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Global TB: The Latest
Meeting Highlights from the Annual Conference of 

The International Union Against Tuberculosis and Lung Disease (The Union)

Lille, France ~ October 26-30, 2011
______________________________________________________________________________
Following the trend of recent years, interest in community-based TB programming continues to grow. Historically TB has been a clinically focused, top-down field, kept separate from other health programming. But necessity is the mother of invention: the resurgence in TB associated with the emergence of HIV has prompted an evolution of the field. And it’s making a difference! According to a new report from WHO, over the last several years, the number of people contracting TB and the number of people dying from TB has dropped. However, the problem is still massive, with emerging implications for integrated maternal and child health efforts. For example, an HIV positive pregnant woman may be more likely to transmit HIV to her child if she has TB. In 2009, 10 million children became orphans when TB killed their parents.

As TB efforts seek to become more effective, efficient, equitable, and sustainable, the field is turning to the relatively untapped potential of expanded community-based TB programming and partnerships.  

Community-based approaches present logical solutions to an array of chronic problems that are hindering successful TB detection, prevention and cure. These specific chronic problems are not well addressed via a facility-based, top-down model:
· Many people with TB simply won’t travel a long distance each day to a facility to take their medications for six+ months (thus fulfilling global standards requiring directly observed pill taking).
· Many on TB meds who begin to feel better question the need to keep taking the medicine, and at times contend with the side effects of strong drugs. 

· Powerful stigmas associated with TB and/or HIV keep people from getting diagnosed—or even admitting the possibility to themselves.

· The interplay between TB and HIV is complex and needs to be practically addressed via bridges between programs or fully integrated care.
· The need for extra food while on TB treatment is prohibitive to the poorest of the poor—ironically, since TB is associated with poverty. Also, stigma may also mean that people with TB are no longer allowed to eat with their families, which can affect their nutritional status and ultimately treatment outcome.
· Contact tracing (tracking down those exposed to a person with active TB) and administration of preventive medication entail an in-depth understanding of the make-up of specific households.

· The value or need to take preventive therapy medication for many months is not obvious to many people.
· In children especially, TB and pneumonia are sometimes confused with each other and improperly diagnosed and treated.

Country/region specific:

· Many people with TB in the former Soviet states refuse to comply with the old mandatory six month to two year hospital stay for people with TB.

· Immigrants on the Thai-Myanmar border covertly move between the two countries over the course of the year.

· Miners in South Africa return to their home countries when they get sick.

· Nomads in Nigeria catch TB from their animals.

· Prison conditions in some places are so abject, it’s not possibly to successfully curb TB.

· Difficult settings like DR Congo or Yemen during the Arab Spring hinder program continuity.

Creative solutions: Expanding beyond the “top down model” to break down barriers to successful TB efforts.
· Social work approach to working with families afflicted by TB.
· Human rights approach in prisons.
· Simultaneous veterinary/human health interventions amongst pastoralists.
· Community Case Management approach that includes TB screening, referrals and treatment support for children (and HIV care as well).
· Community-based treatment support/direct observation of pill taking—friends, neighbors, family, ex-patients, other community members.
· Community Mobilization to increase awareness, correct knowledge, address stigma.
· Maternal health program provision of TB treatment/preventative therapy for pregnant mothers to prevent MTCT of HIV and TB.
· Preventive therapy for children who live in a household with TB.

· Use of GPS for mapping households with TB.
Useful resources

	Stop TB Symposium on "Meeting the unmet needs of women and children for TB prevention, diagnosis and care: expanding our horizons"
October 26, 2011, Lille. Click on the link above for 12 PowerPoint Presentations, and other supporting data and links. Highlights:
· Amita Gupta’s presentation provides a clinical overview of integration of TB into maternal health services, with data.

· Stacie Sender’s presentation provides a thorough overview of integration of TB into maternal health services, with a programmatic focus.

· Four presentations on pediatric TB provide extensive data, program descriptions and sample cases related to work in Bangladesh, Yemen, Ethiopia and Brazil.
· Kearn’s presentation provides specific clinical data on pediatric TB drugs and treatment regimens.

· Finally, Nicol’s presentation provides a look at the use Gene Xpert to diagnose pediatric TB.
At the bottom of the page reached by the link above, you’ll find a host of other very useful links related to pediatric TB.


	Ethics and social determinants: 

key elements of tuberculosis prevention, care and control

Supplement of the Int’l Journal of TB and Lung Disease. June 2011.

Contains three sections: editorials; ethics; and social determinants

Key ideas: Whereas the need to prevent the spread of infection and foster drug resistant TB was a primary ethical driver of TB programming, that is being filled out through a human rights focus on universal access and standards, as well as a call for incentives to develop new TB control tools. Other issues of interest: compulsory treatment as generally unacceptable, humane detention, balance of privacy with directly observed treatment, and more.
Key social determinants include the complex issue of pervasive inequities, co-morbidities (including HIV, diabetes, poor nutritional status), and substance use (tobacco, alcohol, drugs). Proposed solutions, detailed: cash transfer & microfinance interventions; multidisciplinary socio-economic interventions; measuring socio-economic data using an assets approach in TB prevalence surveys; and mathematical modeling of risk factors to drive research and programmatic design.



Most popular acronyms (MPAs)
IPT: Isoniazid preventive therapy. This is a drug regimen for certain groups, e.g. exposed children, people with HIV, HIV positive pregnant women. Approximately 6 months long.
ICF: Intensified case finding (that is, outreach to identify people with symptoms, screen them, and organized diagnosis as needed)
The 3 “I’s” in TB: infection control (IC), intensified case finding (ICT), isonaizid preventive therapy (IPT).

The 3 I’s in HIV/TB collaboration: IC, ICT and IPT specifically for HIV-positive patients. Operations research is needed. 

MDR: Multi-drug resistant TB or DR-TB. Calls for a drug regimen that is more expensive, complex to clinically manage, and may last up to two years. The extent of DR-TB is not well understood, but of major concern. Results from incomplete or poorly administered TB drug treatment.
Terminology note: “Adherence” has replaced “Compliance”
Hot topics

Substandard drug quality is a real problem inhibiting treatment success on a large scale. Governments sometimes acquire drugs from companies that are shady/not producing drugs up to standard. 
Why discuss camels, cows, mice, birds, guinea pigs at a lung health conference? TB is a mycobacterium—and many animals carry a variety of mycobacteria. These can affect human health through transmission of TB, influenza, lung disease, and may be associated with pneumonia. Nigerian nomads catch TB from their animals. Mexican children from unpasteurized cheese.  Guinea pigs are used to research air quality in TB wards. Especially in Asia, avian related influenza problems are a constant threat, primarily from domesticated fowl that may have been contaminated by wild birds.
New diagnostic machine Gene Xpert is rolling out around the world. Machine cost for low income settings—approximately $20K installed. $17 per test. Requires annual calibration, electricity, hot/cold environment control.  Results available in two hours, including drug resistance to one of the common drugs. Questions include: Cost sustainability (versus traditional microscope in a lab model). What if the patient is resistant to the other common drug? Resistance patterns vary according to area.
Infection control—Always a concern, among health workers, patients, in the community. Especially in high HIV areas and prisons. 

Community sputum collection continues to spread as an accepted method for decentralizing diagnosis services. A small hut with no roof is created for the person producing the sputum sample. (Producing a sputum sample can create a highly contagious situation.) The community worker then can fix the slide, or transport the sputum sample to the lab.
IPT for Children: When a person in a household is found to have TB, WHO, many governments and other experts recommend that all children in that household take a six month course of preventive therapeutic drugs. Successful implementation of this recommendation takes a lot of household education and treatment support…especially since logic bids many parents to question the value of putting their healthy child on six months of medication.

The world of TB continues to remain notable for its lack of activist energy. Whereas one professor from Tulane told me she now shies away from HIV/AIDS conferences now because activists outnumber scientists, there’s no danger of that problem in TB. In fact, there were only a few at this conference.

In addition, lack of integration is also notable. CORE Group’s small booth was the only non-TB group with a booth (I think). Besides the multilaterals, RESULTS, and a South African group, most booths were from laboratory and drug companies. Is this dearth of civil society/NGO/activist momentum keeping the field from reaching more people and communities? We all know TB is the biggest killer of people with HIV. Yet one activist there told me she has a hard time getting the HIV folks interested in TB. What should we do about this?  
On the rise in the TB world—already familiar to the Community Health Network: “Patients as partners,” “community engagement,” “partnerships,” “multisectoral approaches” “operational research” “human rights approach”
Cross-cutting Issues

New publication from the Union and WHO: Collaborative Framework for Care and Control of Tuberculosis and Diabetes. Diabetes triples the risk of developing TB, and can make it worse. People with TB and diabetes must be diagnosed early for both illnesses. This framework “aims to guide national programmes, clinicians and others engaged in care of patients and prevention and control of diabetes and TB on how to establish a coordinated response to both diseases, at organizational and clinical levels.” 
TB and Tobacco: Smokers have a higher risk than non-smokers of getting TB, being infected with it, developing the disease, getting it again and dying from it. People exposed to smoking also have a higher risk of being infected with TB and developing the disease. 

What’s up in tobacco control?  Popular approaches: Media campaigns and regulation of smoke free places via local governments. Under the Framework Convention on Tobacco Control (FCTC), Article 5.3, governments and civil society are supposed to work together to keep the tobacco industry out of health policy. It’s not happening as it should be, although there have been some recent progress in Turkey, Uruguay and the Philippines. 

	Institutional Case Study: BRAC

BRAC has launched a new book: 
Making TB History. Community-based Solutions for Millions

From the BRAC website: “Like many of BRAC’s programs, its community-based model for TB has garnered much praise: it’s been profiled in articles in the New York Times, documented in Harvard Business School case studies, received the Stop TB Partnership Kochon Prize, and hosted dozens of distinguished visitors. Some of its methods have brought them under fire, within conservative communities, with the public sector, and international donors—it was one of the first to treat patients with lay volunteers (called shasthya shebikas), all women, in the community. 

And while medications have always been provided for free by the government, BRAC requires patients to hand over a small deposit prior to beginning treatment that’s returned only when the patient completes the six months of treatment (this can be paid by the community or waived when ecessary).Shasthya shebikas watch the patients take their medications every day (a strategy now called directly observed therapy, short-course or DOTS) at their homes, receiving a small payment upon treatment completion.  When pressured to change its delivery strategy, BRAC has refused, with one argument amply supported by program data and rigorous research studies: this model works. 

With adherence as an Achilles’ heel for treating infectious and non-communicable disease alike, BRAC found a way to engage patients and motivate them to continue the full course of treatment, defended it, and then scaled up to one of the largest programs in the world. Now a critical member in a national partnership with the Government of Bangladesh, over 40 other non-governments organizations, BRAC treats close to 100,000 patients a year with a success rate of 92%, defying the assumed trade-off between quality and scale….Since its first write-up in a scientific newsletter in 1991, BRAC has published several academic articles on its successes in tuberculosis. It has even written chapters on the program in Tuberculosis: an interdisciplinary perspective and more recently, in From One to Many, a collection of programmatic experiences in scale up edited by BRAC. Finally, in Making Tuberculosis History: Community-based Solutions for Millions, we have achieved just that. The book offers a complete account of the program: how it was conceived, piloted, refined, scaled, managed, and ultimately adapted for new contexts, including Bangladesh’s rapidly growing cities and Afghanistan’s remote mountainous regions. Summarizing past successes and current dilemmas, the book’s ultimate aim is to advance efforts to eliminate poverty and disease globally. The public health challenges facing the world today demonstrate the critical need for large-scale thinking; lessons from BRAC’s TB program can inspire others to think creatively about health delivery and advancing towards health for all.”
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