Heldl) 30T & (Felm) 3ed, HISITAT ald Tlediedl BRI
BT, GIST Tehl TR0 Gohfel (STollel TER) HET HIH A 3ed AT ALY il G AT 14000
d 29000 T YA fAGAY. it foegy Hel & wa & / HARAUS asaed Rishd 3med.

IS ETeAT AN o Wlehell STl BT SIS el gredl eRIsdesear & T & / FgfAfade
TIVMEATT 3R el g1d. faehs gehr 30T vy =7 quraol ShedledcR shasel foh i & &t
3. faehget &-b ehRear we-aMed Aed gicdr, SIi-T U Gaq Aigd earae 3. el gl
39N 8-9 Al e IO FR d¢ FHell HROT FieAl N (IRH) I dHRTA gid. 3TAR g
FoATAA FIST TATGAT YA-FYA Tieholl I 31 TOT A OIS Seh gid T, FIof edredn Teait

quT ARl TohT AfRATAGET Il EFT=T IRl Tlehell O ATRT T g3 ol9Tell 3718, TiehedTeRIaT
IR (ShT) 90T AT sy ARfer AfRRTATd UH-gld AT ol W[ Ysa quT feer

B @HcATeRIST AT §ARTET dlT T&dl-3ddl, YUT 3iaichel TEITRSTAT T did STEaT ardr.
SICETATge 81 T G STl deglargel Yehdl STOTA 31T¢. I 3T dledd foh ol dofel A Hhall
AT SATell 3778 GIolel AN Afgeard ShifTcehs Tihodr s AT 30T e ERF[CN 3TER el
AGET AT Wiche Tl HIgl HR1HA ABT HATEY. AT 3T dledd HT FIUMAIIT cIiell Sehge

Yo feaareet 8 @ 9 Sy T 3nfor &= § Faa ARl 2o-¢2 aviuRger= 3me. d ARATA
ToheT fahaT Glelar AGTwIere JoT dd.

Daniels B, et al. BMJ Global Health 2022; 7:€009657. doi: 10.1136/bmjgh-2022-009657



BMJ Publishing Group Limited (BMJ) disclaims all liability and responsibility arising from any reliance
Supplemental material placed on this supplemental material which has been supplied by the author(s) BMJ Global Health

ISERDD SP4-NARRATIVE QuTub Project - Mumbai

Sapna (Female)

Sapna is a 38 year old female, a home maker, who has studied upto 10" standard. Her husband works in a
General Store and earns rupees 15000 in a month. She lives in a rented two room housewith her husband and
three childrenaged 13 (boy), 10 (girl) and 6(boy). Her two elder children are studying in a BMC / Municipal
school and the youngest is attending a small play school nearby. She is able to manage the household expenses
with her husband’s income.

Sapna had developed a cough last year for which she went to a BMC / Municipal hospital near her house where
after a sputum test and chest x-ray she was diagnosed with TB. She was given 6 or7 different types of tablets
and had to take them on alternate days. (ek din chod kar). She took the treatment for 4 to 5 months and then
stopped it as she felt better. But after stopping the medication she had mild cough which used to subside on its
own. Her family has been keeping well and none of them have ever had any of his symptoms.

But since last one month she is suffering from cough which is more or less present during early morning and
night, and she also has expectoration in which she has seen flecks of blood once or twice in a month.She also
has low grade mild fever, on and off, which gets worse during the evening time. But since this problem started
she feels a bit tired and also has lost some weight, as her clothes have gotten a bit loose. She does not suffer
from any associated chest or body pain.She has tried some home remedies and cough syrup from a local
chemist for the problem. However, the cough had not subsided.She has tried some home remedies and cough
syrup from a local chemist for the problem. She has misplaced other medical records.

quT (Afgem)

HUAT 38 Wt Bl Teull & Fa 2eR H (U1 AIY & UTH I8P 1041 Bell T UeTs I & | Ul fherd &
HPTT H AU Ul MR TN geall & A1 X&d] 2 | AT BT Uil 15000 TUF FHEHT UR Ve as bR g
BT BRAT & | TR Pl JOIRT Sleb-0Teh TIel Y81 & | AU & &l §ea RPN ol § Ugd & [SITd] SH 13
(CTS@T), 10 (ASHT) 3R AT I2dT 6 AT BT & Sl U & Wl Tho! H ST & |

AT BT o HIMEWETTR?IQﬁTmHm%ﬁd{HH’\’EﬁW@'Wﬁ/ﬂﬁﬁqﬂ 3Egdrel

AT FATS HRIAT AT | TBf WR U IR I I S IR & 91 Gl ol &I S <f 41 © [@8f 4
6-7 TRE DI gargdr fAeral o 9! Teh AT BIedx @HT BIAT o7 ST I8 ST 4-5 Ao orr iR fh
g Px (a7 i S 7 b S STRTHS 7T © [SATST Bl & 91 AUAT Bl -9 H Gl 81 ST
off F'R I8 379 MY &I S &I Sl oY | SHHULA MR g2l BT TR 70T § AR fhedT o1 ff BIg o=l
AT 181 & |

cIfpAfiee T FEM & AuAT BT fR & Gl i g &7 qRer 81 <& 2 R & |1 et Y o1 §
o fisel 78 # Teh-al IR o1l 31 & g 1 e Y © |9 godT §UR 2, ST Fedl-8d=dT &dT 2
UR TR AT & FHY & SI&T I8d] 8 | 5Td A S I dbelh YO g & 9 I 94 Iplac HeYd 8l W&
2| SN A1 7 O IHBT HB IO B B TN & FiD SHD HUS <lel B T 7 | IFDT fHdl W TRE BT
Bl 3R 989 g€ 21 2| FuT 7 fUsel 78 HfRe | G0 & RRWIR §8 8xe STaR fad R
ISP TR H BFO ARM o1 AMAT| SH o7 8T & [P JAT dlel IH TR I IeR FFPR AR,
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(Y I UTgdC Sfdex ¥ Fellg o1 & IR ¥ ral | S9a U & & Sifd & RuiE 8 dfd arant
HfShol Rprs ST Bl Wl T 8 [T B ¥ YR BT 907 el Bl |

| (AfEe)

YT Teh 3¢ a¥ie IRON e STl AEHEY o1 HaRfehs gt ¢odT 3 T RISTOT qOT
hel. YT $TSATAT ERTAT 3o G 30T ofieT HATHITT TEcd. Tl o afd 29000 TG Yy
ARGATER Ueh HGAT UM GhTATT HIH Il T IEROT YT e Aleled 377 HUATHT STl Hel
&t o W/ FgARe aed  Rewd 3med SAET a7 23 (FerEm), o (Feret) 0T e Hewm 6
auiaT A%l T Thel ALY S AT

QYT E7=l1 AT af @lehell STl IAT SAMHIS! el Aredl eRIededr o A & / #gfafaue
TIVMEATT 3R el g1d. faehs gehr 30T vy =am quraol ShedleicR shasel foh i & ot
e, faehge &-b ehRear wer-aMedr Asd gicdr, SIi-T U Gaq Aig earae 3. el g
39AR 8-9 Al e IO FR d¢ FHell HROT &ieAl S/ (IRH) I dHRA gid. 3TAR g
heATANR YT EATAT IEA-HEYA Tiehell I 3 YOT Al AU e gieT Biell. FUT ggrear

quT ARfTel TehT ARTATIGT AYAT il Il Wishell NOT A=l 318 813 oleTel 3778, EehedTeRial
QT (d3eRT) 90T AdT SATAHEY ARMNS AfgedTd Tdh-alel dodl ofel W edl goT feder

B WiehedTeIaR AT AT diT Jedl-3aldl, JUT 3Teehel HEATHIBTIT dadl dld SIEdT aial.
SICETIRET 8T 1 G STell cIegIIgel Uehdl STOTAd 37T¢. <Tiell 3ET dledd & cgrar aofel A3 ey
SATET SiTel 31e. AU AR AfRTATT HATCHgA TehedraTd BT 0T FET ERICA 3R Shel
TGET AT Wiche Tl Higl HRTA AB A AT 38 ey oh TI0MeATd ATl gehge

FIUTCATEY YhREAT 2T FHT ATET.

Opening statement: “Doctor, | am suffering from a bad cough — One year ago | had got treatment in
the BMC / Municipal hospital, and it had got better. But now again having cough again. | went back
to the same hospital and they did sputum test.” Can you see me.

[Note:- If asked, SP to present with the sputum smear report that is positive for acid fast bacillus].”

amy 9T Reede “Sidex Wred, G2 9gd Wi<H 8 X&) 7, U uref ugel of TH &Y / Pil_:%ﬁ"’-l?«l’ JEIATeT gerst
PRATAT ATSI B AT T /778 oY | 379 R & W< Yo 81 718 & | H F1e TIRT SGATed H 17 o1 /778 oY S=i+ 1 foh o[orn<=
TS R Y I < AR |

re—gs= W &), SP &1 tRis wre IRiew & dififed wWew Rifter Rufe e € )7
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3Nafeler FeHe : sTrctares, Hell 9 Wiehell STl 318, Teh auiqdl #@ & v & / =gAfaad

TIUMERATT 3R Bclell giaT 3701 sRT SATell gl \ s SArell g, 31T TR Wisholl Jo
STl 378, #HY GogT AT TIOMSIATT el \ el 30T el ATl Pebr A quraoly wee
el

(@Al : TaReaaR™, g @t A tRis wree JRfea a1 aifeida TR Rdic graarar)

History questions asked by the provider and their answers

IaIgSY IV g8 T [3ve] Waler 3V G9% Tqrg
NIRRT fTarel el REST Uee 30 I 3%

Q 1: What is the duration of cough?
T 1 R HY W BT BT

T 1: Wleholl SIS 317872
Ansl: One Month.

IR 1: U A ¥ |

IR 1 TR ARG ATIRGT

Q 2 : When you had cough earlier you went to a BMC / Municipal hospital?

e 2: 519 fed aR st Wi gg o a9 omu ff T & / TS giRaea o7

URe 2. Sicgl ATl AT TYedTel Wishell ST dogl 3MI0T &f TH Y / FYATATS FI0MerdTd et
giard &r?

Ans 2: Yes, | did go there.

IR 2: B, § g8f T o |

SR 2 @1, HY Al grer

Q 3: Did you get any testsfor the previous episode?
T3 3: fUBell IR =T MY BIS X HRay 97

e 3: AT dasl fdd 90T Foelr TEC Shell Bl H1?

Ans 3: Yes, sputum test and a chest x-ray
IR 3: B, b DI WG IR BT BT Ua-X HRETIT T |

SR BT, YT TUTHON 0T BT TFHY FH&el Belell Biell?

Q4: Did they tell you what you hadfor the previous episode?

T 4: fUeell IR IBIM qamT o 3 DT a1 garl & 7

3T 4: AR BT 3MIeATe AT Tfdel 8id I IedTel T STel gld od?
Ans 4: Yes, they told me | had TB

IR 4: Bf, I qarr AT fF gA A 1 2 |
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34, @Y, el Hell WiRdldel gid fF Fem & &Y 3¢ FevT

Q. 5: What treatment did you get?

YT 5: 3MIHT RIT SelToT f¥elr 7?7

9T 5. YAl T 39AR AT grdr?

Ans 5: | was given 6 or 7 types of tablets.

TR 5: Gl 6-7 TR DI el Ferr o |

35, HAT 6-7 YpR=AT 3ivey-aear feear gicar

Q6: Do you know what these were?

T 6: T MY UdT & I8 HI AT Mferdt ofi?

g 6: 3TeATT AR e T o 3MTedTem Siora ve-Mear ear gicar?
Ans 6: No, | don't.

IR 6: eI, g T8I U |

IR 6 AATET, HEl ATgT AT

Q7: What was the dosage?

T 7: TATS D GRId 1 7

ReT 7. SETEr i (1) g glr?

Ans 7: | had to take them every alternate day.

SR 7: 7 & IR AT <arg w@ran o |

W 7: Al Toh Gad Wizt (Ve fead 3ms) 3fiwel-afear ear g gid

Q 8:For how many months did you take the medicine?
T3 8: MY feba TE ETAI'IES El’s;?

Ue=18: 30T fohclt AR 3itwer adelr ?

Ans 8: 4 to 5 months.

TR 8: 4-5 TS |

3W8: 4-5 Afga

Q 9:Did they tell you to stop?

YT 9: R SeI1 TATS 975 B & ford Pal o1?

geaT 9 @ ATl el Y EATATST 5 AT Fifcdel Hr?

Ans 9: No, but | was feeling much better - so | thought | did not need the medicines any more - they
create garmi.

IR 9: &, 3 BT HeGH B 7 oI gerd {7 Qe b iR Iar$ 3l & STo=e el 7, al THT B |

3 9 : TGN, YUT Hell &Y ATCTIell AleTel 7 H fa=X hell o S i sedd &y - o

It areadrer

Q10: Do you have the sputum report or the x-rayfrom the previous episode?
T 10: 9T 39D U ISl IR SYd g AR TR &7 RuIe 87
9T 10 : HYeAThS AETAT dasd Yehrdl quravly 3o vedY RAC 38 12

Ans 10: No, | misplaced all the documents from the hospital.
IR 10: &, AT & TR BT G el &l T 2 |
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3aX 10: ATEN, FIUMAATT HIles HRIGUA glaell e

Q 11: So your cough got better and now it is back?
T 11: FIT TG TUBT G b 8T TS off iR SaRT 81 T 87

92T 11 : 3T9elT Wishell &b ST BT 37O 37T 9 STl hI?
Ans 11: Yes.
IR 11: B |
3R 11, &

Q 12: Are you producing sputum (bulgam)?
T 2: T 3MIBT G gt 27
2T 2 : WIhI/d8hl dIR gidl Hr?

Ans 2: Yes
IR 2: B |

Q 13: Does the sputum contain blood?
T 13: T ATID qoTH § G AT 87
U 13 WIHI/ASHhT/YHT HEY o TS H1?

Ans13: Yes, saw small flecks of blood once or twice in the last month.
ITR13: B, fUeel 78N § Udh-3l IR GF & Tcdh-ged e Y o |
3T 13; &1, ARl AfRITd Teh-gldd daT IFA™ Ysa fgTer gl

Q 14: Do you get fever?

T 14: T ATIDT JER 57

%1 14 : 39edTell did 3Tg HI?
Ans 14: Yes.

SN 14: & |

3R 14. &

Q 15: How long have you had fever?
e 15: 3MMIP! gER $H9 F &7
9eeT 15. HTTeATeT dq HENIrFe 31e?

Ans 15: One Month.
JR15: Teb HE 9 |

3 15: UehT Afgeamargst

Q 16: What type of fever do you have?
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Te5: IR HAT REdl 57
%7 16 : a9 AT 3AAr?

Ans 16: Low grade (mild), on and off, more during evening times.

IR 16: BT TER IS IARAT &N 8, b SATATIR WM B BT 6 |
3% 16. §APTHT AT T&dl-3cdl, GUT SATEThEe] TEATHIB! aTear

Q 17: Do you get any chest pain?

17 1 JAT9B! BT ¥ < BT &7

UReT 17: 39T BIcl #EY g@ad HI?
Ans 17: No

IR 17: 721 |

TR 17: =18y

Q18: Any loss of appetite?

Te718: @ § B HHI?

UReT 18: b HAT SATell g HI?
Ans 18: Yes, loss of appetite.

IR 18: &, @ O &F el 2|

3 18. &, ¥ Al .

Q19: Have you lost weight?

e19: RIT a1 B g3 & 7

Ul 19: 3T9el gl T el 3TE HI?

Ans 19: | think so; my clothes have become a bit loose.

IR 19: 8, J31 I & Fifs A HUS <ol 81 T € |

3 19 : 81, Holl dlead $ROT A HUs Hell o gld 3

Q20: Do you smoke?

920 AT 3T $/RRe qid 87

ge20; faS-Feme far &r?

Ans 20: Yes, | smoke beedis. [in case of male SP]
IR 20: &, # 911 drar £ | (FASP & ford)

No [in case of females SP] &l (WIFal SP & ford)
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3R 20: @, A MEAeRe (T v@ @ ard) A, awr (& @ @ @ré)

Q 21: How manybeedis in a day?
9% 21: U o o favaen o 217
g9 21: Tl feaara fordl Sg/Reme far?

Ans 21: 4-5beedis, | guess
IR 21: SO, 4 9 5 ST

3 21 : e, ¥ d 9 SE/fRAeme

Q 22: Since when have you been smoking beedis?
T 22: B9 | 9IS 9 @ B
wReT 22 @ 3TauT HEUES /AT N 3TEIA?

Ans 22: Since the last 10 or 12 years.
IR 22: fUrwel 10 A1 12 AT A |

3 22: ARl 10 T 12 asiarge

Q 23: Do you drink alcohol?
T 23: T 3MY IRIE G 378

93 23: 30T &% fUdr 1?2

Ans 23: Yes [in case of male] No [in case of female SP]
IR 23: B (AT SP & for), T (et SP & o)
I 23 @1, A aE (XY T O i) oy, Ay (& v 9 @)

Q 24: Does anyone in your family have TB?
Te24: T 3D IRAR F fosl) 31 St 27

g 24 : mwﬁwammw
Ans 24: No.

IR 24: 8T |

3T 24 ; AT

Q 25: Have you taken any medicines for your illness in last one month?

TeT 25: 9T fUSel U A # 31U §9 ddhelh & ford $IS qaTs ol &7

9T 25 : ARTAT Ul AfedTd HTIedTell Seledl 4T ITATEeGH MIUT HIoTdr JHoer gdell FI?
Ans 25: Took home remedies and took cough syrup from a chemist.

TR25: HB TR, SYAR B 3R ST T B (A=Y GRIaT o |

3R 25 : RN EEAT 3TAR Ocel gl 0T HiATe Hged Fh T fAhd dde gd

Q26: Do you have diabetes?
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T 26: 97 3MUDT YR S

99T 26: IMTSATAT JTET ATH 3Tg HI?

Ans 26: | do not know
TR 26: ST & |

IR 26: Al ATel

Q 27: Do you have hypertension?

T 27 : T ATIPI BISURCIA &7

geT 27 : TSIl FRIYREAARFAGIETT 1 31§ 1?2
Ans 27:1do not know

IR 27: Sf, U T |

TR 27: Alfed ATl

Q28 Do you have HIV-AIDS?

ge28: T 3yt HIV-AIDS &7
ge128: JTTeATCAT HIV-AIDS 3T Shl7?
Ans 28:1 do not know

IR 28: SN,UaT e |

IR 28: Afgd RY

Q29: Have you ever been tested for HIV-AIDS, Diabetes and High BP/Hypertension?

TI29: AT ATYT HHI UF 3T 41-Usd, YR AR BTg d1 U1 /BIURCIA [AIRAT BT Sifer AT S Hramr 87

UReT 29 3MAUT el T I d1-Ugd, IR MO g ol /GRIURERA TAT TUMHUAT hodl §edl Hi?
Ans 29: Not been tested.

IR 29: FHI TFE &1 HRATAT |

3T 29 @ it TEC dedT AR

10
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Important instructions to be remembered by SP
HE@yol 91 S O 9§ B 918 TG B
TH @ grél Hecdredl el

1. ISERDD staff will identify the facility and/or the provider for the SP, where the SP will present his case

alone.
ISERDDCTH Bies HSPHI WSS Bl Follid SArINTT SIEISPT 3Tdol 3TUHT Y DT 2 |

ISERDD TE&THh Hes HEY SP ol NaRIs Faifaes TRt fShs SP o Tehed 3Tl
&g e I 3R |

2. SP should remember if the facility and/or the provider was the correct one. (for example, it was the
correct location, but the name board did not match the name given or if the assigned provider was not
there and the SP saw another provider)

SP®T TG XET & foh a1 WET WaTgsk & deilid T 97 (ST & fory, ST el off oift T 9€ ux forar = far
TR AT T TR PR IET AT |

SPSIY of&TTd &argd A foh o IR O NarIsAT Feledleh ALY el gid HI? BeTgonare! e

TR gt o7 Sistavd A Roredr @k #= gid #egd)

3. SP must remember if the provider carried out any of the following examination?
SP &7 A1g ¥ & b WargeR 7 FfolRed & @ #15 wieror 3 ?
SPST ST&TTd 3argd 31g foh WIATIsell WielleTdeh! iU JaTaual shoedr?

e Pulse rate s #1 3% ATSIT TAEsT ANSTOT

e Respiratory rate 9f& @ &% 29T &I HISTOT

e Auscultation of Chest(Did the provider comment on the auscultation)
e, Bl @ TIRT BT T (FAT WSS 7 D eICe SR TI G Bl Si 3Marsl 61 § AT 37)

T PFPH I GIOTAT JHTaTsl Uehel TAUTHOT (WATISY & sifepercert lcllall g
FIffidel &1 ST/ 3TareT A% 3 fhar 3173)

e Blood Pressure =TS Y¥R &618 YR / IFAGIS HIofor

e Temperature TER AT - eifier dATT HATYT - YHTHEIA

e Throat examination el &7 Tleror IT@BATA TLIGTOT

e Weight gor A1y=T dofel HATIeTAbdomen palpitation U garax wieor JleTd alelel QRY&T0T oY

11
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4. Did the provider recommend any investigations? a1 Wrargst 7 HfaRad Sifa &= &1 Har?
NS GrelTerdeh! SHITAT UTHUIT/ATI0AT el Hdedr?

(If yes, SP should ask provider to write the name of the test and the laboratory. And hand over the
document to an ISERDD staff.) Write the specific name of lab given by the provider and if no put (-99).

(@fe &, a1 SPHT MiaTseR W R 3R g BT 4 folRad # o1 € 3R 59 o &1 ISERDD Wt &l |iY 37 8) 7% Flargsy
7 [ 13915 oiq @7 71 ey 8 & a8 ford, afe 78t @r(-99) ¥/

(SR 8 &, SPﬁmmmﬁaﬂmﬁgﬁmﬂmmmm
ISERDD ¥eTthell A1 318) SR NSt Ay ofd I A9 gaae o) d foged &2, s«
Fiffider a¥ (-99) T

e Chest X-Ray BTl &7 TeiX  BIcdl ToFA-Y

e CTScan &z T & Tohed

e Blood- Total count, differential count- ESR Y&-cled Brec, mRRT ®ee-8 U9 3R

I&Fd e 3¢ RWIRAT FI3¢ - § TH IR

e Blood- HIV test 3aa-ta oedt o¥e I&d TH 3 & T¥C -

e Blood- Diabetes test ¥a-gR exe T YIN TEC -

e Blood- TB Gold ¥ — & & 7iics T&Fd <F &F Mes T -

e Blood-TB ELISA Y@ — &1 & Yetrgslm  {&dl &f o Uelgall -

e Sputum smear examination (Sputum AFB) e RF=R gasTfTer
TIeH EASR TasliAARET TeH T U o /

e Sputum GeneXpert test W SIUEHUE X FCH SNATFHIC SEE

®  Sputum culture ¥eA FeaR FTICH e

e Mantoux Test #ifigaw cwe Hisdcad ¥

e TB- PCR (not specific) & 41 - ¢ i oz (Rftre i 2) € of - O &7 3R (AW AT 318)

e Drug susceptibility test (culture, gene Xpert, line probe assay) T ®iftefferd) e¥e (BeaR, SFYRIIL,
@Ts U9 TRY) 39T TRl ¢¥C (Fod], AATFIIE, dsel die 1)

5. Did the provider give you any vouchers or referral coupons?
RIT TSR 7 SP BT BIS AT%aR AT Vel U fear? Wargsyeil SPer $oel AIFAT AR U foor 17

(If yes, SP should retain the voucher or referral coupons and hand over to any ISERDD staff. On the form,
supervisors will write the voucher number and name from the stamp.)
(@ &, qr SP @Y aTaRaAT Yxel U AW B G & 3R ISERDDIETS & weii # Wi 2)

(SR &1, @ SP &t aI3eRAURS HU HiHIg= Sarg 3HTg 30T ISERDD FeI% =T §ielld
I 3TE)

e Treatment STaR 3UAY

e Chest X-Ray®Tdl &7 TR STl TaFg-Y

e GeneXpertsiHuaRie e SATaFgUE ST

Please write voucher or referral coupons number and name on the stamp.
FHT AR AT YIRS FHIT BT TR T TH IR 1 19 foram 8 S ford |

FUT aFeR fhar Il HU o1 HeX 0T wwdl o Ard ffgelel 3/@er @ forgr

12
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6. SP must remember if personal details (Name, Mobile, Address) were given to the provider. If so, what

was the full name the SP gave? (Some providers who work with the PPIA will collect this information if
they identify the SP as a presumptive TB case, refer you to a lab for sputum or CXR, or refer you to certain
providers.)

SP®T ATE XEHT & foh SHETsSY BT 7 {5l SR &7 | S A4, Adgd THR, OdT | afg <, ar v 9 ¥ 3=
GRT 9 T IAT? (PPIA & AT BTH PR Tl B UATSSIgd TGN Bl §HEol HI i 98 g of b
3MIYSH HHITAATBSH &1 AT 8 3MUDT BTl T AT A Wi1d & foY g # YBX AT g gY WaISeR & U Ve
)

SP=T & sargd 3 fof et dordr  dafaae Afgdr daraster el 3. STar 3M9er A4,
Aol FeR, Tdl, S el 3/ 8o, X SPAT 39 qul A/ &1 Hifdlde? (PPIA =T S SHIA
FOMR IR WATISIH 3Tl ARl ThiAd Xdlel 0T SR =TT aiee fh 90T Tk FHIad TB
FE IETT R A ITeATel STcirar TFH-Y fhar Yl quraoliardr dq #ed I fhar Rasae
JIAIIEIhs STUITATST IHT Hidlel)

7. SP must remember if someone at the facility completed a registration form to register the SP’s personal
details such as with a call center. (Some providers who work with the PPIA will make a call to register
patients.)

SP &7 I7e g+ 2 b Urargsy 7 SP & AfdaTd STHaR XRRER BRH & ot BIF T died WreX &l BIF fhaT |
(PPIA & 72T 19 X dTel B WATSSR UL BT IVRER G & oTY B T |)

(SPaTY et darad 3 foh SR ol BRAEaAE Aot SPHY aafaed AT sAigofr
FIUTATST DI HBAel (PTar NATIST o PPIA SRISK FIH FIATT o 9AC TS FHIUITATE
CICEETGIC!

8. ISERDD staff to mark which of the following tests was recommended by a networked provider.(Refer to
networked provider/lab list)

ST eXE Tedd UIAIgSR §RT $RAM & T 9iell a7 8 SHISERDD Wi & BTH H #1db $_AT & |(edd
UIaTgeR /ofd IR YR foam)

St IO S¥C Acash FAISIEGaRT HUATAR! Hifdldell g off ¢¥¢ ISERDD ¥Ferhel HiHALd
AT FITIT 3Rd (cas Nargs / o o YW Fel)

9. SP must remember if the provider gave any diagnosis.

SPPT YiaTgsR gRT e T SRR &I TS G & |
SPaT Hiarsst feeiecdr SREAIAT o Jfefd 3argd g ?

10. | SP must remember if the provider recorded the information he took from you.

SPI I8 €79 IS © b UaTssy 7 MU ST STHBRI ol SHB! Bl [oRIh 3T |

SP=Y el Sarad 3T foh Giargst & 9T feerell St Afeclr gdel o $& folget aAleel?:
11. | SP should remember if the provider referred to: SP@! 3T XGET & Ife WaTgSY YHR el & I :

SR YIRSt (W el dX SPaAT TETeliel IMSE F6Tid Sargd Aed

e aprivate provider/ private hospitalaTgdc idaTgeR /UEde sRTdrel IIAE FarIsY / Irgde
{IUTTT

e aBMC/ Municipal hospitalRRerT sudier & T 4T / ﬂﬁﬁq?«r ETMICE

e DOTS centre<ied ¥wex Sicd HeX

e Other location3=I WIH g ST

13
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and include the name of the provider or health facility you were referred to:

STef Y®x fopdT ® S UaTseR AT Bee BRIfET &1 A 2Mmfiret &
30T fSiehs YWY el T Wargst har HRANER A arefiear &

12. | SP should refuse any injections/ invasive tests performed by the provider during this encounter but note
down details of what was offered/suggested.

SP! 39 AT @ QIRI BT AT TRE BT FoTae /SR TRE o | $PR PRAT & elfchT U febedl Y gra el
e HYD IATT 2 |

SP &l THIYUT eI F3eTR ThRY STl / $waffd SFC Tl AR AT 3T
TTOT 31RAT JHREAT AT AlC el SARITAT el

13. | If the provider asks any question that is not in the list then the SP should say no or deflect by either
saying | don’t know or | don’t remember as is appropriate to the context.

IS GraTge’ BI5 VAT FaTd YBdT & Sl fole # WfAe T8l & I SP & &8l & 31 ual Fa! a1 aT1a 8l a1 &' (S
I 9 3 o)

SR NATIST MTYeATAT 37T U2 faRara St foee 7 grefier Ay 3 av SPAT @emaa
3 T Fom Afea Ay fFar 3ead Ay (& &1 A 3T A Q)

14. | SP must collect prescription and/or any medicines given by the provider.

SP®I YTaTsex gRT <1 41 €aTs 3T TaTs &l UdT 319 o ¢ |
SPaYT Warastst feorear 3itwer 3nfor 3iwena sre earEr 3madsd e

15. | SP should get the prices of the prescribed medicines, labs or consultation fees from the provider.
SP T WIATgSR RT U9 WR ford) <a1g, o9 AT Ice o™ BN &1 SFdh™) BT IS G 2 |

SPsiT Jrarrsteant AwHiErdr Getem FRETEIaR fogere WY, oF fhar Feaaces BT o
AT ST S 38

16. | Supervisor /SP should get the prices, brand and generic names of the prescribed medicines.

Supervisor/SP & WraTger gRT forkdl TaT$ &1 Hod, §ie TT SRS TH &7 Il HRA1 2 |
Supervisor/ SP T QTHI'CI'STE\'\EITF feor Arorear v e, §ig 37foT SRes ATarn
AlfgdY T T 3R

e Fillall unlabelled FIRST Wil garsal uge ford Gell 3iiwer gfgel forer

e In brand: write Unlabelled v % srores ford TS ALY 3doldes folgl

e In generic: describe the color + shape SFIR@ ¥ TaTE &1 3MHR g 7 ford Sleiileh HEY 3T 3HTTOT

3R forgT

17. | Prescriptions and pills given must be preserved for analysis.

SP! Tl 31IR qaTgAl USRI & o HwTel - Y@ & |
SPaT Sareielt IMWLTETST eterm et 3nfor 3iwei-aledr TATeNfAHHTS WistlassT Sarrear

med
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Table A1l. History question completion

Exams Public Di.:.pensary Public Hospital Private Sector
Pulse 13.6% 13.2% 59.1%
Auscultation 28.7% 42.7% 92.7%
Provider commented on auscultation 50.0% 66.7% 66.2%
Temperature 0.0% 1.3% 20.2%
Throat Exam 13.6% 2.6% 40.9%
Blood Pressure 2.3% 5.3% 65.5%
Weight 4.5% 0.0% 37.9%
Abdomen palpitation 1.1% 0.0% 33.5%
Case 1 Questions Public Disp y _ Public Hospital Private Sector
Duration of Cough 95.5% 92.1% 99.0%
Sputum 54.5% 57.9% 86.5%
Past TB 29.5% 60.5% 43.4%
Family TB 15.9% 34.2% 24.7%
Blood in Sputum 15.9% 10.5% 27.9%
Cough Throughout Day 20.5% 15.8% 61.7%
Fever 79.5% 78.9% 94.6%
Fever Type 29.5% 34.2% 73.7%
Family or Family with Similar Symptoms 2.3% 10.5% 13.2%
Chest Pain 11.4% 18.4% 37.4%
Loss of Appetite 13.6% 23.7% 55.0%
Lost Weight 13.6% 21.1% 51.7%
Wheezing 0.0% 0.0% 2.5%
Difficulty Breathing 4.5% 26.3% 30.8%
Smoking 6.8% 2.6% 25.7%
Alcohol History 9.1% 2.6% 16.3%
Taken Medicines for Iliness 38.6% 26.3% 71.2%
Diabetes 2.3% 15.8% 20.9%
HIV/AIDS 0.0% 2.6% 2.3%
Age 86.4% 76.3% 83.2%
Duration of Cough 93.2% 94.7% 96.8%
Sputum 38.6% 65.8% 86.8%
Case 2 Q Public Disp y  Public Hospital Private Sector
Medication Taken Last Month for Present lliness 18.2% 15.8% 33.2%
Visited Governmental Hospital for Previous lliness 52.3% 42.1% 32.8%
Treatment for Previous lliness 50.0% 57.9% 31.6%
Sputum or X-Rays Done for Previous lliness 15.9% 23.7% 33.6%
Diagnosis Given by Governmental Hospital 40.9% 55.3% 43.2%
Past TB Treatment 61.4% 57.9% 50.4%
For How Long Past TB Treatment 81.8% 86.8% 52.8%
Reason for Stopping 75.0% 71.1% 45.2%
Previous Treatment Medical Records 31.8% 36.8% 34.8%
Blood in Sputum 2.3% 13.2% 16.9%
Cough Throughout Day 4.5% 21.1% 46.6%
Fever 43.2% 76.3% 87.6%
Fever Type 25.0% 39.5% 55.0%
Similar Symptoms Before 6.8% 2.6% 6.8%
Family TB 2.3% 10.5% 6.4%
Chest Pain 6.8% 13.2% 21.7%
Loss of Appetite 15.9% 18.4% 55.4%
Lost Weight 11.4% 18.4% 44.2%
Wheezing 0.0% 0.0% 5.6%
Difficulty in Breathing 2.3% 5.3% 28.5%
Smoking 11.4% 13.2% 33.3%
Alcohol 9.1% 7.9% 18.1%
Diabetes 4.5% 5.3% 29.7%
HIV/AIDS 2.3% 0.0% 0.0%
High Blood Pressure or Hypertension 2.3% 2.6% 22.9%
Presence of Children 4.5% 5.3% 14.1%
Age 81.8% 73.7% 79.9%
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Table A2. Regression comparison of public vs private sector

Comparison vs Private Sector Difference dard Error T isti P-Value Lower95%Cl Upper95% Cl
Family 1

STCI Management: Public Dispensaries -0.188 0.066 -2.864 0.004 -0.317 -0.059
STCI Management: Public Hospitals -0.018 0.064 -0.283 0.777 -0.145 0.108
MCGM Protocol: Public Dispensaries 0.371 0.060 6.180 0.000 0.253 0.489
MCGM Protocol: Public Hospitals 0.336 0.071 4.768 0.000 0.198 0.475
Share of Questions: Public Dispensaries -0.183 0.023 -8.002 0.000 -0.228 -0.138
Share of Questions: Public Hospitals -0.152 0.028 -5.507 0.000 -0.206 -0.098
Chest X-Ray: Public Dispensaries -0.257 0.065 -3.953 0.000 -0.385 -0.129
Chest X-Ray: Public Hospitals -0.158 0.066 -2.388 0.017 -0.288 -0.028
Sputum AFB: Public Dispensaries 0.437 0.066 6.630 0.000 0.307 0.566
Sputum AFB: Public Hospitals 0.361 0.074 4.852 0.000 0.214 0.507
Xpert MTB/RIF: Public Dispensaries -0.119 0.048 -2.470 0.014 -0.214 -0.024
Xpert MTB/RIF: Public Hospitals -0.017 0.077 -0.218 0.827 -0.168 0.134
TB Suspicion: Public Dispensaries 0.152 0.065 2.327 0.020 0.024 0.281
TB Suspicion: Public Hospitals 0.209 0.054 3.860 0.000 0.102 0.315
Referred Away: Public Dispensaries 0.001 0.034 0.015 0.988 -0.065 0.067
Referred Away: Public Hospitals 0.030 0.031 0.978 0.329 -0.031 0.092
Family 2

Started TB Treatment: Public Dispensaries 0.006 0.018 0.335 0.738 -0.029 0.041
Started TB Treatment: Public Hospitals -0.016 0.009 -1.739 0.083 -0.035 0.002
Fluoroquinolones: Public Dispensaries 0.005 0.031 0.145 0.885 -0.057 0.066
Fluoroquinolones: Public Hospitals -0.028 0.021 -1.321 0.187 -0.069 0.014
Other Antibiotic: Public Dispensaries 0.155 0.064 2.422 0.016 0.029 0.281
Other Antibiotic: Public Hospitals 0.242 0.069 3.487 0.001 0.105 0.378
Steroids: Public Dispensaries 0.023 0.008 -2.788 0.006 -0.039 -0.007
Steroids: Public Hospitals -0.022 0.008 -2.837 0.005 -0.037 -0.007
Family 3

SP Subjective Rating (1-10): Public Dispensaries 0.186 0.203 0.914 0.361 -0.214 0.586
SP Subjective Rating (1-10): Public Hospitals 0.128 0.227 0.564 0.573 -0.319 0.575
Provider Used Cell Phone: Public Dispensaries 0.022 0.047 0.473 0.637 -0.071 0.116
Provider Used Cell Phone: Public Hospitals -0.051 0.027 -1.868 0.063 -0.104 0.003
Other People Were In Room: Public Dispensaries 0.014 0.034 0.417 0.677 -0.053 0.081
Other People Were In Room: Public Hospitals 0.370 0.079 4.702 0.000 0.215 0.525
Provider Had A TV On: Public Dispensaries -0.002 0.002 -0.977 0.329 -0.007 0.002
Provider Had A TV On: Public Hospitals -0.003 0.003 -0.990 0.323 -0.008 0.003
SP Liked The Provider: Public Dispensaries 0.041 0.023 1.762 0.079 -0.005 0.088
SP Liked The Provider: Public Hospitals 0.011 0.027 0.409 0.683 -0.043 0.065
SP Would Go To This Provider: Public Dispensaries 0.052 0.024 2.193 0.029 0.005 0.099
SP Would Go To This Provider: Public Hospitals 0.022 0.027 0.810 0.418 -0.032 0.076
Provider Created A Private Environment: Public Dispensaries 0.049 0.045 1.090 0.276 -0.039 0.137
Provider Created A Private Environment: Public Hospitals -0.493 0.063 -7.827 0.000 -0.617 -0.369
Provider Seemed Knowledgeable About Iliness: Public Dispensa: 0.043 0.057 0.759 0.448 -0.069 0.156
Provider Seemed Knowledgeable About Iliness: Public Hospitals -0.017 0.056 -0.301 0.763 -0.126 0.092
Provider Addressed Worries Seriously: Public Dispensaries -0.033 0.062 -0.531 0.596 -0.155 0.089
Provider Addressed Worries Seriously: Public Hospitals -0.012 0.060 -0.201 0.841 -0.130 0.106
Provider Explained SP Condition: Public Dispensaries -0.085 0.019 -4.408 0.000 -0.123 -0.047
Provider Explained SP Condition: Public Hospitals -0.016 0.038 -0.426 0.670 -0.091 0.058
Provider Explained SP Treatment Plan: Public Dispensaries 0.042 0.062 0.678 0.498 -0.080 0.164
Provider Explained SP Treatment Plan: Public Hospitals -0.122 0.051 -2.410 0.016 -0.222 -0.023
Family 4

Time Waiting (min): Public Dispensaries -17.709 5.457 -3.245 0.001 -28.442 -6.977
Time Waiting (min): Public Hospitals 68.796 17.920 3.839 0.000 33.555 104.037
Amount Paid (INR): Public Dispensaries -505.314 25.129 -20.109 0.000 -554.731 -455.897
Amount Paid (INR): Public Hospitals -504.523 24.904 -20.259 0.000 -553.497 -455.549
Time with Provider (min): Public Dispensaries -2.671 0.271 -9.842 0.000 -3.204 -2.137
Time with Provider (min): Public Hospitals -2.096 0.450 -4.655 0.000 -2.982 -1.211

Notes: This figure reports the results of a series of regressions using both the public hospital
interactions (N=76) and private hospital interactions (N=633). Each point reports the real-valued
coefficient for the indicator variable of the private sector and the corresponding confidence interval.
Estimates are controlled for individual SP ID and the case scenario; standard errors are clustered
by facility. The measures are grouped into four families for illustrative purposes.
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Figure Al. Case management with private sector split by MD
specialist qualifications

Case 1 Case 2
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Notes: This figure reports the proportion of interactions in each study strata that resulted in the
indicated outcome for an SP presenting Case 1 or Case 2 as indicated. The STCI management
measure is defined as each Case 1 interaction that received a referral, a chest X-ray, a sputum AFB
test, or an Xpert CBNAAT test or other drug-susceptibility test; and for each Case 2 interaction
that received a referral or an Xpert CBNAAT test or other drug-susceptibility test. TB: tuberculo-
sis, AFB: acid-fast bacillus; Xpert MTB/RIF: CBNAAT mycobacterium tuberculosis / rifampicin
sensitivity testing. Medications from each interaction were ex-post coded by name to correspond to
ATC code classifications. Fluoroquinolone antibiotics were defined as ATC codes beginning with
JO1M; steroids were defined as ATC codes beginning with HO2, R0O1, or R03.
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Figure A2.
MD providers

Regression comparison
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Colored markers indicate significant Benjamini-Hochberg p-vaiue at FDR a = .05.
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Family 1 Bonferroni correction showing confidence intervals for: 99.29%
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Colored markers indicate significant Benjamini-Hochberg p-value at FDR o = .05.

Notes: This figure reports the results of a series of regressions using both separately comparing the
different types of public sector facilities with private sector non-MD providers. Each point reports
the coefficient for the indicator variable of the private sector and the corresponding confidence in-
terval. All measures are standardized to mean 0 and standard deviation 1 for illustration purposes.
Estimates are controlled for individual SP ID and the case scenario; standard errors are clustered
by facility. The measures are grouped into four families: Family 1 are the appropriate clinical
management outcomes; Family 2 are the medication use outcomes; Family 3 are the subjective
experience measures; and Family 4 are the unassociated characteristics. Each family’s confidence
intervals are extended to the appropriate Bonferroni interval for the number of simultaneous hy-
pothesis; and the p-values are considered significant if they satisfy the Benjamini-Hochberg step-up
procedure (including values that may not be considered significant under their own Bonferroni
interval). Measures are sorted by the magnitude and direction of the estimated coefficient.
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Figure A3. Regression comparison of public vs private sector MD
specialists
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Family 2 Bonferroni correction showing confidence intervals for: 97.50%
Family 3 Bonferroni correction showing confidence intervals for: 99.44%
Family 4 Bonferroni correction showing confidence intervals for: 97.50%

Colored markers indicate significant Benjamini-Hochberg p-vaiue at FDR o = .05.

Notes: This figure reports the results of a series of regressions using both separately comparing
the different types of public sector facilities with private sector MD specialist providers. FEach
point reports the coefficient for the indicator variable of the private sector and the corresponding
confidence interval. All measures are standardized to mean 0 and standard deviation 1 for illus-
tration purposes. Estimates are controlled for individual SP ID and the case scenario; standard
errors are clustered by facility. The measures are grouped into four families: Family 1 are the
appropriate clinical management outcomes; Family 2 are the medication use outcomes; Family 3
are the subjective experience measures; and Family 4 are the unassociated characteristics. Each
family’s confidence intervals are extended to the appropriate Bonferroni interval for the number of
simultaneous hypothesis; and the p-values are considered significant if they satisfy the Benjamini-
Hochberg step-up procedure (including values that may not be considered significant under their

own Bonferroni interval). Measures are sorted by the magnitude and direction of the estimated
coefficient.

15

Daniels B, et al. BMJ Global Health 2022; 7:€009657. doi: 10.1136/bmjgh-2022-009657



BMJ Publishing Group Limited (BMJ) disclaims al liability and responsibility arising from any reliance
Supplemental material placed on this supplemental material which has been supplied by the author(s) BMJ Global Health

Figure A4. Time dimensions of interactions
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Notes: This figure summarizes temporal characteristics of interactions with various types of providers
for illustration purposes. The left panels display the time of day of all interactions that SPs were
able to successfully complete in each sector. Histogram bars each cover a half-hour time interval
and are reported as the percentage of interactions occurring in each time slot. The right panels
summarize the time waiting for each interaction and the time with each provider (in minutes),
presented as a box plot with the 5th, 25th, 50th, 75th, and 95th percentiles marked.
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Figure A5. Public sector sample and administrative data
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Source: Municipal Corporation of Greater Mumbali.
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