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INTRODUCTION (1)

* The SA NTP recently modified MDR-TB treatment
regimens

e Several individuals and organizations have been
asking for the rationale to such a bold decision

 We came to a conclusion that RCTs alone are not
going to bring about the revolution required in
order to begin to reverse the negative effect of
RR-TB on human kind hence we started working
closely with researchers



the global context for DR-TB

GLOBAL SOUTH AFRICA
o 601,000 o 19,000
Incidence RR and MDR'TB* Incidence RR and MDR'TB*
129,689 54% 11,192 54%
RR and MDR-TB 2014 RR and MDR-TB RR and MDR-TB 2014 RR and MDR-TB
initiated annually* success rate initiated annually* success rate
Treatment of MDR-TB cases are initiated on treatment Treatment of DR-TB cases are initiated on treatment
Success rate of those started on second-line
treatmentin 2014

*World Health Organisation (2016)

http://www.who.int/tb/areas-of-work/drug-resistant-tb/MDR_TB_2017.pdf?ua=1
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ACHIEVEMENTS (1)
 Decentralisation of MDR-TB care: 86 % of sub-

districts have at least one MDR-TB treatment
initiation sites

e Establishment of a large network of portable
audiometry with extended high frequency (156
sites)

* Deployment of 130 ECG machines to treatment
facilities

* Training of DR-TB physicians on ECG reading and
understanding cardiac safety



ACHIEVEMENTS (2)
* Establishment of a National Advisory Committee
and Provincial Committees

* Decentralisation of care was a key factor to the
successful scale up of bedaquiline as well as
other new and repurposed drugs

* Introduction of bedaquiline for all pre and XDR-TB
patients regardless of HIV status
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(2010 — 2015)

XDR-TB treatment outcomes (2010
—2015)

B
.
0% (0% o4 N1 0 %-ll2 6% 0%

2010 2011 2012 2013 2014 2015

B Treatment Failure (TF)
Loss to Follow-Up

B Died (D)

B Cured (C)

vear  cured (@ Dld ) o ol

2010 48 238 57 148 491
2011 100 278 74 144 596
2012 115 282 82 115 594
2013 149 252 79 102 582
2014 188 267 53 129 637
2015 424 221 108 76 829
Total 1024 1538 453 714 3729




2015 XDR-TB Patients Outcome

Number started on

treatment case 832
registration
BDQQBDQ Km Cm Am injelt\:lt(;ble No
Treatment Injectables| % containi % containi % containi % s/BDQ % e %
outcomes . . ng ng ng . .
containing . . . containing captured
. regimen regimen regimen .
regimen regimen
Started on
497 60% 109 13% 58 7% 57 7% 94 11% 17 2%
treatment
Treatment 0 0 0 0 0 0
Success 321 | 65% | 27 | 25% | 14 | 24% | 15 | 26% 28 30% 5 29%

Loss to follow up 56 11% 16 15% 13 22% 10 18% 8 9% 1 6%
Treatment failure 24 5% 25 23% 7 12% 6 11% 11 12% 0 0%
Not evaluated 13 3% 6 6% 3 5% 1 2% 0 0% 0 0%




LABORATORY TESTING
* GeneXpert/Xpert Ultra done for all

presumptive TB individuals

* All Rifampicin-Resistant TB (RR-TB) patients
are started on treatment

* A sample taken for LPA 15t and 2" line from
all RR-TB

* Phenotypic DST done for patients who do
not respond to their treatment
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CONVENTIONAL SHORT MDR-TB REGIMEN
T e vons lowowas

High dose Isoniazid Continue for another 2
months if smears still
positive at 4/12

Ethionamide
Kanamycin
Moxifloxacin
Clofazimine
Pyrazinamide

Ethambutol
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SA MODIFIED SHORT MDR-TB REGIMEN

' [2MONTHS [4MONTHS |6MONTHS |9 MONTHS
Linezolid _ Can be stopped earlier if LPA 2" line results received

High dose Continue for another 2 months
Isoniazid if smears still positive at 4/12
Ethionamide Drop if inhA mutation present
Bedaquiline Contlnue in some

Levofloxacin/
Moxifloxacin

Clofazimine
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CONCLUSION (1)

* Management of DR-TB is complex and
requires careful assessment and monitoring
of patients

* Effective assessment of patients during 15t
visit (pre-treatment), 2 weeks, 4 weeks
after treatment initiation and subsequent
monthly visits are very important
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CONCLUSION (2)

* Laboratory results are critical, they need to
be checked at each and every visit

* The clinician needs to adjust treatment
regimen and clearly indicate whether the
patients stays on short regimen or moves to
a long regimen

* Record and reporting is essential
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CONCLUSION (3)

* There is a great need for operational
research within NTPs around the world

* Collaboration with the World Health
Organization, local researchers, NGOs and
civil society is key to improvement of
patient’s experience
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