REPORT ON TB, MDR-TB AND EXTREME DRUG RESISTANT TB IN         SOUTH AFRICA

1. 
Background: TB and its variations

Globally, TB is recognized by the WHO as a re-emerging disease. However, in much of the developing world TB has been a long standing disease. TB is directly caused by TB bacilli but because it is an air borne disease poor social economic conditions (poverty, overcrowding, poor nutrition, compromised immune status from whatever cause) promotes its spread. 

Of the following 22 high burden countries – defined as those that contribute 80% of the total global TB burden, South Africa is ranked number 5 of the 22. 21 of the 22 countries are from the developing world - with 9 countries from Africa on the list. The 22 high burden countries (starting with countries that contribute the most cases) are: India, China, Indonesia, Nigeria, South Africa, Bangladesh, Pakistan, Ethiopia, Philippines, Kenya, DR Congo, Russian Federation, Vietnam, Tanzania, Uganda, Brazil, Afghanistan, Thailand, Mozambique, Zimbabwe, Myanmar, and Cambodia. 

1.1
TB drug development

Following the introduction of streptomycin monotherapy for TB in 1943, resistant mutants began to appear within a few months, endangering the success of antibiotic therapy. It was soon discovered that this problem can be overcome by use of two or three drugs in combination to treat TB. This led to the subsequent discovery of other drugs - p-aminosalicylic acid (1949), isoniazid (1952), pyrazinamide (1954), cycloserine (1955), ethambutol (1962) and rifampin (rifampicin; 1963) which were introduced as anti-TB agents. Aminoglycosides such as capreomycin, viomycin, kanamycin and amikacin, and the newer quinolones (e.g. ofloxacin and ciprofloxacin) are only used in drug resistance situations. Combinations of a B-lactam antibiotic with a B-lactamase inhibitor enhance treatment effectiveness, but the newer drugs, including the macrolides, have not received much clinical testing.

The number of new cases of TB worldwide roughly correlates with economic conditions: the highest incidences are seen in those countries of Africa, Asia, and Latin America with the lowest gross national products. 

In the industrialized countries, a drop in the number of TB cases notified was observed over the years to about the mid 1980’s when a steady increase was noted. The increase is attributed mainly to a high rate of immigration from countries with a high incidence of TB and HIV epidemic. The emergence of multi-drug resistance has also contributed to the increase in TB. 
This has been a wake up call for the developed world and has resulted in the interest over the past 3 years in the search for an effective TB vaccine, better drugs which are highly effective and can reduce the period of treatment and the pill burden, better diagnostic tools which will reduce the time it takes to confirm the diagnosis of TB and ascertain drug sensitivities.
According to the Global Alliance for TB Drug Development, despite the large market: "only 5% of the 16 million people currently sick with TB can pay for treatment - a lack of buying power that has dissuaded investors for decades". The Alliance also notes that most of the basic science behind the current drugs used for the treatment of TB is 50 years old. 
Clearly, pharmaceutical companies, because they cannot generate profits from research and development in TB drugs have not invested in the search for new TB drugs.

Whilst treatment for TB costs R400 per patient for the drugs used, drug costs (excluding hospitalization and loss of earnings etc) for the treatment of multi-drug resistant TB is R24 000.
1.2
TB and poverty
The WHO defines TB as a disease of poverty, favoured by poverty and producing poverty.

It is widely recognised that the poorer the community, the greater the likelihood of being infected with the TB mycobacterium and developing clinical disease. TB disease is not just the product of poverty, but also creates poverty in that the person with the disease loses work time and income as a result of TB, studies suggest that lost earnings can total up to 30% of annual household income, which they cannot afford. 
Urbanisation has contributed to the increase of TB in that people move to live in the cities in search of employment and better lifestyle. Informal settlements have developed in the cities, where many people live in one household which is poorly constructed and ventilated encouraging spread of airborne diseases. The poor diet and alcoholism common in these areas increases the risk of acquiring TB infection and development of disease.
The high incidence levels of TB means an unhealthy workforce and puts an extra strain on limited health services and slow economic growth. Recent studies suggests 10% increase in TB incidence cuts economic growth by 0.2% - 0.4% per year.
In economic terms, TB decreases the output of a country’s labour force and consequently reduces its gross domestic product. Therefore fighting TB and poverty together is necessary to accelerate economic and social growth and consequently reduce the burden of TB
The diagram below outlines the vicious cycle of TB and poverty. 
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2. Current situation in South Africa

2.1 TB

In 2005 South Africa reported 302 467 cases of TB which translates to an incidence of 645/100 000, of these 41% are infectious cases.  The provinces most affected are KwaZulu-Natal, Western Cape, Eastern Cape and Gauteng respectively, and together contribute 74% of the total TB disease burden in the country. It should be noted that the incidence of TB has increased from 424/100 000 in 2001 – this is a trend in most developing countries.

The break down by province and trends over the years from 2001 – 2005 is shown in the table below.
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The table below shows the different forms of TB notified over a period of four years.

	 
	       2002
	     2003
	     2004
	    2005

	 All TB
	   224 420         

    (493.7)
	   255 422       

    (550.1)
	   279 260

    (599.4)
	  302 467

   (645.0)

	 PTB
	   182 583
	   215 154
	   234 213
	  257 604

	 New Sm +ve PTB
	     98 800  
	   116 337   
	   117 971
	  125 460

	 Re-treatment Sm +ve
 PTB
	     25 091
	     30 331
	    32 882
	    37 541


Treatment Outcomes

The TB cure rates for new smear positive cases remain low at 51% ranging from 32% in Mpumalanga to 70% in the Western Cape; our national target is 65%. The successful treatment completion rate is 66% ranging from 50% in Mpumalanga to 79% in the Western Cape. The proportion of patients who default treatment remains high at 11% against a national target of less than 5%,  those who were transferred to other areas and outcomes not known are 6%, and those who were not evaluated at the end of the treatment period are 7%. This translates to 24% of cases started on treatment lost to follow up by the end of the treatment period. 

In 2004 for the re-treatment smear positive PTB cases, the cure rates were lower at 41% with a successful completion rate of 57%, high defaulter rate of 18%, 6% transfer rate and 7% not evaluated.

Impact of HIV
HIV has contributed to the increase in the number of TB cases reported. Chances are that only one out of ten immuno-competent people infected with M. tuberculosis will fall sick with TB disease in their lifetimes. In HIV, one in ten people infected with M. tuberculosis will fall sick with TB disease per year. 

In developing countries, the impact of HIV infection on the TB situation, especially in the 20-35 age group, is worthy of concern, as this has consequences on the economic growth of the countries.

There is a high rate of TB relapses among people living with HIV and high mortality  rates mainly because of late presentation, late detection of TB and in some cases due to other concomitant opportunistic infections. Co-infected TB patients are much sicker than immuno-competent patients and therefore require longer periods of hospitalization and long absence from work which increase costs of treatment and also impacts on economic productivity.

2.2
MDR – TB
Drug resistance in TB occurs as a result of mutations of the TB mycobacterium. These mutations are not dependent on the presence of the drug. Exposed to a single effective anti-TB medication, the predominant mycobacterium, sensitive to that drug, are killed; the few drug resistant mutants, likely to be present if the bacterial population is large, will continue to multiply freely. Since it is very unlikely that a single mycobacterium will spontaneously mutate to resistance to more than one drug, giving multiple effective drugs simultaneously will inhibit the multiplication of these resistant mutants. This is why it is absolutely essential to treat TB patients with the recommended four drug regimen of isoniazid, rifampicin, pyrazinamide and ethambutol. 
Therefore drug resistance is mainly a man made problem caused by:

· poor quality of drugs

· patient non adherence to treatment

· Incorrect prescription of TB treatment regimen
The low cure rate as well as the high defaulter rate has resulted in a high MDR-TB case load. The current reported number of patients with MDR-TB is 2000. However, the MRC estimates that there should be around 6000 cases reported every year; this implies that we are under-detecting MDR-TB. The reasons for this include: clinicians not suspecting and therefore assessing patients for MDR-TB; and inadequate laboratory capacity.

A national surveillance study
 conducted by the Medical Research Council in 2001 showed multi-drug resistant strains in 1.6% of new cases and 6.7% of previously treated patients returning for treatment. This study also confirmed the association between previous TB treatment and drug resistant, which has been well documented. It is also documented that 55% of TB cases are co-infected with HIV. 

The MDR-TB prevalence among new cases
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MDR-TB prevalence among re-treatment cases
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In terms of the numbers the MDR-TB burden was highest in KwaZulu-Natal.

	 Province
	 Worst case  

 scenario
	 Best case scenario

	 KZN
	 2 561
	 1 356

	 EC
	 2 181
	 1 190

	 Gauteng
	 1 239
	    673

	 Mpumalanga
	    928
	    496

	 Limpopo
	    779
	    426

	 WC
	    696
	    382

	 NW
	    511
	    278

	 FS
	    281
	    195

	 SA
	 9 727
	 5 196


Total number of cases reported in 2005

	Province
	 Total 

	Free State
	122

	North West
	

	Mpumalanga
	71

	KZN
	646

	Eastern Cape
	167

	Limpopo
	40

	Northen Cape
	71

	Gauteng
	276

	Western Cape
	618

	Total 
	


Treatment outcomes for MDR-TB

The treatment outcomes for the 2002 cohort of patients are as follows:

	Total cases
	Cured 
	Completed treatment
	Died
	Failed
	Defaulted
	Transferred

	647
	147

23%
	167

26%
	141

21%
	39

6%
	148

23%
	5

1%


The successful completion rate is 49%, with high defaulter rates and death rates.
The Department has responded to the MDR-TB problem by establishing MDR-TB units in all provinces. Patients with MDR-TB are admitted into these units for a period not less than 4 months to ensure that they are not infectious upon discharge from these facilities. Psycho-social support (on-going counseling of patients and their families, social grants to ensure income for household, nutritional supplements and facilitating household food security) is provided to patients and their families.

We have also trained nurses and doctors in the diagnosis and treatment of MDR-TB in the public health sector. It should be noted that the cost of treating MDR-TB is R24 000 per patient compared to R400 per patient with drug sensitive TB – this represents only the drugs costs for the duration of treatment and does not include laboratory and hospitalization costs.

The remaining challenges with respect to MDR-TB are: (a) patients unwilling to remain in hospital for the required duration – many ‘discharge’ themselves from hospital; (b) patients abuse substances like alcohol, marijuana and mandrax which leads to poor compliance, poor nutrition and immuno-suppression; and (c) side-effects from drugs used in the treatment of MDR-TB – which can be so severe that they result in patients defaulting treatment.

Current challenges to effective TB control

· Poor financial and human resources support to the TB programme

· Poor support of the TB programme at provincial and district level

· Poor management and follow up of TB patients which leads to patients defaulting treatment

· High mobility of patients especially in the urban areas and poor referral systems making tracing of contacts and defaulters difficult
· Late detection of patients by health care workers because of low index of suspicion for tuberculosis

· Inaccessible laboratory services to confirm diagnosis and cure at the end of treatment, lack of external quality control for microscopy and culture services and lack of TB data from the laboratories.

· Lack of knowledge about TB, importance of completing treatment and the stigma associated with TB in the communities
· Poverty – poor living conditions and nutrition predisposes people to getting TB infection and development of disease because of depressed immune system and high risk of getting infection.

· HIV – with the suppression of the immune system the chances of developing TB disease from latent infection are higher. TB is the most common opportunistic infection in people living with HIV.

To address this, the Department is strengthening the adopted the DOTS strategy advocated by the World Health Organisation (WHO) for TB control. The elements of the strategy are: allocation of sufficient human and financial resources; availability of diagnostic services and drugs free to the public; support to TB patients to ensure that they take their medication; surveillance systems.

In addition to the DOTS strategy, the Department launched the TB Crisis Management Plan in March 2006 in line with the decision taken at the Maputo WHO/AFRO meeting in August 2005. The Plan focuses on four districts which contribute 24% of the total TB case load. These districts are: eThekweni (KwaZulu-Natal), Johannesburg Metro (Gauteng), Amatole District and Nelson Mandela Metro in the Eastern Cape. 

The plan has two components:

1. Crisis interventions – which focus on what needs to be done in the short term to turn the situation around

2. Systemic interventions – which focuses on strengthening the health system to ensure sustainability of the interventions implemented.

The organizational principles of the plan are:

· Implementation of targeted interventions per district, starting in the districts with a weak programme based on the high case load and poor treatment outcomes

· Ensuring sufficient human resources and financial resources for the implementation of the plan.

· Active involvement of all community structures in TB control

· Public accountability to ensure high returns on investment

· Good project management capacity

· Good information systems to track the performance of the programme

· Quarterly reporting to the NHC on progress 
As part of the Crisis Management Plan, each province will be responsible for addressing the following critical issues:
· Making available adequate human resources needed for TB control at all levels

· Increase access to laboratory services

· Strengthen the TB recording and reporting system with support from District Health Information System (DHIS)

· Strengthen referral systems to ensure proper treatment and follow up of transferred patients.

· Improved management of co-infected patients with provision of cotrimoxazole and early access to antiretroviral treatment for eligible patients

· Implement high visibility social mobilization campaign

· High intensity media campaign

· Availability of financial resources to implement the plan

· Strengthen supervision and support at all levels to improve programme performance

The total budget allocated for the plan is R36 million over and above the annual budget allocation for the TB programme.

Targets for the Crisis Management Plan

	Province
	District
	District

Size

km2
	Population

District Barometer 2004
	No of new TB patients reported in 2004
	SCR

(2004)
	Proposed targets by end of 2006
	CR

2003
	Proposed targets by end 0f 2006

	Eastern Cape
	Nelson Mandela Metro
	1 952
	1,028,016
	8115
	60%
	70%
	42%
	55%

	
	Amatole
	23 675
	1,657,901
	7906
	53%
	65%
	31%
	50%

	Kwazulu Natal
	eThekwini
	2292
	3,240,517
	24198
	49%
	60%
	32%
	50%

	Gauteng
	City of Jhb
	1644
	3,578,392
	15323
	72%
	80%
	61%
	70%


3. 
XDR-TB

3.1 Global situation

Extreme Drug Resistant TB is an emerging global problem. The existence of XDR-TB was first reported in March 2006 in a report published by Centers for Disease Control and Prevention (CDC) and WHO in the MMWR journal. This followed a global survey conducted in 48 countries in the WHO geographic regions. The report entitled “Emergence of Mycobacterium tuberculosis with extensive resistance to second-line drugs - worldwide, 2000-2004, defined XDR-TB for the first time.
Africa was included in this survey and the African countries which participated were Algeria, Botswana, Burundi, Cameroon, Central African Republic, Côte d'Ivoire, Djibouti, Egypt, Madagascar, Rwanda, Senegal, South Africa, Tunisia, and Uganda. South Africa participated through the Medical Research Council which is the Supranational TB Reference Laboratory for the SADC region which provides support to all the National TB Reference Laboratories in the region. 

According to the report 2% of drug resistant cases are classified as XDR-TB, using the previous definition of XDR-TB as resistance to rifampicin and isoniazid and at least three of the categories of the second line drugs. XDR-TB has been found in a number of countries, including Iran, Latvia, South Korea, and the US. The prevalence of XDR-TB in the US is 4%, 15% in South Korea and 19% in Latvia according to a CDC and WHO report released in March 2006. 
3.2
South African situation
The prevalence of XDR-TB in South Africa is currently not known but is being investigated.  However, 53 cases were found within a one-year period at the Church of Scotland Hospital in Umzinyathi district in KwaZulu-Natal. Since then cases have also been reported in other provinces namely Gauteng, North West, Free State and Limpopo. It is expected that all provinces will in time report cases. The reason for this is that tests for second line drug susceptibility are not routinely performed at present but only when patient is not responding well to treatment. 
The total number of cases reported by province to date is shown in table below

	Province
	Confirmed

XDR-TB Cases
	Died
	Absconded/ defaulted
	On treatment

	Eastern Cape
	0
	
	
	

	Free State
	6
	2
	1
	3

	Gauteng
	9
	1
	
	8

	KwaZulu-Natal
	78
	74
	0
	4

	Limpopo
	3 
	
	
	3

	Mpumalanga
	0
	
	
	

	Northern Cape
	0
	
	
	

	North West
	10
	4
	1 
	5

	Western Cape
	0
	
	
	

	Total
	106
	
	
	


3.2.1 Consultative meeting with local experts
The Department of Health hosted a technical meeting of the experts from the MRC, UKZN and the NHLS to review the situation reported by the Church of Scotland Hospital. The experts confirmed media reports of the number of cases of XDR-TB found at the Church of Scotland Hospital. They also suggested that a revised definition of XDR-TB was being proposed to the WHO – the definitions being proposed are: 
(a) if the bacteria is resistant to 1 or 2 of the 6 second-line drugs then highly drug resistant TB (HDR-TB) 
(b) if the bacteria is resistant to kanamycin/amikacin and quinolones (ofloxacin/ ciprofloxacin) then it should be classified as XDR-TB.

The experts highlighted the following: 

· TB is an international problem, in recent years it has re-emerged as a problem in developed countries as well, however the largest burden of disease from TB is found in developing countries 

· XDR-TB is not any more infectious than TB and that it is not as infectious as SARS as has been portrayed in some of the media. 
· They suggest that transmission is taking place equally in health facilities and in communities.
· Despite the attempts of the Department of Health to strengthen the TB Control Programme, TB as well as MDR-TB continue to be a major problem. 

· The recent findings of XDR-TB in the Church of Scotland Hospital In KwaZulu-Natal requires further study in terms of why such a large number of cases were found at this hospital and surveys of other public hospitals are planned to further assess the extent of the problem. 

· Two drugs that are not currently used for the treatment of TB (capreomycin and para amino salicylic acid) are proposed by experts for the treatment of XDR-TB but treatment may require up to 24 months of hospitalization and careful use of these drugs to ensure that the TB bacilli do not become resistant to these drugs. 

· They also warned about protecting these drugs as should the bacilli become resistant to these drugs, no other drugs are available. 

The experts also proposed a number of interventions to deal with the problem of XDR-TB. These include: 

· strengthening infection control in our clinics and hospitals – to deal with air-borne diseases; 

· diagnosis of high risk patients and in-patient treatment with additional drugs – that are currently being sourced – for a period of 24 months; 

· case finding using cultures and routine drug susceptibility testing for all four second line drugs; 

· rapid surveys in high risk areas by end December 2006; 

· continuous surveillance; 

· improve the capacity of laboratories; and

· improve quality of sputa, and quality assurance of laboratory tests.

3.2.2
Briefing of SADC Health Ministers

A meeting of SADC Ministers of Health, chaired by the Minister of Health of Lesotho Dr Phooko, was convened in the morning of the 22 September 2006 during the Second Session of the AU Ministers of Health in Mozambique Maputo. 

The objective of the meeting was to discuss the status of Extremely Resistance Tuberculosis (XDR TB) in the region. XDR TB is multi-drug resistance tuberculosis that does not respond to at least three of the second-line TB treatment. 
At the SADC Ministers of Health meeting, the Minister of Health of South Africa Dr Manto Tshabalala-Msimang shared the South African experience and challenges in addressing XDR TB. 
Ministers agreed on the following: 

· there is MDR in the African region, and noted the new development of XDR TB cases.

· the magnitude of the problem of XDR TB in the region needs to be determined. 

· the XDR TB challenge would need a regional approach, taking into consideration the free movement of people within the region and continent.

Proposed way forward:
· To strengthen the normal TB programme within countries and the region to deal with the resistance. 

· To enhance surveillance systems 

· To strengthen infection control 

· To strengthen diagnostics techniques for TB and share expertise 

· To encourage the pharmaceutical industry to develop new drugs and diagnostics techniques for effective 
· To develop a preparedness plan on XDR TB within Member States and at regional level to deal with the challenge 
· Mandated the TB experts and programme managers to meet as a matter of urgency before the end of the year

· To mandate SADC officials to attend the forthcoming XDR TB meeting scheduled between WHO and the SA Minister and to be held as soon as possible. 
· To mandate SADC Secretariat based in Botswana to coordinate information sharing within the region. 

In conclusion, a SADC regional approach to the management of XDR TB must be effected and regional cooperation and sharing of information between countries must also continue.

3.2.3
Global Task Force on XDR-TB Meeting 

South Africa participated in the Global Task Force Meeting organised by the WHO in Geneva from 9-10 October 2006. The objectives of the meeting were to:
· Define key issues, make recommendations and lay out urgent action steps required in next 3-6 months

· To develop plans for an appropriate response at the global level, and within countries, including designation of roles and responsibilities
The recommendations of the Global Task Force on XDR-TB meeting were as follows:

General

· Immediate strengthening of TB control in countries 

· Scaling up of universal access to HIV treatment and care
· Mobilization of teams of experts to provide technical support to countries
· The Global Plan to Stop TB, 2006-2015 should be revised to: 

· Reflect the threat of XDR-TB

· Expand the laboratory strengthening component, 

· Scale up of MDR-TB treatment

· Include Infection control

· Revise budget
Specific

· To strengthen the management of XDR-TB suspects in high and low HIV prevalence settings, diagnostic algorithms and treatment protocols need to be finalized to guide countries. Access to rapid tests for rifampicin resistance must be increased; this will be facilitated by WHO and FIND.
· Countries should implement the WHO guidelines for the programmatic management of drug resistant TB and update parts of the existing guidelines to address the XDR-TB threat.
· Countries should ensure access to high-quality second-line anti-TB drugs

· The definition of XDR-TB was revised as follows:

XDR-TB is defined as resistance to at least rifampicin and isoniazid, (MDR-TB), in addition to any fluoroquinolone, and at least one of the three following injectable drugs capreomycin, kanamycin, and amikacin 

· Countries should develop plans for national laboratory capacity building and these should encompass:
· basic capacity as well as MDR and XDR-specific concerns

· coordination across technical and financial partners and other laboratory networks beyond TB

· access to timely, quality-assured TB laboratory services, including AFB microscopy, culture, and DST for all patients
· Countries to implement proper infection control measures in the health facilities to protect health care workers. 

· CDC and WHO will publish the guidelines on "Tuberculosis infection control in the era of expanding HIV care and treatment"  

Immediate

· XDR-TB surveillance should be embedded in existing drug resistance surveillance systems and these should include HIV testing.
· Rapid surveys should be conducted by countries to determine the geographical distribution and magnitude of XDR-TB, its association with HIV, and its genetic origins. 

· Communication strategies should be developed by countries and these must promote effective prevention, treatment, and control of XDR-TB and should:
· Proactive media approach, 

· Place affected people at the heart of the response, 

· Mobilise existing supportive networks (eg the HIV community), 

· Provide clear information on the XDR-TB situation, 

· Promote public debate and develop a space for people to tell their stories
Next steps at regional and country level

· Countries to develop costed plans highlighting immediate needs for  technical or financial assistance to the WHO
· Critical importance of access to currently available rapid rifampicin tests in highly-affected countries

· Address related drug registration issues
Next steps at global level

· Submission to the Stop TB Partnership Coordinating Board (Indonesia, Nov, 2006) on the scale up of TB control in Africa and Eastern Europe to prevent XDR-TB
· Review of approach to laboratory strengthening, drug resistance scale-up and inclusion of infection control in the Global Plan, 2006-2015

3.2.4
Meeting between South and WHO

A meeting was held between South Africa and the WHO with participation of the SADC countries from 17-18 October 2006, on request of South Africa.  The objectives of the meeting were:

1. To understand the magnitude and extent of the drug resistant TB in the region and countries

2. To strengthen the TB programme in the region and countries

3. To explore strategies to address drug resistant TB in the region and countries

The framework developed in the Geneva meeting was adopted incorporating the following objectives:

· Strengthening of the TB programme management

· Strengthening laboratory services

· Surveillance

· Infection control

· Access to rational TB treatment

· Communication strategies

	 Area
	 Country recommendations
	 Regional 
 recommendations
	 Global 
 recommendations
	 Other issues     

 raised

	Strengthen TB  

 programme 
 management
	· political commitment

· ring fence TB funds

· strengthen HR (clinical & management)

· decrease pill burden & increase adherence

· strengthen laboratory capacity

· strengthen patient management in facilities

· strengthen partnerships with other govt depts & civil society

 
	· Resource  

           mobilization for TB     

      control

· Technical assistance to countries to strengthen the TB programme
	· Resource mobilization for TB control
· Technical assistance to countries to strengthen the TB programme
	1. rapid expansion of the ART programme needed

2. need to strengthen TB and HIV collaboration in all areas of TB control (functional integration at all levels, including facility level is needed):

3. need to look at primary MDR-TB 
4. to enforce continued professional development on TB for health professionals management & other diseases


	Strengthen  

 laboratory capacity
	· develop a plan to strengthen all levels of labs (national, intermediate & peripheral)

· strengthen microscopy services

· reduce tats  for basic tests (24-48 hrs)

· surveillance (drug resistance)


	
	
	1. labs are the weak point of the dots strategy – need to invest in building lab capacity

2. need to decentralise microscopy and cultures to improve tats & to reduce infectiousness of in-patients (but decentralisation may not make sense for low density countries like namibia, where resources are limited & where work loads are small)

3. need to strengthen lab information systems & ensure link with health information systems 

	Surveillance
	· test all current MDR-TB patients for 2nd line drug resistance

· in high risk areas, all MDR-TB and XDR-TB suspects to be tested

· develop surveillance system for MDR/XDR
· MDR/XDR to be notifiable & reported within 24 hrs

· review lab data for last 3-6 months (MDR-TB)

· consider retrospective study of stored MDR-TB specimen


	· XDR-TB survey in each country to sample re-treatment cases & conversion failures

· weak lab capacity is a challenge & need investment
	
	

	 Access to rational 
 TB treatment
	· strengthen the health system – get the basics right

· strengthen all elements of the TB control programme

· strengthen drugs last!

· align SA 2nd line drug guidelines with who guidelines

· develop paediatric guidelines

· strengthen planning for drug supply

· strengthen dots including follow-up of MDR-TB patients on discharge


	· co-op to strengthen lab services

· share information with respect to 2nd line drugs

· use pas & capreomycin with care

· tertiary training to include TB management

· explore role of the GLC
· develop regional proposal for 7th round of GFATM
· provide short courses on TB management

· strengthen regulatory mechanisms to deal with generics

· strengthen partnerships with private sector, training centres & patient groups


	· need for drug sensitivity tests

· need for innovative drugs

· important to share information

· who to assist with the testing of 2nd line drug resistance


	1. need to highlight the counterfeit drugs/poor quality of drugs challenge



	 Infection control

 (IC)
	· strengthen IC in workplace & community environments

· implement minimum IC measures

· develop standards for facility design & monitor

· develop plan to deal with socio-economic & cultural factors


	· assistance to review health legislation

· trans border co-op (migration)

· harmonisation of regional policies

· min standards for health facilities

· provide regional technical assistance

· consider inclusion of legal & ethical issues in TB policy


	
	1. need to strengthen infection control in existing facilities (as well as develop standards for new facilities)



	 Communication  

 strategies
	· commit & promote implementation of who/au resolutions on TB
· finalise & adopt communication, advocacy and social mobilisation strategy & framework

· commit resources for communication

· encourage relative uniformity in communication across the country

· research the impact of communication


	· commit & promote implementation of who/au resolutions on TB
· finalise & adopt communication, advocacy and social mobilisation strategy & framework

· commit resources for communication

· encourage relative uniformity in communication across the region

· research the impact of communication
	
	1. need to communicate TB issues (including MDR and XDR-TB) to HIV programme managers, etc




SADC recommendations
1. Need special briefing meeting with SADC countries not represented at this workshop
2. Report of Geneva meeting to be made available to SADC members not represented at that meeting
3. Need to revive Southern African TB Control Initiative (SATCI)
4. The regional TB strategy should be revised to incorporate XDR-TB before presentation to the SADC Health Ministers meeting in November 2006.
5. South Africa should be requested to provide DST and other lab services to other SADC countries

Way forward
1. SA to develop and circulate the report of the meeting to all SADC members and WHO, by 25 October 2006 
2. All participants to provide comments within a week to 

3. WHO will share document with all country representatives who will mobilise technical assistance for countries as needed)

4. Each country to adapt framework to their circumstances & develop draft action plans by 10 November 2006, these plans should include activities, budgets and technical assistance required.
4. 
Conclusions

The immediate challenge is to de-mystify XDR-TB, which the media has unfortunately sensationalized. Drug resistance to bacteria is not specific to TB only and has been documented in other infections as well. For drugs used to treat infections resistance is bound to develop after some time and therefore the need for alternative drugs is crucial. 
It is critical to ensure that pharmaceutical companies as well as medical technology companies invest in research on new drugs and diagnostic equipment for TB. It is possible that with the re-emergence of TB in the developed world that this will become a reality.
XDR-TB is not any more infectious than sensitive TB, but the main concern is the prevention of further transmission of the extremely drug resistant strain of TB. This can happen in the community, health facilities, prisons, schools, workplaces, long distance public transport and recreational facilities. Early detection through high index of suspicion and contact tracing, early treatment and isolation of people found to be infectious are key to prevention of spread. Strengthening of infection control measures in the health facilities to ensure protection of the health care workers and other patients is also priority. 

Determining the extent and magnitude of the problem through rapid surveys will provide information on the geographic distribution of XDR-TB, baseline data for use in the planning of the interventions to be implemented and budgets required and in monitoring the success of the planned interventions. 
Strengthening the TB programme management to prevent more cases of Multi drug resistant TB and XDR-TB 

	Focus on Case load per District
	Case Finding 2005
	Smear Convertion rate 2005
	Treatment Outcome 2004

	Province
	Districts
	All TB
	New Sm+ve
	New Sm+ve
	New Sm+ve PTB
	Cure rate
	Completion Rate
	Failure Rate
	Defaulted
	Died
	Transferred Out
	“Not Evaluated”

	KZN
	DC20 Ethekwini
	29724
	10295
	39.7%
	11597
	33.8%
	25.3%
	0.8%
	23.0%
	3.7%
	5.2%
	8.2%

	Western Cape
	Cape Metro
	26934
	10319
	63.6%
	9807
	66.9%
	11.1%
	1.8%
	12.4%
	3.3%
	3.3%
	1.2%

	Gauteng
	City of Johannesburg
	19281
	8308
	63.3%
	8110
	62.5%
	6.8%
	1.2%
	9.4%
	9.7%
	9.6%
	0.8%

	Eastern Cape
	Nelson Mandela Metro
	13383
	4722
	44.5%
	5576
	45.4%
	18.3%
	2.0%
	17.1%
	7.1%
	2.3%
	7.7%

	KZN
	DC28 Uthungulu
	12525
	4312
	28.6%
	6436
	18.1%
	16.1%
	0.6%
	4.2%
	3.1%
	4.0%
	53.9%

	Eastern Cape
	Amatole DM
	10710
	4475
	34.4%
	4570
	30.5%
	34.8%
	0.8%
	10.0%
	9.4%
	5.9%
	8.6%

	Gauteng
	Ekurhuleni Metro
	9263
	4966
	55.3%
	5654
	56.1%
	4.4%
	1.1%
	7.0%
	9.8%
	6.9%
	14.4%

	North West
	Bojanala
	9118
	4044
	46.1%
	3594
	57.5%
	10.5%
	1.2%
	10.3%
	8.2%
	10.7%
	1.7%

	Western Cape
	Boland
	8690
	3252
	54.6%
	3350
	65.6%
	9.2%
	1.8%
	15.2%
	3.5%
	3.9%
	0.7%

	North West
	Southern
	8481
	4080
	44.3%
	3077
	47.1%
	15.0%
	2.0%
	9.6%
	7.5%
	4.5%
	14.2%

	Eastern Cape
	OR Tambo DM
	8258
	3395
	40.4%
	3807
	35.3%
	23.9%
	1.9%
	6.3%
	4.5%
	3.3%
	24.9%

	Free State
	Lejweleputswa DM
	7397
	3256
	62.7%
	3208
	70.9%
	5.4%
	2.1%
	5.0%
	9.3%
	6.8%
	0.3%

	KZN
	DC27 Umkanyakude
	7274
	1813
	44.0%
	2104
	34.9%
	41.3%
	1.4%
	7.6%
	9.8%
	5.0%
	0.0%

	KZN
	DC26 Zululand
	7080
	1886
	47.5%
	2540
	51.3%
	14.9%
	1.4%
	12.2%
	14.7%
	5.6%
	0.0%

	Gauteng
	Tshwane Metro
	6274
	2784
	66.3%
	2585
	63.8%
	4.1%
	1.5%
	11.1%
	6.8%
	7.9%
	4.9%

	Free State
	Motheo DM
	6027
	2491
	59.9%
	1963
	66.8%
	11.6%
	1.7%
	8.7%
	7.8%
	3.3%
	0.1%

	Western Cape
	Eden
	5786
	2199
	61.4%
	2106
	81.8%
	4.0%
	1.2%
	7.3%
	3.6%
	1.6%
	0.5%

	KZN
	DC29 Ilembe
	5415
	1907
	41.0%
	1959
	41.6%
	23.8%
	1.2%
	15.8%
	5.5%
	9.4%
	2.7%

	Gauteng
	West Rand DC
	5192
	2722
	70.6%
	3214
	73.9%
	1.0%
	1.0%
	3.3%
	8.4%
	12.0%
	0.5%

	North West
	Bophirima
	5075
	3094
	48.7%
	2313
	67.1%
	12.8%
	1.6%
	5.2%
	8.0%
	3.9%
	1.3%

	KZN
	DC24 Umzinyathi
	4820
	1626
	62.9%
	1455
	55.1%
	9.2%
	0.8%
	3.4%
	15.2%
	15.9%
	0.4%

	KZN
	DC21 Ugu
	4704
	1854
	35.4%
	3307
	33.4%
	15.2%
	1.6%
	7.6%
	8.8%
	10.7%
	22.6%

	KZN
	DC23 Uthukela
	4625
	1700
	42.0%
	1743
	40.2%
	25.1%
	1.5%
	18.0%
	10.8%
	4.3%
	0.1%

	Eastern Cape
	Cacadu DM
	4569
	2289
	42.2%
	2177
	54.8%
	16.7%
	1.2%
	7.6%
	7.0%
	2.6%
	10.1%

	North West
	Central
	4534
	2201
	56.2%
	2167
	57.4%
	12.5%
	1.2%
	4.6%
	5.6%
	6.2%
	12.6%

	Mpumalanga
	Gert Sibande DM
	4129
	1779
	33.8%
	1764
	29.1%
	20.9%
	0.5%
	5.2%
	9.3%
	6.2%
	28.9%

	Mpumalanga
	Ehlanzeni DM
	4100
	2612
	40.9%
	3235
	37.6%
	17.8%
	1.6%
	14.9%
	7.8%
	3.1%
	17.6%

	Free State
	Thabo Mofutsanyane DM
	3906
	1835
	69.1%
	1873
	67.0%
	10.4%
	2.9%
	3.8%
	10.9%
	4.8%
	0.1%

	KZN
	DC43 Sisonke
	3768
	1133
	40.3%
	1225
	50.6%
	15.9%
	0.5%
	6.0%
	6.9%
	20.1%
	0.0%

	Gauteng
	Sedibeng
	3656
	2110
	60.2%
	1931
	60.6%
	9.7%
	1.7%
	10.9%
	9.3%
	5.5%
	2.2%

	Western Cape
	West Coast
	3648
	1594
	51.4%
	1578
	74.7%
	5.6%
	2.2%
	11.0%
	1.9%
	4.2%
	0.3%

	Eastern Cape
	Chris Hani DM
	3521
	1559
	54.0%
	1994
	45.5%
	16.8%
	1.0%
	6.2%
	5.8%
	3.6%
	21.2%

	KZN
	DC25 Amajuba
	3291
	1338
	64.7%
	1515
	61.1%
	14.8%
	1.1%
	5.0%
	12.4%
	5.7%
	0.0%

	Limpopo
	Vhembe DM
	2977
	1166
	73.1%
	1572
	75.1%
	6.6%
	0.8%
	2.4%
	5.0%
	4.9%
	5.3%

	Eastern Cape
	Alfred Nzo DM
	2836
	820
	40.8%
	1005
	35.9%
	14.9%
	1.0%
	13.5%
	9.3%
	4.5%
	20.9%

	Western Cape
	Overberg
	2674
	1039
	63.5%
	1115
	84.5%
	0.4%
	0.7%
	8.0%
	2.6%
	3.7%
	0.2%

	Northern Cape
	Siyanda
	2605
	1270
	46.3%
	1325
	40.8%
	18.8%
	5.7%
	10.7%
	5.7%
	4.5%
	13.8%

	Limpopo
	Waterberg DM
	2574
	1592
	73.4%
	1450
	78.7%
	10.1%
	0.0%
	0.8%
	4.3%
	5.6%
	0.5%

	Mpumalanga
	Nkangala DM
	2517
	1163
	23.0%
	1588
	12.0%
	14.2%
	2.2%
	9.6%
	7.6%
	5.5%
	36.8%

	Limpopo
	Mopani DM
	2419
	1245
	43.5%
	1223
	54.1%
	13.3%
	4.4%
	8.2%
	11.6%
	6.6%
	1.7%

	Free State
	Fezile Dabi
	2296
	1352
	50.2%
	1374
	59.0%
	14.5%
	2.8%
	7.1%
	10.8%
	5.7%
	0.1%

	KZN
	DC22 Umgungundlovu
	2281
	1074
	27.9%
	2489
	23.0%
	8.4%
	0.7%
	11.0%
	6.7%
	5.8%
	44.4%

	Northern Cape
	Frances Baard
	2194
	971
	30.6%
	1052
	20.1%
	46.0%
	4.9%
	20.5%
	6.9%
	1.4%
	0.1%

	Limpopo
	Capricorn DM
	1965
	969
	52.5%
	1303
	67.8%
	3.5%
	0.7%
	3.6%
	4.1%
	8.9%
	11.3%

	Limpopo
	Bohlabela DM
	1963
	917
	80.9%
	1100
	77.8%
	6.2%
	0.8%
	2.7%
	10.9%
	1.4%
	0.2%

	Eastern Cape
	Ukhahlamba DM
	1632
	724
	47.1%
	700
	52.1%
	16.1%
	2.0%
	10.4%
	9.6%
	2.7%
	7.0%

	Northern Cape
	Karoo
	1632
	739
	41.6%
	744
	44.5%
	23.5%
	2.6%
	15.2%
	7.7%
	5.0%
	1.6%

	Limpopo
	Sekhukhune DM
	1468
	965
	40.1%
	713
	54.8%
	5.6%
	1.4%
	5.8%
	15.7%
	13.9%
	2.8%

	Free State
	Xhariep DM
	1289
	574
	57.4%
	372
	67.2%
	11.0%
	2.7%
	4.0%
	9.1%
	5.4%
	0.5%

	Northern Cape
	Namakwa
	816
	391
	43.9%
	401
	57.6%
	20.7%
	3.7%
	11.5%
	3.7%
	2.7%
	0.0%

	Western Cape
	Central Karoo
	663
	260
	65.4%
	258
	72.5%
	8.1%
	2.3%
	9.3%
	5.4%
	2.3%
	0.0%

	Northern Cape
	Kgalagadi
	386
	196
	50.7%
	178
	58.4%
	14.6%
	0.6%
	10.7%
	8.4%
	6.7%
	0.6%

	Gauteng
	Metsweding
	324
	196
	56.7%
	178
	71.3%
	2.8%
	0.6%
	3.9%
	9.0%
	5.1%
	7.3%
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The poor lack:

		Food security 

		Income stability 

		Access to health care

		Adequate housing



Income poverty

TB disease

TB may lead to:

		Loss of 20-30% of annual wages among poor

		Global economic costs: $12 billion annually 

		Increased Social stigma



Stigma enhances the effects  of poverty
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