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Achievements of Kenyan National TB 
Programme (NTP) to-date Key challenges

NTP established as separate division in the 
Ministry of Health

Overcoming financial, staffing and infrastructure 
constraints to further implementation of 
collaborative TB-HIV activities at national and 
sub-national levels

TB-HIV collaborative activities scaled-up 
nationwide; 79% of notified TB patients tested 
for HIV and 37% of HIV-positive TB patients 
accessing ART in 2007

Management of MDR-TB including developing 
infrastructure and access to treatment

Developed national guidelines for the management 
of MDR-TB

Decentralising DOTS and TB care including MDR-
TB treatment to the community level 

Strengthening Community DOTS and 
participation of patients and communities in TB 
control

Developing human resources, including staffing

Developed advocacy strategy and sensitised public 
health officers on ACSM in 90% of country

Strengthening the partnerships between 
Government, Private sector and NGOs and scaling 
up PPMs

Carried out PPM in 31 of 136 districts; 41 districts 
offering community-based treatment support

Overcoming stigma through sustaining effective 
advocacy and social mobilisation

Overcoming delays in disbursement and 
implementation of Global Fund-funded activities

Key TB Statistics
Incidence (all cases/100 000 pop/yr) 353

Of new TB cases, % HIV+ 48

Of new TB cases, % MDR-TB 1.9

DOTS coverage (%) 100

DOTS case detection rate (new ss+, %) 72 [target 70%]

DOTS treatment success (new ss+, 2005 cohort, %) 85 [target 85%]

Source: Global Tuberculosis Control, WHO Report 2009

In Kenya, a country with a TB and HIV co-
infection rate of almost 50 per cent, TB is 
a public health emergency alongside HIV/
AIDS, and both diseases are fuelling each 
other. Despite recent successes in efforts 

We did launch the Stop TB Strategy and 
we are addressing TB-HIV collaborative 
activities including offering HIV testing 
and treatment to TB patients, and if 
they are HIV negative we try to foster 
preventative measures.

MDR-TB has been a challenge to Kenya 
and initially people were managing 
MDR-TB on a private or individual 
basis but we have a treatment program 
through the support of the Global Fund; 
we have recruited over 46 patients 
and we are doing it in the two national 
hospitals.

There is a need for political 
commitment and greater advocacy. As 
the government we need to talk to all 
the stakeholders and ensure that we 
adhere to the Stop TB Strategy.

The biggest problem is lack of human 
resources and being a developing 
country the lack of finances. There is a 

need for greater resource mobilisation 
and we need to improve the social 
development of the country.

We need to address stigma, especially 
with dual TB/HIV infection. We 
do already have measures through 
advocacy and social mobilisation. We 
are also working with those affected by 
TB and the communities.

The health workers, local leaders and 
MPs are knowledgeable about TB but 
there are gaps. We believe there is a 
need for forums with MPs so that we 
can get a greater political commitment, 
and also within the community there 
should be continuous advocacy and 
social mobilisation.

Politicians need to get more involved 
in TB control; wherever they meet the 
public TB should be one of the agendas 
being given.

Kenya is one of the few African 
countries to achieve the WHO 70% TB 
detection target and we are on course 
to meet the 85% treatment success 
target. A key reason is the rapid 
decentralisation of diagnostic and 
treatment services, involving both the 
private and public sector. We are now 
engaging the community in observation 
of treatment that is DOTS. 80% of our 
people are being observed by household 
members.

We need to come together to look at new 
diagnostic and treatment technologies. 
We really need new drugs in the 
market. We have been relying on very 
few regimens and with MDR-TB we 
really need other options so that we can 
control and successfully treat TB.

Dr. Bernard Langat, from Nairobi, is 
35-years-old and works for the Ministry 
of Public Health and Sanitation of the 
Government of Kenya. His work involves 
TB-HIV co-infection and the management 
of MDR-TB. Dr. Langat is married with 3 
children.

Tuberculosis in Kenya
to achieve TB detection and treatment 
success rates, major challenges remain, 
particularly in the management of 		
MDR-TB.
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South Africa

In 2002 I was tested for HIV and I 
became HIV positive. I came to Cape 
Town to search for information and 
fortunately for me I found a clinic that 
was dealing with HIV.

Most of Khayelitsha is made up of 
squatter camps where people don’t have 
adequate services; in the shacks, there 
can be one room that is composed of 
five people. In those rooms mostly we 
don’t have windows that can be open so 
that we can get fresh air because we are 
afraid of crime.

 Most people in Khayelitsha are 
unemployed and not skilled enough to 
get a job. If they work they are not paid 
enough to support their families.

Site B and site C clinics [HIV clinics] 
offer ARV’s but the services for TB are 
not integrated in the same space. When 
a person has to go to different clinics 
that are far from each other you can mix 
up when and where you get your TB and 
HIV treatment.

Now there is progress. For example 
in Town Two Clinic MSF is rolling 
out ARV’s and you can also get TB 
treatment. The Ubuntu Clinic is a 
clinic that has integrated HIV and 
TB services; you become familiar with 
everyone on the TB and HIV side.

In a small TB and HIV centre I was 
an educator. As a person living with 
HIV I wasn’t on ARVs then and I was 
exposed to TB. I started to take my INH 
[Isoniazid] preventative therapies; I 
took it for 6 months and I did not have 
any side effects; it was effective.

INH is one of the most important drugs 
for people with TB, if you do not have 
the most important drug you could 
default and become resistant.

In terms of infection control, we have 
done a lot with MSF; encouraging 
people to open windows, and in the 
clinics, they have masks and toilet 
paper for coughing. Also, there are 
posters where they illustrate different 
things.

When we are doing education, we try to 
tell them how they are exposed to HIV, 
and what the statistics are about having 
TB in Khayelitsha. The co-infection 
rate for TB and HIV is about 70% in 
Khayelitsha. We are telling people that 
if you have a compromised immune 
system, then you can also have TB. We 
are encouraging people to go to the 
clinic and get tested.

In terms of drug resistance, it is 
something that is growing within 
Khayelitsha. What MSF is doing is 
having a nurse, a practitioner and an 
adherence counsellor. Which is good 
because some of these counsellors 
have had drug-resistant TB; people are 
talking.

Vathiswa Kamkam, originally from 
the Eastern Cape, is a TB Co-ordinator 
and Treatment Literacy Trainer in the 
Khayelitsha District of Cape Town, for the 
Treatment Action Campaign (TAC). 

TB-HIV Integration Is 
Not Optional

In South Africa, TB has been re-ignited by 
HIV, resulting in a co-infection pandemic. 
People living with HIV, and especially 
health workers who are HIV-positive, need 
a holistic response to the twin diseases 
that includes infection control, preventive 
therapy, and effective care and treatment. 
Places like the MSF project in Khayelitsha 
show this is not only possible—it is the 
only option for good medicine.
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Achievements of South African National 
TB Programme to date Key challenges

Developing a Tuberculosis Strategic Plan and a TB 
Crisis Management Plan

Ensuring routine screening for TB among HIV 
patients is included as policy for the National 
AIDS Programme (NAP)

Revised TB data reporting and registers to include 
information on collaborative TB/HIV activities

Scaling-up TB-HIV collaborative activities at the 
national, district and community level in funding, 
policy and programming

Improved reporting and better case finding (TB 
detection target met in 2006)

Scaling-up activities to control MDR-TB and 
XDR-TB, including: developing infrastructure and 
surveillance

Strengthening the integration of HIV/AIDS and 
TB services at the sub-district and facility levels 
through training

Sustaining the quality of DOTS, and expanding the 
quantity and quality of community-based DOTS

Involved communities in all 53 districts in TB 
control; provided care, counselling and education

Strengthening the partnerships between 
Government, Private sector and NGOs beyond the 
NTP to strengthen the health system

Included poverty alleviation as part of the long-
term planning of the Stop TB activities

Developing human resources, including staffing

By 2007, community-based care for MDR-TB 
patients introduced in selected districts in 
KwaZulu Natal and Western Cape provinces

Key TB Statistics
Incidence (all cases/100 000 pop/yr) 948

Of new TB cases, % HIV+ 73

Of new TB cases, % MDR-TB (2002) 1.8

DOTS coverage (%) 100

DOTS case detection rate (new ss+, %) 78 [target 70%]

DOTS treatment success (new ss+, 2005 cohort, %) 74 [target 85%]

Source: Global Tuberculosis Control, WHO Report 2009

South Africa has the highest TB incidence 
rate per capita in the world, and according 
to the WHO, has the fourth highest burden 
of TB worldwide. In a country already 

The community had some resistance 
around having a centre for drug-
resistant TB but it helped the 
community to have a workshop that 
enabled them to understand what 
is happening with TB and the drug-
resistant TB.

Most of the people had challenges 
to going to the isolation hospital 
centre which is too far and their 
families aren’t able to visit. When 
there is something that is near home 
your family can visit regularly. At 
the very same time there is stigma 
in the community; people will know 
this facility is for people living with 
drug-resistant TB and there will be 
discrimination and fear.

DOTS providers ensure that people 
are taking their medication. At the 
very same time I am not sure whether 
there is any evaluation that has been 
done to those who are employed to give 
people medication. In some places you 
can go and you will find out that there 
is a DOT support test in this house, 
community based, and people will come 
and take the treatment; in terms of 
disclosure and in terms of infection it is 
challenging.

I would urge people to support 
South Africa, to assist in terms of 
infrastructure, with health care 
workers and with housing. Where I 
am from, the Eastern Cape, you have to 
walk many, many kilometres to go to the 
clinic that is a six room clinic that is 
servicing the entire community.

I think politically people are focusing 
on housing. It is a challenge; we need 
to equalise all of the government 
departments. If a department is about 
education, the department also has to 
educate about health. Life skills have to 
be taught within the community.

Tuberculosis in South Africa
ravaged by HIV/AIDS, the TB epidemic 
has taken a lethal toll on the lives and 
livelihoods of thousands.
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The people whose voices tell the story 
of this pandemic are the unsung heroes 
in the fight against TB – the patients, 
advocates, and health workers living and 
working in communities around the world 
on the frontline in the response to TB. 
These people play a vital role in efforts to 
confront tuberculosis, and without them, 
we would not be making the progress that 
we are today.

The stories from Asia and Africa testify 
to the overwhelming need – and demand 
– for greater investment in the fight 
against TB and a comprehensive response 
that addresses the particular challenges 
experienced by patients living in different 
communities around the world.

TB prevention, treatment, and care efforts 
are working – they save lives and improve 
the economic conditions of families, 
communities, and countries as a whole. 
Efforts to address the major challenges of 
TB-HIV co-infection and drug-resistance 
are proving successful even in the poorest 
settings and now must be made universally 
available to all of those who need them.

Although we are on track to achieve one 
of the targets of the sixth Millennium 
Development Goal, which aims to halve 
and then reverse deaths from TB by 2015, 
four out of ten people who become ill with 
tuberculosis do not get accurate diagnosis 
and effective treatment (WHO, 2009). The 
fight against TB will not be won until all 
cases of the disease are identified and 
treated. However, a large percentage of 
those infected with TB are among the 
poorest, most marginalised populations in 
the world and the hardest to reach.

In order to find and support all TB 
patients, health workers delivering care 
and treatment in villages, towns, and cities 
must be properly trained and rewarded 
and provided with the tools that they 
need to do their job. Governments and 
the international community must listen 
to the voices of people affected by TB 
and ensure that their views are heard in 
the planning and implementation of TB 
services. 

Conclusion
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For more information about TB or the 
organisations involved in this report, 
please visit the following websites:

Advocacy to Control TB Internationally 
(ACTION)				  
www.action.org

BRAC					   
 www.brac.net 

Indian Network for People Living with 
HIV / AIDS (INP+)			 
 www.inpplus.net 

KANCO					  
 www.kanco.org 

KuIS					   
www.koalisi.org  

Stop TB Partnership			 
www.stoptb.org 

Treatment Action Campaign (TAC)		
www.tac.org.za 
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