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Why do we need a new approach?

The current one is clearly not working ...

* The notification gap is not closing fast enough
e Country strategies are often donor and or theme driven - not evidence
e Available data is not utilised (systematically and correctly)

» Strategies largely concentrate on accelerated case finding & notification -
limited consideration of patients’ & systems’ needs (full package of care)

* Funding allocation is compartmentalised & often inefficient

* Planning ignores stakeholder comparative advantages & complementarity

* Ambitions do not match available resources

* Prioritization overrides optimization

e Patient needs are largely ignored YKNCV
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Strategic Focus

Close the gaps
along the care
continuum to
find and cure
ALL people
with TB

Differentiated
response by
counties to
address TB In
local contexts

Optimise the
Implementation
of TB services
within UHC

Prevent infection,
active disease,
morbidity and
mortality due to
B

Patient-centred
approach that
promotes quality
of care

YKNCV
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The Philosophy

[ ® PS
.° ® ‘ o . NS.P reflects a The .NSP !s
patient-centred operationalised
approach to through a
planning and partnership
evidence-based framework aligned
prioritisation of to each

New data acquired ©
over the past 2-5 years
will drive a targeted

and prioritised
PN approach.

® O resource allocation stakeholder’s
’ ® o ‘ to close the gaps comparative
along the patient advantage.
pathway to quality
care.

YKNCV
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Resilient

Additional benefits:

Responsive Optimised

People- Evidence
centred driven

Goosby, E., Jamison, D., Swaminathan, S., et al. (2018) The Lancet

Commission on Tuberculosis: Building a Tuberculosis-Free World. The
1l mammrentr D201 v~ 1TNDTOC- TT1TOD OO

Countries gain strategic advantage, capacity and a set
of tailor-made (country specific) monitoring &
planning tools

Solid framework for evidence based progress
monitoring

Improved stakeholder buy-in, co-ownership and
commitment

Enhanced partner engagement and service delivery/
care network

YKNCV
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Data consolidation along the patient pathway

G M, 2

- o w S %
mlie\ﬁsol&i ¢ :ﬁﬁ O lﬁll

People with TB
People seeking care but either

People notifiedas a TB
case but

Presenting to
health
facilities, not
diagnosed

People with TB Asymptomatic Symptomatic
infection, high- disease,not disease, not
risk for disease seekingcare seekingcare

Evidence .
ES @
@ Epidemiolog

Diagnosed by Diagnosed by Diagnosed, not Notified, not Successfully
non-NTP, not NTP, not started on successfully treated (not
notified notified treatment treated relapse free)

YKNCV
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Framework for prioritization and planning

Reviewing the evidence about the biggest epidemiological challenges and the biggest
challenges on a patient’s pathway to care can help to identify which sets of problems should
be priorities for the national TB programme.

1. Problem 2. Root Cause
People are in Prioritization Analysis
the health

system, but
not notified/
diagnosed

3. Intervention 4. Intervention
Identification optimization

People don’t
make it to the gl

What is the

health system Which What contributes What are di
. ot gt SO ettt BRIt i g
People with problems? e solutions? :
TB are like? solutions?

notified, but

not cured

YKNCV
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Aim: To create a national plan that is prioritized to reflect optimal allocative
efficiency given at least 3 funding scenarios: 1) current / expected resource
envelope, 2) +?% increase; and 3) fully funded R e R lT IR R i

worthwhile enhancement/ improvement of

impact
Which will enable:
Fully Funded Plan

Prioritized allocation of domestic budget

Baselin » +?%

. Framework for allocation of sub-national budgets

Current /
expected
resource
envelope

Prioritized investment case

NSP-based funding application to Global Fund

Expression of priorities for other donor funding and
research activities

YKNCV
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e
The Ask

By 2021, at least 10 high TB burden countries will have prioritized NSPs
that optimize impact given known resources.

* 6 countries will have successfully applied through the GF NSP tailored FR
mechanism

3 of which will have applied NSP optimization using impact modelling and
economic evaluation

By End 2019 a draft NSP optimization guideline, and toolkit will be
available

YKNCV
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Process

2
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Data consolidation:
Data and evidence mapped to the care continuum

m Priority setting requires : Know your epidemiology, know your patient, know your system

, . People with TB in the health system, but not People with TB are notified, but
People don’t make it to the health system e .
notified/diagnosed not cured
: : : : : Total

People with TB | Asymptomatic Symptomatic Presenting to Diagnosed b
. P . . y P y P g . g y Diagnosed by Notified, not Durable cure
infection, high- disease, not disease, not health facilities, non-NTP, not e

. . . . . g NTP, not notified| durable cure (relapse free)
risk for disease seeking care seeking care not diagnosed notified

e Important metrics from available evidence resources (see following slides)

\ «in
YKNCV
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Data sources

Evidence on Epidemiology Evidence on People

YKNCV
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PCF4ANSP tools

PCF data consolidation & visualisation tool 3

How Do You Plan for Patient-centred Care?

Service Availability

How does your
program
determine where
in the health

e — .
services should be
provided?

If services do not meet patients where they are, care may be
delayed or patients may be missed

Patient Care Seeking

When you are
developing a new
strategic plan or
program, to what
extent are patient
preferences
considered?

= The PPA was designed to help public health programmes align with patient

care seeking preferences

Assessing Alignment

Patient Care TB Specific Care General Care
Seeking Seeking Seeking
Alignment

TB Service
Availability

Public
Sector

Informal
Sector

The Patient Pathway Analysis (PPA) methodology combines data
on care seekir health service availability to better
understand access to care. The PP, rd enables users to
efficiently complete a PPA by automating the data analysis and
visualization. Please consult the resources page below prior to
starting a PPA in the wizard. Once you and your tea nderstand
the PPA methodology, us s, general imple:

process, and data sour

C essary, you will be ready to create a

Patient Pathway Analysis Wizard

Turn raw data into PPA visuals in collaboration with your team

\ @
https://ppa.linksbridge.com/home ‘\.’/ K N C V
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A Em
B PEOPLE WITH TB IN THE SYSTEM, NOT NOTIFIED OR DX

Country Profile data summary sheets
W 2016 PREVALENCE SURVEY
=]
i | il
W 2016 INVENTORY STUDY (1/2)

2017 EPI REVIEW

€ 20140Hs © 2016 Inventory Study

©) 2016 Prevalence Survey ©2017 WHO T8 Report
22017 Patient Pathway Analysis  ()2017 Epi Review € 2013 HEUS

Lo
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[Country] TB Profile

[Country Name] TB profile Dashboard

Estimated T8 prevalence absolute number (latest estimate and trends)

"
Primary data indicators. d: Page number Data Type 2016 2017 2018 | Numerator Denominator Narrative
1a (latest estimate and trends) | TB Prevalence survey(s) -
2870 s119 SECTION 1: Select TB indicator from the drop down menu below to view data trends
1b ™ 100,000 (C T8 (4] Year Year Year Year Year
and trends) 2014 2015 2016 2007 § 2018
1a
2 Ratio of TB prevalence in male to female T8 Prevalence survey(s)
Estimated TB prevalence absolute number 2000 4500 3670 5119 6400
|?I:I=st estimate and trends)
3 Ratio of TB prevalence urban and rural settings im;«wq(sl
4a [epiDS T8 o f childhood T8 (0-14 years) TB Prevalence survey(s) [Enter Trends as nanative]
general
ab of T8 age (1510 34|18 5
vears) NODATA ENTRY HERE
dc Enlmnd of T8 le above 65 years T8 Prevalence survey(s)
™ i d trends) | NSP or global T8 database

B Epl DS-TB or
general

SECTION 2: Select TB indicator from the drop down menu below to few ata across health sector and levels

5b L] per 100,000 [T GTBR or global T8
6a WHO estimate on RR/MDR-TB incident patients (absolute number) | GTBR
"6b |EpIRR/MDRTB | WHO esti RR/MDR-TB (rate per 100,000 GTBR
population)
7a WHO estimate on TB/HIV incident patients (sbsolute number) GTBR
7b t TBMIV incident patients (rate per 100,000 GTBR
population)
‘83 WHO ident patients b GTBR
8b WHO estimate on childhood TB incident patients (proportion) GTBR
9 ™ Y (Iatest and trends) GTBR (for trends), Global

mmlmml

9b Estimated TB mortality rate per 100,000 population (latest and trends) |GTBR (for trends), Global
TB database (for trends)
10 T8 treatment mortality rate in RR/MDR-TB cases (: trends)®
(add trends in the narrative column)
1 TB case fatality ratio GTBR or Global TB
o b 0 eve Country TB Profile Sec1 Country TB Profile Sec 2,3&4 & Dashboard

bl bl Public bk NomPubie T Nompubic T Nompubie T Nompublc Place of Initial Care Seeking: Propartion of patients that initiate their care seeking
(1) Tertiary | Secandary | Primary | Communi o o | e | e s at the different levels and sectors
o Non-Public Sector
Place of Initial Care Seeking: Proportion of
patients that initiate their care seeking joumey | 0.32 0.15 0.1s8 0.2 0.06 0.08
in facilities at the different levels and sectors
No Data Trends or Namative
= Putiic Teriary =Publicsecondary PublicPrim ary PubiicCommunity
=Non-PublicTetiary  =Non-PublicSecandary = Non-PublicPrimary  =Non-Publ icCamm unity
NODATA ENTRY HERE
SECTION 3: Only one TB indicator here already dsiplayed (no drop down menu to select from) showing trends across the different subna Proportion of T8 prevalence across subnational geographic areas
Sib- b Sub- i i sub i
national level2 | national leveld levels. level6 level7 level8 (Applicable if prevalence survey is designed to have sub national point estimate)
levell level3
a1
rtion of TB l across ti
areas
le if | survey is desi 0.32 0.05 0.02 0.15 0.25 0.07 0.05 0.09
have sub national point estimate)
No Data Trends or Namative :
- Sub-nationallevel 1 ~Sub-nationallevel 2 - Sub-nationallevel 3 - Sub-nationalievel 4
NODATA ENTRY HERE = Sub-nationallevel § uSub-nationallevel & u Sub-nationallevel 7 w Sub-nationalievel &

YKNCV
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Primary data indicators Data Priority | Suggested d:
D
f:l; What is the available evidence on TB screening including contact investigation among people witha b
1.1.1.1 [Proportion of eligible individuals in at-risk populations (as defined by [Core Surveillance ¢
national guidelines) tested for LTBI infection*
1.1.1.2 |Proportion of individuals in at-risk populations (according to national [Core Surveillance ¢
guidelines) with a positive LTBI test who are eligible for TB
preventive treatment and who have started treatment*
1.1.1.3 |Proportion of eligible individuals in at-risk populations (according to |Core Surveillance ¢
national guidelines) with a positive LTBI test who started TB
preventive treatment and completed the course*
1.1.1.4 |Proportion of eligible people living with HIV who completed a course|Core Surveillance ¢
of TB preventive treatment*
1.1.1.5 |Proportion of children < 5 years who are household contacts of TB  |Core Surveillance ¢
cases (according to national guidelines) who have completed a
course of TB preventive treatment*
1.1.1.6 |Proportion of children < 5 years who are household contacts of TB ary |Surveillance ¢
cases (according to national guidelines) who have completed
investigations for TB*
1.1.1.7 |Proportion of children < 5 years old who are household contacts of | ary |Surveillance ¢
TB cases (according to national guidelines) who are eligible for TB
preventive treatment who have started treatment*

o TB Care Continuum 1=>

TB Care Continuum: 3. People notified as a TB patient but not successfully treated

Select Epidemology Evidence to view data trends

Number/percent (latest and trend) of bacteriologically confirmed drug-

U gy Indicator 2014 | 2015 : 2016 : 2017 : 2018 susceptible TB patients who were not started on firstdine treatment*
3111 0.9
Number/percent (latest and trend) of e
bacteriologically confirmed drug-susceptible
TB patients who were not started on first-line R of SL 31% EL J%
treatment* 08 : :
There was nationwide stock out of TB drugs in Q2 and Q3 of 2018, this affected the o
number of patients put on the first line treatment oa
03
0.2
01
o
2014 2015 016 2017 018
Select People Evidence to view data trends
Access to Treatment at Initial Care Seeking: Estimated proportion of care seekers
Y Indicator 2014 i 2015 ; 2016 : 2017 : 2018 that access facilities with TB treatment services on their first visit
1
Access to at Initial Care Seeki 09 1 ‘T
Estimated proportion of care seekers that 08 ][% 19%
access facilities with TB treatment services on e e e 0y alfﬁ T
their first visit e
[ )
Test working 04
03
0.2
o1
o
2014 2015 2016 2017 mie
Select System Evidence to view data trends
; Treatment Coverage: Proportion of health facilities that have anti TB medicines
gY Indicator 2014 : 2015 : 2016 : 2017 : 2018 in stock, or that can supervise patients during treatment
1200
Treatment Coverage: Proportion of health
facilities that have anti TB medicines in stock,
1000 : 80O 900 700 650

or that can supervise patients during
treatment

Absolute numbers

121%

[
-25%

-8%

2014 2015 2016 2017 2018

Narrative

YKNCV
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Workshop aims and steps:

Consensus on evidence [potentially pre CWS?]

Problem Prioritization (“which are the biggest problems?”)

Root cause analysis (“what causes/ contributes to these problems?”)

Intervention optimization (“what are priority solutions to optimize impact?”)

e Intervention identification (“what needs to be/ can be done?”)

e Intervention optimization (“what works best vs what can we afford?”) - [“best guess”, impact modelling,
economic evaluation]

e Intervention allocation (“who and where?”)




(A) Generate Ideas
Based on existing norms and best practices, and/or innovations

(B) Estimate Feaﬂhiliw and Impact
Focus the set of possible interventions to those that have
a relatively high probability of successful implementation
and impact on the root causes

(C) Explore Multi-Sectoral Engagement
Explore who can best implement to expand the feasibility of
interventions that will address root causes

(D) Optimize
Establish packages of interventions based on cost
i and impa:It evidence

(E) Plan
Create a tiered plan for action that considers various funding scenarios
from existing resource envelope to fully funded), and presents
e optimized packages of interventions for each ti

— ——

YKNCV

TUBERCULOSISFOUNDATION



Intervention optimization

“What is feasible?”

1. Problem 2. Root Cause 3. Intervention 4. Intervention
People are in Prioritization Analysis Identification optimization
the health
system, but
. not notified/
People don’t diagnosed
make it to the i
health system Which What contributes What are What ;s.thﬂ
. S -~ G - | - -~ (R
People with problems? o solutions? -
T8 are like? solutions?

notified, but
not cured

Reality check — can it be
done in the given context?

YKNCV
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Intervention optimization

“What can we afford?”

1. Problem 2. Root Cause 3. Intervention 4. Intervention
People are in Prioritization Analysis Identification optimization
the health
system, but
. not notified/
People don’t diagnosed
make it to the i
health system Which What contributes What are What ;s.thﬂ
. S -~ G - | - -~ (R
People with problems? o solutions? -
T8 are like? solutions?

notified, but
not cured

Compare budget to
identified priorities

YKNCV
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Intervention optimization
“What makes most sense?”

1. Problem 2. Root Cause 3. Intervention 4. Intervention
People are in Prioritization Analysis Identification optimization
the health
system, but
. not notified/
People don’t diagnosed
make it to the i
health system Which What contributes What are What ;s.thﬂ
. S -~ G - | - -~ (R
People with problems? o solutions? -
T8 are like? solutions?

notified, but
not cured

Compare budget to best
impact (epidemiological &
economic)

YKNCV
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Modelling to support prioritisation/optimisation

High Considerations for impact modelling:
Feasibility = Feasibility - Validation/ robustness/ limitations? (avoid crystal
» Affordable Ball effect)
* Available A -  How to address complexity?
* Acceptable a 0 - Intervention packages vs interventions

* Realistic (Doable)

Strategies depending on available resources
Short-term vs long-term vision
Intervention interdependency (A before B)

2]
O
Impact < > Impact
9 6 9 Cost-effectiveness:

- Is it worth the effort?
- Short-term and long-term gains

- ICERs
- “Business case”....
v - Costing vs economic evaluation!

Low

Feasibility t\\’/ i( N C V

TUBERCULOSISFOUNDATION



To be discussed:

» Agree on: “Essential”(Core), “Optimal”(Supplementary) and “Additional”(Optional) Data/
Evidence

» “Automation” is preferable to manual extraction and analysis
» PPA wizard and KNCV data consolidation and visualization tool
» Integration into routine surveillance systems is preferable => will transform a “one-off” into responsive,
continuous monitoring system (and make it easier on repeat)

» Create data consolidation logic => if there is no obvious issue, do we need the data (dig
deeper)?

YKNCV
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Discussion points continued

» Can we model and compare completely different or multiple strategies? — where are the
limits?

» How do we account for environmental changes and subnational differences?

» How and when to bring the different elements and partners together (analysis,
planning, modelling, economic evaluation?

» When is added value achieved (thresholds) and how do we measure this? (%)

» Expectation management! (NTPs, donors, partners) a

I,

YKNCV
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Christy Hanson, Bill & Melinda Gates Foundation
Casey Selwyn, Bill & Melinda Gates Foundation
Nobuyuki Nishikiori, WHO
Gita Parwati, WHO
Mike Osberg, Linksbridge
Jessie Brown, Linksbridge
National Tuberculosis, Leprosy and Lung Disease Program, Kenya
Lucy Block, KIT
w ed geme C.hristina I\/Igrgenthaler, KIT
Finn McQuaid, TB MAC
nts Richard White, TB MAC
Anna Vassall, LSHTM
Shufang Zhang, Global Fund
Mohammed Yassin, Global Fund
Irina Kirkmann, Global Fund
Kathy Fiekert, KNCV Tuberculosis Foundation
Max Meis, KNCV Tuberculosis Foundation

YKNCV

TUBERCULOSISFOUNDATION



Thank you for your attention!

Contact details: Kathy Fiekert — kathy.fiekert@kncvibc.org

A world free from YKNCV
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