Executive Summary

The latest WHO estimates show that South Africa still has a grave and not yet controlled TB epidemic. There have been increases in the number of TB cases diagnosed each year with nearly 1% of the population developing TB in 2008, mortality still high at 7% in smear positive patients and 13% in extrapulmonary TB patients.

Since African Ministers of Health declared TB an emergency in the Region in August 2005, the South African government has taken steps to develop and implement specific response plans in line with the declaration. Since 2006, a National TB crisis management plan targeting four poorly performing districts in various provinces has been implemented. Since then, the National Department of Health has taken action and started to implement a long term comprehensive budgeted TB Strategic Plan 2007-2011 to improve TB control. To assess progress in TB control at mid term of the plan, the government of South Africa requested WHO to co-organize with the National TB control programme a joint national programme review.
A joint team of World Health Organization and National Department of Health (NDoH) comprising of 19 external participants from technical partner agencies, namely, WHO Geneva, WHO AFRO/IST, Centre for Disease Control (CDC), KNCV Tuberculosis foundation, the International Union Against Tuberculosis and Lung Diseases (the Union), , PEPFAR and almost 40 Internal Participants from varied field reviewed the National TB Control Programme, South Africa from 6 to 17 Jul 2009. 
Achievements since 2005 TB review:

1. Demonstrable improvement in case detection (78% in 2007) of new infectious TB cases
2. Significant progress by National Health Laboratory Services in most provinces on access, turn- around time and quality assurance of sputum smear microscopy, culture & DST including introduction of rapid diagnosis of MDR-TB
3. Generally systematic linkages between public hospitals and PHC clinics

4. Drug procurement and supply chain is functioning well
5. Uniform availability of electronic TB register (ETR) for susceptible TB and evolving electronic  system for drug resistant TB (EDR)
6. Widespread provision of CPT and increasing access to ART for eligible HIV co-infected TB patients
7. Expanded M/XDR-TB management (treating >60% of estimated incident MDR-TB patients) with mostly sufficient supply of 2nd line anti-TB drugs

8. Infection control measures generally well implemented in MDR-TB hospitals

9. ACSM focal point and plan in place at the national level
Challenges of TB Control: South Africa

1. One of the highest TB rate in the world with approximately 1% of the population developing TB in 2008 [460,000 TB cases of all forms were notified]. Case notification increasing mostly driven by HIV. 
2. More than 70% of TB patients are co-infected with HIV but hardly half of them know their HIV status. TB screening among HIV infected persons is around 40% with a very low rate (around 4%) of INH Prophylactic Therapy (IPT). There is late initiation of ART in TB patients, contributing to mortality.
3. ART services are centralized compared to TB services that are at primary health care level making the treatment of TB patients co-infected with HIV and in need of ART difficult.
4. Success rate of new infectious TB cases is hovering at around 73% (the global target is >85%) with high death (7%) and default rate (8%); some Provinces have more than 10% default rate. About 6% patients are not evaluated.
5. Provision of community TB care and support to DOT providers not yet institutionalized in all districts and there is insufficient training and supervision of DOT providers.
6. Inadequate key human resources at various levels with variable training status.
7. Discrepancies between data management systems (paper based versus ETR) in terms of consistency and quality. 
8. Inadequate laboratory network in Kwazulu Natal 
9. The programmatic management of MDR-TB is not yet fully consistent with WHO guidelines. The deviations from the guidelines are particularly serious in the correctional facilities visited.
10. Evident involvement of care providers outside the TB programme including private clinics and hospitals, NGOs, mines, other workplaces and correctional services

11. Challenges in implementation of Infection control measures in general hospitals, correctional centres and general health facilities.
Recommendations:

The degree of response to the TB epidemic is not yet commensurate with the size of the TB & TB/HIV epidemics, both in terms of service coverage, human and financial resources, and infrastructures required to tide the epidemics. The following recommendations are proposed to address major challenges:

1. Establish and implement all possible mechanisms to intensify case finding particularly, but not solely, in high risk groups such as HIV infected persons, prisoners, miners and other risk groups. Consider major efforts to intensify use of IPT in HIV positive persons. Ensure all TB patients are tested for HIV.
2. Intensify and decentralize provision of ART to match TB treatment network to ensure patients with HIV-associated TB receive it in time to impact on mortality.
3. Promote implementation of patient centred approaches to TB care including sustainable expansion of community based care and strict DOT to enhance treatment adherence and reduce default

Specific recommendations:

1. Fill existing critical vacant management positions at all levels as a matter of priority, and multiply tailored training sessions to brief all doctors, nurses and DOT providers in TB control policies and national guidelines.

2. Improve Data management system at all levels to avail timely, credible and consistent data for analysis and improvement of indicators.

3. Fast tracking of involvement of Kwazulu Natal laboratory network into NHLS system.

4. NDoH to strengthen support to provinces to scale up coverage of diagnosis and treatment of M/XDR-TB, ensuring it is in line with WHO guidelines including accelerated deployment of rapid tests for MDR-TB. Implement different models of care tailored to local situation (hospital-based model, out-patient-based model).
5. Districts and sub-districts to take responsibility for evaluation of M/XDR-TB treatment outcomes for patients from their geographical settings.
6. NDoH to apply to the GLC to benefit from the services of external monitoring and evaluation, quality assured drugs at lowest market price, support to align the MDR-TB management with WHO guidelines, technical assistance for planning and implementing country-wide MDR-TB programmatic management.
7. Strengthen collaboration with all care providers including general hospitals, correctional facilities, businesses and the private sector to ensure universal provision of international standards of care. 
8. Systematic implementation and monitoring of Infection Control at all levels especially in General hospitals, Correctional services, mines and other sectors. 
