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Rationale

To inform the Coordinating Board on the implementation of The Global Plan - of progress
made and the challenges faced by four countries - Afghanistan, India, South Africa and
Tanzania.

Summary

1.

Tanzania achieved 100% DOTS coverage by 1986 and the case detection rate (all forms) was
less than 80 per 100,000. By 2007, TB case detection rate all forms has double to 158/100,000
despite having a strong well functioning programme. The reported case notification rate is only
50% of the WHO estimates. Case detection rate for smear positive TB cases stands at around
56/100,000 which is about 45% of WHO estimates. However, treatment success rate for smear
positive TB cases has increased from 79% in 2000 to 84.8% for cohort notified in 2006.

In 2006, with support from the Global Drug Facility (GDF) and Novartis Foundation for
Sustainable Development (NFSD), Tanzania changed the treatment regimen for TB from 8
months to 6 months by introducing Fixed — Dose Combination (FDC) anti-TB drugs containing
rifampicin in the continuation phase. Atthe same time, community members were empowered to
supervise TB patients take their drugs at home. The results of that new policy are increased
treatment success from 82% in 2005 and less defaulters.

To address the HIV epidemic, Tanzania has adopted the Global Policy on collaborative TB/HIV
and since 2006 over 80% of the country is actively implementing collaborative activities. A
national TB/HIV policy has been adopted, printed and distributed to all stakeholders. Today,
more than 60% of all TB patients are being screened for HIV within the TB clinics, over 70% of
those with TB/HIV co-infection are using co-trimoxazole preventive therapy unfortunately, only
28% of them are on ARVs. Similarly efforts are underway to screen all HIV/AIDS patients for TB
infection within the HIV clinics using a locally adopted questionnaire containing 5 key signs and
symptoms of TB. The target is to ensure that over 80% of all TB clinics are screened for HIV and
vice versa and at least 60% of them put on ARVs to save their lives.

Tanzania has just completed country wide TB drug resistance survey with financial and technical
support from WHO, KNCV Foundation and Institute of Tropical Medicine (ITM) in Antwerp. The
preliminary results suggest a low level of MDR-TB (below 1% of all TB cases) in the country.
However, there is concern because of the close economical collaboration with other countries in
the SADC block of which some have worrisome levels of MDR-TB and XDR-TB. Routine MDR-
TB surveillance to monitor the level especially among TB cases will continue.

Atthe same time, Tanzania is initiating MDR-TB treatment starting this year in one of the National
TB hospital with funding from the Global Drug Facility round 6. The Green Light Committee
approved the proposal to purchase drugs for 50 patients at a reduced price early this year and we
will negotiate for future expansion as we accumulate the necessary experience.

Health care services in Tanzania are provided through public-private mix strategy, of which 60%
of the services are provided by public health facilities and the remaining 40% by NGOS and
private sector including faith-based organisations. TB services are being provided free of charge
by all providers both in public and private sector. The government gives anti-TB drugs and
laboratory supplies free of charge to all providers. Additional support to the private sector include
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recruitment and training of health workers in an effort to increase access to TB services
especially in rural areas and people with low income.

The Government is committed to the control of diseases of public health importance including
malaria, HIV/AIDS and TB. Each of these diseases has a separate budget line and dedicated
personnel especially at the national, regional and district levels. However, service delivery atthe
health facility level is fully integrated into the general health system. The government seeks to
increase resource allocation to increase number of health facilities to be available in each village
in the country and improve quality of care to meet the expectation of patients. Furthermore, the
Government declared TB as an emergence in August, 2006 in line with the Maputo declaration of
Health Ministers in 2005.

The country is using all opportunities to raise community awareness on signs and symptoms of
TB through local theatres, mass media such radio, TV and newspapers and by commemorating
world TB days. The Global Fund is supporting the country to raise community awareness and a
36 districts — about a quarter of the country for the next five years. Despite these efforts,
community awareness is still low — about 38%

Challenges

1.

wmn

The biggest challenge is to increase case detection from the current 45% to reach 70% in line
with the Global Targets.

Coordination of the different partners and stakeholders involved in TB control.

Scaling up collaborative TB/HIV activities to reach all those who need them timely all the time.
Scaling up and sustaining MDR-TB surveillance and treatment to reach all those who need them
thus avoid future TB epidemic.

Raising community awareness on the signs and symptoms of TB and to encourage early health
seeking.

Improving diagnosis of TB especially at the point of care by introducing new technologies such
fluorescent microscopes and scaling up culture and drug susceptibility testing capacity to reach
all regional hospitals and below.

Mobilizing financial resources to scale up TB activities to meet the MDGs by 2015.

Decisions requested (from the Stop TB Coordinating Board)

1.

2.
3.

Work with GF to simplify proposal development and other related procedures to meet country
needs

Provide technical assistance to countries to provide successful proposals for GF funding
Request the Coordinating Board to consider providing technical assistance especially in EQA and
introduction of new laboratory technologies to improve case detection

4. Mobilise other sources of funding to meet the funding gap
5.
6. Provide technical assistance to develop a new 5 year strategic plan in line with the Global Plan.

Coordination of TB related research activities at country level by different partners

Implications (political/financial/staffing etc):
Lack of funding may stall implementation of TB and TB/HIV activities in line with Millennium
Development Goals 2015

NEXT STEPS

Action Required: N/A

Focal Point: N/A

Timeframe: N/A
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COUNTRY PROFILE

United Republic of Tanzania

In 2008 the United Republic of Tanzania will benefit from a massive increase in the budget for TB control that is almast met by a
corresponding increase in available funding. The planned expansion of collaborative TB/HIV activities to the whole country in 2007, use
of community-based TB care in more districts and formal collaboration with private practitioners should improve both the case detection
rate and treatment success. The provision of ART to HIV-positive TB patients is likely to reduce the currently high death rate, and plans
to improve the recording and reporting system may help reduce the number of patients lost to follow up after transfer. Management of
MDR-TB was begun in 2007; preparations began in 2006 with the construction of laboratories and hospital wards and the recruitment of
personnel.

SURVEILLANCE AND EPIDEMIOLOGY, 2006 R

Population (thousands)? 39459 WHO Africa Region (AFR)
Rank based on estimated number of incident cases (all forms) in 2006

Estimates of epidemiological burden'
Incidence (all cases/100 000 pop/yr) 312
Trend in incidence rate (%/yr, 2005-2006)2 -3.9
Incidence (ss+/100 000 pop/yr) 135 -
Prevalence (all cases/100 000 pop)? 459 .
Moartality (deaths/100 000 pop/yr)? 66
0f new TB cases, % HIV+b 18
0f new TB cases, % MDR-TB (2007)¢ 11
Of previously treated TB cases, % MDR-TB (2007)¢ 0.0
Surveillance and DOTS implementation [ Tanzania rank 14
Notification rate (new and relapse/100 000 pop/yr) 150 Other HBCs in AFR
Notification rate (new ss+/100 000 pop/yr) 63 777 Other countries in AFR
DOTS case detection rate (new ss+, %) 46
DOTS treatment success (new ss+, 2005 cohort, %) 82
Of new pulmanary cases notified under DOTS, % ss+ 55
Of new cases notified under DOTS, % exirapulmanary 22 Case notifications T
Of new ss+ cases notified under DOTS, % in women 37 Notification rates for all case types declining
Of sub-national reports expected, % received at next reporting level® 100 T 200 -
Laboratory services® §§ 150 -
Number of laboratories performing smear microscopy 690 ji’é
: ; 85 100 [
Number of laboratories performing culiure 3 = |
Number of laboratories performing DST 1 S s
Of laboratories performing smear microscopy, % covered by EQA 100 §§

71995 1996 1997 1998 1999 2000 2001 2002 2003 2004 2005 2006

Management of MDR-TB
Re-t Rel New exirapul ] New ss—/unk B N

Of new cases notified, % receiving DST at start of treatment 0.6 L eratopst; S Slgss W How g m_[_jﬁar‘y_ . Ew sl B e s
Of new cases receiving DST at start of treatment, % MDR-TB 1 Unfavourable treatment outcomes, DOTS
Of re-treatment cases notified, % receiving DST 37 Making slow progress towards treatment success rate target but death rate remains high
Of re-treatment cases receiving DST, % MDR-TB 5.3 = 30
Collaborative TB/HIV activities %
National policy of counselling and testing TB patients for HIV? Yes §

(to all patients) B
National surveillance system for HIV-infection in TB patients? Yes _g
0Of TB patients (new and re-treatment) notified, % tested for HIV 1 = 0 | B

= Of TB patients tested for HIV, % HIV+ 50 1994 1995 1996 1997 1998 1999 2000 2001 2002 2003 2004 2005

Of HIV+ TB patients detected, % receiving GPT a7 [ Not evalualed [E Transferred [ Defaulted M Failed [ Died [ Target<15%
Of HIV+ TB patients detected, % receiving ART 26
DOTS expansion and enhancement 1995 1996 1997 1998 1999 2000 2001 2002 2003 2004 2005 2006
DOTS coverage (%) 98 100 100 100 100 100 100 100 100 100 100 100
DOTS notification rate (new and relapse/100 000 pop) 133 145 147 159 159 161 177 169 168 167 159 150
DOTS notification rate (new ss+/100 000 pop) 67 70 70 74 73 71 71 68 68 69 66 63
DOTS case datection rate (all new cases, %) 47 48 46 49 47 46 48 47 47 48 47 47
DOTS case detection rate (new ss+, %) 57 56 53 54 52 49 48 45 46 47 47 46
Case detection rate within DOTS areas (new ss+, %)t 58 56 53 54 52 49 48 45 46 47 47 46
DOTS treatment success (new ss+, %) 73 76 T 76 78 78 81 80 81 81 82 =
PQE@j{g?@grﬂ SUCCess (ss+, %) 76 75 75 73 74 73 76 77 75 76 77 -
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UNITED REPUBLIC OF TANZANIA

IMPLEMENTING THE 0P TB STRATEGY'
i

g . T s Lt T A

Political commitment,

Achievements

» Declared TB 2 national emergency in August 2006

@ Changed TB treatment regimen countrywide from 8 to 6 months by
introducing rifamipicin in the continuation phase

@ Set up quarterly meetings to computerize district TB recording and
reporting countrywide, with support from CDC

& Revised TB reporting and recording forms and TB register in line with

WHO recommendations

standardized treatment, and monitoring a

nd evaluation system

Planned activities

o Develop strategic plan, including component on national TB
mergency

» Monitor treatment outcomes and adverse drug reactions nationally

» Monitor accuracy and completeness of TB data by development of
specific indicators

# Produced 11th annual report of NTP activities

Qua assured bacteriology
Achievements
» Completed national DRS

Drug supply and management system
Achievements

 Introduced FDGs in priority areas, with support from GDF

o Distributed anti-TB drugs free of charge to all collaborating service

TB/HIV, MDR-TE ARD 8 HE
Collaborative TB/HIV activities
Achievemenis
» Developed national quidelines for collaborative TB/HIV activities
» Trained more than 1500 health workers 10 implement collaborative
TB/HIV activities
» Scaled up HIV testing and counselling for TB patients, and provided
ART and CPT 1o identified HIV-infected TB patients
Diagnosis and treatment of multidrug-resistant T8
Achievements
» Built new TB wards and laboratory unit for management of MDR-TB
 Recruited 6 medical officers, 16 nurses, 1 pharmagist and
9 \aboratory technologists for management of MDR-TB
 Strengthened |aboratories in order t0 perform culture and DST

hﬁéﬁéi'iﬁhi?aﬁiéﬁécﬁi&tﬁiﬁﬁé'

Achievements

o Initiated screening for TB in prisons and among refugee populations
EET;\E!;mHt:l=';Miih‘-‘-;i‘.ﬂ‘-ﬁ.ll;‘ir HCLUDING HUMAN RESOUF
Achievements

o Collaborated with planning department of MoH, ministries of justice
and of defence, NAP and NGOs in planning for TB control

& Trained over 4000 general health workers in clinical management of
TB and leprosy (1 health centre established in each village)

© Renovated 12 TB diagnostic centres in 7 districts

» Provided 60 microscopes and other laboratory supplies 10 diagnostic
centres and to public and private health facilities in 18 districts, as
part of FIDELIS programme

o Developed draft modules on T8 control for inclusion in curricula for
medical doctors and nurses of 4 medical schools

providers, including NGOs and major private-for-profit health facilities

Planned activities
 Pilot test use of liquid culture media and introduce LED microscopy
in 3 regions: Dar el galaam, Mwanza and Tanga

Planned activities
& Conduct physical inspection of drugs and drug stores in health
facilities

planned activities

 Provide CPT to 80% of HIV-positive TB patients

» Provide ART in TB clinics in 31 out of 156 districts

o Train 700 health workers at district level fo implement collaborative
TB/HIV activities

Planned activities

® Apply for secand-line drugs for treatment of MDR-TB through GLC

» Train 26 clinicians, NUTSES and laboratory staff in management of
MDR-TB

 Introduce drug resistance surveillance by providing DST for all
previously treated cases and 10% of new cases

 Introduce EQA for culture and DST

planned activities
» None reported

Planned activities

« Continue to renovate health infrastructure and increase supply of
MIcroscopes

» Develop long-term HRD plan for TB, with technical support from
partners

o Train additional 600 general health workers

e
1 Unless otherwise specified, achievements are for financial year 2006; planned activities are for financial year 2007.
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UNITED REPUBLIC OF TANZANIA

| ENGAGING ALL CARE PROVID

Achievemenis Planned activities

o Carried out national assessment of involvement of non-NTP @ Introduce patient-centred treatment approach to all districts, in close
providers in diagnosis and treatment of TB, with WHO technical collaboration with PATH
support @ Strengthen PPM by involving major private providers in urban areas
o Supplied anti-TB drugs free of charge to private health centres in TB control

# Introduce ISTC in medical school curriculum

Advecacy, communication and social mobilization

Achievements Planned activities

@ Collaborated with NGOs and influential community leaders in o Conduct social marketing of TB
advocacy and sensitization about TR

© Developed new ACSM messages for TB/HIV

Community participation in TB care

Achievements Planned activities

@ Involved communities in TB control in 11 districts @ Involve former TB patients in TB centres in 31 districts !

@ Introduced patient-centred treatment and community-based DOT « Recruit focal persons at central level to coordinate community and _

@ Supported creation of club for former TB patients empowerment activities 3 ‘

® Introduced community-based TB control activities in 3 districts with @ Support creation of additional associations for former TB patients }!
nomadic populations @ Monitor community-based DOTS in nomadic populations

Patients’ Charter

Achievements Planned activities

o Distributed 500 copies of Patient’s Charter to districts  Develop mechanisms to involve TB patients and former TB patients,

recognizing their potential to contribute to TB control activities

Achievements Planned activities
® Conducted national DRS @ Continue preparation for prevalence of disease survey
o Began research projects on treatment of HIV in TB patients
@ Initiated national survey of prevalence of infection (3 health workers
attended workshops in Botswana and Latvia) and began preparations
for national prevalence of disease survey

e o e

e e

e
S e
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UNITED REPUBLIC OF TANZANIA

FINANCING THE STOP TB STRATEGY

NTP budget by source of funding

NTP has developed plan and budget for 2008-2012 that covers all elements of the Stop TB
Strategy; funding needs now much higher than previous years; while funding has grown,
mostly from external donors and Global Fund, funding gaps remain

60 {21 Unknown
52 [ Gap
50— Global Fund
[H Grants (excluding

e 40 Global Fund)
= [ Loans
E 30 I Government
3 (excluding loans)

20

10

8 2002 2003 2004 2005 2006 2007 2008

NTP budget by line item .

Increased budget for DOTS component, mainly for supervision activilies and training at
peripheral level; 85% of TB/HIV budget is for activities conducted by the NAP

60 [ Other
-| 52 Operational
50 - research/surveys
(2] PPM/PAL/ACSM/
@ 40 CT8C
£ T8V
; 30 [ MDR-TB
f
8 5l [ DOTS
104 5.
O xal

2002 2003 2004 2005 2008 2007 2008

Total TB control costs by line item® N

NTP budget will account for largest share of total TB control costs in 2008 if fully funded,

whereas the use of general health services by TB patients accounts for the largest share of

total TB control costs 2002-2005

f;gT 53 [ Clinic visils

2] Hospitalization

50 [ NTP budget

40—

30—

US$ millions

20—

10

¥= 2004 2005 2006 2007 2008

Comparison of country report and Global Plan:d total TB control costs,
2007-2008

Planned implementation of DOTS and TB/HIV in 2008 ahead of Global Plan expectations; full cosling
of TB/HIV activities has brought costs reported by country in line with Global Plan; this might happen
for other HBCs if similarly comprehensive assessments of costs were undertaken

70— [] General health
services
05 I Other
w 90 Operational
g 4 research/surveys
E ACSM/CTBC
g 309 I PPM/PAL
20 I TB/HIV
MDR-TB
Ll | 00TS

" Global Plan Country report Global Plan_Country report
2007 2008

SOURCES, METHODS AND ABBREVIATIONS

+h Please see footnotes page 169,
1

NTP budget by line item, 2008

Largest components of budget are TB/HIV (53%) and DOTS (37%); the NTP has estimated

and reported a comprehensive budget for collaborative TB/HIV ac!

activities funded through the NAP

NTP staff 8%
First-line drugs 3%
Other 1%
Operational research/
surveys 3%
ACSM/CTBC 3%
PPM 1%

NTP funding gap by line item

tivities, including

Programme management
& supervision 21%
Lab supplies &
equipment 8%

MDR-TB 2%

TB/HIV 53%

Funding gap within DOTS mainly for training and laboratory supplies and equipment

127

104
8_
6

US$ millions

4

24 Data not

0.4 available

0_

2002 2003 2004 2005 2006 2007 2008

Per patient costs, budgets and expeﬁﬁiiﬁEééé

[ Other

[ Surveys

QOperational
research/surveys

PPM/PAL/ACSNY/
CTBC

[T TBHIV
[ MDR-T8
[ DOTS

Substantial increase in cost and budgat per patient as TB control broadened in line with the

Stop TB Strategy; increase in available funding per patient
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Total TB
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[ NTP budget
NTP available
funding
[ NTP expenditure
[ First-line drugs
budget

NTP budget and funding gap by Stop TB Str“ahigﬁtau'mpbnent

(Uss millions) .
DOTS expansion and enhancement
TB/HIV, MDR-TB and other challenges
Health system strengthening

Engage all care providers

People with TB, and communities
Research

Other

Financial indicators for TB

Government contribution to NTP budget (including loans)
Government contribution to total cost of TB control (including loans)
NTP budget funded

Per capila heaith financial indicalors (USS)
NTP budget per capita
Total costs for TB control per capita
Funding gap per capita
Government health expenditure per capita (2004)
Total health expenditure per capita (2004)

2007 2008

BUDGET GAP BUDGET GAP

3.
3.
0

0
0
i
0

3
2

7

18 5.8
29 25
0 0
0.4 03
18 03
18 18
0.4 03

T T Y A I |

52
12

Incidence, prevalence and mortalily estimates include patients infacted with HIV. Incidence estimate originally based on assumption of 55% ss+ case detection rate in 1997 (DOTS and non-DOTS). Trend in incidence

estimated from 3-year moving average of notification rate (new and relapse, DOTS and non-DOTS).

2 DG and STB Partnership indicators shown in bold. Targets are 70% case detection of smear-positive cases under DOTS,

incidence rates and halve 1990 pravalence and mortality rates by 2015. Estimates for 1990 are prevalence 270/100 000 pap and mortality 36/100 000 pop/yr.

3 For rouline diagnosis, there should be at least one laboratory providing smear microscopy per 100 000 po

re-treatment and failure cases, most countries will need one culture facility per 5 million population and one DST facility per 10 million population.
4 Funding channalled through the NAP is mostly exlernal financing, e.0. other donors or Global Fund. The split of these funds between Global Fund and other donors was not known This figure assumed a 50/50 split.

5 Total TB control costs for 2002 are based on available funding, whereas those for 2003-2006 are pased on expenditure, and those for 20072008 are based o

hospitalization are WHO estimates based on data provided by the NTP and from other sources. See Methods for further details.

and estimated as the folal budget minus any reported funding gap.

NTP avallable funding for 2004-2005 is based on the amount of funding actually received, using retrospective data; available

— indicates not available; pop, population; ss+, sputum smear-positive; ss—, sputum smear-negative pulmanary; unk, pulmonary — sputum smear not done or result unknown; yr, year.

4en | WIUA BEDNDT 2002 | 21 ARAI THRFRCI NGIS CONTROI

pulation. To pravide culture for diagnosis of paediatric, extrapulmonary and ss-

85% lrealment success, 1o ensure that the incidence rate is falling by 2015, and to reduce

JHIV+ TB, as well as DST for

n budgets. Estimales of the costs of clinic visits and

funding for 2002-2003, 2006 and 2008 is based on prospeclively reported budget data,
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