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Global “END TB strategy” and targets for tuberculosis control —111

Component 2.2- Engagement of communi-
ties, civil society organizations, and all pub-
lic and private care providers

2.2.1 Engage communities and civil society

A robust response to end the tuberculosis epi-
demic will require the establishment of partner-
ships across the health and social sectors and
between the health sector and communities.

Civil society organizations have specific capaci-
ties and tuberculosis programmes can benefit
from harnessing them. Their competencies
include reaching out to vulnerable groups, mo-
bilizing communities, channeling information,
helping to create demand for care, framing ef-
fective delivery models and addressing determi-
nants of the tuberculosis epidemic.

2.2.2 Scale up public—private mix approaches

and promote International Standards for Tuber-

culosis Care

National tuberculosis programmes will have to
scale up country-specific public—private mix
approaches already working well in many coun-
tries. To this effect, close collaboration with
health professionals’ associations will be es-
sential. The International Standards for Tuber-
culosis Care, other tools and guidelines devel-
oped by WHO as well as modern information
and communication technology platforms can
be used effectively for this purpose.

Component 2.3- Universal health coverage
policy, and regulatory frameworks for case
notification, vital registration, quality and

rational use of medicines, and infection con-
trol

2.3.1 Move with urgency to universal health

coverage
Universal health coverage, defined as, “the
situation where all people are able to use the
quality health services that they need and do
not suffer financial hardship paying for them” is
fundamental for effective tuberculosis care and
prevention.

2.3.2 Strengthen requlatory frameworks.

National policy and regulatory frameworks for
health care financing and access, quality-
assured use of medicines and diagnostics,
quality-assured health services, infection con-
trol, vital registration and disease surveillance
systems are powerful levers that are essential
for effective tuberculosis care and prevention.

2.3.3 Enforce mandatory notification of tubercu-

losis cases.

Many tuberculosis cases are not notified, espe-
cially those managed by private care providers
that are not linked to national tuberculosis pro-
grammes. Under - notification of cases ham-
pers disease surveillance, contact investigation,
outbreak management, and infection control.

2.3.4 Undertake comprehensive infection con-

trol measures

Appropriate regulation is required to ensure
effective infection control in health care ser-
vices and other settings where the risk of dis-
ease transmission is high.
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Component 2.4- Social protection, poverty alleviation and
actions on other determinants of TB

2.4.1 Relieve the economic burden related with tuberculosis

A large proportion of people with tuberculosis face a cata-
strophic economic burden related to the direct and indirect
costs of iliness and health care. Adverse social consequences
may include stigmatization and social isolation, interruption of
studies, loss of employment, or divorce. The negative conse-
quences often extend to the family of the persons ill with tuber-
culosis.

Even when tuberculosis diagnosis and treatment are offered
free of charge, social protection measures are needed to allevi-
ate the burden of income loss and non-medical costs of seek-
ing and staying in care.

2.4.2 Expand coverage of social protection.

Social protection should cover the needs associated with tu-
berculosis such as schemes for compensating the financial
burden associated with illness, such as sickness insurance,
disability pension, social welfare payments, other cash trans-
fers, vouchers or food packages.

2.4.3 Address poverty and related risk factors.

Crowded and poorly ventilated living and working environ-
ments often associated with poverty constitute direct risk fac-
tors for tuberculosis transmission. Under-nutrition is an im-
portant risk factor for developing active disease. Poverty is also
associated with poor general health knowledge and a lack of
empowerment to act on health knowledge, which leads to risk
of exposure to several tuberculosis risk factors. Poverty allevia-
tion reduces the risk of tuberculosis transmission and the risk
of progression from infection to disease.

Pillar -3

Intensified research and innovation

Component —-3.1 Discovery, development and rapid uptake
of new tools, interventions and strategies

3.1.1 Develop a point-of-care rapid diagnostic test for tubercu-

losis
An accurate and rapid point-of-care test that is usable in field
conditions is still missing and needs to be developed.

3.1.2 Develop new drugs and regimens for the treatment of all

forms of tuberculosis.

The pipeline of new drugs has expanded substantially over the
last decade . In order for further progress to be made, invest-
ments are required in both research and capacity building to
implement trials in accordance with international standards.

Component 3.2 Research to optimize implementation and
impact; and promote innovations
3.2.1 Invest in applied research

Investments in fundamental research need to be complement-
ed with those for applied research that supports rapid adop-
tion, adaptation, and implementation of evidence-based poli-
cies. Research is also needed to identify and address bottle-
necks to implementation of existing and new policies, and to
provide evidence from the perspective of patients as well as
from health systems.

3.2.2 Use research to inform and improve implementation.

Most innovations cannot be translated into effective local ac-
tion without careful planning and adaptation, and partnership
with stakeholders.

3.2.3 Create a research-enabling environment.

Fostering better and more relevant operational, health system
and social science research will help implementation and con-
tribute to the development of national and global policies .

A broad-based, concerted effort is needed to develop research
capacity, allocate appropriate resources, and encourage stake-
holders to work together. An enabling environment for perform-
ing programme based research and translating results into
policy and practice is necessary to achieving the full potential
of tuberculosis programmes.

“Tuberculosis kills five thousand people every day. The social
and economic impacts are devastating, including poverty, stig-
ma and discrimination”. We are all committed to support the
robust roll-out of the strategy to end TB.

Source: WHO. The End TB Strategy. Available at : http:/
www.who.int

Compiled by Dr. Shilanthi Seneviratne
Epidemiology unit /Ministry of Health/ Sri Lanka
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Table 2: Vaccine-Preventable Diseases & AFP 14th -20th Apr 2018 (16t Week)
Number of ~ Number of )
Total num- Diff
No. of Cases by Province £ases ases bgr Ofnum Total num- bét\z;eennc?he
Disease il iy cases to ber of Cases  imber of
currer!t same. date in o dhie iy cases to date in
W o Cc S N E NV NC U  Sab ggfg " ‘;’gf;‘ " 2018 2017 2018 & 2017
AFP* 00 00 00 00 00 00 00 01 00 01 00 18 27 -33.3%
Diphtheria 00 00 00 00 00 00 00 00 00 00 00 00 00 0%
Mumps 00 00 00 00 01 00 00 00 00 01 03 123 103 19.4 %
Measles 00 01 00 00 00 00 00 00 00 02 01 39 101 -61.3%
Rubella 00 00 00 00 00 00 00 00 00 00 00 04 05 -20 %
CRS* 00 00 00 00 00 00 00 00 00 00 00 00 00 0 %
Tetanus 00 00 00 00 00 00 00 00 00 00 00 08 07 14.2 %
Neonatal Tetanus 00 00 00 00 00 00 00 00 00 00 00 00 00 0 %
JapaneseEn- g5 990 00 00 00 00 00 00 00 0O 00 13 21 -38.1%
cephalitis
Whooping Cough 00 00 00 00 00 00 00 00 01 01 01 14 05 180 %
Tuberculosis 119 07 14 20 07 25 09 00 29 230 258 2330 2478 - 5.9%

Key to Table 1 & 2

Provinces: W: Western, C: Central, S: Southern, N: North, E: East, NC: North Central, NW: North Westem, U: Uva, Sab: Sabaragamuwa.

RDHS Divisions: CB: Colombo, GM: Gampaha, KL: Kalutara, KD: Kandy, ML: Matale, NE: Nuwara Eliya, GL: Galle, HB: Hambantota, MT: Matara, JF: Jaffna,
KN: Killinochchi, MN: Mannar, VA: Vavuniya, MU: Mullaitivu, BT: Batticaloa, AM: Ampara, TR: Trincomalee, KM: Kalmunai, KR: Kurunegala, PU: Puttalam,
AP: Anuradhapura, PO: Polonnaruwa, BD: Badulla, MO: Moneragala, RP: Ratnapura, KG: Kegalle.

Data Sources:

Weekly Return of Communicable Diseases: Diphtheria, Measles, Tetanus, Neonatal Tetanus, Whooping Cough, Chickenpox, Meningitis, Mumps., Rubella, CRS,

Special Surveillance: AFP* (Acute Flaccid Paralysis ), Japanese Encephalitis

CRS* =Congenital Rubella Syndrome

NA = Not Available

Number of Malaria Cases Up to End of April 2018,

06

All are Imported!!!
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