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INTRODUCTION

In M arch 2000, M inisters of the 22 high burden countries (countriesthat together count for 80%
of the burden of tuberaulosis inthe world) called for accelerated expansion of contra measures
and for increased politica commitment and financia resources to reach the targets for gobd TB
oontrol by 2005. The Government of South Africawas one of the signatories of this Declaration.

The National Tuberculosis Control Programme (NT CP) M anager of South Africaayeed ina
meetinga Cairoin November 2000, together with theprogramme managers of the ather 21 high
burden countries, to develop aGloba DOT SExpansion Plan. This Plan hastwo pillars:

- Development of national M edium Term Development Plans (M TDP), and

- The building of partnerships.

The present doaument contains the M edium Term Development Plan 2002-2005 of the NTCP of
South Africa. It will provide atemplate for mobilisation of human and financia resources

needed to expand tuberculosis control as part of the nationa health sy stemin order to achieve
the targas the country committed itsdf to towards its own community andto the international
community .

The planwas drafted in 2001. In the process of writing this plan all principa stakenholders of
Tuberculosis Control in South Africa have bean involved. In April, the timeframe and process
for devdoping the Plan was decided upon. In June, visits were paidto amast al Provincid

Health Departments to obtain support for thePlan. From 17- 20 July, a Workshop was organisad
in Kopanong with representatives fromall mgor actors (seeAnnex 10 for list of invitees) to

define the basic contents of thePlan. After thisaFirg Draft versionwas written that was
discussed in aWorkshop in Pretoriaon 12-13 September with a number of selected participants
(see Annex 11). Based upon the recommendaions aFina Draft verson was prepaed that was

presented to thenational authorities for approva. The Royd Netherlands Tuberculosis
Associaion (KNCV) provided technica assisgance duringthis process to the NTCP, with

financial support fromUSAID Washington and USAID-South Africa

The M TDP comprisesthe period 2002-2005. T his does not correspond with the normal period of

S5yearsfor aMTDP. It was decided to formulate thePlan for the shorter peaiod inview of the
commitment of the National Government to achieve the intemationd targetsfor T uberculosis

oontrol in 2005.

Another critical issueisthat the M T DP doesnot runpardld to theM edium Term Expenditure
Framework (M TEF) 2000-2003. It istherefore proposed tha in thebeginning of 2003 aMid
term Evaluation will take placeto assess whether theM T DP needs adaptation in view of the
development of the NTCP and the new M edium T erm Expenditure Framework. It can be
oonsidered to exend the M TDP after this evduationto 2006 in order to let it coindde withthe
M edium T erm Expenditure Framework 2003-2006.

Guided by thisstrategic framework, Provincid Implementation Plans will be developed
in the first quarter of 2002.
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1 COUNTRY, PEOPLEAND HEALTH
11 Generd characteristics

The Republic of South Africais located at thesouthen tip of the continent of Africaand
oovers an areadf 1,219,912 kn?. It has common boundaries with the Republics of
Namibia Botswanaand Zimbabwe, while the Republic of M ozambique and the Kingdom
of Swaziland lieto thenorth-esst. Completely enclosed by South African taritory in the
outh-esst is the mountain Kingdom of Lesotho.

11.1 Political and administraive structure

On 10 Decembe 1996 former President M andela signed anew constitutionthat brought
an official end tothe apartheid policy. Initiatives and actions undertaken since the
ninetiesin the fields of governance and administration have deepened and consolidaed
South Africa’s democrecy . T his includes improvemerts to intergoveanmentd relations
and co-operative governance and efforts to strengthen the provincia and loca spheres of
government.

Adminigratively South Africais divided into nine provinces, each with its own
Legislature, Premier and Provincial M embers of Executive Councils (M ECs). The
provinces are Eastern Cape, Free Sate Gauteng, KwaZulu-Natal, M pumaanga, Northern
Cape, Northern Province, North-West and Western Cape.

The exeautive branch of the country consistsof aPresident who is & the same time Chief
of Stateand Head of Government. The National Assembly dects the President. The
President appoints the Cabinet.

The legslative branch consistsof the Nationd A ssembly (400 sesats, elected by popular
vote for five-y ears terns; last dection held on 2 June 1999, next election to be heldin

2004) and the Nationa Council of Provinces (10 members elected by each of the nine
provincid legislatures).

11.2 Socid-ecmnomicprofile

The GDP per capitaisR18,203 (US$ 6,900 purchasing parity powe) withayearly real
gowth rate of 0.6%. The South African economy indudes amodern financial and
industrid sector, supported by awell-developed infrastructure, operating alongsidea
aubsistence informal sector. Agiculture (5%), industry (35%) and savices (60%)
compose the GDP. Thelabour force by occupation isagriculture 30%, industry 25% and
srvices 45%. The mining sector play ed an important role inthe development of the
South African economy, but its importance has declined in the last decade and currently
accountsfor about 6% of GDP. The manufaduring sector accountsfor approximately
one-fifth of South Africa's GDP. Thecontribution of financial services and business
increased from about 12% to nearly 18% during the nineties and given the high levd of
bankingand commercid activities in South Africa, this shareis expeded to epand even
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further. Tourismactivity is also expandingitsrelativesize and further incresses in the
oontribution of the tertiary sedor to GDP areexpectel.

The unemploy ment rate is 30%. Some40% of all South Africans livein poverty, and
75% of these stay in rura aress wherethey are deprived of access to health services. The
main core of theGovemment’shealth policy is eventually to provide hedth carethat is
dfordable and accessible to al.

There are 11 officia languagesand liteacy ratein people age 15 and over is81.1% (mae
81.9 and femae81.7%).

11.3 Demogaphic profile

The estimated population was 43,685,699 (July 2000), with 32.5% 0-14 years, 62.8% 15
64 yearsand 4.8% 65 years and over.

There are 4 racegroups Black (75.2%), White (13.6%), Coloured (8.6%) and Indian
(2.6%).

Population growth rateis 1.47%. Birthrate isestimated to be 24.56 births/1,000
population, degh rate 14.69 desths/1,000 population and né migration rate—1.9
migrants'1,000 population.

Totd fetility raeis 247 children bom/woman and Infant M ortality Rate is’58.9/1,000

live births.
Life expectancy at birthis 50.4years for males and 51.8 y ears for famaes.

12 Health services

The hedth service inhaited in 1994 was areflection of asysem tha focussed on
upportingtheAparthad State It had been fragmented into Nationd, Coloured, Indian

and White “ own affairs’, four Provinda and 10 Homeland Hedlth Departments.
Resources weredistributed aong racid lines with afocus on hospitd care and an
underdeveloped Primary Health Care System.

12.1 Thehedth system

In the period 1994-1999 much progress was made in overcoming this legacy.

Achievaments dbtained amongotherswere:

- Theestablishment of asinde National Dgpartment of Health and nine Provincid
Health Departments

- Upgading df clinicsand hedth centres and building of 500 new ones

- Introduction of freeprimary hedth care

- Theestablishment of aDigrict Hedlth System

- Thelaunchof various progammesto tackle priority health problems such as
Integated M anagement of Childhood IlInesses, DOTSand M ateana M ortality
Progamme.
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Critical elements were:

- A worsening HIV/AID S epidemic

- A rauction of the health budget inred terms

- Problems inaddressng inequities and in efficiency of staff.

For theperiod 1999-2004 aHedth Sedor Sraegic Framework has been defined with a
ten-point plan to strenghen implementation of efficient, effective and high quality health
sErvices

Decreasing morbidity and mortality ratesthrough strategc intervention
Revitaisation of public hospital sevices

Accderatingdelivery of anessentia package of PHC services through the DHS
Improving resourcemobilisation and management and equity in dlocation

I mproving human resource development and management

Improving quality of care

Enhancing communication and consultation in thehedth sy stemand with
communities

8. Legslativereform

9. Re-organisaion of certain supportive services
10. Strengthening co-operation with internationa partners.

Nogr~owDdPE

The private for-profit sector isresponsible for more than half of theexpendituresin
hedth. It consigs mainly of general practitioners and medicd specidists workingin
private hospitas. They are estimated to cover 20% of the population.

The private not-for-profit sector (mainly non-governmental organisaions) play s avita
rolein health issues at the community level (especidly in reldion to cancer, tubercuosis,
HIV-AIDS mernta hedth and disability).

A private company, LifeCare, who isfunded by Governmernt, offershospita care for TB
patients The NGO SANTA dso provides hospita carefor TB patients with
governmenta funds. From October to December 2000 areviev was conducted of these
srvicesby theNTCPwith technical and financia support of DFID. The expected

outcomewill bearestructured contrad betwesn Government and these organizations for
provision of care consisent with nationally ageed standards.

A new sngle paastata body, the National Hedth Leboratories Services (NHLS), has
recently been created. This body incorporatesprovincia laboratorieswith those run by
the South African Institute of M edical Research.(SAIM R)

12.2 Thehedth progammes

Theinteventions amead at reducing morbidity and mortality (point 1 of theStrategc

Framework) are

- Targeting children, y outh and women

- HIV-AIDS tubercuosis, malariaand disesses preventable by immunisation as
priority communiceble diseases
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- Improving nutrition and food security

- Non-communicablediseases such as chronic disesses, substanceabuse, cancer and
mental health

- Improved emergency medical services.

Programmes should beoffered within a comprehensive primat hedth care package,
while still ensuring that they have thenecessa'y focussed attention and skilled support.
There is some doubt whether the allocated financial resources of R200-250" per capita
ae sufficient to financethe proposed package However, additiona resources will not
essily come fromredlocationswithinthe heath budget. Addtionaly, the
implementation of the Health Sector Srategicframework is, however, confounded by
the slow unfolding of the new municipal boundaries and structures. This causes ladk of
darity of definition of “municipa hedlth services”, dday s intransfer of staff from
provinces to loca authorities, delay ed servicearrangaments between provinces and local
authorities, and problems in assuring adequate infrastructureand the developments of
dfectivereferrd and support systems. Also quality issues such as openinghours, waiting
time, clinical skills and availability of medicines are yet insufficiently addressed.

12.3 Hedlth financing

Accordingto daaprovided by WHO, hedth expenditure constitutes 7.1% of the GDP.
This corresponds to US$ 396 per capita of which US$ 184 as public hedth expenditure

and US$ 183 asprivatehedth expenditure
Per capita comprehensive public health budge was R 932 (1996-97), R 971 (1997-98)

and R 942 (1998-99) in 1999 Rand, accordingto The South African Hedlth Review 2000
Report.
Sources of funding of the Comprehensive Public Hedth Sector in 1998/99 ae:

Genera Taxation: R 30,908 million (94.5%); Local Authority Revenue: R 996 million
(3.0%); User fees: R 340 million (1.0%); Provincia Government-own revenue: R 384

million (1.2%), and Donors: R 68 million (0.2%), for atotal of R 32695 million (100%).
12.4 Hedlth profile

South Africaisundergoing ademographic transition with dedining fetility. The hedth
gatusisstill poor despite al €forts mede. Thisis dueto atriple burden of diseasefrom a
combinaion of poverty-related diseases, emerging chronic diseases and injuries. The
HIV-AIDS epidemic has aready lead to incressed child and young adult mortality and
reduced life expectancy.

There also exist extensive inequalitiesin health status by population group, urban/rural
aeaand provinces.

Major causes of death during infancy includeconditions that occur during the perinatal
period (22%), low birthweight (20%) and diarhoea (16%). In the case of children aged
1-4 years, the most common cause of death isinjury (24%), followed by diarhoea(20%),

'1uUss=8R
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malnutrition (13%) and lower respiratory infections (9%). In 1995, AlD S accounted for
3.2% and TB far 3.1% of the deaths of children aged 1-4 yeas.

Injuriesare themost common cause of death for adolescentsaged 10-19 yeas. In the 10-
14 y ear age groups, infectious diseasesincluding lowe respiratory tract infections,
meningitis, diarrhoea, septicaemiaand TB arethe major causes of desth, following
injuries. In the 15-19 year age goup, TB is the most common disease that causes death
and is, inthe case of women, folowed by AIDS.

. Deathsamongmen aredominated by injuries TB isthe mast important infectious
disease causingdeath in all ages and stroke, ischaemic heart disease, diabetes and cancers
play animportant rolein the 45-59 y ear age goup.

TB, HIV, STDs, and malaria are the dominating infedious diseases. Impacting are dso

cancer, hy pertension, obesity, work-related iliness and injuries, smoking related diseases,
dcohol and substance ebuse and disahilities.
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2 THE TUBERCULOSIS PROBLEM
21  Thetuberculosis epidemic

In 1999 South Africaranked 9" amongthe 22 high burden countries accounting for 80%
of all new casesof tuberculosis, world-wide. The estimated incidence of al TB cases for
1999 was 360 per 100,000 population all cases and 165 per 100,000 popul&ion nev
gmear positive cases. Intermsof cases notified, thistranslates to more than 151,000 tota
TB cases of which more than 79,000 were new smear positive (infedious).

The totd numbers of cases arepredicted to increase up to 2005 because of the impect of
the HIV epidemic (10%ly ear) and thepopulation growth (1.46%/y ear). In 1997 an
estimated 72,000 people died in South Africafrom tuberculosis.

22 Tubercuosis and HIV/AIDS

HIV/AIDS represents one of the most serious challenges to health and socidy in genera
in South Africa. Sincethefirst reported casewas documented in South Africa, the

prevalence has escaated at damingraes. Esdimatesof the burden of disease attributable
to HIV/AID S are derivad from annual unlinked, anonymous HIV survey s conducted each

year by the Department of Health among antenatal clinic attendees in public hedlth
facilities

On the basis of the 1999 and 2000 surveys, the HIV prevalencerateis estimated at 22.4%
of women attending antenata dinics being HIV positive by the end of 1999 and 24.5%

by the end of 2000.

Table 1: HIV prevalence among women attending antenatal clinicsin 1999-2000and

estimated among tubercul osi s patients 1999,
PROVINCE % HIV+ Est % HIV+ amongst
1999 2000 TB cases-1999 *
KwaZulu/Nata 32.5 36.2 35.1
Free Stde 27.9 279 46.8
M pumdanga 27.3 20.7 39.9
Gauteng 23.9 294 59.7
North West 23.0 229 54.2
Eastern Cape 18.0 20.2 28.3
Northem Province 114 132 31.4
Northem Cape 10.1 112 40.6
\Western Cape 7.1 8.3 26.7
National 22.4 245 42.7

* Source: SA Medicd Resarch Coundil, 1999

In generd, the HIV prevalenceamongadult TB patients is usudly 2-3 times higher than
among the general popuation.
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HIV is now thegreates individua risk factor for tuberculosisdisease. HIV infectionin a
person who is dready infected with TB incresses therisk to develop tuberaulosis disease
from 10% in alife-timeto 7-8% per year. The HIV/AID S epidemicand thetuberculosis
gpidemics occur in the same age groups of thegenera populaion, they oungprodudive
age-groups of males and females. Increased tuberculosis morbidity istherefore
particularly seen in theage-groups where HIV has its highest prevalence. This explains
why in South-AfricaHIV preventionis one of the mgor factors for tuberculosis control.
Without effective HIV/AIDS prevention, tuberculosiswill continueto increase, following
the trend of theHIV epidemic.

The asscociation of tuberculosiswith HIV/AIDS has not goneunnoticed in the
community. South Africais no exception to many other countries in sub-Sehara Africa
where AID S and tuberaulosis have become synony mous. Asboth tuberculosis and
HIV/AIDS often affict the same person, healthworke's must address both problems at
the sametime, by offering VCT to dl tubercuosis paients, tuberculosis screening for al
dients with HIV/AID S and a continuum of care and prevention during al stages of
HIV/AIDSfor dl other opportunisticinfections.

23 Multi-Drug Resstant tuberculosis

In 2000, the NTCP and M RC published Guiddines for the M anagement of M DR-TB in
South Africa

Recent sudies by the M RC National T uberculosis Research Programme inthree
provinces indicate arate of approximaely 1% M DR in new tubercuosis cases and 4% in
previoudy treated cases. Thistranslaes intoabout 2000 new casesof M DR tuberculoss

in South Africaeach year. M DR tuberculosis is difficult and expensiveto treat, while
aurrent aure rates rangefrom 30-50%. Two-year casefatality rates ae around 30%t0

50%, beng higher in HIV positive patients. The cost of tregting a case of MDR
tuberculosis in South Africais 10 to 20 timesthe cog of treging an uncomplicated drug-
susceptible casebut isprobably much higher when factoringin the cost of prolonged

hospitalisation, cultures, and drug susceptibility testing. To better understand the
magnitude of drug resigance in South Africa, anation-wide surveillance prgect is

underway and will be completed in 2002. The survey resultswill form thebenchmark for
informing futuredirection of policy with regardto MDR-TB. .

Although HIV in itsdlf is not abiological risk factor for resistance, MDR-TB explosons
have been seenin places wheremany HIV pasitive people may be concentrated such as
hospitals, prisons and sheltersfor homeless people, becauseany tuberculoss infection
progresses very fast to overt tuberculosis disease among persons livingwith HIV due to
impairedimmunity. Good infection control measures, in such settings are thus important
to stop the spread of (MDR-) TB.
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24  Tubercdosisinspecia populaions

Tubercuosis can affect al peoplein society. Howeve, thereare peopletha are
especialy vulnerable because of their health status and/or theconditions under which
they areliving and working. The particular vunerability of persons infected with the
Human Immunodeficiency Virus (HI1V) has been mentioned.. Other high-risk groups
include that need specia attertion in the National T uberculosis Control Programmeare;
- Incacerated persons (including indviduals awaiting trial and sentenced) due to
overcrowded circumstances, high rates of HIV and poor nutritional status

- Minrers, asthey aregeneraly poor, and subject to occupaiona hazards such as
silicosis

- Military pesonnd

- Migant Labourers

- Smdl children exposed to infectious TB patients

- Hedth Carepersomd

25 Case detection

Tuberculosis case notificationsreflect only aproportion of the truenumber of cases in
South Africa. Thisis dueto incompléee coverage of health savices and problems with
the reggration and notification sy stems. Didricts that haveimplemented the DOTS

Srategy arereorganising their recording and reportingsy stem, resulting in more
oomplete and rdiable reporting

Table 2 Casenotifications New smear podstive patientsand All forms, 1997-2000

YEAR [ NEWSMEAR POSITIVE PATIENTS PATIENTS ALL FORMS
DOTS NON-DOTS| TOTAL DOTS NON- TOTAL
DOTS
2000 62399 14992 79391 111916 39323 151239
1999 54075 18023 72098 103714 44450 148164
1998 16246 49801 66047 25610 116671 142281
1997 4146 49925 54073 7608 118305 125913

Source: WHO Reports Globa T ubercul osis Control 1999, 2000 and 2001. ‘DOTS’ and ‘NON-DOT S’
acording to WHO définitions. The“ DOT S’ designaion refers to districts that ae Demonstration and

Training Districts (DT Ds) and therely implement thed ements of the DOT S Straegy.
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These data correspondsto thefollowing casenotificaion rates (Figure 1)
Figurel: CaseNotification rates All casesand New smear positive cases 1980-2000.

Case Notification Rates 1980 - 2000
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Dataon new smear postive paients availablefor 1995 onwads.

Table 3. Notified cases of PTB, by province, South Africa, 1996 - 2000

Province Cases Cases Cases Cases Cases Rate/100,000
1996 1997 1998 1999 2000 2000

Eastern Cape 22646 24253 26405 25381 24057 351
Free State 8958 8726 9084 7779 7773 279
Gauteng 10235 10183 14925 12868 18207 231
KwaZ ulu Natal 15376 23646 22658 27465 22319 248
Mpumalanga 2483 3174 3594 4880 4944 163
Northern Cape 3400 4431 2690 4175 3491 400
Northern 4023 4738 4833 4957 3872 70
North West 5568 6288 9328 8199 10703 300
Western Cape 19691 18702 21305 22983 24709 590
South Africa 92380 104141 114822 118687 120075 274
Reporting rate * 68% 70% 79% 78% 78% 83%

*. Reporting rate compares thenumbe of facility reports received asa percentage of al
expected reports.

Datareflect thestart of the Revised NT CP Programme in 1996, when the DOT S strategy
was gradually introduced, resuting inimproving notification rates and case finding. This
period dso reflects theperiod of the escalating HIV/TB epidemic.
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Figure 2: Newsmear positive casesby provnce, 2000

Reported Cases of New Smear Positive TB, by
Province, South Africa, 2000
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73% of al new smear positivecases are reported in just 4 provinceswhere 64% of the
population of South Africais living.
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Treatment outcome

All tuberculosis patients are treated with a short-course rifampicin-containing regimen for
the full 9x-month treatment peiod.

Treatment outcome of new smear podtive paients treated in DOT Sareas and in Non-
DOT Saeas and of re-treatment patients unde DOTSfor paients diagnosed in 199-
1999, are presented in Tables 3a-c.

Table 3a: Treatment outcome (%) of new smear positivepatientsin DOTS areas,

1996-1999

YEAR Cured Completed | Died Failed Interrupted | Transferred | Not evaluated| Success
1999 52 8 7 1 13 18 2 60
1998 68 7 6 2 7 12 0 74
1997 68 5 5 3 11 7 1 73
1996 65 5 4 1 12 9 5 69

Table 3b: Treatment outcome (%) of new smear positive patientsin Non-DOTS

areas,

1996-1999

YEAR Cured Completed | Died Failed Interrupted | Transferred | Not evaluated| Success
1999 33 16 6 1 19 23 1 49
1998 30 17 5 1 13 34 0 47
1997 56 12 7 2 17 3 4 67
1996 45 15 5 3 15 17 0 60

Table 3c: Treatment outcome (%) of re-treatment patientsin DOTS areas, 1996-

1999

YEAR Cured Completed | Died Failed Interrupted | Transferred | Not evaluated| Success
1999 40 7 8 4 20 20 1 47
1998 57 13 12 3 10 5 0 71
1997 63 5 6 3 11 8 4 68
1996 62 4 5 2 12 3 11 67

The main conclusions to be drawvn fromthesedata are

- Curerates for new smear positivepatientsand retreatment patients under DOT Sare
improving year by year but are nat reaching WHO targets (85% cure rate) that were
adopted by South Africain Amsterdam.

- Highrates of treatment intaruption and transfers are main problems to be solved.

- Curerates inDOT Sareas ae congstently better than in Non-DOT S areas for new
smea positive patients
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3 THE NATIONAL TUBERCULOSIS CONTROL PROGRAMME

South Africa’ s gpartheid hedlth policies prior to 1994 resulted in wide variances in
tuberculosis inddence, depending on race. Inddence raged from lessthan 20/100,000 in
the white community to 400-600/100,000 in black and coloured communities.

31 History of tuberculosis contrd in South Africa

In 1995 arevisad National Tuberculoss Control Progamme(NT CP) was established,
based onthe Directly Observed Thergpy Short-course strategy (DOTS) of WHO. Itsam
was to gadually replace the non-standardised short-course chemotherapy that had been
gplied throughout thecountry for severa years.

In June 1996 the South African Department of Healthand WHO carried out a joint
review of the NTCP. They identified four key factorsreflecting the seriousness of the
tuberculosis epidemic in South Africa

e Hightuberaulosis notification rates

e Incressing HIV prevaenceamong TB patients;

e Emeagence of multi-drug resistance

e Falureto control the epidemic despiteyearly expenditures of R 500 million.

The Government committed itself to control tuberculosis and determined that diagnosis
and trestment should be free of chargeto the patients WHO and thelUATLD agreed to

send monitoringmissions every 6 months to providetechnica guidance.
In M arch 2000 the Government of South Africasigned the declaration of Ansterdam to
STOP TB as ore of the22 high burden countries. The Declaration cdled for accelerated

expansion of control measuresfor TB and for increased political commitment and
financial resources to reach targets for goba TB control by 2005. InM ay 2000 a World

Health Assembly resolution restated this cal for al WHO member gates.

In November 2000 at ameetingin Cairo, NT P managers of the 22 high burden courtries,
technicd and financia partnersand thegloba TB network of the WHO agreed to
develop aGlobd DOTS Expansion Plan. A pillar of the Globa DOT S Expansion Plan is
the devdopment of anationa Medium Term Development Plan in each country .

The WHO/IUATLD monitoring mission of Juy 2000 recommended that the Director of

the NTCP toinitiate the elaboration of this Medium Term Development Plan as soon as
feasible.

32  Sructure and organisation of the NT CP

The NTCP hasfour levels: naiond level, provincid level, district level and health
facility level, al withinthe general hedth services. The national tuberculosis unit play s
the roleof co-ordination, facilitation and evauation of tuberaulosis servicesfor thewhole
oountry. The provincid level isresponsible for implementation and budgeting. The
dstrict leve is the key level for the management of primary hedlth care andis the most
periphera unit of the health services administration. The hedth facility levd is within a
district. It isthelevel of primay careand includes digrict hospitals, heath centres
dispensaies and clinicswithinadistrict.
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This structure may vary to some extent. In some provinces, aregiond level has bean
established between theprovincia and distrid levels.

32.1 Centrd levd

The centra unit is a the National Department of Hedth. Itskey levels of adivity and
functions areto:

In general facilitate, enhance and support communication, co-ordination and

oollaboration between dl stakeholdersin tuberculosis control, involving all gopropriate
sectors and all provinces.

Establish and update consensus-based nationd technical policies and guidelines on TB
case detection and treatment for health facilities and laborat ories.

Conduct bi-annual supervisionvisits to al provincesto advise and build capacity on
planning monitoring and evaluation of TB control activities.

Produceand update traning meterials on case management, programme monitoringand
upervison, and bacteria laboratory techniques.

Organiseworkshops tointroduce T B control guidelines into the teaching curricula of
medical schools, schools for laboratory technicians and other educational ingitutions that
train hedth professionds.

Advise the corresponding DOH directorates (dealing, for example, with essentid drugs,
procurement of supplies, laboratories) and theprovinces in definingdrug and laboraory
material and equipment needs, facilitate their procurement, and advise on rationd
distribution and accountable drug management. guaranteeing an uninterrupted drug
upply.

Organiseand co-ordinae activities for improving access to quality assured

bacteridogca diagnosis of tuberculosis and surveillance of anti-tuberculosis drug
resistance.

Develop, implement and support the establishment of a standardised Recording and
Reporting Sy stam with quartery reporting of data on case natifications and treat ment
outcomes fromthe periphera, district and regonal tothe central levds.

Assess the progess of the NTCP towards achievingits progammeand activity targets,
by anaysing relevant data (for example, on indicators such as case notification, trestment
outcomes, number and quality of microscopes) and by carrying out regular supervison
and audits to each of the 9 provinces to advisethese how beg to improve their
performance further.

Promote co-operation with nationa academic institutions and international agencies in
support of research and development prgects, to advise on sdutions to problems
encountered during implementation of control activities.

Establish and update nationa technical polides and guidelines on TB case detection and
trestment for hedth fadlities and laboratories.

Maintain links with national NGOs to ensure optima cadlaboration in providing high
quality TB control in the community. .

Initiate, develop and support alongterm IEC strategy at nationa and provincid levels
damed at patients and the community .

Find Drdt, 19 December 2001

-17 -



e Producea nationa annual report analy sing programme achievements and constraints, and
upport the same for each province.

e Initiate and support along-termadvocacy straegy for the naional and prince-levels.

e Promote coordinate and support operationa and epidemiologic research activities.

e Communicate and colleborate closely with the HIV/AIDSSTI unit in the national DOH
and promote the same in the provinces

The organogram of theDepartment of Health and theCentrd Unit NT CP are attached as
Annexes 1 and 2respedively.

3.2.2 Provincid levd

Key functions & provincid level are:

e Co-ordinate with district managers and CDC/TB co-ordinators

e Conduct regular visits to al digricts to adviseand build cacpacity on planning,
monitoring, and evauation of TB control activities includingthe useof dataas are
routinely colleded in the recording and reporting sy stem..

e Facilitate and provide access to adequate and appropriate traning courses for the
dstricts

e Ensurethat supervisory and support visits are conducted ineach district.

e Facilitate procurement of anti-TB medications and advise onrationd distribution and
accountable drug management. guaranteeing an uninterupted drug supply aoross the
province
Supervise the record kegping of the TB registers andthe TB laboratory regisers.
Review al periadic reports submitted by thedistrictsfor acauracy and completeness, and
providefeedbadk to thedistrid officers.

e Collaborate with other agenciesand NGOs aswell asprivatedoctors, who providecare
for TB patientsin the district.

A full-time Provincia TB Co-ardinator should be appointed. Duetothe high TB caseload, there
is aneedto establish TB Provincial teams to assist the provincial co-ordinators. Deails will be
providedin Chapter 4.

3.2.3 District levd

The district is the key level for primary health care management. The district level initiatesthe
implementation of the DOT S drategy in district health facilities, such as digrict hospitals, health
centres and hedth posts, and monitorsits applicationin these facilities.

Thedistrict levd’ s main functions areto:
e Co-ordinate training of doctors, nurses, laboraory technicians and other stef.
e Regster each natified case in the District TB Register, and record results of the follow-
up sputum examinations and treatment outcome for each registered patient.
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Submit quarterly reports on case detetion, sputum conversion and treatment outcomes
by coharts of patientsand programme management to the provincid level.

Conduct quartely supevisory visits to the health fadlities to ensure that TB activities
aepeformed dficiently and fectivdy, and recorded.

Use therecording and reporting sy stemfor programme performancemonitoring and to
foster the use of data at facility level..

Order drugs and formsfor TB control activities and oversee distribution of suppliesto
the hedth facilities.

Co-ordinate with the lgboratory supervisor to ensurethat sputum-smear examinations are
performed correctly, the TB Laboratory Regser is correctly maintaned and laboraory
reagents and slides are available

To devdop, monitor, supervise and evaluate the DOT modality/ies used inthe district.
Assist hedlth fecilities to tracetreatment interrupters.

Thereisaneedto appaint Digrict TB teamswith aDistrict TB Co-ordinator. Detdls will be
provided in chapter 4. In districts that have ahigh caseload, subdivison should be considered in
order to keep the programme managesble.

33

Objectives

The objectives of the Medium Term Development Plan are taken from the objectives of
the NT CP, adapted to the timeframeof 2005 and take into account internationally agreed
objectives

33.1 Overdl objectives

The oveall objectives of the Nationa T ubercuosis Control Programme are:

e To reduce mortality, morbidity and transmission of the disease

e To reduce human sufferingand thesocia and economic burden families,
communities and the country bear as a consequence of the disease

e To establish optimd co-ordination and co-ordinated action withthe HIV/AID S&STD
Progamme

e To prevent the development of drug resistance

33.2 Short-tem objectives

The short timeobjectives of the Nationa T uberculoss Control Progamme, to be reached

in 2005, are:

e Toahieveacureraeof 80 - 85% among sputum smear-positive tuberculosis cases
detected and to reduce theinterrupter rateto < 10% andthetransfer raeto <5%

e To detect 70% of the estimated new smear-positive tubaculosis TB cases

e To ahieve DOTScoverageto dl Districts
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In Chapter 4 amore extensivelist of indicators for monitoring and evaluation will be
presented.

34

Srateges

Thefollowing grateges are guiding theimplementation of all contrd activities:

Intega application of the revised DOT S Srategic Frameavork of WHO:
a  Sustained political commitment expressed by availing sufficient human and financid

d.

€.

resources for achievingthe internationa targets for TB contrd in thecontex of the
nationa health sy stem;

Good aacess to quality-assured tuberaulosis sputum microscopy for case deection among
persons presenting with sy mptoms of tuberculosis, screening of individualswith
prolonged cough and specia atentionto casedetection among high-risk groups
including HIV infected and ingitutionalised persons;

Sandardised short-course chemothergpy to al casesof tuberculosisunder proper case-
management conditionsincluding diredt observation of treatment (DOT) — proper case
management conditionsimply technicdly sound and socialy supportive treatment
sLrvices,

Uninterrupted supply of quality -assured drugs with reliabledrug procurement and
distribution sy gems and,

Recording and reporting sy stem enabling outcome assessmert of each patient and
assessment of the overdl programme performance.

Partnership building

In the multi-facetted and decentralised hedth sector, partnerships will be established and/or
strengthened at thenationd level anong the various depatments, institutions and
organisations relevant to the NTCP. HIV/AIDS&ST D, strategic hedth programmes,
laboratory, hedth service ddivery, academic institutions, privatefor profit hedth
organisations, NGOs, police, correctional services military services, mines, etc.

At theintemationd level partnerships will be strengthened/build with alo Belgan
Government, CDC, DFID, IUATLD, KNCV, SADC, SATCI, USAID and WHO (South
Africa, AFRO and Geneva).
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4. PROGRAMME ACTIVITIES

All activities of the Programmeare listed with a short summay desaiption, strengths and
weaknesses, proposed solutions and priority .

Thefirg priority of theProgranmeisto get the basics right throughout thewhole country
by countrywideimplementationof an NT CP “core package.” However, it isrecognised
that, inview of the diversity of development of the Programme in the different provinces,
awholespectrum of additional activities will be implemented according to aprocess of
prioritisation inthe provinces. These additiona activities aredescribed in the following
ctionsas well.

Technical assistance by the centra level (training, supervision and monitoring visits) will
focus on strengtheningthe core package until they arewell esablished without excluding
assistance related to additional activities. If provincesrequed assistance to conduct
additiona activities, such assigance will be provided under the condition that activities
ae conddered to be ressonableand fessible inrelationto thedevelopment of the
Programmein that province.

The NTCP corepackage includes the following interventions

o A well accessible and efficient laboratory network functioning with aquality control
sy stem in place, providingearly passive casefinding
Uninterrupted drugsupply
Adauate supply of laboraory maerias

o Well-accessbletreament servicesutilisingDOT for at least theinitia two months of
treatment

e Reguar highquality support and supervision by provincia and district staff

e Presence of sufficient well-trained Staff

District based TB regster in use

A rdiable M1Susing quartely reports complete, coherent, correct, timdy, cohort-

based and analy sed

Refara sysem in place

Smple, basic infection control messures in place in relevant institutions

Avalability of appropriatel EC for each patient with TB

A rdiable drug resigance surveillance sy stem

Adauate and reliadle funding of the essential programme elements mentioned aove.
Development and implementation of sectar and area spedfic DOT S programmes in
spedd populations (mines, prisons, mgor industries, migrant workers, etc)

Additional Package
With the core package well implemented, thefollowing interventions can inaease the
efectiveness of the TB contrd programme:
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e Highquadlity, easily accessible VCT for dl tuberculosis patientsand people wanting

to know thar HIV status, combined with appropriate HIV/AIDS care and prevention
and screening for attive T B among PLWH.

e Enhanced passive case-finding in high-risk groups (“ active finding of symptomatic
patients”) such as miners, prisoners, PLWH/AIDS, contacts of infectious TB ceses,
€tc.

e Tuberculosis preventive trestment of close contads of infectious cases (particularly
small children) in whom adtive tuberculosis is exduded, and people livingwith HIV.

e Second linetreatment for cases with M DR-TB

Keys elanent of the additional package include, on tap of other key elements:

e Co-ordination/collaborationwith HIV/AIDS/STD program in traning, | EC,
operational research, survellance, home-based care programmes, VCT and carefor
peoplewithHIV/AIDS,

¢ Implementaion and monitoring of a standardised and evidence-based pdlicy on
M DR-T B management

e Co-ardination, collaboration, consensus building and implementaion with key sake
holders: mines, industry, private sector, prisons,ec

One guiding principle of the implementation of the NT CP isa patient-centred approach at
the service delivery level. Detals are provided in Annex 3.

Priority steps aelisted in each paragraph, wherever feasible.
41  Casefinding and diagnosis

The objective of casefindingisto detect casesas early as possible inorder to reduce
transmission inthe community, maintain heath and prevent disability amongthe

patients.

The bads of diggnosis of tuberculosisis direct sputum-smea examination which

is cheap, rediable and fast in identifiying the infectious sources of tuberculoss in
the community . Soutum smear microscopy needs to be undetakenin all

tuberculosis sugpects who have a productivecough of >3 wesks. Sputum

microscopy services must e of high proficiency, have trun-aound time of 24-48
hours and be wdl accessible to the community.

Casefindingis primarily focussed on "TB suspects,” patients presenting themselves to a
health fecility with symptomsof cough with a duration of 3weeks or morethat desgnate
them as* tuberaulosis suspects’. High-risk groups especialy peoplelivingwith
HIV/AIDS, nead particular attention.

For diaghosis of tuberaulosis anong these suspects the diagnostic pahway s are described
in the Practica Guidelines

The NHLS, NTCP and provinces mugt determine optimal standardsfor access to
becterioogca services.
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In prindple sputum smear miaoscopy must be:

o Of rdiable quality, confirmed by regular externa and intena qudity control systems

e Avadlableineach primary hedth care unit, on adaly bads and with a maximumturn-
around timeof 24-48 hours

o Beodfered free of charge.

WHO recommends on average one diagnostic centre per 100,000 population (range
50,000/150,000 populdion). % Care must be taken tha each microsoopist involvedin
Foutum smear examination reads at lesst 2-3 smears per day /10-15 per week, to mantain
proficiency . Onthe other hand, 20 smears per day pe reader is consdered amaximum
when usng aregular light micrascope, as othewise visual fatigue leads to deerioration
of reading quality . Decentralisaion of microsmpy seavices must theefore grikea

bal ance between maximum accessibility, minimum burden to maintain profiaency, and
feasibility of regular laboratory supervision and extemal quality assurance.

Monitoring theyield of diagnostic sputum smear examinations’ is auseful tool for
identifying locaions where special attention needs to be paid to thediagnogtic services
may besubstandard. . High yidd of examination (>20%) might indicate, anong othe's,
poor lagk of access to services, ahighrisk of the particular population or late lack of
identification of suspeds among those presenting to the health service.

Detailed situational andy sis of the current services performance and the remedia steps
requiredto arrive a sufficient service provision are required. For provincesnot already
undertaking thisanaly gs, it should becommenced within 6 months of adoption of the
Medium Term Development Plan. The Nationa T uberculoss Programme shall outline
the framework and tools for the analy 9s and support the process.

Annex 4 provides moredetails about the roleof the leboratory services.

42  Chemotherapy and case-holding

Patientsidentified as sufferingfrom tuberculosis start treatment with anti-TB drugs
according to thePractical Guidelines established by the Progamme. Duringtreat ment,

patientsare monitored by sputum smear miaoscopy. Dired Observation of Treatment
(DOT) is provided tothe patient as asupport mechanism in order to ensure adherence

with treetment and to prevent the development of drug-resisance.
Procedures are established for referra of patients from inpatient to outpatient treatment
within adistrict as well as for movement of patients from onedistrid to ancther. Active

follow-up of referra and trandfer must be implementedto ensure tha referred patients are
actually registered at their stated destination. Patients who interrupt are timeously

2 Laboratory services in tubercul osis control. Part |, Organisation and management. WHQO/'T B/98.258. Pag
15.
%The proportion of positive smearsamong al tubercuosis sugects exanined, normd range 5-20%
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identified and trced. Procedures for tracing defaultingpatients are developed,
implemented and monitored..

Different options exist for providing DOT tothe patient. Selection dependson the
preferences of the patients and availahility .of DOT Ssupporter networks. Impact of the
dfferent options should be evduated, taking treatment outcome results as the basic
parameter.

The management of M DR-TB patients in South Africais apart of NT CP responsibility.
Drug resstant tuberculosis, especialy multi-drug resstant tuberculosis (M DR-TB),
forms aseriousthreat becauseM DR-TB is nat only extremdy expensive but aso very
dfficult to treat. Recalingthat M DR-TB is theresult of inappropriate prescription of
drugs, faling drug management (bad quality of drugs, interruption of stock), or
inappropriate teking of drugs (lack of DOT), the first priority of any progranmeisto
identify the causal factars for the emergence of drug resistance in tha settingand to
prevent further development of drug resistance.

As far as treatment of MDR-TB is concerned the pratection of second linedrugs has the

highest priority. Failureto adequately use thefew second-line drugs available will
destroy the last tools availableto combat drugresistant tuberculosisand will eventually

result in super-resistant strainsand thus in an uncontrollabletuberculosis situation which
will affect al levels of the South African socigy. Theefore the use of second line drugs
must bestrictly supervised during both intensve and continuation phase of treat ment.

A rationa stepwise approachto control of MDR-TB includes survellance of drug-
resistance, prevention of the development and spread of drugresistant tuberculosis,

assessment and strengthening of the quality of (M DRT B)-treatment in South Africaand
sy stematic implementaion of infection contrd measures in MDRT B-treatment centres.

Priorities:
Given that still a significant proportion of patients r eceive sdf-administer ed tr eatment or
incomplete DOT and that the interruption-rate is high, the programme mus focus on:
1. Srengthening, expansion and evaluation of the different DOT modalities
aurrently used,

2. Reducing the interruption-rate, and
3. Srengthening of the recording and reporting of tranderred patients.

Consequently, supervison andtraining of all levels of the NTCP must be intensified. In
addition, steps should be undertaken to link the laboratory register and the TB r egister
in order to be able to monitor whether diagnosed patients are put on treatment.

As far as MDRis concea ned the first priority is to review the current MD R-r eatment
programme and to finalise and analyse the drug r esigance surveillance data ( see annex

5).
43  Supportive activities

43.1 Traning
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Pre- andin-service training of gaff intubercuosis control isan essertia part of the

NT CP responsibility .. Training activities are implemented & al levds of the sy stem:
national, provincial, digrict, clinic and community . Trainingcontent must be relatedto
job desaiptions/ responsibilities of the staff to be trained. This may focuson, for
example programme management, supervisory, budggeting, case management and other
such skills, as gppropriate. Traning methods must be(inter)active and participatory . Pre
and pog training assessment tools should be developed to measure the outaome of
training. Staff turnover and stéf rotation haveto be aconsidered carefully when planning
trainingneeds.

Nationd and provincia staff can also betrained in international courses or courses
organised by internationa organisations in South Africa. A nationa health intelligence
drategy has to be devdoped toinformheathworkers and communities of internationa
and nationa developments.

Trainingis implemented in a graded manner meaning that e.g. the provincia staff
(assisted by thenationd level gaff if required) are reponsible for the training of the

district management team. T hedistrict managament team is responsible for trainingthose
providing services in the facilities and in the community .

Trainingis provided tothe stdf of organisations collaborating with the Programme

Secificemphads shoud be placed onintegrating training for HIV /ST 1 with TB.
Details related to suchtrainingare;

- Ensurethat guidelines of TB, for HIV andfor ST1 areinduded in medicd and
nursng school curricula
- Conduct joint in-service TB/HIV/ST training of doctorsand nurses including TB and

HIV/AIDS case management rapid HIV testing, prevention and management of
opportunistic infeaions and management of ST

- Tran DOT supporters onHIV prevention, promotion of voluntary HIV counsdlling
andtesting (VCT) and condom digribution
- Tran HIV home based caras on DOT

- Traningfor district managament teams to ensuremaximum efficiency inthe useof
resources.

Priorities:
Within the context of accelerated DOTS expansion, and in face of burgeoning morbidity
related to HIV/AIDS and the need to adopt integrated approaches, the NT CP should:
1. Conduct a needs assessment that takesinto account the training needs at
dl programme levels and sectars;
2. Develop prioritised traning framework with role clarification for each
level
3. Bvauateexisting training materia; develop, produce and implement
revised materia according to results of needs assessment.

43.2 Supervison
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Supervison is the process of visiting health staff to help themto improve their
performance. Correct performance can be observed and reinforced. |nadequae
performance can be identified and corrected before it becomes amajor problem.
Supervison entails continuous evauation, guidance, support and on-the-job training.

A clear, written policy is necessary at nationd, provincia and distrid level. Specid
emphasisis given to maximising efficiency by co-ordinatingthe activities with those of
other programmes in the distrid. To ensure that supevisionis carried out efectivdy,
upervisors will receive specific training in supervisory techniques.

Foecial enphass of supervision training includes

e Usinginformeation for guiding implementaion,

e Proper application of polides,

e Idertifyingsustainable solutions tokey problems(referrd, interruption, etc)

Supervison isimplemented in a stepwise mamer. Naional level stdf visit al provinces
with aminimumfrequency of twiceyearly for a least 2-3 day s and support provinces to
achievethe Provincial Implementation Plans.

Provinces visit al districts at least quarterly .District staff visit the hedth fecilitiesin their
jurisdictions 1-2 times per quater, dependingupon the performanceof the facility . Staff
of the hedlth fadlities should pay supevisionvisits to volunteers paformingDOT on a
regular basis.

Checkligs are used and adequate feed back providedto the gaff supervised.
Reliabletransport is indispensable for performing supervision and isthe responsibility of
the relevant provincial or district management teams.

4.3.3 Recording and reporting

A reiable TB Information Sy gem is an essential component to monitor programme
performance and to identify and corredt problems. It provides the basis for evaluating

progressin achieving programme targets. Elements of the TB information sy stem
includes reporting and recording, collection of epidemiological information from other
sources and andy sis).

For recording the most important documents are the Patient Record, the Laboratory
Register and theTB Register. Accurate patient records are the prerequisite for completion
of all other documents and representslega requirements for care of patients.

In response to WHO recommendations, a simplified, district-based register has been
devised. An additiona tool, theelectronic TB register, was successfully piloted in2
provinces since 2000. This sy sem will be expanded to the remainingprovinces, together
with therevised stationery .
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For reporting (adapted) TUATLD/WHO forms are being used.

Reported datawill be analysed at al levels and prope feedback will be given to those
who collect thedata..

43.4 Quality assurance

Quality assuranceis essentia to providing hich quality care a al levels. It includesall
ativities, such as, the diagnostic service, treatment and monitoring. Description of the
quality assurance sy stam for dagnostic services is induded in Annex4, which addresses
laboratory services. Quality assuranceprocedures for each adivity need to be specified
and written. Routine monitoring of certain indicatorsis an example of aquality assurance
procedure, such as:

e Bacteriological covaage

e Smexr convasion

e Treadment outcome

Routineevauation of completeness and accuracy of records, comparison of tubercuosis
and laboratory records, etc, areimportant as well.

435 Advocay

Advocacy amsto winthe support of key constituencies in order toinfluence poliaes and
fundingfor tubeculosis contrd.

Advocecy will be akey issueat dl levels in the decentraised health sy stem of South
Africato obtain continuous support for TB control ectivities Advocacy messages need to
be targeted to different audiences, an importart one being pditicians Various influential
goups can be used to transmit the messages. An action planis required to guide

advocacy activities. These activities should contribute to national campaigns (e.g. World
TB Day) but away s need to be adapted to the local Stuationand local cultural settings
and sengtivities

Advocacy shoud be donein co-ordingion / cdlaboraion with key partners especialy
the HIV/AISSTD progamme. A TB-HIV advocacy document will be devdoped inyear
1lof theM TDP.

Advocacy must have adedicated budget and the impact of advocacy activities must be
evauated.

One advocacy dfficer inthe NTCP will support national and provincia advocacy
ativities.

4.3.6 Informaion, Education and Communication (IEC)

IEC activities need to be intendfied. Proper IEC contributesto tuberculosis contra by
improving health-seeking and adherence behaviour. The outcome of these adivitiesis to

improvethe knowledge of the population about tuberculosis, promate behaviours and life
dyles beneficid to TB prevention and contrd, strenghen the involvement of patients and
the entire society in TB contrd.
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IEC activities will be developed, as pat of thepatient centred approach, based upon the
KAP studies done. |EC activities must be developed in co-ordination withthe Hedth
Promotion Unit at national and provincial levd. |EC must betargeted to solve problems
identified at digrict, faglity and community level. |EC activities require a dedicated
budget based on actua need..

44 Programme management

Programme management is required at al levels of theNT CP (facility, district, province
and nationa) and involves both technical and organisaional activities. Adeguate
programme management ensures that the complete package of TB control adtivities can
be ddivered. Key management activities include: co-ordination, evidence based planning,
oosting and budgeting, adequate staffing and action orientated monitoring of programme
performance. Intra- andinter-level supervision and co-ordinaion is aucia for
austainable progammedevelopment.

44.1 Sadffing
Thereisaneedto strengthen human resourcealocations in support of the NT CP.

In order to ensure that the minimum core package of activities is delivered & al levels of
the health sy stam, the quantity and quality of dedicated staff must be adequate to
implement the required activities. Staff allocaions are based on detailed task-
descriptions describingall coreactivities at different levels of the programme.

Furthermore, local conditions (travel time, population served) must be takeninto account.

This approach guarantees sufficient time for the delivery of the minimal TB package, but
dlows provinces and (sub) digricts to adopt location-specific solutions.

At national levd the NTCP team is strengthened to meet increasingdemands in the
fields of co-ordination, technical consuitation, supervision, training, in-patient
management induding M DR, surveillance and monitoring programme performance. Co-
ardination withthe HIV Directorate requires gpecia dtention, espedaly inthefield of
advocacy, |EC, and home basad care. Althoudh the proposed expanson of gaff at
Nationd level with 4 additiond postsis probably sufficient to deliver the minimal
packageof supportiveactivities, the adequacy of nationa stafing has to beclosdly
monitored.

Saffingat provincia and district level needs to be expanded. Clear jobdescriptions must
be developed At al levels and adequate staff dlocation ensured.

In view of the assigned responsibilitiesat provincial level (see paragraph 3.2.2) besides a
full-time T B co-ordinator, additional saff must be present for supervision, trainingand

data management. Co-ordination with relevant Programmes like HIV/AIDS
Directorate, NGO’ s, academic institutions, correctional institutes and mines must be
grengthened. Given theincreasng number of actors involved the establishment of a
‘Provinda Co-ordinating Committee for TB control’ (PICC-TB) should beconsidered.
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The PICC would facilitate and co-ordinate joint ventures and new initiativeswithinthe
framewark of TB control set by the Department and based on the National guidelines.

Accordingto WHO guidelines, the optimal district size (management unit) serves a
population of 500,000 inhabitants. Inlarger districts, it is advised to subdivideit into TB
operationa units, eech with appropriate staffing. It must beremembered that this
caculation is based upon an esimated incidence of 50 new smear positive cases per
100,000 populaion. All provinces will criticdly assess this issue and decidewhether a
subdividon of their digrict(s) is indicaed, taking into account the above guiding
principles

At thedistrict level thee must be a TB co-ordinator, possibly with acombined
respongbility for the TB and the HIV/AIDSST D programmes. However, dthough
combinaion of different responsibilities has been proven fessible and useful in some
settings, other dbservations show that combined responsibilities often result in district co-
ordinators beingoverwhelmed by competing demands. In order to prevent the TB
programme to collapseand to dlow for further strengheningand expansion of the DOTS

programme, dedicated (sub) digrict TB co-ordinators must be appointed with protected
time for delivery of thecore package of co-ordinatingand supervisory activities as

described in paragraph 3.1.3. Time alocation must bebased on the more detailed task
descriptions to be devdoped by the NTCP and taking into account district-specific
problems. Such as geogaphicd extenson andtravel time.

Depending on the local situation, supportive gaff for supervision and data management
should be appainted.

The nead for adricter implementation of Directly Observed Therapy (DOT) may require

extrainvolvement of pesonnd at facility (clinic) and community level (community
health care workers). This will be carefully assessed by the district management and will

largely depend on the local situation.

In relation to staffingit is alsoimportant to analy se carefully the predicted increasing

turn ove of staf, dueto the HIV epidemic. Also support and mentorship programmes
must beset up for hedlth care workersand counsellors to help staff cope and to prevent

burn out.

Priorities

e The weaknesses of the NTCP (high defaulter rates, low DOT coverage, lack of use
of programme data for policymaking) requirea major strengthening of the
implementing and supervisory activities.

o Therefore, firstpriorityis to appoint, train and mentor sufficient qualified staff at
national, provincial and (sub) district-evel with focuson (sub) district co-
ordinators.

e Thenational team, in close collabor ation with the provincial co-or dinator s,
should develop detailed task-descriptions to facilitatethe process of adequate
daffing (beforeMar ch 2002).
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44.2 Practicd Guiddines

In 2000 the NTCP/DOH issued the Practical Guidelines 2000 of the South African
Tubercuosis programme. It will beimportant to upgrade these Guiddines into Nationa
Guiddlines, taking into account the agreed policies and strateges of thisM TDP. The
participatory process used to develop this M TDP guarantees the input of the mgjor
gakeholders. It will, however, also beimportant to ensurethat policy guiddines are
implemented inall hedlth services: provincia and municipal, military, correctional
services minesand private hedth careinstitutions.

In relation to the required co-ardination with the HIV/AIDSSTD programme, guiddines
must bewritten on how to establish TB/HIV Training Districts including a dear
description of who should takeresponsibility of each activity. These guidelines must be
based upon experiences acquired from TB/HIV Pilot Districts and Demonstration and
TraningDistrids (DTDs).

Priority

To upgrade thetechnica guiddines and develop a draft National Manual (including
TB/HIV care) by June 2002 and to or ganise awor kshop with relevant stakeholdersto
review and finalise themanual.

44.3 Drugsupply

A regula uninterupted supply of drugs forms an essential dement of the NTCP. It
requires an effedtive process of drug ordering, distribution, stock keegping and quality
assurance procedures a different levels of theNT CP. Based upon the predicted number
of TB patientsand theavailable supplies, required amounts ae calaulated for al paient
categories, including M DR patients and budgeed for. Also drugs areprogrammed for
preventive thergpy as provided for inthe National Guidelines. Drugmanagement

quidelines will be issued and usage/stock reporting will be induded inthe regular
reporting sy stem (form 3). Traning will be provided on proper drugmanagement to staff

responsble.

Priorities:
e The NTCP mug focus on strengthening of dr ug-management at provincial level,
involving all relevant Dir ectorates.
e Thepossibility of *protected funds for TB drugs’ or ring fendng mus be
explored.
¢ In addition, drug-shortages or wor se —treatment inte'ruption- and interruption
of stock must be systematically repor ted to thenext higher level.

44.4 Laboratory supplies
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Based upon the predicted number of TB patients and the guiddlinesfor diaghostic
procedures, theamounts of laboratory reagents and equipment will be calculated and
budgeted for in order to ensurethe continuity of the diagnostic process.

Usage/stock reporting will be included in the regular reporting sy stem (form 3).

Priority
Intr oduce a systematic monitoring systemfor incidents involving shortage of labor atory
upplies

445 Logstics

Sationay
Sufficient amounts of registers, recording and reporting forms, technica guidelines,

manuas etc. will be calculated and budgeted for by the NT CP.

Transport
An important issueis the availability of trangport for supervision and diagnostic services
(transport of sputum-samples) Transport need to beguaranteed: Without transport

upervison is impossible. National, provincid and district authorities must tackle this
issueinacresative way . There ae various dtemativesworked out over the yearsinalot
of countries (refundingof use own transport, public transport, joint

transport/supervision). However, onemust budget aswell for acquigition, running and
maintenance of own transport for places where the above dternatives are nat feasible

and/or advisable

Communication

Facilities, laboraories and othe relevant institutionsand indviduas must be equipped
with adeguate means of communications (phone, fax, computer, e-mail) depending on
local needs and procedures.

Priorities
e Lack oftransport is seriously jeopar dising case finding activities (long smear turn
around times) and supervision throughout the country. This problem must be

addressed without further delay.
e Second, the introduction of theelectronic regiger needs to befacilitated by the

provision of adeguate har d/softwar e and supporting materials.
44.6 Protection of health care staff

The NTCP hasdeveloped ‘ Guidelinesfor theprevention of transmission of tubercuosis
in health care fecilities in South Africd. Theseguiddines will be implemented

throughout theNT CP.

Secid atention should be given to implementing pdicies to prevent/reduceHIV
infected staff beng exposed to M DR patients.
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4.4.7 M onitoring and evaluaion

M onitoring programme performance isan essential adivity in every tubercuosis

programme a dl levels from national to facility level. It allows progammestaff and

policy mekers to assess base line performance to monitor progress and to detect system

falluresleadingto potertia programme collapse.

A systematic approach to progamme performance monitoring and supporting (PPM & S)

involvesfour mgjor activities:

i) Regular supervision;

1)) A systematic and complete collection of data, using the uniform NTCP recording-
reporting sy stem;

i) Operationa research focusing on spedfic progammatic issues, including drug-
resistance survey's, and

iv) Aggregetion, interpretaion and action-oriented use of the collected information at
the appropriatelevels of the NT CP.

Supervison comprisesregular persond semi-gructured visits, which alow for

facility /regon ecific goproaches and tailored supportive adivities. In contrast, the
quality assurance and interpretation of routindy recorded programme data (cohort data,

drug stock, expenditures) allow for amore generic approach, following (inte) national
guidelines. Research activities ae not part of the progammemanagament routine but
may beinitiated (depending on available funding and technicd capadty) to providea
scientific basis for new programme strategies and to evauatethese srateges.

The different levels of the NT CP (national, provinceand district) have diffeent PPM &S
respongbilities.

In the current situationthere are widely variable approachesto PPM & S greatly
depending on the technical skills, human capecity and locd infrastructure.

Howeve, asysematicapproach to PPM & Sis urgently required and therefore a minimal
PPM package for the different NT CP levels must beintroduced.

Sepwiseappr cach to implementing a uniform minimal PPM&S package in the South
AfricanNTCP

1 Devdopment of a minima PPM &S package for national, provincial and digrict
levels describing 1) supenvi sory adi viti es(frequency, content and reporting), i)
guality control and use of routindy col | ected cohort/patient data, iii) collection and
use of operational information (drugs, |ab reagents, smear TAT €tc).

2. Devd opment of an accessbl e targeted PPM & S manual for thenational, provincial,

digrict andfacilitylevel s(in the form of a checkli g).

Appoi ntment of a technica skilled PPM&S co-ordinator at national level.

A ‘train thetrainer course’ aiming for high qua ity PPM&S capacity buil ding at

national and provincial level (digrictlevel to betrained by provincial leve).

5. Simultaneousintroduction and implementation of thePPM &S package at all
levelsof theNTPP.

6. Evaluation of the PPM package asa tool for programme management under
routine conditions

> w
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In Annex 6 aminimal set of monitoringindicaors islisted for case finding, case hdding
and programme management. In addition suggestions are done for additiond indicators,
which may be relevant and fessible in certain settings

The reaults of the PHC Review 2000 (component of Health Sector Review 2000) gave a
picturethat corresponds well with the opinion of theNTCP on theprocess of NTCP
implementationin theprovineges. It can therdore serve as abaselineassessment in
comparison with the future systematic and continuous PPM & S approach.

In the districts and at the provinces quarterly meetings will be organised to discussand
analy sethe quaterly reports and the generd progress of the programme.
At national levd, such evaluation mesgings will be planned twiceyearly.

Priorities

The development of theminimal PPM&S package and the subsequert translation in
manuals should have the highest priority on the list of National activities. Input of bath
TB control experts with ample programmatic experience and expertsin the field of
trainingis required.

44.8 Externa monitoring and evaluaion

Externa monitoring vidts in consultation with Stop TB partners will take place on

request of the NT CP and terms of reference will be availablebefore the visit. Preferably,
these missions should coincidewith the half yearly national evaluation meetings.

Provinces can request external technicd assistance if they fed thereis aneed

449 Midtermevauation

The M TDP has been written for the years 2001-2005. T he year 2005 has been chosen as
endpoint because it is the datethat the South African Government has committed itself to
reach the gobal targets of WHO.

It is redised tha this period covers 2 years of the existing M edium Term Expenditure

Framework 2000-2003 and 2 years of the new M edium T erm Expenditure Framework
2003-2006. TheaeforeaM id Term Evduation will take placeat the beginning of 2003 to
see whether theM T DP needs adaptation in view of the devdopment of theprogramme
and in view of the new M edium Term Expenditure Framework. It could be considered to
extend the M TDP at that timeto 2006, in order to let it run pardle with the M edium
Term BExpenditure Framework 2003-2006.

45  Operationa research
Operationa research (OR) is defined as the systematic colledion of information linked to

the improvemert in service provision. An outline of this component and afirst set of
priority issues to beinvestigated are atachedin Annex 7.

46 Co-ordination and collaboration
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