
 

 

  

 

 

 

 

 

  
  

 

 

 

 

 

 

 

  
 

Case Title: 

Name: 

Organization: 

Summary: 

Think about which subcomponents of the Collaborating, Learning & Adapting (CLA) Framework 
are most reflected in your case so that you can reference them in your submission: 

• Internal Collaboration

• External Collaboration

• Technical Evidence Base

• Theories of Change

• Scenario Planning

• M&E for Learning

• Pause & Reflect

• Adaptive Management

• Openness

• Relationships & Networks

• Continuous Learning & Improvement

• Knowledge Management

• Institutional Memory

• Decision-Making

• Mission Resources

• CLA in Implementing Mechanisms



 

 
 

 

    
  

1. What is the general context in which the case takes place? What organizational or 
development challenge(s) prompted you to collaborate, learn, and/or adapt? 

2. Why did you decide to use a CLA approach? Why was CLA considered helpful for 
addressing your organizational or development challenge(s)? 



  

    
  

3. Tell us the story of how you used a collaborating, learning and/or adapting approach 
to address the organizational or development challenge described in Question 2. 



  
 

 

 

 

4. Organizational Effectiveness: How has collaborating, learning and adapting affected 
your team and/or organization? If it's too early to tell, what effects do you expect to see 
in the future? 

5. Development Results: How has using a CLA approach contributed to your development 
outcomes? What evidence can you provide? If it's too early to tell, what effects do you 
expect to see in the future? 



  

 

 
6. What factors enabled your CLA approach and what obstacles did you 
encounter? How would you advise others to navigate the challenges you faced? 

7. Did your CLA approach contribute to self-reliance? If so, how? 

The CLA Case Competition is managed by USAID LEARN, a Bureau for Policy, Planning and Learning 
(PPL) mechanism implemented by Dexis Consulting Group and its partner, RTI International. 

https://www.usaid.gov/selfreliance
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	Caption: Photo Caption & Credit: Kiran, an SCT agent carries sputum and tissue samples to an accredited lab for testing in Bengaluru, India. Credit: Vrinda Manocha/KHPT
	Case Title: Using CLA towards an innovative approach preventing diagnostic delay for TB patients 
	Image_af_image: 
	Summary: The south Indian city of Bengaluru is home to over 22,000 people with tuberculosis (TB), a highly infectious disease that disproportionately affects vulnerable populations, especially the urban poor. Quick diagnosis and early initiation on treatment are imperative to prevent TB from spreading, but delays are common in a system that relies on patients to get themselves tested, and has an inadequate mechanism to transport sputum and tissue samples to higher-level laboratories for  confirmatory testing. In order to address a growing gap between the number of people referred for testing and the number actually getting tested, KHPT developed a Specimen Collection and Transportation (SCT) system under a USAID-funded project, the Tuberculosis Health Action Learning Initiative (THALI). KHPT created a team of SCT agents transporting samples from government health facilities, private hospitals and the community to accredited laboratories for confirmatory diagnoses and drug-sensitivity analyses. To establish a successful system which would accommodate the requirements of the community, public  facilities and private providers, KHPT incorporated several components of USAID's CLA Framework. The initiative was based on firm technical evidence collected during THALI activities, but the  project required extensive external collaboration and open information exchanges with the government to adapt to the ever-changing state TB scenario  and the emerging needs of vulnerable populations at risk of diagnostic delay. A continuous M&E process and the empowerment of SCT agents to adapt to various situations during their activities gave the team rich insights for the adaptive management of the SCT system. A continuous learning and improvement process, interspersed with periods of reflection, resulted in the formulation of  a replicable and scalable system which was transitioned to the Joint Effort for Elimination of Tuberculosis (JEET), supported by the Global Fund to Fight AIDS, Tuberculosis and Malaria (GFATM). 
	Impact: Initially, THALI's mandate did not extend to establishing an SCT system. However, after an extensive process of drawing together inputs and learnings from various THALI activities, including research, community engagement and government engagement, the program team, in consultation with USAID, realized that time and resources would need to be allocated to address the system-level delays in testing. The establishment of an SCT system would help  move towards THALI's goal of improving case finding and treatment outcomes among the urban poor.A remarkable change was effected in the field staff as a result of adopting the CLA approach. Collaborating and learning from them, instead of merely instructing them, empowered them to navigate a variety of challenges in the healthcare system that hindered their daily activity. The learnings from their daily problem-solving later formed the basis of system change. The field staff became a valuable resource, not just a workforce carrying out routine activities. Their investment in and commitment to their work increased. As a team they would  share their problems in real time over WhatsApp and get immediate responses. They organically created a system that allowed them to assist or take over each others' duties in case of unforeseen delays and issues, with minimal intervention from the program team. This increased the team's belief that the SCT system could be a sustainable intervention.  The CLA approach also enabled information collection at numerous levels, ranging from ground-level realities from health facility staff  to  understanding the priorities of state TB authorities. THALI's relationship with the health system flourished, with both sides engaging with each other, rather than having one-sided communications. This process built a relationship and network which went beyond the traditional relationship between the state and the implementing organization. As a result of using this approach, KHPT develop a clear implementation framework for SCT, which in turn guided resource allocation, a key aspect for ensuring scalability of a model. These achievements only reinforced KHPT's belief in the important of  evidence-driven and decentralized decision making and helped fortify its organizational culture, which has believed in allowing the voices at the frontline to guide decision making. 
	Why: The components of the CLA approach have informed the foundation of KHPT's approach to catalyzing change for the well-being of vulnerable communities. KHPT identifies itself as a learning organization which engages with a variety of stakeholders to design and implement context-specific evidence-based innovations which address gaps in the system, and are flexible and scalable. The SCT system, by its very nature, required a CLA approach. The success of the system depended on a number of moving parts: the facilities where samples were being collected, the labs which were testing them, the agents who were criss-crossing the city on two-wheeler transport, and the samples themselves, which could be rejected if of poor quality or delivered too late. The system needed to incorporate the requirements of the community, public health facilities and the private sector, three very different stakeholders which are rooted in different contexts and whose interests and functions don't always intersect. It needed to be flexible enough to evolve as new laboratories came up and new collection points were added, necessitating the adjustment of route maps for SCT agents and  the redistribution of samples to minimize the load on particularly over-burdened labs. Coordinating and working together with the state RNTCP program was essential for numerous reasons: to create a buy-in from the early stages,  elicit the cooperation of staff at government health facilities and seek their feedback on the system, which was vital to make adjustments to its structure and functioning. Learning gleaned from the SCT agents and health facility staff continue to be incorporated into the SCT system. It was the through the learning and adaptation process that THALI  smoothly transitioned the SCT system after eight months to the Joint Effort for Elimination of Tuberculosis (JEET), funded by the Global Fund to Fight AIDS, Tuberculosis and Malaria (GFATM). JEET currently operates the system for private sector patients in Bengaluru. 
	Lessons Learned: Through collaboration and networking with the government and private sector, KHPT demonstrated a way to bridge the gaps in the system through sustainable innovation. The CLA approach built the team's confidence and capacity to design and implement a complex system that could have applications across the country, even internationally. The CLA approach helped KHPT maximize its own capabilities and provide the government with technical support, which in turn could help it play to its strengths.With the support of USAID, KHPT not only developed a model that works, it also developed technical briefs and protocols for the state and central governments to base further interventions on. By taking up the SCT system, THALI lends credence to the fact that NGO partners can be valuable to the development of innovative interventions which the government can then scale up and replicate. Engaging NGO partners channel voices from the community to the government, which are valuable to the formation of patient-centred policies. The implementation of these innovations can also unlock government funding which sometimes remains unspent. Using the CLA process helped THALI transition the project to JEET, which signalled to the government that the project was transferrable and adaptable to different contexts. Elements of the CLA approach were also found invaluable to the sustainability and self-reliance of the organization. KHPT's capacity to build, operate and successfully transfer need-based innovations on the ground were enhanced through a collaborative learning and adaption process. 
	Factors: The THALI team worked through a continuous cycle of setbacks and breakthroughs while operationalizing the SCT system. Clear lines of communication were a hallmark of the enabling factors, which included:- Open discussions with stakeholders in government, enabling a steady feedback flow and allowing teams to work around challenges which could not be easily surmounted, such as the over-burdening of labs in response to demand for drug-sensitivity testing and the inability to increase the labs' capacity for testing.- Strong monitoring and evaluation mechanisms with technical oversight from the program team, which helped in continuous learning and the creation of a holistic approach to developing the SCT system - Instituting a strong leadership structure, and developing a learning culture, where field staff were empowered to make decisions which were incorporated into the system, allowing for quick changes to the system structureSystemic obstacles and project limitations, sometimes unanticipated, had to be worked through. These included:- Unanticipated challenges to reducing delay - The delay between collection and deposit at the lab was reduced, but the increased load of samples on the lab slowed testing. The team could not improve the labs' processing time. - Lack of information -  The lack of real-time information in the absence of a technology to track sample collection and lab loads hampered efforts to get to the right lab for quick testing and sometimes led to re-routing samples.  - Varying support across labs- While some labs were willing to engage with SCT agents, others were less supportive, resulting in slower adaptation in some geographies. - Skepticism from certain government officials as to the cost-effectiveness and utility of the intervention- Some systemic obstacles could not be overcome. The delay in the labs reporting test results back to the public health providers resulted in a delay in initiation of treatment. SCT agents only reported lab results to the private providers, but with a backlog at the labs, providers would sometimes begin treatment of patients without a confirmatory diagnosis. Most of these challenges were identified and some overcome through regular review, joint problem solving between the field and program staff, as well as discussions with the different stakeholders. 
	CLA Approach: The SCT system needed to relieve the patient of the burden of sample testing, to reduce the time between the collection of the sample of testing and remove the burden of sample transportation from treatment supervisors and lab technicians at public health and testing facilities called Designated Microscopy Centres. The national TB control program envisaged the creation of a system through a  public-private partnership with NGOs, but there were no takers for such a logistically complex system transporting bio-hazardous materials. KHPT, with the support of USAID, took up the challenge of building a system step-by-step, adopting the CLA as a holistic approach to this development. The goal was to develop a model that successfully navigated the apparent challenges of implementing a complex system such as the SCT, so that it could be adopted and replicated through the governmentt or other NGOs.Step 1: Formation of Theory of Change based on technical evidence: A baseline study conducted by KHPT under the THALI project found that the delay between symptoms and treatment initiation affected the populations most vulnerable to TB, including persons above the age of 50, smokers and alcoholics. Data from the study, as well as inputs from the district TB authorities and research on previous attempts at setting up a system, formed the basis of establishing an SCT process, which was envisaged to reduce the delays between collection of the sample and testing, resulting in the early diagnosis and rapid treatment initiation by providers of the patient's choice. Step 2: Discussions with key stakeholders- Collaboration in an open and transparent manner was an integral component of operationalizing the system. The District TB Officers provided KHPT with a list of high-burden public  DMCs which could serve as collection points. With their input, the framework of the system was established, with 2-3 collection points, each covering 5-6 DMCs, from which positive samples could be sent to high-level labs for confirmatory and drug-sensitivity testing.  Step 3: Internal collaboration -  The program and technical team worked together to formulate route maps, hire SCT agents and institute procedures for the safe transportation of samples, before beginning trial runs of the system. This was an immersive and continuous learning experience for the SCT agents, who gained the confidence to take informed decisions appropriate to situations and problems as they arose. Step 4: Adaptive management - The KHPT staff had monthly meetings with RNTCP officials at different levels of the system to gauge the performance of the SCT system and discuss issues such as establishing new collection points or changing routes to be more responsive to patients' needs. When universal drug sensitivity testing was introduced in April 2018, the routes had to be changed for re-distribution of samples due to an increased load on labs. These meetings also allowed the KHPT team to share sector-specific problems  with the RNTCP, such as bottlenecks at health facilities, including long wait times and overloading or underutilization of facilities at particular labs.Step 5: Pause and reflect: After a few months of adjusting the system in response to feedback from the SCT team and the government, it was allowed to run without any modifications, giving the team the opportunity to reflect on where change could be effected in the system, whether it was cost-effective and whether it was more effective in the private rather than the public sector. Step 6: The learnings from the SCT system were continuously documented, and MERL findings were used to generate valuable insights into its performance. This information, and other technical assistance, was made available to the JEET project, which took over the system in September 2018. JEET chose to focus mostly on sample collection in the private sector, where it saw the  maximum value addition to patients and healthcare providers. The learnings from JEET were compiled into a technical brief, which was shared with the RNTCP. State health officials released the technical brief as a patient-centred innovation at an event marking World TB Day 2019. 
	Context: Tuberculosis (TB) is a highly infectious disease caused by an airborne bacterium, which spreads through coughing, sneezing and spitting. India bears the highest burden of TB  in the world, and in the urban metropolis of Bengaluru in the southern state of Karnataka, it is estimated that 22,134 people have TB. To reduce the risk of transmission, it is essential to reduce the delay in diagnosis and initiate treatment early.In India, microbiological tests are available free of cost in the public sector. In the private sector, large hospitals often have in-house testing, while smaller clinics outsource their testing to private laboratories. The onus is on the patient to go to a laboratory, get themselves tested, collect the results and return to the healthcare provider. This often leads to a delay in testing, and consequently, diagnosis. This can be due to factors including testing and treatment costs, the distance from the patient’s home to the lab, lack of access to services for the elderly or patients living alone and unsuitable lab operation timings. In the public sector, where samples are transported to the labs by state TB program staff, samples are collected from patients only on certain days in a week. A baseline study conducted by KHPT under the USAID-funded Tuberculosis Health Action Learning Initiative (THALI) in Bengaluru found that the average delay from the onset of TB symptoms  to treatment initiation was a staggering 62 days. KHPT, in consultation with district TB officials in Bengaluru, developed a Specimen Collection and Transportation (SCT) system to reduce  the burden on patients, especially vulnerable patients with limited access to diagnostic facilities, and address the systems-level challenges of safely transporting  sputum and tissue samples from community-level facilities and the private sector to accredited labs in a timely manner to the right lab for early diagnosis. The Revised National Tuberculosis Control Program’s (RNTCP) Guidelines for Partnership 2014 had sought public-private partnership for implementing an SCT system. While the scheme had no takers in Bengaluru initially, KHPT recognized its relevance as a solution to diagnostic delay. In January 2018, it began testing a model involving a team of SCT agents on two-wheeler transport, moving across two city districts to bridge the gap between  collection and testing in a systematic manner.The creation of this system as an innovation for patient support under THALI would draw on the knowledge reserves of  state TB program officials and the combined experiences of the program and technical staff. It would also require a continuous process of adaptation to incorporate learnings from field experiences to create a flexible, scalable system.
	Impact 2: THALI  health workers working in the community had begun transporting samples in an adhoc manner three months before SCT system was launched. In response to the community's need, they had collected 379 samples in that time in addition to their case finding and awareness activities.  When the program team analyzed the data and responses from the community health workers (CHWs) they realized the potential of expanding and structuring the service with a separate cadre of workers. It was through a CLA approach that THALI formulated the structure of the SCT system, designing it to evolve alongside the rapidly-changing landscapes of three stakeholder scenarios: the community, the public health sector and private health facilities. Within three months, the SCT agents were transporting well over 500 samples each month.  THALI began SCT  in October 2017 and began transitioning the system to JEET in August 2018. In the nine months of its operation before the transition,  SCT agents transported 4768 samples, of which 1154 patients were diagnosed with TB.  Careful monitoring and evaluation ascertained the number of samples transported by source, whether public, private or the community, generating valuable insights into patient flows at different facilities, which could be shared with the government. Combining the CLA approach with a steady inflow of quantitative and qualitative data, allowed the program team to  tailor  context-specific responses in real time. The responses and data were documented and shared with government health officials as well as made publicly available for NGO partners to replicate similar systems.   We expect that learning from this system will enable governments and other TB partners to  scale it up in the future across different contexts and setting, including urban, semi-urban and high-risk areas. Through constant iteration, it can be honed to be efficient and cost-effective, while retaining its value as a patient-centric innovation with the potential to be a powerful tool in the arsenal of the End TB movement. 


