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FORWARD

The Ministry of Health of the Federal Democratic Republic of Ethiopia has updated the national Tubercu-
losis and Leprosy (TBL) strategic plan, through consultative process and with input from an external TBL
programme review in 2017. Ethiopia identifies Tuberculosis (TB) and Leprosy as major public health
problems, despite significant progress in the control of both diseases within the last decades.

The country has already adopted the global End TB strategies and targets, which are incorporated in this
plan. For the coming years, systematic TB and Leprosy (TBL) case finding and management, including
programmatic focus on key and vulnerable population; strengthening quality TB diagnostic service avail-
ability and utilization, including for early diagnosis of Drug-Resistance (DR-TB) and treatment monitor-
ing; targeted advocacy, communication and social mobilization to address barriers and increase demand
for quality services; equitable access to patient-centred TBL care, adherence support and early case detec-
tion in community care settings, through health extension programme; and engagement of CSOs and
NGOs in implementing and monitoring the TBL strategic plan are strategic priorities. Annually a third
of estimated TB cases are not detected by the national programme, hence this national strategic plan high-
lights implementation of high impact interventions to increase case notification.

HIV and the emergence of Drug Resistance are challenges for the successful control and prevention of
Tuberculosis in the country. Globally, Tuberculosis is still the leading cause of mortality and hospital
admission of people living with HIV. (PLHIV) This strategic plan highlights and calls for accelerated and
coordinated implementation of high impact evidence-based interventions to reduce the burden of TB in
PLHIV. Strengthening the prevention and management of (DR-TB) is one of the priorities for Ethiopia.
Accelerating DR-TB case notification and prompt treatment should be recognized as a public health
priority in the control of Tuberculosis in the country. Early diagnosis and prompt treatment with effica-
cious regimen are core strategies in the control of DR-TB and for an optimal patient outcome. Delayed
diagnosis and treatment contributes for pre-treatment loss to follow up (LTFU), unfavourable patient
outcomes including death, further transmission of DR-TB, as well as increased burden of illness to affect-
ed patients and their families. Therefore, strengthening TB laboratory services, including sample referral
network, is critical for the successful control of TB in Ethiopia.

I am confident that this national strategic plan will guide Ethiopia’s effort in the control and prevention
of Tuberculosis and Leprosy in the coming years and is stepping stone for ending the TB epidemic and
Leprosy elimination in the country. It boldly highlights accelerated implementation of evidence-based
and high impact public health interventions, prioritizing programme effectiveness, efficiency and infor-
mation generation and use.

Wm

Kebede Worku (MD, MPH)
State Minister for Health
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1 . BACKGROUND

This is an update of a seven-year TB and Leprosy national strategic plan (TBL-NSP), which extends from
2013 to 2020. The update focuses on the plan covering from 2017-20 and is based on the 2017 external
mid-term programme review key findings and recommendations; the global and national End TB strate-
gies and targets; stakeholders consultation and recent revision of the national TB guidelines.

1.1 Country Context
1.1.1  Geography

Ethiopia, located in the horn of Africa, lies between 3 and 15-degree north latitude and 33 and 48-degree
east longitude. With a total area of around 1.1 million KM3, Ethiopia borders six countries - Eritrea to
the north, Djibouti to the east, the Sudan and South Sudan to the west, Kenya to the south and Somalia to
the southeast. The country’s topographic feature ranges from peaks as high as 4,620 meters above sea
level to 110 meters below sea level in the Afar Depression.

1.1.2 Demography

The total population of Ethiopia is projected at 94.3 million, making the country the second most popu-
lous in the African continent (CSA, 2017). Ethiopia is home for nations, nationalities and peoples of
varying population size, with more than 80 different spoken languages. Ethiopia is among the least
urbanized nations in the world. Addis Ababa, the nation’s capital, with 2.9 million people, is

1.1.3 Administration

The Federal Democratic Republic of Ethiopia (FDRE)
is composed of nine Regional States: Afar, Amhara,
Benshangul Gumuz, Gambella, Harari, Oromia,
Somali, Southern Nations Nationalities and Peoples
(SNNP), and Tigray; and two City Administrative
councils of Addis Ababa and Dire Dawa (Figure 1).
The regional states and city administrations are further
sub-divided into 921 Woredas (districts), about 17,000
Kebeles, which is the smallest administrative unit in
the governance system.

Figure 1. Map of Ethiopia

1.1.4 Economy

The Government of Ethiopia economic policy follows a market-based agriculture led industrialization.
Within the last decades, there have been a number of policy initiatives taken in this




direction, including privatization of state enterprises, and rationalization of government regulation of the
economy. The economy of Ethiopia heavily relies on the agriculture sector, which accounts for 83.4% of
the labour force, over 45% of the Gross Domestic Product (GDP), and 80% of exports. A predominantly
subsistence farming combined with poor cultivation practice makes Ethiopia's economy and livelihood of
millions vulnerable to climate change.

Within the last years, Ethiopia has registered an average of double digit economic growth with steady and
strong positive performance in real GDP. During the first Sustainable Development and Poverty Reduc-
tion Plan (SDPRP I) period (2002/03 - 2004/05 EC), real GDP grew on average of 5% per annum; and in
2007/8 EC, Poverty Head Count Index has declined from the 1996 level of 45.5% to 32.7%, with more
pronounced gain in rural than urban areas. This steady growth marks progress, however, a per capita
income of US$280 and US$870 in purchasing power parity remain below the Sub-Saharan Africa (SSA).
The overall economic dependency ratio for Ethiopia is estimated at 93 per 100 persons in the age group
of 15-64 years.

1.1.5 Education

Adult literacy in Ethiopia is generally low, with an estimated rate of 38% (50% for males and 27% for
females) compared to the SSA average of 86%. School enrolment has been increasing in recent years,
with primary school enrolment rising from 13 million in 2005/06 to 15.3 million in 2007/08 EC. During
the same period, gross primary enrolment rate rose from 91.3% to 96.7% . Around 35% of women and
48% of men, age 15-49 years, have attended primary school; while 12% of women and 15% of men have
attended secondary school. Only 6% of women and 9% of men have beyond secondary education .

1.2 Health and Heath sector profile
1.2.1 General health status

Ethiopia has recorded significant public health achievements within the last two decades, however, high
rates of morbidity and premature mortality from potentially preventable conditions are persisting
challenges. Communicable diseases and nutritional disorders are major public health problems, affecting
large segments of the population. Life expectancy at birth in Ethiopia stands at 64 years (62 years for
male and 66 female), with infant mortality rate (IMR) of 48/1,000 and under-five mortality rate of
67/1,000 live births, per 2016 Ethiopian Demographic Health Survey (EDHS) report. The same survey
indicates significant decline in all childhood mortality rates. For instance, the under-5 mortality rate has
declined from 116 deaths (2002-2006) to 67 deaths per 1,000 live births in the 0-4 years prior to the
survey (2012- 2016). One in 15 children in Ethiopia die before their fifth birthday, and more than 90%
of the deaths are due to pneumonia, diarrheal diseases, malaria, perinatal and neonatal problems, and
undernutrition® .

The 2016 EDHS estimates the maternal mortality ratio at 412 deaths per 100,000 live births, indicating
that for every 1,000 births in Ethiopia, there are about four maternal deaths. There is statistically signifi-
cant decline from 871 that is the estimated report of the 2000 EDHS or from 676 reported in the 2011
(EDHS, 2016). Maternal death accounted for 25% of all deaths among women 15-49 years of age.

UNDP/MOPEDS. 2010. Ethiopia MDGs Country Report 2010.
CSA. 2016. Ethiopia Demographic and Health Survey.

Ibid.
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Figure 2. Annual estimated number of PLHIV in Ethiopia, 2016-2019.
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In 2017, the adult (15-49) HIV prevalence in Ethiopia stands at 1.19% in the general population, with an
estimated 757,918 people living with the virus. There is significant variation in HIV burden across
geographic settings and population in the country. For instance, out of the estimated 757,917 PLHIV in
2017 in the country, 67% reside in Oromiya, Amhara and Addis Ababa regions, which jumps to 87%,
when including estimates from SNNP and Tigray regions (Figure 3). This most generally mirrors region-
al variation in population size and disease burden.

Figure3. Regional distribution of estimated number of PLHIV, 2016.
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*EPHI/FMoH. 2015. HIV Related Estimates and Projections for Ethiopia, 2015.




Figure 4 shows percentage of TB patients enrolled in DOTS and tested HIV+, which also shows regional
variations. In 2016, among all nationally notified TB cases in the country, 8% are living with HIV.
During the same year, the highest rate is reported from Addis Ababa, followed by Gambella region
(Figure 4). However, caution would also be necessary as the HIV test coverage in notified TB cases also
has regional variation, being as low as 26% in Somali and as high as 100% in Harari region. The same
data indicates around 22% of RR/MDR-TB patients are living with HIV, which is an important factor in
the successful management of both HIV and DR-TB in these patients

Figure 4. Regional variation in HIV positive rate in nationally notified TB cases, 2016.

National
AA
Gambella
DD
Harar
Tigray
Ambhara
Ben Gum
Afar
Somali
Oromia
SNNPR

- 5 10 15 20 25 30

Percent

Besides geographic variation in HIV burden, key population are disproportionally affected compared
with the national average: the HIV prevalence stands at 23% in Female Sex Workers (FSW), 4.9% in long
distance truck drivers, 6% in people who inject drug and 4.2% among inmates.The 2016 national STEP
survey, the first of its kind in the country, indicates about 4% of respondents are current Tobacco users;
while 6% had raised blood glucose and diabetes at the time of the survey .

1.2.2 Health sector policy and strategy

The vision of the Health Sector is to see healthy, productive and prosperous Ethiopia, with a mission of
promoting health and wellbeing by providing and regulating a comprehensive package of quality promo-
tive, preventive, curative and rehabilitative equitable health services (HSTP, 2015). The National Health
Policy, upon which health sector strategies and plans are anchored, outlines the following as core princi-
ples: democratization and decentralization of health services; preventive and promotive health service
development; health service accessibility by all; inter-sectoral collaboration and private sector involve-
ment; and self-reliance in health development through mobilization and efficient utilization of resources.

SEPHI/FMoH/WHO. 2016. Ethiopia STEPS report on risk factors for non-communicable diseases and
prevalence of selected NCDs.
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Since the national Health Policy is issued in 1991, the Government of Ethiopia has implemented four
successive Health Sector Development Plans (HSDPs). Each HSDP followed critical reviews and analy-
sis of the nature, magnitude and root causes of public health problems, with broader consideration of
emerging challenges in the country. Ethiopia is currently implementing a five-year Health Sector Trans-
formation Plan (HSTP), from which this national TBL strategic plan emanates.

1.2.3 Health Sector Transformation Plan

The national health sector transformation plan (HSTP), which is the current five-years national health
sector strategic plan of the government of Ethiopia, covers the period from 2008-2012 EC (i.e. July

2015—-June 2020). It is the first phase of a 20-year plan and
is recognized as, ‘Envisioning Ethiopia’s Path to Universal The national HSTP visualizes
Health Care through strengthening primary care’. HSTP is 8 o/8 i ER TP RGO A LS e |
prepared through an in-depth situational assessment and [ 151171 coverage (UHC) through
performance evaluation of the preceding HSDPs; incorpo- |5 )@kl g de ) {8

rates relevant global and national commitments and most
importantly, the goals and long-term vision of the

national Growth and Transformation Plan (GTP) of the government of Ethiopia. The HSTP identifies
three "Pillars of Excellence” and four transformation agendas as main focus areas for the health sector
to achieve its mission, vision and goals. Table 1 summarizes these pillars of excellence, and the four
transformational agendas are summarized in the following section. Both operationalizes these pillars
and transformation agendas within the context of TBL prevention and control in Ethiopia.

1.2.4 Mission of national TB and Leprosy prevention and control program

The mission of the national TBL control program is
to reduce morbidity, mortality and disability from
TB and Leprosy by implementing evidence-based

and client-centred promotive, preventive, curative
and rehabilitative services in collaboration with all
stakeholders.
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The national HSTP has four priority transformational agendas, and below are as each agenda relates with
TBL control and prevention in Ethiopia:

a) Transformation in equity and quality of healthcare:

= Fostering collaboration and integration across programs and services, such as TB-HIV, TB-MNCH,
TB-NCD, system of integrated laboratory specimen referral and quality assurance for prompt diagnosis
and treatment; coordinated patient-centred care; systematic screening of contacts and high-risk groups;
timely treatment initiation; responsive health service that reaches key population.

= Using community level structures for TBL contact screening; to support lost to follow up patients to
reengage in care; enhanced CTBC within the context of strengthening PHC for prompt diagnosis and
care.

= Ensure and monitor equitable access to TB services by key population; monitor treatment outcome
across population and geographic settings; and ensure equitable access to TB services by engaging all
care providers.

= Comprehensive patient-centred TBL care, including Nutritional assessment, counselling and support
(NACS); active drug safety monitoring and management.palliative care.

b) Woreda transformation:
= As a priority public health problem, ensuring sustained political commitment and resource allocation
to TBL control and prevention integral to woreda level planning.
= Active community engagement, using formal and informal community structures with the aim to
reach all through Kebele models; and addressing TBL-related stigma, preventing delay in accessing
effective interventions and community support resources.
= Woredas implementing community health insurance (CHI) to minimize out of pocket payment before
diagnosis and to provide TBL services free of out of pocket payment at point of care.
= Community health insurance coupled with covering healthcare expenditure of the poorest in the
Woreda in order to mitigate financial barriers to early diagnosis and treatment, and preventing
catastrophic costs to affected patients and their families.

¢) Information revolution:
= Collecting, analysing and interpreting TBL data at health facility level and improving its use for
informed decision in patient care, prioritization, resource allocation, programming and strategic
planning and re-planning.
= (Creating TBL data comparability and validation across various sources, such as triangulating
information gathered through IPLS, lab services, HMIS, and population level surveys.
= Use of data and evidence generated through research, surveillance and survey to improve TBL
services and program quality and efficiency.
= Progressive digitalization of information platforms patient monitoring and performance reporting,
including for electronic-based active drug safety monitoring and management (aDSM).
= Routine aDSM with the aim to provide quality TBL services and monitoring adverse events.
= Implementation of the national TB research priority plan and use of research evidence to inform TB
policy and practice.

d) Caring, respectful and compassionate (CRC) health workforce
= Assessment of CRC alongside patient pathway analysis and capacity building to identify barriers
for early diagnosis, including health workers’ skill gap resulting missed opportunities




1

for prompt TBL diagnosis and care, support treatment adherence and continuity of care.

Building health workforce capacity for comprehensive patient assessment and care, ensuring comor
bidities are addressed through integrated services, minimizing avoidable and unnecessary repeated
patient facility visits, inpatient admissions, and cost of care both for patients and the health system.
Ethical and responsive service delivery, building public confidence on the health system and support
patients to accurately report adverse events, co-morbidities, treatment interruption and discontinuity
of care.

Empowering care providers for routine assessment and implementation of priority interventions for

TB-IC in healthcare settings, including health workers’ prompt access to TB prevention and treatment

services.

Equipping care providers to understand and mitigate TBL-related stigma in healthcare settings, foster
ing compassionate provider-patient interaction.

Empowering TBL affected communities through dialogue and participation in health facility manage
ment boards.

Engagement of professional societies and associations to lead CRC in their respective profession.
Engage TB ambassadors from health professionals and prominent public figures to advocate for
political commitment, resource mobilization, engagement of communities and CSOs including
professional societies, and mitigating TB related stigma.

.2.5 Health system organization

Ethiopia has a three-tiered healthcare delivery system: Woreda/district healthcare tier comprising of a
primary hospital (with catchment population of 60,000-100,000), health centres (1 per 15,000-25,000
population) and their satellite Health Posts (1 per 3,000-5,000 population) linked through referral
systems, which forms a Primary Health Care Unit (PHCU). While PHCU in rural settings include health
posts, urban areas don’t (Figure 5). The second tier constitutes a general hospital, with catchment popu-
lation of 1-1.5 million; while a specialized hospital, with catchment population of 3.5-5 million, forms
the third tier of the healthcare delivery system. Private for profit and NGOs/FBOs augment health

service coverage and utilization at all levels.

Figure 5. Healthcare delivery system of Ethiopia .

Ethiopian Health Tier System

Specialized

Hospital } Tertiary level health care
3.5 - 5.0 Million
General l-lrnpltal (1-1.5 million) } Secondary level health care

Health

center Health Center (15,000 - 25,000) Primary level
40,00 health care
people

URBAN | ANIAL |

®FMoH. 2015. Health Sector Transformation Plan (HSTP) 2008-2012 EC (i.e. July 2015-June 2020).
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1.3 TB and Leprosy control program in Ethiopia
1.3.1 The TBL control effort in Ethiopia

Tuberculosis has been identified as one of the major public health problems in Ethiopia for the past five
decades. In the early 60’s, Ethiopia established TB centres and sanatoria in three urban areas in the coun-
try. In 1976, the Central Office (CO) of the National Tuberculosis Control Program (NTCP) was founded,
which 1992 has standardized directly observed short course treatment (DOTS) initiated in pilot areas in
the country. An organized leprosy control program was established within the MoH in 1956, with subse-
quent development of a detailed policy. In the following decades, leprosy control was strongly supported
by the African Leprosy and Rehabilitation Training Institute (ALERT) and the German Leprosy Relief
Association (GLRA). This well-funded vertical program has achieved notable reduction of leprosy prev-
alence, particularly following the introduction of Multiple Drug Therapy (MDT) in 1983.

The TB and Leprosy programs were merged to National Tuberculosis and Leprosy Control Program
(NTLCP), 1994. A five-year Project Development Plan (PDP), covering 1996-2000, was formulated. In
June 2000, the NTLCP is integrated into the newly restructured Disease Prevention and Control Depart-
ment (DPCD) of the Federal Ministry of Health (FMoH) and the former CO was renamed Tuberculosis
and Leprosy Control Team (TLCT). Following the 2009 reform at the FMoH, the NTLCP is integrated
with other communicable disease control programs under the Health Promotion and Disease Prevention
Directorate (HPDP). In 2013, the FMoH made some organizational arrangement which resulted in the
establishment of disease control directorate. The NTP is placed in the directorate with a team of TBL
experts. Currently, major partners who are actively collaborating with the FMoH in TBL control activi-
ties are: GFATM; USAID and USAID implementing organizations (KNCV, MSH, PHSP/Abts Associ-
ate); WHO; GLRA; PIH; GHC; CDC and CDC implementing partner (ICAP); CUAMM; and Italian
Development Cooperation.

1.3.2 Implementation arrangement of TBL program

A. Federal MoH and RHB levels

Ethiopia is a federal state, where programming and policy implementation have contextual layers. The
functions of the FMoH is setting national policy and standards, providing national guidance, and techni-
cal and financial support to regional health bureaus (RHBs). At the national level, the TB and Leprosy
Prevention and Control case team has a coordinator, who works with team of technical officers and
experts organized within the Disease Prevention and Control Directorate of the FMoH (Figure 6). The
HIV, NCD, and other disease control initiatives are positioned within the same directorate.

Figure 6. The structure of TBL control programme in the Federal MoH.
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Implementation of TBL activities is further supported by MoH agencies:

a) FEthiopian Public Health Institute (EPHI)- in laboratory services and population level studies,
including surveys and surveillance.

b) Pharmaceutical Fund and Supply Agency (PFSA) - in procurement and supply management.

¢) Food Medicines Healthcare Administration and Control Authority (FMHACA) for in country
medicine and products registration, regulatory agency, quality of medicines, active drug safety
monitoring and management (aDSM).

At sub-national level, Regional Health Bureaus (RHBs) TB and Leprosy program is managed by a TBL
unit/case teams under health promotion and disease prevention core-processes. Zonal health departments
and Woreda (i.e. district) health offices are programme management structures at sub-regional levels.

B. Health Facility Levels
Public Health Facilities deliver TBL prevention and care services as briefly outlined below and
summarised in Box 1.

Health Posts (HPs): Health posts provide community education; identify and refer presumptive TB
cases to health facilities for further investigation; refer leprosy suspects; give BCG vaccination; provide
Directly Observed Therapy (DOT); do contact screening; and trace and link lost to follow up cases.
Staffed by health extension workers, HPs are the first level health system in rural areas of the country.

Health Centres: Health centres carryout all activities as health posts, and additionally provide intensified
case finding; sputum microscopy services; skin smear examination for diagnosis of leprosy; provide
leprosy MDT short course chemotherapy (SCC) and prevention of disability (POD); provide IPT for
eligible persons; diagnose and manage adverse drug reactions and other complications; carry out TB/HIV
collaborative activities; identify and refer presumptive smear negative TB, EPTB and DR-TB patients to
higher level facilities; support health post staff; keep patient records and manage stocks of medicines and
other supplies; and plan and implement TB-IC. Selected health centres additionally provide DOTS for
patients with DR-TB who are referred by treatment initiating centres. Few high-volume health centres
also perform GeneXpert test at the spot, while the remaining access TB-DST services through specimen
referral system.

Hospitals: Hospitals carry out activities as health centres, and additionally provide referral services for
TB diagnosis and treatment, and admission care as indicated. Selected hospitals provide diagnosis and
treatment of DR-TB, including inpatient care. The majority of PLHIV also receive ART at hospital
levels. Most GeneXpert machines in the country are installed at hospital laboratories.

Private health facilities: Private health facilities include both for and not for profit services. Private
providers are engaged in TB diagnosis, treatment, and/or referral of presumptive TB/DR-TB cases,
depending on individual facility capacity (i.e. Hospital, higher clinics and medium clinics).
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C.TB diagnostic laboratories at different levels

TB diagnostic laboratories are coordinated and assisted by the Ethiopian Public Health Institute (EPHI),
which is one of the technical agencies of the FMoH. TB laboratory services are packaged and delivered
at three levels of the health care delivery system: National referral laboratory; Regional referral laborato-
ries; and peripheral laboratories at health centres and hospital laboratories (Figure 7).

Figure 7. Package of TB public laboratory services at different levels.

National Referral Laboratory

Tiquid), F/SL
Geno/phenotypic
DST

e nanit o h) s Regional Referral Laboratories
F/SL-DST - Xpert, SL-LPA.

Hospital Laboratories
(not all hospitals have GeneXpert onsite)

Miecroscopy, GeneXpert

Health centre laboratories
(Mot all HCs do smear microscopy; and Selected

M icroscopy high volume HCs have GeneXpert on site)

The sample referral network system plays a critical role in accessing TB laboratory services to several.
patients who would benefit from DST —both for rapid and conventional DST. The national TB specimen
referral network links health facilities with testing sites based on geographic and logistic proximity.
Trained couriers (postal office or delegated courier) collect sputum specimens prepared by laboratory
personnel at TICs and deliver it to a designated laboratory for SL-LPA test. The same courier system is
responsible for delivering test results to the respective specimen referring health facility (Figure 8).

If the test result is required urgently, it will be communicated through telephone,SMS or fax, until the
official result is delivered to the facility. The choice of transport means used by a courier depends on
proximity of the specimen referring facility to SL- LPA test site and availability of vehicle, motorbike, or
public transport. To ensure laboratory performance consistency, National Standard Operational Proce-
dures (SOPs) are developed for specimen referral networks, including for specimen collection, storage,
transportation and result delivery.

Figure 8. TB laboratory sample referral system.
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Box 1. Roles and responsibilities of laboratories in providing TB services at different

levels.

i. Peripheral laboratories (health centres
and hospital laboratories)

Primary role of peripheral laboratories is provi-
sion of basic laboratory services including:

= Perform TB smear/Fluorescence microscopy.

=Specimen referral for TB culture and DST.

=GeneXpert test at the spot, where available.

=Receive specimens and dispatch results, as
designated.

=[nternal quality control and assurance of
laboratory services and participate in EQA.

=Keep TB smear slides for blinded rechecking.

=Equipment cleaning and preventive maintenance.

s[nventory management of AFB reagents, TB
laboratory supplies and consumables.

=Designated laboratories function as quality
assurance centres.

=Selected labs involved in reagent preparation.

= Recording and reporting.

ii. Regional Referral Laboratories (RRL)

Primary role of RRLs is quality control and provi-
sion of all basic laboratory services with special
emphasis to:

= AFB reagent preparation and distribution to
ZHD/health facilities.
=Undertake culture and DST, including GeneXper
and SL-LPA.
=[mplement quality improvement and assurance
for TB laboratory services in respective region.
=Participate in external quality assurance,
including at national level.
=Perform blinded rechecking of TB smear
slides collected from peripheral laboratories
for QC.
=[n-service training of laboratory professionals.
=Supportive supervision of peripheral laboratories.
=[nitiate relevant TB researches in the region.
=Coordinate and facilitate integrated TB/HIV
specimen referral network in respective region.
=Perform preventive and curative equipment
maintenance in respective region.
=Recording and reporting

iii. Ethiopian Public Health Institute (EPHI) national TB referral laboratory.
» Provide quality TB national referral laboratory services.
»TB culture and DST (F/SLDs -phenotypic and genotypic).
» [dentification of mycobacteria other than M. Tuberculosis.
» Building capacity and supervision of RRL and laboratories at Federal hospitals.
» Prepare and distribute panel testing slides to RRL and Federal hospital laboratories.
» Develop and implement TB laboratory QA/QC logs, formats and job aids.
»Technical control and maintenance services for laboratory equipment.
= Enable NRL, RRL, federal hospital’s and peripheral laboratories to participate in IEQA.
»Facilitate accreditation of RRL and selected Hospitals’ TB liquid culture laboratories.
»Develop and disseminate safety guidelines and protocols, and ensure adherence to them.
» Develop and disseminate evidence-based guidelines and manuals for TB laboratory services.
= Develop and disseminate SoPs/job aids for TB laboratory tests.
= Establish and update training materials and job aids for TB laboratory services.
a[n-service training of TB laboratory technicians, including in equipment maintenance.
= Establish TB laboratory services at regional and health facility laboratories.
= Quantify and forecast TB laboratory supplies and equipment, at national level.
= Collaborate with NTP in defining technical specification of laboratory equipment, reagents
and other materials and forecasting equipment and laboratory material needs.
=Operational and applied research as prioritized in collaboration with the NTP.




Table 2. TB diagnostic and treatment service delivery sites in Ethiopia, May 2017.

Health facility Number Remark
Government hospitals 156 . .
Public health centres 3335 3,491 public hospitals and health centres.
0 . 0
Health posts 15194 60% CTBC coverage; around 24% CF
contribution.
. 3,279 health 2,891 public and 388 private HFs; around 700
AFB Microscopy facilities LED and 2,579 light microscopes.
GeneXpert machines 144 sites

TB Culture 5 RRLs, 4 referral university hospitals; 1 NRL

Laboratory EQA centres 155

Private HFs 386 PPM-DOTS national contribution to 10% CF
RR/MDR-TB TICs 48 hospitals

RR/MDR-TB TFCs 658 No. may vary based on patient on care

ND, and Pre-XDR/XDR-TB TICs | 3

routine TB services.

" Excluding 16 viral load pilot and 5 research-based GeneXpert machines, which don’t provide

Table 3. Location of regional and national TB culture and DST laboratories, May 2017.

Lab Name Location Current capacity Remark
. Culture (solid and liquid), F/SL- DST

NRL Addis Ababa (F/SL-LPA, GeneXpert)

Culture (solid and liquid), F/SL- DST
Adama RL Adama (SL-LPA, GeneXpert)

. . Culture (solid and liquid), F/SL-DST (SL-

Bahirdar RL Bahir Dar LPA, GeneXpert)

Culture (solid and liquid), F/SL- DST
Mekele RL Mekele (SL-LPA, GeneXpert)

Culture (solid and liquid), F/SL-DST
Harar RL Harar (LPA, GeneXpert)

Culture (solid and liquid), F/SL- DST
Hawassa RL Hawassa (SL-LPA, GeneXpert)
Gondar Culture (solid and liquid), F/SL- DST .
University Gondar (SL-LPA, GeneXpert) LPA newly installed
St. Petros . Culture (solid and liquid), FL-DST (LpA | Relocated to new building;

. Addis Ababa negative pressure being
hospital and Xpert) . .
installed at new site.

ALERT/AHRI Addis Ababa Culture (solid), Xpert MGIT 960 under procurement
Jimma Jimma Culture (solid and liquid), F/SL- DST
University (SL-LPA and Xpert)

1.4 TB, TB/HIV, DR-TB AND LEPROSY IN ETHIOPIA
1.4.1 TB prevalence, incidence and mortality trends

WHO classifies Ethiopia as one of the high burden countries for TB, TB/HIV and MDR-TB . The

incidence estimates for all forms of TB, in 2016, is 177/100,000 population (Table 4).
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Table 4. Sumary of the TB epidemic in Ethiopia, 2016 .

Summary of the TB epidemic in Ethiopia 2016

Rate =177/100,000 (125-239)
Estimated Number = 182,000 (128-245)

Estimated number:
Females = 82,000 (55-108)
Males = 100,000 (68—133

TB Incidence Estimated number:
Children 0-14 years = 24, 000 (16-31)
Adults > 14 years = 158,000 (107-209)

Excluding HIV associated TB:
Rate =25/100,000 (16-36)

TB Mortality Estimated Number = 26,000 (16-37)

HIV associated TB only
Rate =3.9/100,000 (2.6-5.3)
Estimated Number = 4,000 (2.7-5.4)

Estimated RR/MDR-TB case

among pulmonary + Estimated Number = 2,900 (1,800—4,000)
______________________________________________________________________________________________________________________|
Estimated % of TB cases with Among new cases =2.7% (1.5-4)
MDR/RR-TB Among previously treated cases =14% (3.6-25)

The TB prevalence estimates in Ethiopia shows a steady decline since 1995 with an average rate of 4%
per year, which is accentuated in the last five years to annual decline of 5.4%. Likewise, the TB incidence
estimate reached a peak value of 431/100,000 population in 1997, and it has been declining at an average
rate of 3.9% per year since 1998, with annual decline of 6% within the last five years. Figure 7, below,
indicates prevalence rate for all forms of TB has declined from 426/100,000 in 1990 to 200/100,000
population in 2014 (53% reduction). Similarly, the TB incidence rate has dropped from 369 in 1990 to
192/100,000 population in 2015 (48% reduction), after a peak of 421/100,000 in 2000. Furthermore, TB
related mortality rate has been declining steadily over the last decade from 89/100,000 in 1990 to
26/100,000 in 2015 (70% reduction from 1990 level) (Figure 9).

SWHO. 2017. Global TB report.
’Ibid.

—_—
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In 2011, the first population based national survey shows a prevalence rate of 108/100,000 population
smear positive TB among adults, and 277/100,000 population bacteriologically confirmed TB cases. In
the same year, the prevalence of TB for all groups in Ethiopia was 240/100,000 populations. This finding
indicates that the actual TB prevalence and incidence rates in the country were lower than the WHO
estimates for the same period. Additionally, the survey showed a higher prevalence rates of smear
positive and bacteriologically confirmed TB in pastoralist communities. However, consistent with its
methodology, the survey does not allow further disaggregated sub-national estimates.

The declining trend in incidence and prevalence rates follow the massive expansion of DOTS centres in
the country, in line with the adoption of the Stop TB strategy by the NTP. A trend of higher incidence
compared to prevalence estimates for the last seven years, accompanied with progressive decline in TB
mortality and high treatment success rate, would likely indicate most detected TB cases are incident cases
of the same years (Figure 9).

Figure 9. Trends of TB incidence and prevalence rates in Ethiopia: 1990-2015.
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1.4.2 National TB case notification trend

The number of notified TB cases has been steadily increasing from 1996, with a peak of 159,017 cases in
2011 (Figure 10). It has shown a downward trend over the last five successive years, as illustrated in
figure 10, below, with 8% (10,000 cases) average annual decline over the last four years.

Figure 10Trend in annual number of notified TB cases over 18 years, 1999-2016.
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The abrupt drop in the number of notified TB cases over the last years, following successive increase for
five-years, in the absence of a significant change in disease control strategy preceding it, is unlikely to
indicate national disease burden decline. Furthermore, experience from Woredas where intensified and
focused community-based TB, routine contact investigation, and key population focused interventions
are implemented, show increased number of notified TB cases in the last two years compared to preced-
ing years. The case notification rate has doubled in some of these settings, indicating that the disease
burden has not declined so much to fully explain a national 8% average decline in the number of notified
TB cases over the last four years.

The gap between estimated incidence and notification rate, in Ethiopia, indicates a national case detection
rate of approximately 66% in 2016 (Figure 11). In 2015, the TB incidence case is estimated to be 192,000
and within the same time period, 135,951 cases were notified to the NTP. Innovative high impact public
health strategies to narrow this gap will be essential for Ending TB as a public health problem in the coun-

try.

Figure 11. TB incidence and CNR per 100,000 population, 1999-2015.
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1.4.3 TB burden in various population and geographic settings.

In Ethiopia, close to 70% of annually notified cases are between 15-54 years of age, while around 12%
are children younger than 15. During the same year, 56% of nationally notified TB cases were male,
while females constitute 44%. In both males and females, the occurrence of TB is dominated by the
young, suggesting continuing infection transmission as opposed to reactivation of latent TB (Figure 12

[Figure 12. Age distribution of all forms of TB notified to NTP, 2016. |
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Routine TB program data indicate that the country has attained high treatment success rate (TSR) for the
last five years. However, there is variation across regions, which necessitate tailored context specific
interventions, including to improve data quality. Figure 13 summarizes regional distribution of unfavour-
able treatment outcome among notified PTB+ cases (HMIS, 2015). The report shows higher lost to
follow up rates in Addis Ababa, Afar, Dire Dawa and Gambella regions compared to national average;
while death rate is above national average in Addis Ababa, Amhara, Benshangul Gumuz, Gambella, and
Tigray regions. During the same year, failure rate is reported above national average from Addis Ababa,
Ambhara, Harari, and Tigray regions. Compared to the national average, a higher proportion of not evalu-
ated patients (at completion of treatment) are reported from Afar, Benshangul Gumuz, Dire Dawa, and
Somali regions (Figure 13). While sub-national targeted support of population and geographic settings
to achieve equitable progress is important, ensuring data quality and verification are essential first steps
to exclude artificial outcome differences.

Figure13 Unfavourable treatment outcome among PTB+ cases by region, 2015.

0.5
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1.0 = ' 3. 24 1.3
11 0.8 1.5 § 09
Tigray Afar Amhara Oromia Somali BenGum SNNPR Gambella Harar AA DD National
mLTFU rate of PTB+ m Death Rate PTB+ wFailure Rate PTB+ = Not evaluated PTB+

As high as 62% of notified TB cases in 2016 were clinically diagnosed, which includes newly diagnosed
smear negative pulmonary (30%) and extra-pulmonary TB (32%) cases (Figure 14). Greater understand-
ing of the clinical and programmatic implications of such high proportion of non-bacteriologically
confirmed TB cases would be useful in further improving outcome in this category of patients. During
the same year, 4% of nationally notified TB cases with history of previous treatment or are retreatment

cascs.
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IFigure 14. Nationally notified cases by type of TB, 2015.
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Ethiopia is currently expanding GeneXpert test, which potentially would contribute in increasing the
proportion of patients with bacteriologically confirmed Tuberculosis among all notified cases in the
coming years.

1.4.4 Epidemiology and national response to TB/HIV co-infection

HIV presents a significant challenge to the control of tuberculosis, and TB remains a leading cause of
mortality in PLHIV. From early 2002, Ethiopia has established a national TB/HIV collaborative mecha-
nism, which is instrumental in resource mobilization and programme coordination, and updating national
guidelines and policy. National guidelines recommend functional TB/HIV collaborative mechanism at
all levels, including at national, regional, sub-regional and facility levels. The 2017 external mid-term
review highlights the need to strengthen this mechanism, particularly at sub-regional and facility levels.

To date, more than 1189 health facilities provide antiretroviral therapy (ART), which also implements
TB/HIV collaborative activities, including intensified TB case finding, HIV/TB management of co-in-
fected patients, INH preventive therapy (IPT) for PLHIV, and cotrimoxazole preventive therapy (CPT).
TB related services are provided in over 3,000 health facilities, which also offer HIV testing for all TB
patients and link co-infected patients for ART, record evidence of enrolment in HIV care, and provide
information on HIV prevention to all diagnosed of TB, irrespective of HIV status. In 2016, an estimated
16,000 PLHIV have developed TB in Ethiopia. During the same year, routine NTP report indicates 8,625
(54% of estimated) receiving co-treatment. Improved case finding, both by HIV and TB programmes,
will contribute to narrow this gap.

Intensified TB Case Finding (ICF) is one of the TB/HIV collaborative activities for accessing TB
preventive therapy and prompt TB diagnosis in PLHIV. Per national TB/HIV surveillance data, increas-
ing proportion of PLHIV enrolled in care are screened for TB across time. HMIS report does not fully
capture this indicator since 2015 and the last three-year report is based on surveillance data. The 2014
sentinel data shows 9.2% of PLHIV had active TB at initial enrolment in HIV care. This understandably
is higher compared to observations in the general population, though, caution would be necessary in
generalizing this finding to national level. The sentinel sites might not be representative of various
geographic settings and population groups in the country.
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necessary in generalizing this finding to national level. The sentinel sites might not be representative of
various geographic settings and population groups in the country.

Isoniazid preventive therapy (IPT) prevents progression of latent infection to active TB in PLHIV. The
national guidelines recommend a six-month IPT for all PLHIV without active TB and has been imple-
mented in the country since 2004. However, IPT uptake is still low though with a steady increase over
the last years. Out of the total clients newly enrolled in HIV care, for which active TB was ruled out,
highest IPT coverage was achieved in 2016 (Figure 15).

Figurel s Proportion of eligible PLHIV put on IPT at time of enrolment, 2012 - 2016.
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HIV test coverage in TB patients and co-infection rate: The national guidelines recommend offering HIV
test for all diagnosed of TB and presumptive TB. The national HMIS data shows a steady increase in
testing rate, reaching 82% in 2015/16 (Figure 16). The increased rate could be the result of improved
access with rapid expansion of TB and HIV services. However, there is significant regional variation in
HIV test coverage among TB patients, with 26% in Somali region to as high as 100% in Harari region.

National HMIS data indicate a peak TB/HIV co-infection rate of 15% in 2009/10, among notified and
tested patients with TB, which progressively declined to 8% in 2016. Generally, this trend could be due
to decline in new HIV infection in the country and improved implementation of collaborative activities.
In Ethiopia, the burden of HIV infection varies across geographic settings and population groups, a
consideration for a differentiated approach in implementing accelerated TB/HIV collaborative activities.
Despite the national guidelines recommendation to offer HIV testing to those with presumptive TB, there
is lag in tracking its implementation.

Figure16 Proportion of TB patients tested for HIV and co-infection rate, 2012 - 2016.
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ART for TB/ HIV co-infected patients: HMIS data indicates progressive increase in ART coverage in
TB/HIV co-infected patients, up from 54% in 2012 to 82% in 2016 (Figure 17). The national guidelines
recommend ART to all PLHIV, including those with TB, irrespective of CD4 count and clinical stage of
HIV infection. Evidence shows that early HIV treatment has better patient and public health outcomes,
including in HIV prevention and protective benefits from Tuberculosis.

Figurel7 Proportion of TB/HIV co-infected patients on ART, 2012-2016.
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1.4.5 DR-TB epidemiology and national response

The 2016 WHO global report puts Ethiopia among the high MDR-TB burden countries, with more than
3,300 annual estimated cases. The first national anti-TB drug resistance survey (DRS) in 2005
(EPHI/FMoH) has reported 1.6% of newly diagnosed and 11.8% of previously treated TB cases had
MDR-TB (Table 5).

Table 5. National drug resistance survey and survillance findings, 2005 and 2013.

Newly diagnosed TB patients 1.6 % 2.3% Ongoing national
Previously treated TB patients (95% C10.9-2.8%)  (95% CI1.5-3.1%)  DRS. Result

11.8% 17.8% expected early 2019
Previously treated TB patients 11.8% 17.8%

In 2016, WHO estimated 2.7% (1.5-4) of newly notified and 14% (3.6 — 25) of previously treated TB
patients have MDR-TB . The magnitude of the burden of XDR-TB in the country is not known, as earlier
national surveys didn’t include SL-DST. However, from July 2016 to March 2017, 16 confirmed
pre-XDR/XDR-TB patients were notified among 47 DR-TB patients started on new drugs (ND).

In 2009, Ethiopia started providing DR-TB treatment at St Petros hospital in Addis Ababa, with subse-
quent expansion to Gondar University Hospital a year later. Health facility expansion plan for the
Programmatic Management of Drug-resistant TB (PMDT) was developed in 2010, taking into consider-
ation the need to augment DR- TB diagnostic capacity along with expansion of treatment sites. Till mid
2011, there were three public (at National reference laboratory, EPHI and St. Petros hospital) and one
private laboratories providing TB culture and DST services.
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Between 2012 and 2013, DST services and DR-TB treatment has expanded to accelerate case finding and
prompt treatment initiation. Culture DST services have expanded to Adama, Bahir Dar, Gondar, Harar,
Hawassa, Jimma, Mekele, and regional laboratories. Additionally, Addis Ababa regional laboratory and
ALERT hospital are in process of setting up the infrastructure (Table 2 and 3).

Ethiopia implements a decentralized ambulatory MDR-TB treatment service delivery model, where
hospital admission happens when medically indicated. By the end of 2016, forty-six MDR-TB treatment
initiation centres (TIC) are functional across the country, with a corresponding increase in the number of
treatment follow-up centres (TFCs). In2015/16 EFY, 700 RR/MDR-TB patients were put on second-line
treatment, with 2,820 cumulative number of cases enrolled in second line treatment since 2001 (E.C). By
mid 2017, three hospitals have introduced ND, with a plan for further expansion.

Figure 18. Number of patients with RR/MDR-TB who started SLD, 2001-2008 EC.
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Final 24 months outcome of cohort of RR/MDR-TB patients on SLDs: WHO report indicates a
global MDR-TB treatment success rate (TSR) of 52% (WHO, 2016). On the other hand, only few high
burden countries including Ethiopia achieved TSR above 70%. In 2009 EC, the national RR/MDR-TB
cure rate (i.e. for cohorts put on treatment 24 months earlier) is 49.8% with treatment success rate (TSR)
0f 70.6%, while death rate in the same year was 10.5% and nearly 10.5% of them were not evaluated. The
progressive decline in the proportion of patients who are not evaluated is very encouraging, though still
emphasis need to be put for all patients to be evaluated per national TB guidelines recommendations.

Figurel9. Final treatment outcome of cohort of patients with RR/MDR-TB, 2011- 2016.
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As part of DR-TB service quality improvement, the NTP has:

= Established clinical panels, at each TIC, to provide technical support to respective clinical teams.

= Organized regular clinical seminars and continued medical education (CME), with case-based clinical
consultation forums, building providers skill and leadership in the management of DR-TB.

= Provided regular basic and advanced clinical in-service trainings.

= Held periodic catchment area meetings (CAM) to ensure patient referral linkage and communication
between TICs and TFCs.

= Facilitated clinical mentoring for regular site level technical assistance by experienced clinicians from
TICs to TFCs.

= Supported facility level periodical cohort analysis to improve clinical services and data quality and use
for decision making (i.e. longitudinal monitoring of treatment outcome among cohort of patients). The
six-month interim and final outcomes should be analysed and reported to the program, while periodic
cohort review will be used at clinical panel team level.

1.4.6 Epidemiology and national response to Leprosy

Globally, leprosy ranks as top cause of permanent disability among infectious diseases.

Ethiopia integrated leprosy with general health services (GHS) following the decline in disease burden
and reduction in the number of patients registered for treatment. Furthermore, structural changes in the
political and administrative setup of the country since 1991 has led to the decision to merge leprosy and
tuberculosis control and integration with GHS.

i.Epidemiology of Leprosy in Ethiopia

Annually, around 3000-4000 new cases have been reported and registered in Ethiopia, with no decline in
incidence in the past 20 years. The Prevalence of Leprosy has sharply declined from 19.8/10,000 in 1983
to 0.3 in 2016, following the introduction of Multi Drug Therapy (MDT). The national programme data
shows, after the introduction of MDT, 126,592 new cases were detected, while 149,592 patients released
from treatment. New leprosy case notification has been constant over the last ten years (Figure 20).

Figure 20. National Leprosy case notification trend, 2000-2016.
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There is significant regional variation in burden of Leprosy, ranging from 2.4/10,000 in Gambella to as
low as 0.1/10,000 population in Somali region. The reason for the higher prevalence in Gambella region
is not well understood, and it necessitates farther investigation. Nationally, more than 30% of new cases
present with grade 1 or 2 disability at the time of diagnosis (Figure 21).

Figure 21. Proportion of disability grade 2 rate among reported new leprosy cases, 1987-2015.
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Grade 2 disability rate among new cases showed a declining trend over the earlier years, reaching
below 10% in 2008 (Figure 21). However, within the last recent years, it has increased, reaching
13.6% in 2016, but with a wide regional variation, ranging as high as 44.9 % in Gambella to as low as
0% in Somali region. There is no specific reason for the high rate in Gambella, but one of the possible
explanations could be re-registration of previously treated leprosy patients as new cases, which requires
data verification.

ii.Childhood leprosy trend

The proportion of childhood leprosy in Ethiopia has stabilized around 7%, with no declining trend since
2012, but with increasing trend from 2013-2016 (Figure 22). In 2016, children younger than 15 years
constitute 11.7% of new leprosy cases reported nationally. This figure is higher when compared to the
African region, as well as the global and national target of achieving 5%.

Figure 22. Proportion of childhood leprosy among nationally reported new cases from 1987 - 2016.

— [
th o

Percentage
[
=]

I IIIII i
0

1987 1989 1991 1993 1995 1997 1999 2001 2003 2005 2007 2009 2011 2013 2015

23




There is wide regional variation in reported childhood leprosy cases, which ranges as high as 50% in Afar
and Somali regions to the least in Harari region that does not report children. Oromia region, one of the
three biggest regions reporting high number of new leprosy cases, reported 198 (13.6%) childhood lepro-
sy (Table 6). This regional variation could be due to better health workers, including HEW, capacity to
diagnose Leprosy in children. However, this also shows high disease transmission in the community.

Table 6. Proportion of children among new cases, 2016.

Regions All new cases No of children Grade 2 disability,
new cases (%) new cases (%)

Tigray 58 4 (6.9%) 11 (19%)
Afar 34 17 (50%) 1 (3%)
Amhara 915 96 (10.5%) 112 (12%)
Oromiya 1452 198 (13.6%) 141(10%)
Somali 2 1(50%) 0
Benshangul G 74 15 (20.3%) 22 (30%)
SNNPR 185 16 (8.6%) 33 (18%)
Gambella 96 10 (10.4%) 26 (27%)
Hareri 14 0 1(7%)
Addis Ababa 221 2 (0.9%) 69 (31%)
Dire Dawa 25 1(4%) 3(12%)
National 3076 360 (11.7%) 419 (13.6%)

The high proportion of childhood leprosy and Grade 2 disability at time of diagnosis signify the need for
multidimensional approaches for the prevention and control of leprosy in the country.
iii. Current Leprosy control program implementation status

In 2015/16, 3200 leprosy cases, 96.2% newly diagnosed, were notified to the national program. During
the same year, among new cases, 86.3% were MB, 11.7% were children younger than 15 years, and 3.6%
have Grade 2 disability at the time of diagnosis (Table 7). The current high proportion of childhood and
MB leprosy among new cases indicate ongoing transmission.

Table 7. National leprosy indicators 2015/16.

Indicator Performance

3,076

3.3/100,000 population
2,645 (86.3%)

360 (11.7%)

419 (13.6%)

Number of newly detected cases
Detection rate per 100,000

Number of MB among newly detected cases

Number of children among newly detected cases

Number of new cases with grade 2 disability

The proportion of new Leprosy cases with grade 2 disability at time of diagnosis is unacceptably high
(13.6%). This would partially be explained by low healthcare seeking, resulting deferral until the disease
progresses to interfere with day-to-day activities. Main reasons for delayed diagnosis are lack of aware-
ness; traditional beliefs (such as, considering leprosy as something hereditary/unavoidable, a punishment
“for bad family reputation”, “God’s curse”, etc.); and fear of stigma. Furthermore, health system related
issues, such as missed diagnosis, particularly in private settings; incomplete referrals and linkage to care;
and poverty (i.e. unaffordable transport and other costs faced by patients) are barriers to early diagnosis.
Despite on-going transmission of leprosy within the community, the current attention given to leprosy
prevention and control is also less than desired, at all levels. This calls for targeted
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interventions, including to address stigma and low awareness, in order to ensure prompt diagnosis and
treatment of leprosy.

1.5 MID-TERM EXTERNAL REVIEW: IMPLEMENTATION PROGRESS,
CHALLENGES AND GAPS

At the beginning of 2017, an external mid-term review of the national TBL strategic plan was undertaken.
The synthesized key review findings are summarized in annex 1, while a separate full report provides a
more detailed review finding . Table 8, below, summarizes strength, limitation, opportunities and threat
(SLOT) analysis of NTL control programme of Ethiopia, which is output from the mid-term external
review and subsequent stakeholders’ consultation.

Though still a major public health problem, Ethiopia has made steady progress in the control of TBL.

Some of the contributing factors for the gains made so far include:

= Continued government commitment, as demonstrated by including TBL control among the top priority

public health programs and adoption and successful implementation of DOTS and Stop TB strategies.

= Massive expansion of services resulting improved access to quality DOTS services.

= Effective community level implementation, with inclusion of TB prevention and control in HEP pack
ages and ACSM activities.

= Successful and effective engagement of private care providers in TB prevention and control.

=Strong funding and implementing partners support to national programmes, including in engaging all
care providers.

= Successful implementation of evidence-based high impact interventions for the prevention and control
of TB and HIV.

Looking forward, increasing case notification, for all forms of TB, is a major programmatic gap and prior-
ity for the National programme. This includes strengthening quality of TBL services , and programmatic
focus to reach key population and engaging all care providers. Most limitations in the SLOT analysis,
Table 8, are also programme gaps that need to be addressed.

Key recommendations of the midterm review are bulleted below. A detailed implementation plan, with
targets, is incorporated in Annex 2.

A. Find the missing TB cases

= Adopt and scale up initiatives to increase case finding:

- Rollout updated diagnostic algorithm: use Xpert as first line test; incorporate X-ray in the algorithm for
TB diagnosis.

- Expand TB diagnostic network: Improve knowledge and diagnostic skills of healthcare workers;

increase number of public and private health facilities providing TB diagnostic services; expand further

full package CTBC coverage through HEP; increase engagement of CSOs/NGOs in the delivery of TB

services; increase coverage and frequency of sample referral systems, as feasible.

- Intensify TB case finding: in outpatient care settings, big hospitals /high volume health centers, among

vulnerable and key populations, through contact tracing and screening, child and maternal healthcare

settings, etc.

= Enhance government investment to increase and sustain TB control resources.

TEMoH. 2017. Report of an independent mid-term review of the Ethiopia TB and Leprosy control
strate gic plan, 2013-20.
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B. Create community demand for TB diagnostic services

= Develop and implement TB specific ACSM action plan to increase case finding in line with the National
Health Promotion and Communication Strategy 2016-2020.

C. Adopt and track core SDG/End-TB era UHC and social protection indicators
= Conduct baseline assessment of catastrophic costs among TB patients and incorporate into existing
system [such as NHA, DHS, etc.] for tracking trend.

D. Monitor disease trend

= NTP working with RHBs, EPHI and partners

- Conduct a repeat nation-wide community-based TB disease prevalence survey to monitor trend of TB
burden by 2020/21.

- Implement data analysis for local level planning in line with the national Information Revolution Trans
formation Agenda of the government of Ethiopia.

- Complete transition to electronic reporting and implement other initiatives to improve TB data quality.

Priority areas for improving case notification and access to quality TBL services:

= Systematic TBL case finding and management, including with programmatic focus on key population.

= Strengthening TB diagnostic laboratory service availability and utilization, including for early diagno
sis of DR-TB.

= Expand equitable access to quality TBL services by engaging all care providers.

= Strengthen prison and other congregated settings linkage with quality TB services.

= Routine implementation of TB laboratory external quality assurance, including in private care settings.

= Targeted advocacy, communication and social Mobilization (ACSM) to address barriers and increase
demand for quality TBL services.

= Patient-centred TBL care, adherence support and early case detection in community care settings,
through HEP and HDA.

= Engagement of CSOs and NGOs in implementing and monitoring TBL strategic plan: community
based TBL care, to address social determinants and enhance community support.

= Strengthen human resource availability and capacity through pre-service and in-service trainings on
clinical and programmatic management of TBL.

= Implement TB-IC in healthcare settings, per national guidelines recommendations.

= Strengthen TBL pharmaceuticals and commodity forecasting, quantification and supply planning,
distribution and management system.

= Develop system for active TB drug safety monitoring and management (aDSM).

= Improve TBL data flow and quality through implementation of HMIS at all levels, and integrated
program performance monitoring, supervision, review and regular feedback at all levels.

= Strengthen resource mobilization and utilization at all levels of the healthcare delivery system.
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1.5.1 SLOT ANALYSIS

Table 8, below, summarizes the SLOT analysis of the national TBL programme. This SLOT analysis is
drawn from the external mid-term review and national stakeholder consultations. The Strength and
Limitations look inward, while Opportunities and Threats speaks outward or about the external environ-

ment.
i Table 8. SLOT analysis of national TB and Leprosy control programme.
0
Themes Strength Limitations
» TBL control is priority in HSTP. * Limited political mobilization for DR-TB at implementation
Political » TBL are essential public health services and level.
commitment exempted from out of pocket payment at point of | * High TB patient out of pocket cost, at point of care'.
care.
» National TBL control structure in place; staff * Insufficient TB/HIV collaboration at national, regional and
assigned in specific technical area. service delivery levels.
v Clear structure for coordinating TBL control atall | * Weak central coordination of TB lab services: sub-optimal
levels. collaboration between national and regional laboratories; NTP
Governance and | = TBL strategies aligned with HSTP. and EPHL.
program * Program design and implementation anchored on | ® Sub-optimal collaboration and coordination between NTP and
management. TBL-NSP. PFSA; RHBs and PFSA hubs.
* Existence of national TWG and team for different | » Regions are not regularly supported by technical staff from
TBL thematic areas. Federal level.
* Leprosy high burden mapping is done, and micro- | « No Leprosy specific focal person at regional and zonal levels,
plan prepared. with weak micro-plan implementation.
" NTP str.engthengd vith gsmgnment of govemment staff | Inadequate number of staff at regional and sub-regional levels for
and senior technical advisors seconded by partners. . o
Human resource | « T8 focal persons and officers at all levels. effectwe program coordination.
availability, * HWs in TB clinic are trained in comprehensive TB, " High saffatiton at all levls
* Laboratory staff shortage.
adeq“.acy and \ ITIIE/\I;W’ al;d TIB-IE' the country. trained and » TBL not well addressed by all pre-service higher education institutions.
capacity. backbsoireefo:pﬂ(;yLe c;ﬁtrr(z)sls ¢ county, frated an * Leprosy prevention and control not well addressed in pre-service
» PMDT officers at national and regional level. educaton of GHWs
_ * TB financing, including core commodities such as medicines, has
" MoH grant management team tracks expenditures | eep ang remains hugely from partner funding sources.
and reports at ll levels , v Despite nominal overtime increase, government allocation to
' Rggular anmual Tesource mapping and plan health as a proportion of total budget has been stagnating in the
alignment at nat}onal levgl. ‘ face of increasing demand to realize universal coverage and
Financial * MoH stewardship, ensuring Cf)mpler.nentan‘t‘y of Ending TB.
resources and donor support to T8 program. principle of “one | 4 preected TB funding gap (32%) highlights the need to mobilize
management plan, one budget, one report” additional domestic and international resources.
® Health sector government contribution with » Weak sub-national resource mapping and grant management -
mgrgmal annual increase of approximately USS10 delaying financial liquidation and utilization.
million. * No specific government budget for leprosy programme; funding
. Budgete@ activities of external partners are oaps and few partners support.
included in regional plans.

2ZFMOH. 2016. National health account survey.

27



s
-o

Table 8. SLOT analysis of national TB and Leprosy control programme.

Themes Strength Limitations
oy IS e e L T
» Single national TBL M&E framework. oufcomes » LEpIosy Tetap » FEPIOsY
"1B registers available atallstes, including PPM- * [nconsistency between facility originated quarterly reports and
DOT sites. L L .
HMIS/ « Inteorated and reeular supnortive supervision and aggregated databases within the HMIS chain in some regions.
programme M&E & 1 1e PP p * DR-TB data, including aDSM, is not digitalized.
program review at operational levels. . . .
o . . = TB/HIV reports are not routinely verified for data quality at
® District level TB data available at national level. . . o
« Data s available based on leprosy burden area facility levels. Data incompleteness and quality issue.
. . . . * Complete PPM-DOTS TB data is not consistently available in all
mapping, and leprosy register available at all sites. regions
* DOTS and core TB/HIV interventions are widely | = Sub-optimal [PT coverage in PLHIV.
implemented at facility level- with very good » TB screening in health facilities, particularly in hospital settings,
documentation at facility level. is done infrequently and not well documented.
* Adopted WHO?s policy to offer HIV testing to all | = HIV testing in presumptive TB cases is weakly implemented and
presumptive TB cases. documented.
* Widely disseminated national guidelines. * TB contact investigation is not systematically done and recorded
» National TBL guidelines consistent with latest in all settings.
global recommendations. * Only limited proportion of private providers participate in PPM-
* Successfully piloted and scaled up PPM-DOTS, DOTS initiative.
DOTS, TB/HIV commitment of private facilities in TB service * Limited private sector engagement in DR-TB case finding,
interventions and provision with an established reporting system referral and management.
PPM-DOTS through WoHO. » Case finding and DOT strategies not tailored to urban and
services * Microscopy EQA conducted by regional labs in pastoralist communities.
most PPM-DOTS facilities. » Limited programmatic focus to reaching key population.
* Functional referral linkage between public sector | = Limited FL-DST (at least for RR) coverage in notified TB cases
facilities and PPM-DOTS sites. at time of diagnosis.
* Adopted new paediatrics first-line drug » TB-IC in healthcare settings is limited: weak ownership of TB-
formulation. IC, at all levels; limited use of building design standards for
* National building design and engineering construction and renovation of health facilities to prevent air-
requirements for airborne infection prevention and |  borne transmission; limited facility risk assessment; no active TB
control, in 2014 to guide future healthcare facilities |  surveillance in health workers; and lack TB-IC indicator in
constructions and/or renovations. HMIS.
» Shortage of MDT specially child MB drug in some health
» MDT treatment is available at all health facilities facilites. . . . o
. . * Integrated supportive supervision not achieving effective in-
MDT interventions | level. . i
. . . depth review of leprosy at facility level.
at all services » Functional and smooth referral linkage between . L
. * Leprosy contact screening at health facilities is irregular and not
health post, health centre and Hospitals.
well documented.
» Contact investigation is not systematic or recorded.
» Strong political, policy and sectoral commitment
for community-based care, including CBTC. » HP-HC sub-optimal referral linkages.
* Expanding coverage with HPs and HEWs in all = Urban HEWs not fully engaged in CBTC.
regions. » CBTC approach not tailored in pastoralist and urban settings.
» Standardized manuals and CBTC guidance in place | * R&R system does not fully track contribution of HEWs in TB
Community based | and training of HEW undertaken. control.
TB care (CBTC) | = Most HEWs provide elements of CBTC care » Woreda level capacity gap in CBTC management: in

package.

* Documented evidence of improved case
notification following implementation of packages
of CBTC.

® IRT is cascaded to sub-national levels.

coordination, M&E, supportive supervision and use of
programme data.

» CBTC coverage (DOT at HPs) is improving, but still lower than
expected.
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Table 8. SLOT analysis of national TB and Leprosy control programme.

Themes Strength Limitations
* Existence of a detailed scale up plan.
» Site expansion in line with set targets.
* PMDT training taking place, with standardized in- | ® Challenges in sputum specimen transportation from
service training curriculums for various cadres of regions/facilities for C&DST for diagnosis and follow-up
health workers. treatment monitoring,
* TWG for PMDT is in place at national level. ® Delays in conveyance of or lost results - interim culture results
* LPA technology widely adopted. not available for all patients on treatment.
* [mplementation of GeneXpert MTB/Rif, with * DR-TB case notification is less than program targets.
PMDT improving utilization rate. ® No routine baseline SL-DST for confirmed RR/DR-TB cases.
* More DST sites functional in the regions. ® Lack of comprehensive bold polices and strategies for universal
* Routine clinical mentoring and catchment area | DST for first and second line drugs.
meetings in most settings. * Limited laboratory services for routine aDSM.
® Patient nutritional support in DR-TB care. = Weak link between TICs and TFCs.
* Adapted shorter RR/MDR-TB treatment regimen, | ® Suboptimal patient support system: weak palliative care, and
and new anti-TB drugs. system for comprehensive socio-economic and legal patient
* National clinical review committee in place for support.
DR-TB consultation, particularly for those who
could be eligible for ND.
* Expansion of modern warehouses with both
electronic and paper-based stock management. ® Limited RHBs & PFSA hubs communication.
® Distribution of FL anti-TB medicines is integrated | ® Intermittent stock out of INH 300mg tablet for IPT, HIV test kit,
TBL with other supplies as per IPLS. and ancillary medicines.
Pharmaceutical * Anti-TB patient kits are used, and most facilities * Limited forecasting and tracking system for laboratory supplies
reported sufficient stocks of first line anti-TB with frequent interruption of electrolyte reagents.
Supply i O : .
medicines. * Data sent to PFSA for resupply is insufficient/poor quality.
Management ® A functioning manual and computerized inventory | ® Infrastructure and fleet capacity gaps to directly deliver all TBL
management system exist. commodities to all sites.
* [n-country facilities for assessment of quality of * No post-market surveillance for TB medicines.
medicines (at FMHACA).
® Expanded coverage of AFB microscopy. * Gaps in specimen referral and transportation.
® Existence of National TB Reference Lab, with * Weak laboratory information and data management system:
linkage to supra-NRL in Milan. limited routine use of standardized sample recording and
® Decentralization of essential TB laboratory services |  reporting tools, poor test results feedback to referring facilities
(e.g. TB culture and DST, EQA). and lack of routine reporting of TB culture and DST results to
* Nationwide system for annual validation and EPHI and FMoH.
maintenance of essential biosafety equipment. ® Lack of enforceable technical regulatory mandate of EPHI over
* Drug Resistance Survey is underway. regional or peripheral laboratories.
Laboratory * Regional lab capacity has improved. * Equipment maintenance is centralized, with limited system for
services * Expansion of GeneXpert test, with power and rapid response.
maintenance backup; and GxAlert connectivity. ® Lack of backup TB culture and DST specialized equipment and
* Comprehensive EQA guidelines for AFB spare parts.

microscopy with regional and sub-regional
decentralization.

® Included TB culture and LPA in PT-EQA.

* AFB microscopy manual, GeneXpert guidelines
and job aids in most settings.

* Widely linked specimen referral network.

® (Gaps in reagent preparation for microscopy.
* Limited coordination between NTP and EPHI; RHBs and
regional laboratories.
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Table 8. SLOT analysis of national TB and Leprosy control programme.

Themes Strength Limitations
® National assessment of TB control in prison is * Most prison HCWs are not trained in TB control; most prisons
done; SOP is finalized. have no lab, and where laboratories exist, most labs do not offer
TBL . * Engagement of prison services in TB control AFB services.
control in S . e . .
activities, with training TB focal persons and » Lack of settings to separate infectious TB cases in most prisons.
congregated : L o o
: prison administration staff. * Limited coverage of IPT among eligible under five TB-exposed
settings 'and key ® Evidence of ongoing TB-DOT using treatment children.
population. supporter in some prisons. ® Lack innovative key population strategy; TB key population and
* [PT for eligible TB-exposed children. strategies to reach them not defined.
* National roadmap for childhood TB.
® TBL strategic plan includes ACSM. = KAP have not been used in designing IEC with limited post
* HEWs involved in TB community education. intervention evaluation.
® TB training for national and regional media and * Limited ACSM skills, and inadequate targeting in TB health
public relation staff. promotion and communication.
TBL ACSM * Mass media (national and local radio, TV, ® [EC needs of some settings/population groups have not been
newspapers) use to raise TB awareness. adequately addressed (key population, children, etc.).
* [EC materials on TBL in different languages are * [nsufficient health workers job aid for patient education,
widely available and displayed at most HFs. nutritional counselling, aDSM.
® Lack of TB and DR-TB patient counselling tools.
* Research is among active prongs of NTP. * Limited and project-based funding.
» National TB research Network-TRAC- has * Low number of full time researchers.
promoted TB research in the country. * Limited capacity to use routine programme data for evidence
TB research ® TB research national plan in pl ti d in translating evidence to action at
plan in place. generation, and in translating evidence to action a
® Research grants are availed by TRAC through implementation level.
partners’ support.

Opportunities

Threats

* National Growth and Transformation Plan with heightened government
commitment.

® Conducive national health policy and HSTP.

® [ncreasing trend of government commitment to end poverty and Economic
transformation, addressing social determinants of TB.

® Organized community engagement through HEP and HDA.

® Increasing engagement of the private sector in healthcare.

® Increasing number and type of healthcare facilities and infrastructure
improvement.

® Declining disease epidemiologic burden for the last decade.

* New technologies and innovations in TB control (i.e. Diagnostics,
medicines and vaccines).

* Renewed global commitment through SDG/End-TB, including for TB
research.

* Urbanizations and rapidly evolving socio-demographic factors.
® Increasing trends of NCDs with potential NCD/TB interactions.
* Emergence of DR-TB.

* Climate change and its socio-economic and health impacts.

* Declining donor support.

1.5.2 Analysis of progress towards TB related SDG and HSTP targets

The TB global sustainable development goal (SDG), the End TB strategy, aims reducing TB incidence by
90% and TB deaths by 95% from the 2015 baseline, and eliminate catastrophic costs for TB-affected
households by 2025. The End TB targets for Ethiopia are to reduce the incidence rate to 161/100,000
population or lower, and TB related mortality to 18/100,000 population, by 2020.
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Figure23 The gap to achieving the 2020 End TB incidence and mortality national target.
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For Ethiopia, to achieve the 2020 national end TB target (i.e. by end of this NSP), the TB incidence must
decline by 31% from a current level of 192/100,000 population over the coming three years (Figure 23).
With the current 6% average annual decline observed over the last five successive years, a 30% reduction
in TB incidence rate by 2020 compared to 1990 is unattainable if the decline trend continues with same
pace. Additionally, in order to attain a rate of 18/100,000 population, the TB mortality must decline by
8% overall in the coming three years or should decline around an average of 2.6% annually. With the
current trend, both targets are unlikely to be achieved in the absence of focused, intensified, and robust
effort for accelerated implementation of high impact interventions.

Though there has been significant progress in the control of TB in Ethiopia over the last decade, both the
current and projected 2020 disease burden are enormous. This is due to the fact that incidence rate of
161/100,000 population by 2020 would imply over 161,000 annual incident cases. This shows the inade-
quacy of the mere achievement of the 2020 milestones for TB control in Ethiopia.

1.6 ORGANIZATIONAL CONTEXT
1.6.1 Mandate analysis

The mandate of an organization is often codified in laws, regulations, decrees, or characters. As the
health sector is a collection of establishments, specific mandates are rather defined for organizations
rather than for the whole sector. Mandates are formally defined in Ethiopian laws and regulations for
organizations like FMoH and RHBs by the legislative body. Therefore, the following sections describe
these mandates.

1.6.2 Mandates of the Federal Ministry of Health of Ethiopia

Proclamation No. 475/1995 of the Federal Democratic Republic of Ethiopia (FDRE) provides definition
of authorities and duties of the executive organs. This proclamation states authorities and duties as

follows:
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= [nitiate, formulate, ratify health sector policies and public health laws, prepare national plans and
budget, and implement upon approval.

= Ensure enforcement of public health laws, standards, regulations, and directives of the Federal
Government.

= Enter into contracts and international agreements in accordance with the law.

= Provide technical assistance and advice, as necessary, to regional and sub-regional health sector
structures.

= [nitiate national expansion of public health services.

= Establish and manage Federal hospitals, ministry of health agencies such as PFSA and FMHACA, as
well as national research institutions e.g. EPHI, AHRI etc.

= Determine health service standards except when this mandate is explicitly delegated by law to
another structure; issue licenses; and supervise health services managed by foreign organizations
and private investors.

= Define health professionals’ qualification required for providing health services at various levels,

= [ssue certificate of competence for health professionals.

= Promote research on traditional medicines, organize research and experimental centres for the
same.

= Devise national strategies and programmes for preventing and control of communicable and
non-communicable diseases.

= Enforce quarantine and other public health laws to protect at risk population, as indicated.

= Prioritize, initiate and support public health researches at national level.

In addition to the federal ministry of health, AHRI, EFMAHCA, EPHI, HAPCO, and PFSA, are key agencies
with specific mandates to ensure safety, efficacy, quality and rational use of medicines; TB laboratory
referral services, setting standards, quality assurance; undertake public health research, population
surveys and surveillance; and procurement and supply management. These autonomous institutions
report both to FMoH and to MoFED.

1.6.3 Regional Health Bureaus Mandate

Regional Health Bureaus (RHBs) have the authorities and duties to:

= Formulate, plan and manage public health interventions for their respective region within the
framework of national health policy.

= Ensure adherence to issued public health laws, regulations and directives;

= Organize and administer hospitals, health centres and clinics, human laboratories, and research

and training institutions established by the respective region.

= [ssue license to hospitals, health centres and clinics, human laboratories and pharmacies
established by national organizations and the private sector; supervise to ensure adherence to
nationally set standards.

= Ensure and supervise health professionals stationed in public health services in the region comply
with set standards.

» Ensure adequate and regular supply of effective, safe and affordable essential medicines, medical
supplies and equipment in the respective region.

= Promote the provision of vaccinations, and take other measures, to prevent and control communica
ble diseases.

= Promote the application, together with modern medicine, of traditional medicines and treatment
methods whose efficiency is ascertained.

= Participate in quarantine control undertaken for the protection of public health, per national policy
recommendations.
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1.7 STAKEHOLDERS ANALYSIS

The attainment of the missions and objectives of NTL control programme is largely dependent on various
stakeholders’ collective efforts and roles played. Stakeholders are individuals, organizations or agencies
that can influence or be influenced positively or negatively by implementation of this TBL strategic plan.
Stakeholder analysis is a process of scrutinizing the essence, interests, behaviours, and the nature and
level of impact brought about by these stakeholders. The degree of influence from stakeholders varies
depending on their:

= Span of control over resource allocation.

= Level of political influence.

= Scope of participation in the sector.

= Range of use of services provided by the sector.

Stakeholder analysis in TB strategic planning is critical and helps to define the scope of work of all actors
in the system; clarifies contributions expected from each actor; and outlines areas of possible collabora-
tive actions for achieving the TBL national strategic objectives.

Successful management of stakeholders can result:

= Better and timely decision making;

= Enhanced follow on work from stakeholders;

= End users’ satisfaction and trust;

= Improved control of scope of change, avoiding unnecessary changes;

= Minimizes the impact of unproductive opinions and decisions on the project/programme.

Table 8, below, summarizes TBL programme stakeholders, and analysis of their role and degree of influ-
ence. Itis important to note that key stakeholders can make or break a programme, hence, designing strat-
egies and mechanisms for their timely engagement is important.
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Table 9. Key stakeholder analysis summary.

Desired

Stakeholder . Their Needs Resistance Issues Institutional Response
behaviour
= Staying healthy. » Community education and
= Accessing effective mobilization.
healthcare = Mitigate catastrophic cost
interventions. * Dissatisfaction. on affected individuals and
. = Affordable and = Opting unsafe families.
Adoption of . . . . .
accessible quality alternatives. = Quality and equitable
. correct health . e . .
Patients and affected . TBL services. » Underutilization. . service delivery.
. seeking o . High o L
families behaviour = Dignity and respect. | * Interruption at = Mitigate stigma in
' = Not catching TB in any time along healthcare settings.
healthcare settings. the TB care = Implement TB-IC in
pathway. healthcare settings.
= Caring, Respectful,
Compassionate and
patient-centred care.
= Ownership = Accurate = Dissatisfaction * Community involvement,
= Health information = Opting unsafe mobilization.
Communities seekmg = Access and.qu'flhty and 1neffect1ve High . Quah.ty, equltab.le and
behaviour = TB prevention; alternatives sustainable service.
= Healthy = Affordable care = Underutilization
living
= Commitment, Poor patient- Motivation, Involvement.
= Participation provider TB-IC in healthcare settings;
= CRC ) Transparency ' interaction; . capacity building; Equitable
Health workers Capacity building; e High . ’
Attrition retention strategy.
Safe workplace. .
Low quality
services
Parliaments, Prime Evidence-based | Policy Put in place strong
Minister’s Office, policy, implementation, monitoring and evaluation
Council of Ministers’, | proclamations, | proclamations, etc. Organizational Hich system and comprehensive
Regional Governments | etc. Equity and quality; reform & capacity building
Resource Plans and reports mechanisms
allocation
Line Ministries
(Education; Flna,n ce; Evidence-based plan .
Labour, Women’s . Collaboration, and
L . and strategy; Reports | Fragmentation . . .
Affair; Mines; Science | Inter-sectoral . . Lo . . information/ evidence
. Effective and efficient | Dissatisfaction Medium . .
and technology; Urban | collaboration Lo generation and sharing
use of resources and Considering health
development and and response L L ° Transparency
L coordination as low priority
housing; justice; Tele . Advocacy
. Technical support
corporation;
Agriculture, etc.)
Development Harmonization | Financial fiduciary. Fragmentation Government leadership
Partners (bilateral and alignment; | Accountable and High transaction Transparent procedures
and multilateral Participation transparent system. cost High to | Efficient resource
agencies; NGOs; Additional Involvement Inefficiency and Medium | utilization system
FBOs; private resource ineffectiveness Build financial management
philanthropic Technical capacity
organizations) support
CSOs. NGOs Harr.n(.)niz.ation, Participation in Dissatisfaction Transparency, o
>, ’ Participation, lannin Fragmented . Advocacy and participation
Professional Equitable p & implementation Medium Capacity buildin
Associations, private rezource implementation, TA, Intlérru tion of ’ :
not for profit. . and M&E Tup
allocation services
Provision of Partnership; Low quality; Medium Transparency,
Private for profit Quality care; Transparent rules and | Dissatisfaction Collaboration,
Commitment; | regulations; Capacity | Interruption of Advocacy.
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2. TBL STRATEGIC PLAN FOR 2010-2013 EC (2018 -2020/21)
2.1 Planning Process

The current National TBL strategic plan will end in 2020. Early in 2017, a mid-term external review of
TBL programme was conducted. This update of TBL NSP has taken into consideration key findings and
recommendations of the midterm external review, national adaptation of the End TB strategy and targets,
national HSTP, and updated national TB guidelines. The external mid-term review assessed progress
towards achieving set goals and targets in the plan and identification of major implementation challenges,
emerging programme needs, and opportunities as well as proposing workable recommendations to attain
set targets in the coming years (Table 12). Following the external review, the NTP has convened four
consultative meetings with major stakeholders in order to update this NSP. A core writing team took the
responsibility in drafting, circulating an initial draft for electronic review, incorporating review input and
producing final version of an updated TBL national strategic plan.

2.2 Policy Framework

This updating of the strategic plan document has followed the national external review of the TB and
Leprosy control programmes and key stakeholder consultation and is guided by the national HSTP and
End TB strategic framework.

2.2.1 Customer value proposition of the health sector

In the context of this strategy, customer value proposition or intention is major attribute that defines some
of the health sector approaches, the principles underpinning the sector’s relationship with clients and
communities, and how it should be perceived. This is a critical factor in developing, deepening and
retaining relationship with the community towards achieving its mission and objectives. Table 10
summarizes customer value proposition of the health sector, which should be valued by the national TBL
control and prevention programme.

Table 10. Customer value proposition of the health sector.

Product or service attributes Image Relationship
The services provided by the The image that the Ethiopian The relationship that Ethiopian Health
Ethiopian Health Sector: Health Sector wants to portray: | Sector wants to have with the

= Accessibility—information, - Trausparoncy f"fgmunllty are:
physical, financial, etc. - Supportive - Comp ementarity
* Timeliness of services. . Trustworthiness ooperative (participatory)
= Quality of health care services . . Respectful and ethical
. : = Professionalism * Harmonious (Mutual

and information, = Client-centeredness/ Und di
= Safety and healthy environment Customer-friendly . Tn erstanding)
= Empowering communities and « Commitment ' Dransparent .

employees . ependqble (Stewardship)
* Conducive environment " Responsive

= Equitable
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3. STRATEGIC OBJECTIVES AND MAPPING

3.1 Strategic Objectives

The strategic objectives of national TBL control programme and HSTP has been harmonized,

as outlined in Table 11.

Table 11. TBL control strategic objectives in relation to HSTP.

SO1- Improve access to TB, TB/HIV, DR-TB and Leprosy services Communit Strategic Objective Cl
S02- Improve community ownership in prevention and control of TBL. unity Strategic Objective C2
S03- Maximize financial resource mobilization and utilization for the N S

. Financial Strategic Objective F1
prevention and control of TBL.
S04- Strengthen quality TBL service delivery. Strategic Objective P1
SO5- Enhance harmonization and alignment for TBL control. Internal Strategic Objective P2
S06- Improve TBL pharmaceutical supply chain management system Strategic Objective P3

- — — - Processes

SO7- Improve evidence-based decision making in the prevention and control of S
TBL. Strategic Objective P4
%(3)3— Improve Human capital and leadership for the Prevention and control of Capacity Strategic Objective CB1
S09- Improve health infrastructure for prevention and control of TBL. Building Strategic Objective CB2

3.2 Strategic Map

Improve Community
ownership in TBL

Equitable access to

Community . ; .
prevention and control Quality TBL Services
Maximize resource mobilization and utilization
Financial for the prevention and control of TBL.

)

Internal
Processes

Improve quality TBL service
delivery

. 2

Enhance
harmonization and

alignment

—

supply system.

Evidence based decision making
in TBL prevention and control.

Capacity
Building

leadership for TBL infrastructure for TBL
Prevention and control. prevention and control.

Effective and efficient
TBL pharmaceutical

Improve Human capital and } Improve health




4. DESCRIPTION OF STRATEGIC OBJECTIVES, INITIATIVES AND MAJOR ACTIVI
TIES

4.1 SO 1: Improve access to TB services.

Early diagnosis and prompt treatment of all cases of TB is key for successful control of TB,
including prevention of onward transmission, reducing risks of DR, and preventable suffering.
SO1 highlights equitable access to TB services, including referral services, and improving utili-
zation, which are essential in achieving desired impact: Reducing TB incidence, mortality and
socio-economic burden through early diagnosis and prompt treatment.

Priority service delivery areas under SO1 are:

* Implement expanded package of community-based TB services.

= Engage all care providers in TB prevention, care and treatment.

= Strengthen equitable access and utilization of TBL services by key and vulnerable popu
lation.

= Expand and improve utilization of TB diagnostic services.

* Implement client-centred integrated service delivery model.

Initiatives and activities
Initiative 1: Enhance implementation of full package community-based TB care services.

Priority Activities:

* Increase number of health posts providing full package CBTB care and prevention.

* Implement tailored TB care and prevention interventions to urban and pastoralist communities.

* Integrate CBTB care in all primary care units serving pastoralist communities and urban population.

= Expand and strengthen TB household and community preventive services through HEP.

= Pilot community DR-TB prevention and care service delivery model, to strengthen community-facility
linkage and further decentralize services closer to home.

= Pilot delivery of IPT for eligible under-five children at community level.

Initiative 2: Accelerate engagement of all care providers in TB care and prevention.
Priority Activities:

sExpand TB prevention, care and treatment services in private, and other line ministries and
government health facilities.

= Engage lower clinics, rural drug venders, traditional healers and religious institutions to refer
presumptive TB cases.

= Map out and engage CBOs and CSOs in TB care and prevention activities.

= Implement and monitor national TB PPM action plan.

Initiative 3: Strengthen equitable access and utilization of TBL services by key and vulnerable population.
Priority Activities:

= National map-out to determine TB key population groups in Ethiopia, and design priority high impact
interventions and plan to expand TB diagnostic and treatment services to these groups.

= Regional level mapping and development of feasible strategies to reach key and vulnerable population.

= Expand TB diagnostic and treatment services to Federal, Regional and Zonal prisons and detention
centres, per national standard operating procedure recommendations.

= Implement focused and locally feasible strategies to strengthen equitable access to TB care and preven
tion services to pastoralist communities and the urban poor.
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Initiative 4: Provide client-centred integrated TB services.

Priority Activities:

= Integrate TB in routine general outpatient, HIV, diabetes, IMNCI, iCCM operational tools and
services, with priority focus in high volume health facilities to prevent delay and simplify TB
diagnosis/care patient pathway.

= Integrate contact investigation and preventive therapy in routine TB care services.

= Expand DR-TB treatment initiation and follow up centres with equitable access to quality care.

= Design and implement feasible strategies for systematic patient-support, including linkage
with community-based resources.

= Expand TB prevention, care and treatment services in newly established public health facili
ties.

= Organize national consultation with patients and civil societies to further define, determine
and contextualize patient-centred TB care in Ethiopia settings.

= Strengthen prompt linkage to care and treatment initiation following TB diagnosis, including
DR-TB.

= Prevent TB related stigma in healthcare settings, through increased care providers understand
ing of the nature of TB related stigma, its manifestation and prevention in healthcare settings.

Initiative 5: Strengthen utilization of TB diagnostic services and post-diagnosis linkage to care.

Priority Activities:

= Expand conventional AFB microscopy to public health facilities; and LED microscopy in high-patient
volume health facilities.

= Strengthen TB culture and DST services in strategically selected laboratories.

= Provide scheduled and on-call based integrated TB/HIV laboratory sample referral, along with locally
feasible referral backup strategies.

= Improve utilization of TB diagnostic services, with specific emphasis on GeneXpert, culture and DST.

= Regular GeneXpert and other laboratory machine maintenance, as per service agreement.

= Undertake annual equipment calibration for BSC, thermocycler etc.

= Strengthen laboratory services for active DR-TB medicines safety monitoring.

= Establish electronic laboratory information management system, with sustained connectivity of all
GeneX pert machines in the country.

= Pilot electronic result delivery system for sample referring health facilities and scale up, where feasible.

= Expand histopathology (FNAC) diagnostic services at all hospitals to improve diagnosis of EPTB.

= Develop a strategy/policy guidance for use of X-ray as a TB screening/diagnostic tool.

= Strengthen tele-radiography services in university referral hospitals, and design strategies to support
peripheral health facilities in X-ray interpretation.

4.2 SO 2: Improve community ownership in prevention and control of TB

This strategic objective aims to empower communities, as major drivers and producers of their own
health, through active participation in the prevention and control of TB. It highlights the critical impor-
tance of involvement, engagement and empowerment of the communities through implementation of
comprehensive community-based TB interventions through HEP and Health development army (HDA).
An expected outcome is community empowerment and demand creation for quality TB services; and
community patient support and stigma reduction.
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Priority focus areas under SO2 are:

= Community TB care implementation through HEP, HAD and patient groups.

= CSOs/NGOs, key population and patient groups engagement in TB prevention and control.

= Expanded engagement in TB care and prevention, including other line ministries, religious
leaders, prison administration, professional associations.

= TB focused advocacy, communication and social mobilization (ACSM).

Initiatives and activities:

Initiative 1: Engage Communities in TB Care services through HEP, HAD, schools and patient groups.

Major Activities:

= Create demand for quality TB services through community education, mobilization, and public
advocacy.

= Community education and participation to mitigate TB-related stigma and discrimination.

= Engage schools in TB prevention and control.

= Develop, disseminate and monitor implementation of operational guidance for engaging NGOs
and CSOs in TB prevention and control.

Initiative 2: Engagement of NGOs and CSOs in TB prevention and control.

Major Activities:

= Implement operational guidance for engaging NGOs/CSOs in TB prevention and control.

= Local level mapping of potential NGOs/CSOs to integrate TB in health development initiatives.

= Conduct orientation of selected NGOs/CSOs in TB care and prevention.

= Monitor implementation progress of engaged NGOs/CSOs in TB prevention and control.

= Document and scale up best practices of approaches in engaging NGOs/CSOs on TB prevention and
control.

Initiative 3: Strengthen TB Advocacy, Communication and Social Mobilization (ACSM)

Major Activities:

= Program focused and targeted communication with engagement of relevant stakeholders.

= Ensure sustained political commitment and support through sensitizing people in position of influence,
such as MPs, religious leaders, media professionals’ and other promoters.

ACSM focus to reach key population, including in congregated settings (prisons and detention centres,
higher education institutions, big factories, mining areas, refugees, internally displaced person, etc.).

= Assessment of programmatic impact of ACSM.

Regular TB/DR-TB site visits for MPs, former patients, ambassadors and others as advocacy point.

= Orient media professionals and public relation officers on TB prevention and control.

= Establish national level TB ACSM task force.
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4.3 SO 3: Maximize financial resource mobilization and utilization

This strategic objective sets a proactive approach to domestic and international resource mobilization for
TB control and prevention; effective and efficient use of resources; sound financial management and
performance-based financing as well as equitable and evidence-based allocation and utilization of
resources. Main aims of this strategic objective are ensuring adequate resource mobilization, equitable
allocation, and utilization with improvement in resource absorptive capacity, avoiding resource wastage
with financial protection of patients.

Initiatives and activities:

= Ensure financial mobilization from national and international sources.

= Strengthen TB grant management capacity, including at regional and sub-regional levels.

= Conduct annual resource mapping for TB program at national and regional levels.

= Promote innovative and sustained TB research financing.

= Provide regular technical support in resource management, with cascade to sub-regiona 1 levels.
= Advocate and linkage of TB control within the national framework of universal health cover age.

4.4 SO 4: Strengthen quality of TB services

This objective aims delivery of quality TB services, at all levels, per set standards that address: timing;
harmonized, integrated, comprehensive approach to avoid missed opportunities; evidence-based effective
interventions; patient safety; ethical considerations and professionalism in service delivery; and available
inputs, especially human and financial resources, and commodities and pharmaceuticals. The expected
outcome is a responsive and effective health system that satisfies communities healthcare needs through
delivery of relevant, safe and optimum quality services in an integrated and client-centred manner.

Initiatives and activities:

Initiative 1: Alignment with national HSTQ agenda of TB quality services.
Activities:

= Strengthen NTP linkage with quality health service unit at MoH (HSTQ), at all levels.

= Define standard of care for comprehensive TB services.

= Describe TB service quality improvement framework and package, at programme and health facility
levels.

= Support periodical TB quality summit.

Initiative 2: Strengthen diagnostics Quality Assurance System.

Activities:

= Finalize national TB laboratory strategic plan, which defines standard of services.

= [dentify and monitor key programmatic TB laboratory quality indicators.

= Strengthen external quality assurance (EQA) assessment and feedback for all TB laboratory services.

= Expand TB laboratory quality management system towards accreditation for AFB smear microscopy
sites.

= Implement quality management system in TB culture laboratories and GeneXpert sites and accredita
tion by ISO 1589.
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= Establish national proficiency test (PT) production centre at EPHI by ISO 17043.

= Develop national TB Laboratory service toolkit (EQA and GeneXpert implementation guidelines, lab
safety manual, AFB microscopy manual, specimen referral guide, TB culture and DST manual, clini
cian pocket guide handbook, job aid, SOP, log book, specimen referral tracking sheet, reporting and
request forms, etc.)

= Increase EQA coverage for TB laboratory services (AFB, GeneXpert, Culture and DST).

= Expand EQA centres for service strengthening in peripheral diagnostic facilities.

= Monitor and supervise performance of FNA-TB diagnostic services.

= Maintain national TB reference laboratory EQA linkage with supra national lab.

=Ensure access to DR-TB aDSM tests at TICs and TFCs.

= Annual equipment calibration and certification for BSC, thermocycler etc.

Initiative 3: Improve TB/DR-TB quality of care

Activities:

= Develop standardized on the job clinical reference manual on TB/DR-TB clinical management.
= Prepare and distribute TB/DR-TB patient brochures and leaflets.

= Strengthen active Drug Safety Monitoring and management (aDSM) for TB medicines.

= Provide standardized protocol for aDSM for DR-TB medicines.

= Strengthen DR-TB clinical panel at all levels, with regular site visits and consultation.

= Conduct national DR-TB clinical symposium.

= Establish telemedicine for consultation on clinical management of complex cases.

= Conduct quarterly cohort review and clinical audit of DR-TB cases.

= Promote DR-TB treatment adherence through patient to patient peer support.

= Ensure basic and advanced clinical TB/DR-TB management training for clinical teams.

4.5 SO 5: Enhance harmonization and alignment for TB control
This strategic objective primarily focuses on fostering partnership and coordination, ensuring various
stakeholders working together to harmonize and align plans and resources in the framework of this strate-

gic plan to support implementation of priority high impact interventions.

Initiatives and activities:

Initiative 2: Strengthen TB partnership at all levels to address social determinants of TB.

Activities:

= Adapt the national TBL strategic plan into region specific plan, based on local context.

= Conduct regular TB technical working group (TWG) coordination meeting at national and regional
levels, with partners and stakeholders.

= Establish TB laboratory TWG at national and regional levels, to strengthen coordination

4.6 SO 6: Improve TBL pharmaceuticals supply chain management system:

This objective is designed to ensure availability of quality pharmaceuticals (i.e. medical equipment and
products for prevention, diagnosis and treatment) at an affordable cost, ensuring an uninterrupted and
adequate supply of efficacious medicines to relevant health facilities; and rational use of medicines mini-
mizing wastages. The intended outcome will be adequate availability of the right TB pharmaceuticals
and supplies at the right place, time and condition, and used for intended purposes.
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Initiatives and activities:

= Implement standardized TB pharmaceuticals quantification system, including for TB lab supplies.

= Conduct annual quantification exercises (for 2-3 years period) for TBL pharmaceuticals; bi-annual
forecast and supply planning revision in coordination with PFSA, EPHI and other stakeholders.

= Strengthen TB pharmaceuticals inventory management system.

=Support decentralized TB reagent preparation and distribution system.

= Improve quality control and assurance system for TB pharmaceuticals, including post-market surveil
lance in collaboration with EFMHACA.

= Promote rational use of anti-TB medicines.

= Strengthen distribution system for TB medicines and other supplies.

= Promote registration of new anti-TB medicines, in collaboration with EFMHACA.

= Develop supply plan for transition to paediatrics new formulation and shorter RR/MDR-TB, ND intro
duction and roll out.

4.7 SO 7: Improve evidence-based decision making

This strategic objective aims improving evidence-based and informed decision on TB prevention and
control through enhanced data flow; generating quality TB data and use; promoting TB research and
improved program performance monitoring, supervision and review mechanisms at all levels. It address-
es identification of TB prevention and control bottlenecks; research; HMIS; performance monitoring;
quality improvement; surveillance; and interpretation and use of evidence for policy formulation, plan-
ning, and resource allocation. The expected outcomes of the strategic objective are the generation and
use of evidence at all levels of the health system to respond to critical TB related health problems.

Initiatives and activities:

=Support integration of comprehensive TB operational plan as part of woreda based annual planning.

= Establish aDSM monitoring and reporting system for TB SLDs.

= Provide package of updated TB/DR-TB recording and reporting tools for health facilities.

= Support transition to DHIS2, and strengthen TBL data quality and use, at all levels.

= Strengthen and support TB programme monitoring, at all levels:

- Introduce DR-TB electronic recording and reporting system.

- Quarterly district level TB programme data analysis at national and regional levels.

- Conduct TB specific DQA at national level in coordination with PPD.

- Provide health workers TBL support tools and M&E pocket guide.

- Prepare and distribute updated TBL M&E framework, including End TB targets and indicators.

- Prepare and distribute annual TB bulletin at national and regional levels.

= Strengthen program performance monitoring, supervision and review at all levels, with timely feed
back.

= Promote national TB research, engaging program managers and healthcare providers; universities and
research institutions.

= Undertake national DR-TB and TB prevalence surveys, in collaboration with EPHI.

= Undertake national annual TB/HIV surveillance.

= Support/promote survey on TB-related catastrophic cost to patients and affected households.

= Co-organize TRAC annual TB research conference in collaboration with RHBs, universities and
research institutions, and partners.
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4.8 SO 8: Improve human capital and leadership for the control of TB

This strategic objective entails TBL prevention and control leadership development; human resource
planning, development and management for effective program coordination, improved case finding and
quality patient management in all health facilities. The expected outcome of this SO is adequate availabil-
ity of skilled and motivated staff working on TB prevention and control.

Initiatives and activities:

= Strengthen TB human resource availability, mix and skill at all levels.

= Strengthen pre-service training on clinical and programmatic management of TB.

= Strengthen in-service TB training: programme and supply managers, clinical teams, and laboratory
professionals.

- Basic and advanced DR-TB training.

- Comprehensive integrated TB, TB/HIV, DR-TB training based on updated national guidelines.

- Programme managers and M&E officers on quality data management and M&E training.

- Training on DRTB medicines aDSM.

- Orientation on TB key population, TB control in prisons and other congregated settings.

- Training on AFB microscopy, GeneXpert, biosafety, biosecurity and LQMS.

- AFB smear microscopy training for newly engaged PPM-DOTs sites and public health facilities.

- Training for biomedical engineers on preventive and curative maintenance.

- National and regional sensitization on lab sample transportation and referral network, at all levels.

- Training laboratory technologists on culture and DST.

- National GeneXpert test sensitization for programme managers and clinicians.

- FNA slide preparation and specimen transportation for laboratory technologists and clinicians.

- TB infection control in healthcare and other congregated settings.

- Facilitate and support training of technician on X-ray reading.

4.9 SO 9: Improve health infrastructure for TB and Leprosy control

The expected outcome of this strategic objective is that health and health related facilities are well built,
maintained, equipped, and furnished, using appropriate technologies for TB prevention and control and
located within a reasonable distance from the intended target population. Priority areas under this strate-
gic objective are:

= Expanding, equipping, furnishing, maintaining and managing health facilities for quality TB services.
= Use of relevant technologies, including health information technology, for TB prevention and control.
= Development of infrastructure for pharmaceutical supplies.

= Introduction of new diagnostic tools; and optimal system for TB infection control in health facilities.

Initiatives and activities:

= Improve health facilities’ infrastructure to provide DR-TB care.

= Establish TB infection control friendly operation theatres and ICU in selected hospitals.

= Equip selected operation theatres, ICUs, bronchoscopy units, X-ray and autopsy rooms with UVG
fixtures.

= Install wind driven turbines and extractor type window fans in patent waiting areas and TB laboratories
at public hospitals, as appropriate.

=Strengthen TB laboratory infrastructure for quality service delivery.
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4.10 Initiatives and activities for Leprosy control and prevention

The main goal of Leprosy control programme in Ethiopia is to further reduce disease burden and mitigat-
ing its consequence.

Strategic Targets:
= Decreasing leprosy prevalence rate from 0.3/10,000 to <0.1/10,000 population, by 2020.

= Reduce proportion of new leprosy cases with disability grade II from 13.6% to <1%, by 2020.
= Increase Leprosy treatment completion rate from 86.5% to 95%, by 2020.

Initiative 1: Improve Programmatic Management and Coordination of Leprosy Control

Major Activities:

= Assignment of national leprosy control focal person.

= Develop and launch national roadmap for final phase of leprosy elimination.

= Sensitization of programme managers on national roadmap for leprosy elimination.
=L eprosy epidemiologic and service mapping.

Initiative 2: Improve community demand for quality leprosy services

Major Activities:

= Prepare and communicate Leprosy specific messages using different channels.

= Prepare and disseminate Leprosy patient information kits

= Produce and disseminate video material demonstrating leprosy case finding and management for health
facilities in high burden areas.

= Provide Leprosy specific orientations for HEWs from leprosy hot-spot areas.

= Commemorate world Leprosy day.

= Engage CSOs and local anti-leprosy associations in leprosy care and treatment.

= Awareness creation campaigns in high Leprosy burden Woredas (districts).

= School community awareness on leprosy using school mini-media in high burden settings.

Initiative 3: Expand and improve access to quality Leprosy services

Major Activities:

=Expand patient referral care hospitals and referral system in hot-spot areas.

= Strengthen leprosy physical rehabilitation centres.

= [dentify and establish sub referral centre at each leprosy high burden Woreda.

= Provide in-service training for health workers from referral and sub referral health facilities.
= Orientation for primary school teachers on Leprosy screening.

Major Activities:

= Develop, print and distribute packages of Leprosy programmatic materials and care provider tools.

= Implement universal screening of all household contacts of leprosy cases.

= Implement annual screening of household contacts of RFT cases.

= Produce and disseminate audio-visual material on leprosy case finding and management for health
facilities in high burden/hot spot areas.
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= Strengthen routine household contact screening for all index leprosy cases, including investiga
tion of “incident” contacts of a child with leprosy.

= Implement school based child screening for leprosy in hot spot area.

= Involve HEWs and HDA in the identification and referral of presumptive leprosy cases.

= Community based screening in hot spot areas.

Initiative 5: Improve human resource development on leprosy

Major Activities:

= Update leprosy training materials, and in service basic leprosy training for general health workers.
® In-service training for health workers from referral and sub referral health facilities.

®* Training lab professionals on skin AFB.

= Expansion of leprosy training in (leprosy) referral centre.

Initiative 6: Improve financial and resource mobilization

Major Activities:

= Advocacy at higher official to give attention for leprosy service.
= Budget allocation by regional and central government.
= Encourage and support involvement of partners (internal and external).

Initiative 7: Improve physical and socio-economic rehabilitation, and stigma

reduction for persons affected by leprosy

Major Activities:

= Expand physical rehabilitation centres in hot-spot areas for leprosy patients with disability.
= Support income generating activities (IGAs) for eligible Leprosy affected individuals.

» Procurement and supply of physical rehabilitation leprosy services.

= Strengthen prevention of disability from Leprosy.

Initiative 8: Strengthen Leprosy pharmaceuticals and other supplies distribution system

Major Activities:

= Design and implement effective distribution system for leprosy drugs and supplies.
= Conduct annual Leprosy pharmaceuticals and supplies quantification.
= Procure adequate supply of anti-leprosy medicines.

Initiative 9: Improve Leprosy data flow through HMIS implementation of HMIS

at all levels
Major Activities:

= Print and distribute packages of Leprosy recording and reporting tools, including household contact
registers.

= Strengthen monitoring leprosy control implementation at health facilities.

= Establish active surveillance system.

= Conduct Leprosy review meetings in hot-spot Zones, and mid-term review of Leprosy strategic plan.

= Incorporate leprosy contact screening indicator in updated HMIS.

= Monitor annual analysis of district level leprosy burden through HMIS data.

= Translate research conducted by AHRI.
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5. PERFORMANCE MEASURES AND TARGET

~

Ethiopia has adopted the End TB

T n mbiti T f y . 90% reduction in TB incidence
strategy and ambitious targets of [ESNT RN L RLHE Pos T AR ACCe

Ending the TB epidemic, by 2035.
Figure 24 summarizes TB related
2020 SDG End TB targets, which is No affected families facing 95% reduction in TB deaths
the bases for revising additional mile- IR HEEEEEENER RSN from the 2015 level.
stones (Table 12). This strategic plan
(OSR B LMK R ViR aIE Wl Figure 24. Overarching national End TB targets by 2035.
for protection against catastrophic
costs for TB affected households. While, the national policy exempts out of pocket payment in accessing
TB services, the national health account indicates around 36% of TBfunding source is patient out of
pocket payment at point of care. Furthermore, this does not include other patient costs, such as related to
transport or opportunity costs.

A national comprehensive assessment/evaluation of both monetary and non-monetary patient costs in
accessing TB services, and designing strategies and targets is essential. This updated strategic plan
includes studies and reviews related to costing, both programme and patient costs related to TB services.

Figure 25 illustrates planned TB incidence and mortality targets within the period of 2008-2013 Ethiopian
calendar (2018-21 GC).

Figure 25. Planned national TB incidence and mortality targets, 2008-13 (EC).
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Figures 26 and 27, below, outline planned targets of annual notification for all forms of TB and DR-TB
from 2018-21. Within the last years, Ethiopia has experienced decline in TB case notification, a third of
annually estimated incident cases are missed or failed to be detected. This gap is even wider in fining
DR-TB cases. Achieving these planned targets require concerted multi-pronged approach to finding
these cases, including defining and systematic screening in key population; engaging all care providers;
community and other stakeholders’ involvement for a multi-sectoral response; strengthening programme
monitoring and data use for local level planning and decision making; and expanded access and utiliza-
tion of diagnostics, including universal DST at time of diagnosis.

144,154

138,610

2018 2019 2020 2021 2018 2019 2020 2021

Figure26 . Planned target of annual case | Figure27. Planned DR-TB notification
notification for all forms of TB, 2018-2021. national target, 2018-2021.
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Figure 28. Planned target of private and community annual contribution of case notification
2018-21.
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Figure 28, above, summarizes planned targets of annual case notification for PPM and community HEP,
which together account for more than 50% of the planned annual TB case notification for respective
years. Interventions, such as to strengthen 1) TB integration with HIV and diabetes care, and MCH
clinics for intensive case finding; 2) TB case finding in high volume hospitals and other HFs; 3) Access
to appropriate quality diagnostics, including X-ray and for diagnosis of DR-TB, and linkage to care
following diagnosis; 4) TB contact investigation; 5) Focused support to underperforming Woredas and
Zones; 6) Health facility linkage with congregated settings etc. are all important interventions for case
finding.

Globally, TB remains to be the leading cause of mortality and hospital admission for PLHIV, despite
presence of efficacious life-saving interventions. TB is curable as well as preventable, including in
PLHIV. Prompt diagnosis and treatment of, both HIV and TB, are life-saving interventions. Figure 29
shows planned coverage targets of HIV testing among all notified TB cases and ART in TB/HIV co-in-
fected patients within the period of 2010-13 (EC).

Figure 29. Planned target of percentage of notified all forms of TB with documented HIV status
and TB/HIV co-infected started ART, 2010 -13 (EC).
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DST coverage and utilization is critical entry for prompt diagnosis and treatment of DR-TB. Tablel3-
summarizes the planned FL- DST for RR coverage for 2009-2013 EC. Universal DST coverage for early
diagnosis of RR/MDR-TB; linkage to care; and prompt treatment initiation are all critical steps to
increase DR-TB case detection.

Table 13. Planned DST coverage (at least for RR) in annually notified bacteriologically confirmed pulmo-
nary TB cases, 2018-2021.

Number of cases 2018 2019 2020 2021

Number of TB patients with DST (at least for RR) at

. . . 63,281 71,352 1 78,069 [ 90,096
time of diagnosis.

Number of notified pulmonary TB cases in the same

78,466 83,944 | 86,744 | 90,096
year.

Planned DST coverage among confirmed

pulmonary TB cases 80% 85% 90% | 100%
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Figure 30. Planned target of number of eligible under five children starting
treatment for latent TB infection, 2010-2013 EC.

20,858

10,500

2010 2011 2012 2013

Year, Ethiopian Calender

6. PHYSICAL IMPLEMENTATION PLAN

A detailed outline of implementation plan with targets is annexed with this document. An annual plan,
which will further define more specific activities and timeline, will further supplement this implementa-
tion plan.

7. STRATEGIC PLAN COST

7.1 TB strategic plan cost

The financial need of this updated three years strategic plan, from 2018-2020, is estimated based on
costing of detailed activities under each nine strategic objectives, using one health tool (OHT). Standard-
ized assumptions were used for consistent and reliable budget estimation across the strategic objectives.
Historical data and expert opinion was used, where there is lack of actual cost related information. Full
implementation of this strategic plan will require an estimated three years budget of US$271,571,661; out
of which 46% is for SO6, TB control pharmaceuticals and supplies (Table 14).

Table 14. TB control strategic plan cost for the period 2018 — 2020, USD.

TB Strategic Objectives 2018 2019 2020 Total
SO1: Improve access to TB services 23,199,721 26,887,689 | 27,813,415 77,900,825
SO2: Improve community ownership 8,729,651 8,145,394 8,240,860 25,115,905
S03: Maximize financial resource mobilization

and utilization 1,465,999 1,630,797 | 1,370,225 4,467,022
SO4: Strengthening quality of TB services 1,389,461 2,543,393 1,278,080 5,210,934
SO5: Enhance harmonization and alignment 1,898,912 1,899,912 1,898,912 5,697,735
SO6: Improve TB pharmaceuticals and other

supplies 37,069,419 | 37,895,548 | 33,293,831 | 108,258,798
SO7: Improve evidence-based decision making 8,313,089 7,622,542 | 7,631,322 23,566,953
SO8: Improve human capital and leadership 2,371,037 4,966,168 2,925,987 10,263,192
S09: Improve health infrastructure 8,199,948 2,218,619 671,731 11,090,298
Total 92,637,237 93,810,062 85,124,363 271,571,661

Strategic objectives 1 and 6 (i.e. improving access to TB services and TB pharmaceutical supplies),
together, account for 69% of the total three years budget (Figure 31), while strategic objectives 2 and 9
(i.e. improving community ownership and evidence-based decision making), each account 9% of




the total budget. The estimated budget of activities related to improving ownership, such as through
sensitization of communities, prison administration, private providers, are all included under SO1.

Figure 31. TB strategic plan cost by Strategic Objective (SO) for 2018-2020, USD.
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The FMoH has conducted a health resource tracking survey for 2017-2018 in order to establish financial
commitment of the government of Ethiopia, partners and other relevant stakeholders for this national
strategic plan. The finding of this survey and historical data is used to estimate the commitment of
partners for 2019-20, which is not an obligated budget. This estimate shows a total of US$128,289,256
(47%) is committed from the Ethiopian government and partners for the remaining years of the strategic
plan, 2018-2020. This indicates a significant funding gap (53%) in the national response to TB for
optimum programme implementation to impact disease burden and spread of the epidemic as put forward
in this NSP. The graph below summarizes the actual funding need, total commitment and the gap of this
updated strategic plan from 2018-2020 (Figure 32).

Figure 32. Total funding need and gaps of the TB NSP for 2018-20, in USD.
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7.2 Strategic plan cost of Leprosy Control and Prevention

Figure 33 summarizes the total NSP cost for Leprosy control programme, available resources and gaps.
Annually, there is significant unfunded gap for Leprosy control. A total of estimated Table 15 shows
summary of US$ 3,721,640 is required by the Leprosy programme during this strategic plan period, out
of which only US$ 607,119 (16.3%) is funded while 84% is unfunded.

Table 15. Cost of leprosy control strategic plan for the period of 2018 — 2020, USD.

Table 15 . Total funding need and gaps of Leprosy NSP for 2018-20, USD.
2018 2019 2020

Budget source USD USD USD Total (USD)
Total cost of NSP for leprosy 1,232,000 1,263,089 | 1,226,550 3,721,640
Available funding 201,749 218,131 187,239 607,119

Figure 33. Total funding need and gaps of Leprosy NSP for 2018-20, USD.

USD, Millions
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8. IMPLEMENTATION ARRANGEMENT, PARTNERSHIP AND COORDINATION
8.1 National policy environment

The Ethiopian government national growth and transformation plan, in which the HSTP is a part,
aims cutting poverty in the country for the coming years addressing socio-economic determi-
nants of health including TB. The national HSTP, which followed the end of the fourth phase of
HSDP in 2014, emanates from the national health policy. The objective of the HSTP is to
provide comprehensive, integrated and cost effective primary care services, with a focus on com-
municable diseases, such as TB, Malaria, HIV and STI; nutritional disorders; environmental
health and hygiene; reproductive health; non-communicable diseases; and maternal and child
health.




The HSTP promotes equitable access to quality comprehensive care that covers preventive, promotive
and curative health services. TBL prevention and control is designed as part of this system, to deliver
integrated services. The main strategies are fully aligned with the components of End TB strategies:
Integrated patient-centred care and prevention that promotes early diagnosis of TB, including universal
DST and systematic screening of contacts and high-risk groups; prompt treatment of all people with TB,
including DR-TB and patient support; implementation of collaborative TB/HIV activities and manage-
ment of comorbidities; preventive treatment of persons at high risk, including BCG vaccination. This
calls for sustained political commitment and adequate resources; engagement of communities, civil
society organizations, and public and private care providers. The national HSTP aims UHC, quality and
rational use of medicines, and infection control in healthcare settings.

The ministry of health and the national TB research advisory committee (TRAC) promotes research and
innovations in the country. The national TB research plan articulates priority agendas in the country for
the coming years and aims optimization of implementation and impact to foster innovations in the nation-
al response to TB.

8.2 Institutional Framework and Responsibilities

Full implementation of this revised strategic plan requires active involvement and participation of all
stakeholders from community to national levels.

Community level: The active community involvement in planning and implementing of TBL control is
very crucial to create health seeking behaviour; early diagnosis and treatment; stigma reduction; and
create community demand for equitable quality TBL health services. In this process, HEWs, HDA, opin-
ion and religious leaders, agricultural development workers, teachers, women and youth associations, and
community development organizations need to be involved under the leadership of elected community
(Kebele) leaders for reaching communities at national scale. An important community mobilization func-
tion is to educate, inform, dialogue and participate in TBL prevention and control activities and create
ownership and multi-sectoral responses. These groups will also be involved in the provision of basic
TBL and TB/HIV prevention and control services, such as: awareness creation, referral of presumptive
TBL cases and provision of community-based DOT services.

Woreda Level: The Woreda Health Offices (WorHO) TBL programme officers are responsible for imple-
mentation of TBL and TB/HIV control activities and coordination of partners. The district administrative
council, particularly those responsible for social affairs, will be involved in the creation of functional and
sustainable district level partnership, by involving all stakeholders in a multi-sectoral fashion. It will also
be involved in formulating a detailed TBL and TB/HIV control work plan in close collaboration with
WorHO. The main task of the WorHO TB officers is to support community level structures and health
facilities. The WorHO should be strengthened with the necessary Human Resource and logistics in order
to successfully guide the TBL and TB/HIV control activities and support both private and public health-
care providers.

Zonal Level: The main responsibility of the Zonal Health Department (ZHD) is to ensure the continuous
availability of adequate essential supplies required for the different strategic approaches to TBL control;
ensure the availability of HRH, equipment and supplies in Woredas/Districts and coordinates resources of
the different partners TBL and TB/HIV prevention and control activities. The ZHDs are also expected to
provide technical support to Woredas/Districts.
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Regional Level: The TB/HIV case teams in the Regional Health Bureaux are responsible to coordinate all
TBL and TB/HIV prevention and control activities in the Region. It is also responsible for resource
mobilization, TBL control planning, implementation, monitoring and evaluation. Each RHB will trans-
late the national strategic plan in to their respective Regional, Zonal, Woreda/District level context and
regional versions of the strategic plan are expected to be developed.

National Level: The main responsibilities at federal level include: setting standards; national level coordi-
nation, capacity building, supportive supervision, resource mobilization, and partnership; formulate and
disseminate TBL policy and guidelines; formulate national strategies, oversee policy implementation,
monitoring and evaluation; determine priority TB research agenda and track its implementation;
conduct/coordinate TB research and advocate for TB as a priority public health issue.

8.3 Partnership and Coordination

Tuberculosis, TB/HIV, DR-TB and Leprosy are major public health burdens in Ethiopia. The social and
economic challenges of TB and Leprosy calls for inter-sectoral collaboration, which is guided by the
principle of coordinated actions and partnerships. Establishment of effective and functional partnership
is critical to achieving TBL program objectives.

In order for partnership to function and be sustainable, they must be institutionalized and recognized by

political and administrative bodies at various levels. Coordination is of paramount importance within

various departments of the Federal Ministry of Health and RHBs as well as ministry of health agencies.

The following are partners involved in the implementation of TB, TB/HIV and Leprosy prevention and

control activities:

Within the Ministry of health:

= Diseases Prevention and Control will be coordinating the NTP.

= Policy and Planning Directorate, Finance and Procurement Directorate, Resources Mobilization and
alignment Directorate, Federal HAPCO, PFSA, FMHACA, EPHI, ALERT Training Centre, and
ALERT Hospital, AHRI, St. Peter Specialized Hospital, Regional Health Bureaus and Regional Labora
tories will be responsible for supporting the implementation of the strategic plan.Out-side the MoH
structure:

= Ministry of Finance and Economic Development (MoFED): mobilization of resources and improved
resource utilization.

= Ministry of Education (MoE): incorporate TB, TB/HIV and Leprosy prevention and control principles
and practice into pre-service curricula.

= Communication media agencies.

= Uniformed health services (Army and Police).

= Prison administration.

= Administration of refugees and Returnees Affair (ARRA).

= Academic and research institutions: TB research.

=Private sector: the private sector plays a significant role in health care delivery by maximizing the DOTS
coverage, provision of TB/HIV services and efficient use of existing resources.

= Governmental and private companies.

= Multilateral agencies: WHO, GFATM, WFP, IOM, World Bank.

= Bilateral agencies: USAID, CDC, DIFID, Italian Development cooperation.

= CDC implementing partners (ICAP).

= USAID implementing partners (Challenge TB, PSHP, PATH).

= NGOs and FBOs: professional associations, CCRDA, CUUAM, GHC, GLRA, MSF, PIH.
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8.4 IMPLEMENTATION PLAN

Annual action plans will be developed at various levels (national, regional, district), which shall be tuned
towards the accomplishment of objectives and targets stated in this strategic plan. There is a need for
building planning and budgeting capacity for TBL and TB/HIV prevention and control at all levels. Final
evaluation of the implementation status of the strategy will be carried out, as part of implementation of
the plan.
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10.4 Annex 4: Indicator Reference

Tuberculosis case detection rate (all forms)

Definition Proportion of all forms of TB (New & relapse) cases detected during a specified time period
Number of all forms of TB (New and Relapse) cases detected during the reporting X 100
Formula period
Estimated number of all forms of TB cases in the population during the same period*
Interpretation TB case detection rate is one of the key indicators in evaluating effectiveness of TB control

Treatment Success Rate (TSR) among bacteriologically confirmed NEW PTB cases

programme. The highest priority in TB control is the identification of the infectious cases, i.e. patients
with bacteriologically confirmed pulmonary tuberculosis (PTB+). However, identification and
treatment of all forms of TB cases, i.e. bacteriologically confirmed, and clinically diagnosed
pulmonary tuberculosis (PTB-), extra-pulmonary tuberculosis (EPTB) and other previously treated TB
cases with unknown and undocumented treatment outcome is important to measure disease burden and
monitor effectiveness of TB treatment and the program. TB case detection rate is calculated as the
number of detected new all forms of TB cases (including bacteriologically confirmed, clinically
diagnosed and all relapse cases) divided by the total number of TB cases estimated to occur in the area
during a given time period. *The denominator is provided by annual WHO-Estimates for the whole
country. There may be real geographical differences in TB epidemiology in urban, Agrarian and
pastoralist settings, though this indicator tells annual trend in TB detection of the country. However,
over and under achievement of this indicator should be interpreted by considering existing factors
including disease burden, and other factors. NOTE: TB cases diagnosed by Smear microscopy,
Culture, or any WHO approved Rapid diagnostics (WRD) such as Xpert MTB/RIF are classified
under Bacteriologically Confirmed TB cases.

Definition Proportion of new bacteriologically confirmed PTB cases registered during specific cohort period that
successfully completed treatment (cured plus completed treatment).
Number of cohort of new bacteriologically confirmed PTB cases registered during X100
the same period of the previous year that were cured plus the number completed
Formula treatment
Total number of New bacteriologically confirmed PTB cases registered during the same cohort period
Interpretation Successful completion entails clinical success with or without bacteriological evidence of cure. This

Treatment success rate among clinically diagnosed new TB cases

indicator measures the program’s capacity to retain patients through a complete course of
chemotherapy with a favourable clinical result. Treatment success rate measures the effectiveness of
the program in settings where it may not be possible to perform a sputum test at the completion of
treatment. The TB treatment success can be estimated and monitored at Health Centres and hospitals
that provide DOTS services, Woredas, regions, and FMOH.

cases

Definition

Definition Percentage of new clinically diagnosed (pulmonary and all EPTB) cases who completed treatment
Number of new clinically diagnosed cohort of pulmonary PTB and all EPTB cases X100

Formula registered during the same period of the previous year that completed the treatment
The total number of new clinically diagnosed PTB and all EPTB cases registered during the same
cohort period

Interpretation As this group of TB patients accounts for about 50 -60% of all TB cases notified annually, the status

Latent TB Infection (LTBI) treatment coverage for under five years children who are contacts of pulmonary TB

of their treatment outcome should be assessed. The only favourable treatment outcome for this group
of patients is completing the whole course of anti TB treatment. Thus, this indicator measures the
program’s capacity to retain all patients through a complete course of chemotherapy with a favourable
clinical result. High treatment completion rate indicates the effectiveness of the program as well as
completion of TB treatment with favourable clinical result. TB treatment completion rate for new
clinical diagnosed pulmonary and all EPTB cases can be estimated at all Health Centres and hospitals
that provide DOTS services. Treatment success rate at woredas, zones, regions, and FMOH can also
be calculated by aggregating the reported data from health facilities that provide DOTS.

Note that New clinically diagnosed TB cases refer to P/negative TB and all EPTB cases (Diagnosed
by clinical symptoms and bacteriologically confirmed EPTB)

Proportion of children aged <5 years who have history of contact with of pulmonary TB cases started
on LTBI treatment

Formula

Number of children aged <5 years who are contacts of pulmonary TB cases | X100

on LTBI treatment

Total number of children aged <5 years who are contact of pulmonary TB cases eligible for LTBI
treatment




Interpretation | Children exposed to contacts of TB case have a high risk of being infected and acquired TB. The risk
is particularly high among infants and small children aged less than 5 years. The risk is increased if the
index case is bacteriologically confirmed, and if the index patient is the mother of the child. So
children who are contacts of pulmonary TB cases should be screened for TB and those children who
are eligible (free from TB symptoms at the time of screening) should start and took LTBI treatment for
six months. They should be followed up at the TB clinic and information should be recorded both in
the TB register and TB contact screening and LTBI treatment follow up register. This indicator
provides no information on the number of individuals who adhere to or complete the course of
treatment. It is preferable to have TB contact screening and LTBI treatment follow up register to
regularly monitor the quality of the service in terms of adherence to LTBI treatment and evaluate the
patients after completion of preventive therapy. Therefore, TB contact screening and LTBI treatment
follow up register included to TB program. The register is kept in TB Unit to record contact of Drug
susceptible and Drug Resistant-TB index cases that comes to TB screening service. This register also
serves to monitor treatment adherence of under five children who are enrolled to LTBI treatment (IPT)
and as a data source to report TB contact screening coverage.

Drug Susceptibility Test (DST) coverage for TB patients

Definition Percentage of Pulmonary TB (new and retreatment) cases and presumptive DR-TB cases with
documented DST result during the reporting period
Number of pulmonary TB (new and retreatment) cases and contacts of DR-TB cases with documented
DST results
Total number of Pulmonary TB (new and retreatment) cases and contacts of DR-TB cases in the same
period*
Interpretation | Early detection of resistance is intended to ensure an appropriate drug regimen from the start and
presumably increase likelihood of success and alleviate amplification of resistance patterns. This
indicator measures the availability and access to drug susceptibility testing for at least rifampicin for
TB patients registered in TB unit. Culture and drug susceptibility tests (DST) for at least rifampicin
are indicated for all eligible clients including:-
e New and all retreatment (Relapse, after lost to follow up, after failure of new regimen)
pulmonary TB cases,
e  New pulmonary TB patient cases who remain sputum smear positive at 2nd month of
treatment,
e  Presumptive/confirmed TB cases from congregated settings (prison, homeless shelters,
refugee camps, high DR-TB prevalent area),
e  Presumptive or confirmed TB cases working in Health facilities including support staffs,
e  Presumptive TB who have contact with confirmed Drug Resistant -TB cases and
e  Patient in HIV care with symptoms of TB.

Formula

DST coverage includes results from molecular (e.g. Xpert MTB/RIF) as well as conventional
phenotypic DST results. *The denominator includes all notified pulmonary TB (new and retreatment)
cases, presumptive TB/DR-TB cases who have contact with confirmed Drug Resistant -TB cases and
patient in HIV care with symptoms of TB.
Definition The Number of DR-TB cases detected during the reporting period
Formula Number of DR-TB cases detected during reporting period
Interpretation | Culture and Drug susceptibility tests (DST) for at least rifampicin are indicated in patients presumed
to harbour drug-resistant TB strains. This indicator is useful to estimate the burden of DR-TB in the
country. Furthermore, it helps national TB control program for planning of DR-TB treatment
expansion, forecasting, quantification and procurement of second line drugs (SLDs) and reagents.
NB: All detected DR-TB cases are expected to be reported by health facilities including DR TB
Treatment initiating centers where they were first detected. The detection could be completed within
the facility or with the support of external laboratory facility (after sample is sent for detection). In
order to avoid double reporting of detected cases, treatment initiating centers should not include DR-
TB cases detected and referred by other facilities for DR-TB treatment in their DR detection report
DR-TB cases enrolled on DR-TB Treatment (Second Line Drugs)

Definition Number of DR TB cases started on DR -TB treatment during the reporting period
Formula/ Number of DR-TB cases registered and started on a prescribed DR-TB treatment regimen during
reporting period
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Interpretation

Final Outcome
Definition

This indicator measures the capacity of programs to enrol DR-TB cases on appropriate treatment. The
program manager is responsible for ensuring that all cases in which DR-TB is detected are placed on
appropriate treatment in the shortest time possible. Early detection of resistance is intended to ensure a
correct drug regimen from the start and lower risks of further amplification of drug resistance. A
comparison of the number of enrolled DR-TB cases to those detected gives an indication of access to
care. It is a crude indicator given that patients started on treatment during a given period may have
been detected prior to the period of assessment.

f DR-TB cases

A cohort of DR-TB cases for whom final outcome (cured, completed, failed, died, lost to follow up,
not evaluated) has been determined among those enrolled on DR -TB treatment during the year of
assessment

Formula

Number of cohort of DR-TB cases enrolled on second-line anti-TB treatment during X100
reporting period for whom final outcome has been determined
Total number of DR-TB cases enrolled on second-line anti-TB treatment during the same cohort

period

Interpretation

TB case detecti

This report shows the final treatment outcomes for patients enrolled to DR-TB treatment. Final
treatment outcome of cohort of DR TB patients report should be reported based on the timeline
recommended for specific regimen type. Generally final outcome of the patient both in short and long-
term regimen should be compiled at 24 months after the last patient in the cohort starts treatment.
Most of the patients will finished their treatment within the first evaluation periods. However, there
are patients who will continue their treatment longer than the majority group especially patient
enrolled to long term regimen. Therefore, the final outcome of these cohort cases are compiled and
monitored twice at 24 and 36 months. Thus, written document of the final outcome of DR-TB patients
on long term regimen should be recorded in DR-TB Register and reported once again to the National
TB program at 36 months.

n contributed by community

Definition Proportion of TB cases detection contributed by the community out of all TB cases identified during
reporting period

Formula Number of TB cases detection contributefi by the Fommunity _ I X100
Total number of TB cases (all forms) notified during the same period

Interpretation The indicator is intended to measure the extent of community involvement in TB case detection.

Leprosy case no

Efficient community involvement translates into early detection of cases, one of the main and most
effective strategies for reducing the transmission of TB. The community in the context of community
TB care refers to trained community volunteers, Health Development Army, health extension workers
or, community members supporting patients (treatment supporter). NB: the denominator of this
indicator “all forms of notified TB cases” refers to the number of all forms of TB (New + relapse)
cases registered in TB unit. The numerator of this indicator doesn’t include those presumed TB cases
referred by the community for further investigation and diagnosis.

tification

Grade II disabi

Definition Proportion of leprosy cases detected among estimated number of leprosy cases in the population
Total number of leprosy cases detected during reporting period | X10,000
Formula - —
Estimated number of population in the catchment area
Interpretation The number of leprosy cases reflects on the performance of the leprosy control program. This

indicator is a proxy for leprosy incidence in a given area. It has to be calculated at national and
subnational level up to population size of 10, 000. It has also been shown that the number of cases
detected increases with the frequency of examinations: very frequent examinations will identify a
number of self-healing cases that would otherwise never have come forward. The indicator should be
compared with leprosy estimates which are updated annually by Ministry of Health and mapping data
of the respective administrative level.

Having the total number of relapse cases will reflect the quality of treatment service provided and also
the number rises, it indicates magnitude of transmission of leprosy and circulation of drug resistant
strain of leprosy.

ity rate among new cases of leprosy

Definition The proportion of new cases of leprosy with disability grade II at the time of diagnosis.

Total number of new leprosy cases having disability grade II at time of diagnosis during X100
Formula reporting period

Total number of new leprosy cases detected during the same period
Interpretation This indicator measures the quality and effectiveness of the case-finding activities. A high disability

rate among new cases signals that cases are detected late during the course of the disease. If the rate is
high, it is essential to strengthen case-finding activities and develop health education in order to

encourage the population to seek treatment before disabilities appear.

Leprosy treatment completion rate
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Definition Percentage of a cohort of leprosy cases registered in a specified period that successfully completed
the treatment.

Formula The number of leprosy cases who completed treatment successfully during specified X100
cohort period

The total number of leprosy cases registered during the same cohort period
Interpretation | Treatment completion rate (both for PB and MB types of leprosy) measures the program’s capacity
to retain patients through a complete course of chemotherapy with a favourable clinical result.

Definition The proportion of TB patients enrolled in DOTS who have documented HIV result
Formula The number of TB patients enrolled in DOTS who have documented HIV result in the | X100
reporting period

The total number of TB patients enrolled in DOTS during the same period

Interpretation | This indicator measures the HIV status among TB patients. TB is the leading cause of morbidity
and mortality among people living with HIV. Ensuring that TB patients receive HIV testing and
counselling services should be a high priority. Knowledge of HIV status enables HIV-positive TB
patients to access the most appropriate HIV prevention, treatment, care and support services.
Ideally, all TB patients with unknown HIV status should be offered an HIV test, and preferably
within the context of the TB service provider, in which case the HIV test can be recorded in the
patient record and the TB register. Patient confidentiality must be maintained. The following point
are crucial for effective HIV Screening of TB patients.

1. Where HIV counselling and testing is carried out in a different part of the same facility or even at
a distant site, the TB program needs to record when a TB patient is referred for an HIV test and
receives the result.

2. TB patients should preferably be tested at the start of TB treatment so that they can benefit from
appropriate care throughout TB treatment.

3. The numerator should include all TB patients who were previously known to be HIV-positive
(documented evidence of enrolment in HIV care) or their negative documented HIV result from
previous testing acceptable to the health care provider (such as performed in the past 3—6 months
from a reliable laboratory). This indicator measures the combined services’ ability to ensure that
TB patients know their HIV status under program conditions.

Latent TB infection (LTBI) treatment for HIV positive clients newly enrolled to care

Definition Proportion of newly enrolled HIV-positive people started on LTBI treatment during the reporting
period
Formula Total number of people living with HIV newly enrolled in HIV care who are started on | X100

treatment for latent TB infection during the reporting period
Total number of LTBI treatment eligible HIV positive clients newly enrolled in to HIV care during
the reporting period.
Interpretation | IPT is provided to ensure eligible HIV-positive individuals are given treatment for latent TB infection
and thus to reduce the incidence of TB in people living with HIV.
People living with HIV should have their TB status assessed at each scheduled visit. Those found not
to have evidence of active TB will be offered TB preventive therapy according to national guidelines.
All those accepting TB preventive therapy and receiving at least the first dose of treatment should be
recorded. This information is recorded in a column in ART registers. The proportion of clients likely
to start IPT depends on the health care providers’ capacity to rollout active TB using standard
screening algorithm and the type of facility at which HIV diagnosis is made.
N.B. Number of clients who will not meet the eligibility criteria for LTBI treatment should be
excluded from denominator counting. For example, patients with active TB or on TB treatment at
time of enrolment to HIV care should be excluded from the denominator. This indicator can be
estimated and monitored at HC and Hospital level, woreda, zone, region and national level on a
quarterly basis.
The program should aim to achieve more than 60% in starting isoniazid preventive therapy for the
eligible group as this indicator does not capture some group of patients may be started on LTBI
treatment lately after reporting period

Anti-Retroviral Therapy (ART) for HIV positive TB patients

Definition Number of HIV-positive TB patients who are started on or continue previously initiated ART during
their TB treatment, expressed as a proportion of all HIV-positive TB patients

Formula All HIV-positive TB patients, registered over the reporting period, | X100

who Received ART (are started on or continue previously initiated
ART)

Total no. of HIV-positive TB patients registered during the reporting Period
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Interpretation | This is an outcome indicator to measure commitment and capacity of TB services to ensure that HIV-
positive TB patients are able to access ART, measure the degree to which health-care providers
encourage ART as a part of routine care, and the success of TB and ART health services in referring,
managing and tracking registered TB patients eligible for ART (i.e. the strength of the referral
process).

In settings where TB patients are referred to chronic HIV care unit or other care services to be assessed
and started on ART, a system must be established to ensure that the TB Program is informed of the
outcome of the referral, i.e. whether or not TB patients are started on ART or not. The information on
outcome of the referral should be recorded in the TB register (TB/HIV columns). This is important not
only for Program management but also for individual patient care. TB Program personnel need to be
aware of a TB patient starting on ART so that they can manage drug reactions and interactions
appropriately. Note that irrespective of the CD4 cell count, ART should be provided as soon as
possible to HIV positive TB patients and no later than eight weeks after TB treatment begins. It should
be given as a matter of emergency within the first two weeks of TB treatment among HIV-positive TB
patients with profound immune-suppression (i.e.CD4 count < 50 cells/mm3).

ART significantly improves the quality of life, reduces morbidity, and enhances the survival of people
with advanced HIV infection or AIDS. HIV-positive TB patients are one of the largest groups who are
likely to benefit from ART, and efforts should be made to identify and treat those who are eligible.
This indicator measures the extent to which HIV-positive TB patients are provided with ART during
TB treatment. TB and HIV programs should aim to achieve TB treatment and ART in more than 90%
of HIV positive TB patients. Therefore, reconciliation of the information between the TB and ART
registers at facility level should be done regularly.

However, this indicator may miss patients diagnosed towards the end of reporting period whose ART
treatment status may not be updated in the TB registers. Also, this indicator does not capture timeliness
of ART initiation.
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