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ABSTRACT

Background: Tuberculosis (TB) is a major health problem throughout the world. Hospitals and
pulmonary clinics contribute significantly to the number of patients from all positive smear cases.
Hospital performance in TB control is assessed using treatment success rates. The purpose of this
study is to find out an overview of hospital performance factors that influence the success of
hospitals in TB control in Central Java.

Subjects and Method: The study design was descriptive analytical epidemiology with a retro-
spective cohort design. The samples were taken in total sampling. The subjects were 158 hospitals
in Central Java Province that used the DOTS strategy. The variable assessment instrument from
the 2010 TB Sub-Directorate of Ministry of Health's checklist was taken in January-February 2018.
The data were linked to TB data from the Central Java Provincial Health Office in 2013 and 2016.
Treatment success rates were stated to be good if the value was %85%

Results: There were 110 hospitals with complete data in 2013 and 2016. Good success rates
(>85%) in 2013 were achieved by 59 (53.60%) hospitals in 2013, in 2016 it decreased, only 43
(39.10%) hospitals were achieved. There was no significant relationship between the commitment
and organization of the DOTS Hospital team, treatment, medical supervision, internal / external
networks, and health facilities with the success rate of TB treatment,in which in this study, the
value of p > 0.05. The type of hospital was significantly associated with treatment success rates in
2013, in which the lower type of hospital, the better the success rate of TB treatment.

Conclusion: Because of the low number of hospitals that achieve good success rates (>85%),
more detailed identification of risk factors is needed.
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BACKGROUND
Tuberculosis (TB) is a major health
problem throughout the world. Tuber-
culosis is an infectious disease caused by a
Mycobacterium tuberculosis complex infec-
tion (Doucette et al, 2015). The TB epi-
demic is bigger than previously thought.
New TB cases in 2015 are estimated to be
10.4 million worldwide, equivalent to 142
cases/100,000 residents, with details of
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men with 5.9 million (56%), women with
3.5 million (34%), and children with 1.0
million (10%) cases. Six countries account-
ed for 60% of new cases, namely India,
Indonesia, China, Nigeria, Pakistan, and
South Africa (WHO, 2016).

Kundu et al. (2016) examined TB
control programs in India in 2016 about
improving the TB classification of private
sector cases. It was steps for direct and one-
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time sensitization of private practitioners
(in clinics, hospitals, and private practices).
The results were that the TB notification
cases from the private sector increased
from 341 in 2013 to 4,049 at the end of
March 2015. The conclusion that state-level
active initiatives towards private sector
increased in TB cases.

The proportion of confirmed pulmo-
nary TB patients in Indonesia experienced a
significant increase from 1999 to 2003 from
7% to 13%. This indicator tends to decline
from 2003 to 2014, then again increases to
14% in 2015. The incidence of TB in
Indonesia is 125 events/100,000 popula-
tion in 2015 (Ministry of Health, 2016).

The number of cases and deaths from
TB is still high. The incidence of TB and
deaths from TB continues to fall globally.
The incidence of TB that is increasing
globally successfully shows a downward
trend of 2% per year in 2012. The mortality
rate was successfully reduced by 45%
compared to 1990 (Doucette K et al, 2015).
The rate of reduction in TB incidence was
only 1.5% from 2014 to 2015. This number
needs to be accelerated to 4-5% per year by
2020 to reach the first milestone of End TB
Strategy (WHO, 2016).

Pulmonary hospitals and clinics con-
tribute significantly to the number of pati-
ents, namely 51% of all cases and 56% of
positive new BTA cases in 2004. This pro-
gress has caused other problems. Diffe-
rences in character between public health
workers and specialist hospitals show a bias
in population-based patient care with indi-
viduals. The over-diagnosis of cases of
negative smear sputum in hospitals shows
general resistance to behavioral changes by
doctors (Irawati et al, 2007).

TB control programs in all countries
are designed by the public sector and are
mostly carried out through the public sector
or the National Tuberculosis Programs
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(NTP). National Tuberculosis Programs are
very important but have not fully developed
TB treatment and control. The public-
private mix (PPM) approach was intro-
duced in several developing countries
during the late 1990s. The PPM component
includes public hospitals, private hospitals,
pulmonary clinics, health centers, and
private practices. The World Health Orga-
nization (WHO) through its programs
places PPM as an important component to
support the success of TB prevention in the
world. There are two indicators of TB
control nationally, namely the number of
new patients finding positive smear TB
(Case Detection Rate = CDR) and treatment
success rates (Success Rate = SR) (Irawati,
et al, 2007). The purpose of this study is to
assess the performance of hospitals in TB
control by using treatment success rates.

SUBJECTS AND METHOD

1. Study design
The study design used was descriptive ana-
lytic epidemiology with a retrospective
cohort design.
2. Population and samples
The study was conducted at the Central
Java Provincial Health Office in January-
February 2018. The study population was a
hospitals in Central Java Province that
carried out the DOTS program. The instru-
ment used was a 2010 TB Sub-Directorate
of the Ministry of Health, represented by
data from the Provincial Health Office Cen-
tral Java. Sampling technique in quanti-
tative study was carried out by means of
total sampling from all hospitals in Central
Java Province using the DOTS strategy and
included in the Ministry of Health TB
Subdit view list in 2010 amounting to 158
hospitals.

The inclusion criteria in this study
were public hospitals, military / police, and
the private sector in Central Java Province
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that used the DOTS strategy and were
included in the TB List of the Ministry of
Health's Subdit in 2010. The exclusion
criteria if there were no 2013 or 2016 SITT
reports or results zero report.

3. Study variables

The independent variables in this study
were commitment and organization of the
DOTS Hospital team, treatment, super-
vision of medication, internal/external
networks, health facilities, hospital types. It
is said to be good if the value is >80%. The
dependent/dependent variable in this study
was the success rate (SR) of the hospital in
TB treatment. The indicator for treatment
success was >85%. The treatment success
rate reaches the target if the value was >85
4. Research Ethics

Ethical clearance was obtained from the
Ethics Eligibility Committee of the Faculty
of Medicine, UNS Surakarta with no: 100 /
II / HREC / 2018. The research permit

Table 1. The characteristics of the data are

from the Central Java Provincial Govern-
ment no: 070/3958 / 04.5 / 2017.

RESULTS

Based on the results of the study, 158
hospitals were included in the Ministry of
Health's list of views. Not all 158 hospitals
made a report to the Integrated Tuber-
culosis Information System (SITT). Data in
2013 showed that there were 37 hospitals
with no data reports and in 2016, there
were seven hospitals with no data reports.
There were several hospitals that were not
operating anymore. There were four hos-
pitals whose case reporting rates are zero.
After processing, the complete data was
obtained in 110 hospitals. Table 1 describes
the characteristics of the data based on the
Ministry of Health TB Subdit view list.

based on the 2010 Ministry of Health

TB Subdit's checklist
. Good Poor
Variable N n (%) (%)
Commitment and organization 110 15 (13.64) 95 (86.36)
Treatment 110 10 ( 9.09) 100 (90.91)
Treatment supervision 110 18 (16.36) 92 (83.64)
Internal / external network 110 11 (10.00) 99 (90.0)
Facilities of equipment facilities 110 19 (17.27) 91 (82.73)

The variable value from the checklist was
said to be good if it reached >80%. Not
many of 110 hospitals achieved a score of>
80%. Based on table 1, it is known that the
achievement of commitments, treatment,
treatment supervision, internal/external
networks and equipment facilities are

mostly considered poor. From each varia-
ble, only less than 20% reached a good
score, the variable facility equipment faci-
lities were the highest, the hospitals which
were considered to have good equipment
facilities were 19 (17.27%).

Table 2. Characteristics of the data based on success rates

Success rate N %
Success rate 2013 110

<85% 51 46.40
>85% 59 53.60
Success rate 2016 110

<85% 67 60.90
>85% 43 39.10
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The success rate is said to be good if
the value is 85%. <85% success rate is
called bad. In 2013 the success rate of
>85% TB treatment was 59 hospitals
(53.6%). In 2016 the success rate of TB85%
TB treatment was 43 hospitals (39.1%).
There is a decrease in the number of hos-
pitals that can achieve good success rates
(85%). Table 2 shows the characteristics of
the data base on the success rate.

The results of the achievement of the
success rate of treatment of TB hospital
which was declared good in 2013 were
achieved by 51 (46.40%) hospitals. The
majority of types of hospitals were type C,
which was 54.5% and minorities with type
A, which were 1.8%. The details of the type
of hospital were explained in table 3.

Table 3. Characteristics of research data based on hospital types

Type of hospital N %
D 25 227
C 60 54,5
B 23 20,9
A 2 1,8

1. Factors that influence the success
rate of TB treatment
Based on data from the Indonesian Minis-
try of Health TB Subdit view list in 2010,
there were five factors that influence the
success rate of hospitals in TB control pro-
grams. These five factors are the commit-
ment and organization of the DOTS Hos-
pital team, treatment, supervision of medi-
cation, internal/external networks, and

health facilities. The five factors are
assessed in relation to the success rate of
TB treatment, as explained in table 4.
Based on table 4, it is known that commit-
ment and organization, treatment, treat-
ment supervision, internal/external net-
works, and equipment facilities were not
significantly related to the success of TB
treatment, because they were obtained
p>0.050.

Table 4. The risk of success in TB treatment in 2013 was based on commitment,
treatment, supervision of treatment, internal / external networks, and facilities

for equipment facilities

Variable <g ;{"/:20138 =% OR (95%CI) P

Commitment
<80% 42 54 0.43 (0.13-1.38) 0.150
>80% 5
Treatment
<80% 45 55 0.54 (0.14-2.05) 0.509
>80% 4
Treatment supervision
<80% 45 48 1.71(0.58-5.03) 0.320
>80% 11
Internal/external network
<80% 46 53 1.04 (0.29-3.63) 0.949
>80% 6
Facilities
<80% 39 52 0.43 (0.15-1.21) 0.107
>80% 12 7
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Based on table 4, it is known that the
commitment variable tends to be a pro-
tective factor for the success of pulmonary
TB treatment with OR= 0.43 (0.13-1.38)
(OR <1). Treatment variables tend to be a
protective factor for the success of pulmo-
nary TB treatment with OR= 0.54 (0.14-
2.05) (OR <1). The results of the fisher
exact test obtained a value of p= 0.509,
which means that there was no significant
relationship between treatment and the
success of TB treatment in 2013. Treatment
control variables tend to be a supporting
factor/risk of successful pulmonary TB
treatment (OR= 1.72; 95% CI= 0.58 to
5.03). The variable external internal net-

work tends to be a supporting factor / risk
of the successful treatment of pulmonary
TB (OR= 1.04; 95% CI= 0.29 to 3.64).
Variables of equipment facilities tend to be
a protective factor for the success of pul-
monary TB treatment (OR= 0.44; 95% CI=
0.16 to 1.21).

Based on table 5, it is known that
commitment and organization, patient dis-
covery, treatment, treatment supervision,
internal/external networks, and equipment
facilities were not significantly related to
the success of TB treatment in 2016
(p>0.050). Categorical analysis was
explained in table 5.

Table 5. The risk of success in TB treatment in 2016 based on variable
commitment, treatment, supervision of medication, internal / external networks,

and facilities for equipment facilities.

SR_ 2016

Variable <85% >85% OR (95%CI) P
Commitment
<80% 59 37 1.19 (0.38- 3.72) 0.757
>80% 8 6
Treatment
<80% 63 37 2.55 (0.67- 9.64) 0.185
>80% 4 6
Treatment supervision
<80% 55 38 0.60 (0.19 -1.85) 0.374
>80% 12 5
Internal/external network
<80% 59 40 0.55 (0.14-2.21) 0.523
>80% 8 3
Facilities
<80% 55 36 0.89 (0.32-2.47) 0.825
>80% 12 7

Commitment tended to be a support-
ing/risk factor for the success of pulmonary
TB treatment (OR= 1.19; 95% CI= 0.38 to
3.72). Treatment variables tended to be a
supporting/risk factor for the success of
pulmonary TB treatment (OR= 2.55; 95%
CI= 0.67 to 964). Treatment supervision
variables tended to be a protective factor
for the success of pulmonary TB treatment
(OR= 0.60; 95% CI= 0.19 to 1.85). External
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internal network variables tended to be a
protective factor for the success of pulmo-
nary TB treatment (OR= 0.55; 95% CI=
0.13 to 2.21). Fisher exact test results ob-
tained p= 0.523, which means that there
was no significant relationship between
external internal networks and the success
of TB treatment in 2016. Variables of equip-
ment facilities tended to be a protective
factor for the success of pulmonary TB
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treatment (OR= 0.89; 95% CI= 0.32 to

2.47).

Table 6. The success rate of TB treatment in 2013 and 2016 based on hospital type

. SR 2013 SR 2016
Type of hospital n Good n (%) Poor n (%) Good n (%) Poor n (%)
Type D 25 16 (64.0)
Type C 60 34 (56.7) 26 (43.3) 25 (41.7) 35 (58.3)
Type B 23 8(34.8) 15 (65.2) 8 (34.8) 15 (65.2)
Type A 2 0 (0) 2 (100.0) 1(50.0) 1(50.0)
P 0.050 0.910

Based on table 6, it is known that in
2013, there was a tendency that the better
the type of hospital the fewer success rates
of pulmonary TB treatment. Where in type
D with good success, there were 68.0%,
type C with good success there were 56.7%,
type B with good success there were 34.8%,
and type A with good success none (0.0%).
The value of p = 0.050, which means that
there were differences in the success rates
of pulmonary TB treatment in 2013 based
on the type of hospital in which type D was
better than the others in 2013.

In 2016, there was a tendency that the
better type of hospital the higher the
success rate of pulmonary TB treatment in
which in type D with the success of good
categories there were 36.0%, type C with
good success there were 41.7%, type B with
good success there were 34.8%, and type A
with good success there were 50.0%. The
value of p = 0.910, means that there was no
difference in the success rate of TB treat-
ment in 2016 based on the type of hospital.

DISCUSSION
The checklist of the Ministry of Health
Republic of Indonesia's Subdit was an
embryo for RS accreditation assessment
based on the TB program. There were seven
checklist points assessed, namely: commit-
ment and organization of the DOTS Hos-
pital team, patient discovery, treatment,
medical supervision, reporting of records,
internal/external networks, and health
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facilities (MOH RI, 2010). This study only
assessed five factors associated with the
success rate of TB control. This was due to
factors of patient discovery and recording
of reporting too far to be associated with
success rates. These two factors may relate
to the CDR.

1. Sample characteristics

Based on the results of the SITT report,
there were several things that need to be
evaluated. 158 hospitals were recorded and
only 110 data could be processed. There
were several hospitals that report zero.
From the confirmation results, a zero value
was obtained because the hospitals had not
yet reported to SITT. Some do not know
how to get an account and upload data to
the SITT system. Zero results made data
unable to be processed.

In general, the results of the Ministry
of Health TB Subdit's view list in 2010 were
low. This might be due to the unprepared-
ness of the hospital in implementing the TB
program to the maximum in accordance
with the managerial program expected by
the government through the ministry of
health. One of the backgrounds of the issu-
ance of this checklist is that the potential of
hospitals to treat TB patients is quite large.
The hospital had handled TB patients since
a long time ago, but the handling of pati-
ents was not optimal, recording and report-
ing activities had not been implemented
properly.

The success of the TB control program
with the DOTS strategy required the
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commitment of all parties including the

commitment of the hospital director and

his staff and medical committee along with
all its members. The managerial guidelines
for the service of TB patients with the

DOTS strategy in the Hospital compiled by

the Dirjen Special TB / RS Subdivision of

Medical Services are expected to be applied

by all hospitals, given that TB patient

services with the DOTS strategy would later
be included in hospital accreditation, which
was planned to take effect at the beginning

of the year 2011.

Assessment has been carried out to
hospitals both government and private to
find out the readiness of hospitals in imple-
menting TB prevention programs. The
assessment results need to be socialized,
with the intention of gaining support from
policy makers in improving performance in
program implementation. Without the
support of the management and the pro-
fessions in the hospitals, the DOTS strategy
will not be able to run optimally. The
success rate of TB treatment in 2016 was
lower than that of in 2013. This may relate
to the previously poorly recorded and re-
porting system. This poor recording causes
cases that may not be reported (under-
reporting). As written in the 2016 Global
tuberculosis report, the national TB preva-
lence survey in Indonesia after 2013
showed an increase in the rate of reporting
of detected TB cases (WHO, 2016).

2. The effect of the commitment and
organization of the DOTS Hospital
team on treatment success rates

The assessment of DOTS hospital team

commitment and organization according to

the TB Subdit list of the Ministry of Health
was based on nine points, namely there was

a DOTS hospital team complete with job

descriptions, DOTS hospital team functions

optimally, hospitals had trained personnel,

TB hospital services were included in
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hospital medical service standards (SPM -
RS) and described in standard operational
procedures (SOP), hospitals provided
operational funds for the DOTS Hospital
team, all TB RS cases were managed
according to DOTS, there was a special TB
hospital policy supporting DOTS, there was
a TB-HIV collaboration flow, and there was
an RS infection control team.

The combination of organizational
commitment and relevant policies in hos-
pitals and TB programs was needed to
strengthen the implementation of DOTS in
hospitals. The policy implementation
process must have a clear legal basis so as
to ensure compliance with field officers and
target groups, as well as support from
stakeholders and the commitment and
expertise of policy implementers so that
policy implementation can be successful.
Government commitment and willingness
were the most important elements in
implementing DOTS programs in the pri-
vate sectors. National Tuberculosis Pro-
grams were responsible for funding, techni-
cal support, training, equipment, and
medicines.

The results of a study by Lonnorth et
al. (2004) in India proved that the success-
ful implementation of TB control PPM was
influenced by the existence of regulations
governing partnerships, the commitment of
government implementing DOTS, the
existence of government funding, and
education and training for the private
sector (Tondong, 2012 )

In this study, the commitment and
organization of the DOTS Hospital team
were not significantly associated with the
the success rate of TB treatment. Commit-
ment variables tended to be a protective
factor of the success of pulmonary TB treat-
ment (OR= 0.43; 95% CI= 0.13 to 1.38) in
2013 and (OR= 1.19; 95% CI= 0.38 to 3.72)
in 2016. From the data, it was found that
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the majority of hospital commitments were
low, only 14 hospitals had a value of >80%
both in 2013 and 2016. The commitment
tended to be better, the lower the success
rate, although not significant with the value
p >0.050. This was not in accordance with
Rahman and Mokhtar (2015). Rahman and
Mokhtar identified lack of basic manage-
ment participation and differences in TB
management in each state that would
influence the success rate of TB control pro-
grams. The better management will
increase the success rate.
3. The effect of treatment on the
treatment success rates
Components assessed on the TB list
included nine points, namely TB therapy
according to standards in all service units,
OAT packages / prescriptions included in
the RS formulary, OAT procurement plan-
ing in hospitals, OAT program 1 package for
patients, OAT available outside the OAT
program, OAT outside meets needs, there
was an MDR-TB management SOP, there
was an SOP for TB-HIV management, and
there was KDP therapy for HIV patients.
Tirtana' study (2011) connects the
success rates with patient factors which
include regularity of treatment, duration of
treatment, level of income, type of work,
smoking habits, distance of patient's resi-
dence to the place of treatment, and nutri-
tional status. The results of the study show
that there is an influence between regu-
larity of treatment and length of treatment
on treatment success (Tirtana et al, 2018).
The Kodim in 2000 stated that the treat-
ment performance of the DOTS strategy
treatment program at the public health
center level was not in accordance with the
prescribed medication guidelines. As a
result, the recovery rate of sufferers is far
below the target (Kodim, 2000). This
difference may be due to TB reporting not
mentioning whether there was a drug-
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resistant TB. It was because the given

regimen will certainly be different from

first-line therapy. This would affect the
success of treatment.

4. The effect between treatment
supervision and treatment success
rates

The list of TB Subdit assesses that super-

vision was based on six points, namely that

the hospitals had an SOP for TB treatment
supervision, all TB patients were accompa-
nied by PMO (supervisors taking medica-
tion), counseling at PMO, repeated phlegm
checks, follow-up on irregular treatment,
and history taking source of transmission/
home contact. In this study, the treatment
supervision was not significantly associated
with the success rate of TB treatment.

Treatment supervision variables in 2013

tended to be a supporting/ risk factor for

the success of pulmonary TB treatment

(OR= 1.72; 95% CI= 0.58 to 5.03) and in

2016 as a protective factor (OR= 0.60; 95%

CI= 0.19 to 1.85). Despite the low signifi-

cance, this was not too surprising, because

indeed based on previous studies there
were some differences regarding this
matter.

Based on the study of Soesilowati and
Haitamy (2016), TB patients with good
PMO are more likely to recover in which TB
patients recovered with PMO who worked
well amounting to 36 people (60.00%) and
poor PMO five people (8.33%). The group
that failed treatment with a good PMO was
10 people (16.67%) and PMOs with 9 jobs
were bad (15.00%). The group that applied
the DOTS strategy with the supervision of
the PMO, the drop out rate of treatment
tended to be lower so that pulmonary TB
patients received a complete recovery. The
recovery of pulmonary TB patients can be
achieved by the PMO who monitors and
reminds pulmonary TB patients to take
medication regularly. Supervisors taking
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medication were very important to assist
patients in order to achieve optimal results.
Supervisors taking medication can be from
family or not family. The PMO strategy in
the DOTS program can increase the success
of pulmonary TB treatment as reflected in
the increase in conversion rates and cure
rates and a decrease in drop out rates
(Soesilowati, 2016).

In contrast to Ramadhani (2012),
which stated that the presence of PMO in
the treatment of pulmonary TB on AFB
conversion was not statistically significantly
different (p= 0.699). This might be caused
by the absence of information on TB
bacillus resistance factors for TB drugs, the
number of subjects that were too small, the
sampling was done retrospectively from
secondary data, and several other factors
that could not be identified in the study.
This factor can affect the success of con-
version such as patient's immune system,
comorbidities in patients, drug side effects,
drug resistance, socio-economic, nutrition,
distance home and education (Ramadhani,
2012).

It is possible that PMO in TB patients
is not the same in knowledge of OAT
supervision and assistance. It was because
the data did not include PMO standardi-
zation. These different abilities can cause
different treatment results. As mentioned
in previous studies, there are differences in
results between PMOs who work well and
PMOs that work poorly (Soesilowati, 2016).
In addition, there was a theory that compli-
ance with medication was more important
than the presence of PMO because TB pati-
ents who regularly adhere to medication
time and control show more of the patient's
willingness or awareness to participate in
achieving treatment success (Ramdhani,
2018).
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5. The effect of internal/external net-
works on the treatment success
rates

Networks assessed on the TB Subdit view

list included the establishment of internal

networks with their SOPs, hospital activity
in external networks, TB case references
from all SMFs in hospitals, monitoring of
absent/displaced TB cases, DOTS-VCT
collaboration, DOTS internal networking
meetings periodically, and the presence of
hospitals in external network meetings.
Internal / external networks were not
significantly related to the success rate of

TB treatment. Nominally, the external

internal network variable in 2013 tended to

be a supporting factor/risk of the successful

treatment of pulmonary TB (OR= 1.04; 95%

CI= 0.29 to 3.63). The better the network,

the better the success rate. In 2016, it

tended to be a protective factor in the
success of pulmonary TB treatment (OR=

0.55; 95% CI= 0.13 to 2.21). Tondong et al.

(2012) investigated that the implementa-

tion of PPM TB control in Ende Regency,

East Nusa Tenggara had not run optimally.

One of the factors that influence the low

success of TB control was because the

network did not function properly. Internal
networks not functioning properly can be
caused by: 1) lack of commitment of hos-
pitals management in the implementation
of DOTS in hospitals, 2) DOTS team did not
work optimally due to high workloads or
multiple tasks, 3) there were no special

DOTS units in TB services comprehensive

in hospitals, causing difficulties in coor-

dination between units and external net-
works, and 4) lack of communication and
coordination between internal network

units (Tondong et al, 2014).

The external PPM TB control network

did not function properly due to: (1) lack of

communication and coordination between

the PPM network for TB case holding cases,
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(2) unclear referral mechanisms and lack of
collaboration support between health faci-
lities in TB patient referrals such as referral
do not use a referral letter (TB 09), the
results of a laboratory examination (TB 05);
(3) no fluency in the referral process (the
reference form, list of names and telephone
numbers of staff in charge of health faci-
lities), and (4) the health office who had not
played an active role in coordinating the
PPM network (Tondong et al, 2014).

The holding case process was mainly
commitment, a good system and communi-
cation to achieve successful treatment, and
the Hospital cannot achieve good quality
performance without the right network
with the public health centers (Probandari
et al, 2010). The network can run well, it
requires a DOTS network coordinator who
worked full time, the active role of super-
visors, clear networking mechanisms
between institutions, the availability of
tools to facilitate the referral process,
support and cooperation between health
facilities in TB patient referral activities,
regular coordination meetings at least every
three months between health facilities coor-
dinated by the health department by
involving all other parties involved. For this
reason an effective referral system must be
established between service units. Locally,
appropriate referral mechanisms and re-
sources to monitor referrals and ensure
patients diagnosed with TB do not break up
after being referred for treatment (Tondong
et al, 2014).

6. The effect of equipment facilities
on treatment success rates
The list of TB Subdit assessed the equip-
ment facilities based on: there was a DOTS
hospital room, the DOTS Hospital room
meets infection control requirements, there
was an inpatient room for TB cases, a
standard TB form is available, laboratory
facilities are complete, and there were
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extension facilities. Niarta's (2004) study
states that laboratories can influence treat-
ment success rates. The number of labora-
tory errors below the maximum error rate
is caused by a lack of supervision of quality,
motivation, and employee compliance in
examining sputum specimens. In addition,
there is also a lack of training of laboratory
staff in sputum examinations (Niarta et al,
2004). Facilities for equipment facilities
were not significantly related to the success
rate of TB treatment.

7. The effect of types of hospitals on

the treatment success rates

Type of hospital was significantly associa-
ted with treatment success rates in 2013 in
which the lower type of hospital, the better
the success rate of TB treatment. Some
things might cause this situation. First, a
reporting system according to WHO reports
was not good. The second is the complexity
of the hospital. The higher the type of
hospital, the more complex cases handled,
including in this case the TB problem. The
lower the type of hospital, the simpler the
cases handled. So that, the success rate for
type D hospitals is better than type C, B or
A. Hospital in 2016 the type of hospital was
not associated with treatment success rates.

The results of this study tended to
prove that there was no significant relation-
ship between commitment and organiza-
tion of the DOTS Hospital team, treatment,
and supervision of medication, internal /
external networks, and health facilities with
the success rate of TB treatment. Type of
hospital is significantly associated with
treatment success rates in 2013. The lower
the type of hospital, the lower the level of
complexity of TB problems, the better the
success rate of TB treatment.

Based on these results, the possibility
of instruments compiled by the Ministry of
Health TB Subdit in 2010 was not yet sen-
sitive enough to be a predictor of treatment
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success rates. This instrument was not
made for research, but only as monitoring
and evaluation, so that it cannot be used as
an appropriate predictor. The 2010 check-
list as the goal was the basic starting point
for the assessment of hospital accreditation.
At that time, there was no pressure or
burden on the hospital to make a good
program or managerial management of TB
in the hospital, because there were indeed
no more consequences than the assessment
carried out. This was different from mana-
gerial assessments associated with accredit-
tation in which the next result would deter-
mine the class or type of hospital. There-
fore, if the evaluation results of the check-
list are linked to the success rate of the
hospital, it may not be related. Possible
results would be different if the success rate
of TB treatment is linked to the results of
hospital accreditation. The assessment was
done not only once but regularly. However,
to get the results of evaluating the imple-
mentation of TB programs based on the
value of accreditation, it still seems difficult
Given that the results of RS accreditation
are currently based on general hospital
assessments, it was not specific to TB
prevention programs.

The success rate of TB treatment in
2016 was lower compared to 2013. This
may be related to a poor recording and
reporting system. This poor record-keeping
results in cases that may not be reported
(under-reporting) the difference in the
number of cases in health care facilities
with reporting results (missing cases). To
ensure this condition, a study by identifying
the risk factors that influence it further
needs to be conducted.

Based on the results of this study, it
was shown that most hospitals had a poor
success rate (<85%) in 2013, and even in
2016 fewer hospitals achieved good success
rates.

e-ISSN: 2549-0273

There was no relationship between
commitment and organization of the DOTS
Hospital team, treatment, treatment
supervision, internal / external networks,
and equipment facilities with treatment
success rates in 2013 and 2016. Type of
hospital was significantly associated with
treatment success rates. The lower the type
of hospital, the better the success rate of TB
treatment.
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