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Preamble
In 2015, a “Five Year Tuberculosis Plan 2015-2020” was written.1 Several developments
made it necessary to update and modify this National Strategic Plan (NSP). First of all,
the World Health Organization (WHO) End TB Strategy was formulated which became
effective in 1 January 2016.2,3 It was necessary to use this strategy as outline, including
its targets and key indicators. Secondly, new diagnostics, treatment (regimens) and
guidelines necessitated the update.4 Thirdly, a mid-term review was conducted5 and
lastly, a recent Pan American Health Organization (PAHO)/WHO Monitoring Visit
provided recommendations.6 It was decided to revise the NSP using above new insights,
and not to rewrite the NSP, since the “Five Year Tuberculosis Plan 2015-2020” will
expire in two years, necessitating the development of a new NSP for the period 20212025. In addition to the modified NSP, an annual action plan will be developed with
more detailed activities, including its financing (Ministry of Health, Global Fund or
otherwise).

November 2018
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Chapter 1. Introduction and background
1.1.

Geographic, demographic and socio-economic characteristics of
Suriname

The Republic of Suriname, bordered by French Guiana in the east, Brazil in the south,
Guyana in the west and the Atlantic Ocean in the north, is located on the northeast coast
of South America. The country has a total area of 163,820 km2 and consists of narrow
coastal plain with swamps, rolling hills and tropical rainforest. Administratively, the
country is divided into ten administrative districts that are subdivided into 62 regions.
The coastal area comprises 2 urban districts and 6 rural districts, and the interior has 2
districts. The 2 urban districts, the capital city of Paramaribo and Wanica cover 0.5% of
the land and contain 70% of the total population.
The vital statistics profile for the country from 2004 to 2012 shows a population growth
rate of 1.2 since 2004, when the population was 493,000, rising to 542,000 in 2012
(2018 estimated population: 568,301), with 50.4% males and 49.6% females. About 70%
of the population lives in the urban districts. Registered live births increased from 9,000
to 10,000 to give a crude birth rate of 20 per 100,000 and a total fertility rate of 2.5.
Mortality has remained relatively stable at around a crude death rate of 6.5 to 7 per
100,000. Life expectancy at birth for males is 67.4 years and for females, 72.8 years.
Many ethnic backgrounds form the population, which is composed of Hindustanis
(27.4%), the descendants of contracted laborers from India, Creoles with mixed
European and Black African ancestry (15.7%), Maroons (21.7%), Indonesians (13.7%),
mixed (13.4%), Amerindians (3.7%), Chinese (1.8%) and others (7.6%). Sranan Tongo,
the Surinamese common language, is the main and unofficial language of the population.
The official language is Dutch, however, English is widely spoken.

1.2. Ministry of Health
The Ministry of Health (MOH) is responsible for the health sector and health system
management, specifically the availability, accessibility and affordability of health care.
The main responsibilities of the MOH are planning, policy development, inspection,
coordination, monitoring and evaluation and setting of standards in the health system.
The core-institutions of Ministry of Health are the MOH Central Office, the
Inspectorates (Medical, Nursing and Pharmaceutical) and the Bureau of Public Health
(Bureau Openbare Gezondheidszorg; BOG). The Ministry of Health operates two general
and one psychiatric hospital in Paramaribo and a district hospital in the western coastal
district of Nickerie. One of the general hospitals in Paramaribo is also specialized in
Mother and Child Care. There are also 2 private hospitals in Paramaribo. These hospitals
have 1500 hospital beds. The average bed occupancy rate is 85%. The average length of
stay is 7.9 days.
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1.3. Health Care and Prevention
1.3.1.

Bureau of Public Health

The Bureau of Public Health coordinates preventive health care, supervises and executes
programs that provide information on the distribution of diseases. At the operational
level, the government health care providers include the government subsidized primary
health care organizations such as the Regional Health Services, covering the population
living in the coastal area, and the Medical Mission, covering the population living in the
interior. Primary health care is also provided by the large group of General Practitioners
especially in the urban districts of Paramaribo and Wanica.
1.3.2.

Regional Health Services

The Regional Health Services (Regionale Gezondheidsdienst; RGD) has 46 clinics in 8
districts in the coastal area and provides primary health care services and selective
prevention activities to mainly the poor and near poor. Approximately 150,000 poor and
near poor who are registered with the Ministry of Social Affairs, receive a health card for
practically free health care services. The clients insured by the State Health Insurance
Fund can also use the RGD services, especially in the coastal districts. Since 2013, the
RGD services are also covered for people below 16 and above 60 years who now have a
basic health insurance card.
1.3.3.

Medical Mission and Primary Health Care in the interior

The Medical Mission is responsible for the primary health care and selective prevention
activities in the interior. This nongovernmental organization (NGO) operates 56 clinics
in the interior from a head office located in Paramaribo and is subsidized by the
Government. They cover about 60,000 people living in the large interior.
1.3.4.

Secondary and Tertiary Health Care

In Paramaribo, 3 general hospitals, 1 Academic Hospital and 1 Psychiatric Hospital are
situated. Outside Paramaribo, there is only 1 district hospital in Nickerie. The country
has 1,600 hospital beds, i.e. 3 beds per 1,000 inhabitants. Of the 463 registered medical
doctors, 203 are medical specialist.7

1.4. Actors involved in Tuberculosis Prevention and Control
1.4.1.


National Tuberculosis Program

The Ministry of Health (MOH) is responsible for TB control and prevention in
Suriname, including the development of a National Strategic TB Plan (NSP). Funding
for TB is provided by the government of Suriname through three mechanisms: the
budget of the MOH reserved for the operationalization of the BOG; a special budget
line to fight against HIV, TB and Malaria as well as a grant from the Global Fund to
fight against Aids, Tuberculosis and Malaria (GFATM). The health insurances pay for
the costs of hospital care. The Government of Suriname covers the cost for diagnosis
and treatment, including medication for TB and HIV.
8



The National Tuberculosis Program (NTP) is located within the Bureau of Public
Health (BOG) and is charged with implementing TB policies and programs. From
2010 onwards, the NTP has been strengthened with a team supported mainly with
funds from the GFATM.
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Figure 1. Structure of the National TB Program and collaborating institutions
The NTP is responsible for:
o development of guidelines and quantification of TB medicines.
o registration of all TB cases, maintain a TB register and TB database, and the
reporting to international organization.
o contact investigation of contacts of confirmed TB cases
o coordination of DOT in collaboration with DOT supporters
o supervision and training to the implementing partners (RGD, Medical
Mission, hospitals)
o information provision to the community to increase awareness about TB
o collaboration with the prison to screen new prisoners before entering the
prison
o arrangements with the Medical Mission and the RGD to collect sputum at
remote sites (so called DOT sites) and transports the samples to the Central
Laboratory


The Central Laboratory at the BOG provides quality assurance to the network of
laboratories performing TB microscopy. The Central Laboratory is supervised by a
Supranational Reference Laboratory (SNRL).
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1.4.2.


Medical specialists in hospitals and the sanatorium

Three pulmonologists, 19 internal medicine specialists, 1 medical microbiologist and
4 radiologists work as a medical specialists in the hospitals.7 Infectious TB patients
are admitted to the sanatorium of the Academic Hospital and are treated by the
pulmonologist; TB/HIV patients are treated jointly by the pulmonologist and the
internal medicine/infectious disease specialist.

1.4.3.

Other organizations involved in TB control

-

The NTP collaborates with government organizations (prisons), NGOs (Medical
Mission), other civil society organizations (CSOs) and communities to increase TB
awareness, early case detection and TB treatment adherence.

-

DOT supporters, mostly retired nurses or teachers, support TB patients during the
treatment and supervise medication intake.
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Chapter 2.

Update tuberculosis epidemiology

2.1. Tuberculosis notification and incidence
Annually, between 100 and 150 patients are notified, which gives a TB notification rate
of 20-30 per 100.000. WHO estimates that the case detection rate is 80% and that 20%
is either not detected or not reported (Annex 1). The WHO estimated TB incidence, thus,
is 20% higher than the TB notification rate. The number of patients in the last decade
increased which could be due to improved case finding and diagnosis, but can also reflect
on-going transmission with a true increase of the epidemic.
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Figure 2. Notification rates, trend of TB notification rates and WHO (estimated)
incidence, 2000-2017
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2.2. Demographic characteristics of TB patients
Among the TB cases more men are being diagnosed. The average male to female ratio
for the past 6 years is 2.3: 1, which is more than the expected maximum 2 to 1 ratio found
in the literature. 68 % of new cases are between 25 and 54 year, suggesting that
transmission still is on-going.
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Figure 3. Tuberculosis patients by age group and sex, 2010-2015
Of the TB cases diagnosed in the last 5 years about 90% were new cases. Of these new
cases 70% were smear positive.

2.3. TB and HIV
There is a high co-infection rate of HIV and TB leading to more morbidity and mortality
among these patients. A high proportion of TB patients was tested for HIV in Suriname.
Over the last years, 20-25% of tested patients was HIV-infected (95% of TB patients were
tested). Coverage of antiretroviral treatment (ART) in TB/HIV coinfected patients is low
(around 60% in 2015).6
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Figure 4. Tuberculosis patients by HIV status, 2000-2016. 7
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2.4. Drug resistance
Rifampicin-resistant (RR) TB has been constantly detected since 2012 when Xpert ®
MTB/RIF was introduced. Xpert® MTB/RIF results were available for 83.2% and 77.4%
of new and previously treated cases that were bacteriologically confirmed in 2012-2015.
The number of RR-TB cases identified represented 6.8% and 19.4% of these cases,
respectively.
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0
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Table 5. Total number of TB patients and patients with rifampicin resistance, 20112016.
The level of drug-resistance and whether multidrug-resistant (MDR) exists, is yet
unclear. Fifteen isolates were investigated by the Massachusetts Supranational
Reference Laboratory and showed only in one isolate additional isoniazid resistance, i.e.
MDR-TB. All the examined isolated carried the same G526T mutation in the rpoB gene,
suggesting a low level rifampicin-resistance.
In 2018, 39 rifampicin-resistant isolates from 32 patients were sent to the National
Institute for Public Health and the Environment (RIVM), the Netherlands, for whole
genome sequencing, phenotypic drug susceptibility testing, including determination of
the minimal inhibition concentration. All isolates revealed the same disputed mutation,
which is associated with a low level of rifampicin resistance. In one patient, an additional
mutation was observed for isoniazid, which classifies the disease as MDR-TB. All isolates
had short mutual genetic distances indicating there is ongoing transmission of a low
level rifampicin resistant strain.
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2.5. TB treatment outcome
In 2016, the treatment outcome among all TB patients was: successful 67.2%; died 19%;
lost to follow-up 8.6%; not evaluated 5.2%.
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Figure 6. Treatment outcome of all tuberculosis cases, 2010-2016
In 2016, the treatment outcome for the 27 TB/HIV patients was: 59.2% successfully
treated, 25.9% died, 11.1% lost to follow up and 3.7% were not evaluated.
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Figure 7. Treatment outcome of HIV-coinfected TB patients, 2010-2016.
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The NTP registered the following information in relation to the treatment of 36 RR-TB
during the period 2013-2016: 27 (75%) cured or completed treatment; 4 (11%) defaulted;
3 (8%) died; 1 (3%) discontinued due side effects; 1 (3%) was not treated. 6

2.6. Mortality
In 2011-2012, the case fatality ratio (CFR) was 25.0% among patients with HIV coinfection, while it was 8.3% among HIV-negative TB patients. Both rates are very high
and high respectively. After correction, TB patients with HIV had a 4.9 times higher risk
of death compared to HIV-negative TB patients.7 Also TB patients with diabetes mellitus
had higher risk of death (OR=3.5).
The trend in the mortality slightly increased most probably due to the high mortality
associated to TB-HIV coinfection.6

(Estimated) TB mortality per 100,000
population

8
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1
0
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Figure 8. Estimated TB mortality, 2000-2016
Source: WHO Mortality estimates
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Chapter 3. Strategic Plan to End Tuberculosis in the
world and in Suriname
3.1. The Vision and the Goal
The WHO’s vision is “a world free of TB”, also expressed as “zero deaths, disease and
suffering due to TB”.
The goal in Suriname is to reduce TB incidence to less than 20 cases per 100,000
population and to decrease TB mortality to less than 2 deaths per 100,000 population,
both by 2020.

3.2. The objectives of TB control in Suriname
-

to find 25% of the TB patients in vulnerable populations by active case finding in
2020, including among people living with HIV and illicit drug using populations.

-

to test at least 80% of the close contacts of smear-positive pulmonary TB patients for
latent TB infection by 2020, and treat them with internationally recommended
regimes.

-

to treat all drug-resistant TB patients with internationally recommended regimens
by 2018.

-

to successfully treat at least 80% of all TB patients by 2020.

-

to reduce the case fatality ratio in TB/HIV patients to less than 10% by 2020.

3.3. Global indicators, targets and milestones
The End TB Strategy includes three high-level, overarching indicators, with
corresponding global targets and milestones (Table)

Reduction in number of TB deaths

MS

MS

SDG

End TB

2020

2025

2030

2035

35%

75%

90%

95%

20%

50%

80%

90%

0%

0%

0%

0%

Compared with 2015 (%)
Reduction in TB incidence rate
Compared with 2015 (%)
Percentage of TB patients and
their households experiencing
catastrophic costs due to TB

Table: The End TB Strategy’s global indicators and associated targets and milestones
MS = Milestone; SDG = Sustainable Development Goal
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For Suriname:
Suriname

Baseline

Milestone Milestone

2015

2020

2025

Number of TB deaths

20

13

5

TB incidence (absolute numbers)

150

120

75

Not
available

0%

0%

Percentage of TB patients and their
households experiencing
catastrophic costs due to TB

3.4. The Strategy
The core components of this modified NSP are those formulated in the End TB Strategy.
Clinical recommendations need to be discussed in the Technical Advisory Group.
The principles of the End TB Strategy have already been adopted by Suriname in the
previous NSP. They are:
1.
2.
3.
4.

Government stewardship and accountability, with monitoring and evaluation
Strong coalition with civil society organizations and communities
Protection and promotion of human rights, ethics and equity
Adaptation of the strategy and targets at country level, with global collaboration

The pillars and components of the End TB Strategy are:
Pillar 1 – Integrated, patient-centred care and prevention
A. Early diagnosis of TB, including universal drug-susceptibility testing and systematic
screening of contacts and high-risk groups
B. Treatment of all people with TB, including drug-resistant TB, and patient support
C. Collaborative TB/HIV activities, and management of co-morbidities
D. Preventive treatment of persons at high risk, and vaccination against TB
Pillar 2 – Bold policies and supportive systems
A. Political commitment with adequate resources for TB care and prevention
B. Engagement of communities, civil society organizations, and public and private care
providers
C. Universal health coverage policy, and regulatory frameworks for case notification,
vital registration, quality and rational use of medicines, and infection control
D. Social protection, poverty alleviation and actions on other determinants of TB
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Pillar 3 – Intensified research and innovation
A. Discovery, development and rapid uptake of new tools, interventions and strategies
B. Research to optimize implementation and impact, and promote innovations

3.5. Operational indicators for the End TB Strategy
WHO developed ten operational indicators relevant to both global and national
monitoring of progress in implementing the End TB Strategy, including a target level for
each indicator. It is suggested that the target level is reached at the latest by 2025. Table
provides overview of the operational indicators, including current situation in Suriname.
Table 1. Operational indicators for the End TB Strategy, including the world targets.
Indicator
Target Level
1. TB treatment coverage
≥90%
(#cases notified and treated divided by estimated #incident
cases)
2. TB treatment success rate
≥90%
(% notified cases successfully treated)
3. Percentage of TB-affected households that experience
0%
catastrophic costs due to TB
4. Percentage of new and relapse TB patients using WHO≥90%
recommended rapid tests at the time of diagnosis
5. LTBI treatment coverage a) #PLHIV; b) Children <5 years
≥90%
and household contacts, that started LTBI treatment divided
by #eligible for treatment
6. Contact investigation coverage
≥90%
(#contacts evaluated divided by #eligible)
7. Drug susceptibility testing (DST) coverage for TB patients
100%
(#patients with DST for at least rifampicin divided by total
#bacteriologically confirmed cases)
8. Treatment coverage, new TB drugs
≥90%
(#patients treated with regimens that include new drugs
divided by #notified patients eligible for new drugs)
9. Documentation of HIV status among TB patients
100%
( patients with documented HIV status divided by #notified
patients)
10.
Case fatality ratio (CFR)
≥5%
(#TB deaths (from Vital Registration) divided by ESTIMATED
#number of incident cases)
HIV = human immunodeficiency virus; LTBI = latent TB infection ;PLHIV = people living with human
immunodeficiency virus; TB = tuberculosis.
Note: the baseline and targets of these indicators for Suriname are discussed in Chapter 6.
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Chapter 4. Implementation of End TB Strategy in
Suriname
4.1. Integrated, patient-centered care and prevention
4.1.1.

Early diagnosis of TB, including universal drug-susceptibility testing and
systematic screening of contacts and high-risk groups

4.1.1.1. Early diagnosis of TB, including universal drug-susceptibility testing
International policies, strategies and guidelines
TB diagnostic services require an infrastructure with adequate coverage of laboratory
networks and radiography, technology requirements and human resources. Appropriate
biosafety measures should be in place for performing different laboratory procedures
(WHO TB Standard 5). National guidelines need to include country-specific diagnostic
algorithms. In addition, a formal collaboration should be sighed with a WHO TB
Supranational Reference Laboratory (SNRL) to support quality assurance of phenotypic
and genotypic drug-susceptibility testing (DST) methods.
Molecular tests (Xpert® MTB/RIF) are currently recommended as the preferred initial
mycobacteriological test to diagnose TB (WHO TB Standards 6, 7 and 8). A new cartridge
(GeneXpert Ultra assay®) has a better performance and is recommended by WHO for all
presumptive TB patients; especially for patients evaluated for TB meningitis (WHO TB
Standards 7). The advantage of Xpert® MTB/RIF is that it also diagnoses rifampicinresistance. If rifampicin resistance is detected, rapid molecular tests for resistance to
isoniazid and second-line drugs should be performed promptly to inform the treatment
of rifampicin resistant (RR) TB (WHO TB Standards 9). Culture-based DST for selected
second-line TB drugs should be performed for patients enrolled in individualized
(longer) MDR-TB treatment (WHO TB Standards 10).
Current practice in Suriname
Since 2012, Xpert® MTB/RIF testing has been in use. The Central Laboratory procures
and provides testing cartridges to the laboratory of the Academic Hospital. In about 80%
of bacterteriologically confirmed cases (2012-2015) an Xpert® MTB/RIF result was
available (WHO End TB Indicator #4 and #7). Costs are currently covered under the
Global Fund Grant and the Government will assume responsibility for the cost in the
future. There were no stock-outs of cartridges. Acquisition of two additional Xpert®
MTB/RIF machines with the Global Fund resources was scheduled.
An efficient system for specimen transportation is in place. It is organized by the NTP in
the coastal areas and by the Medical Mission in the interior of the country.
There is overuse of laboratory rapid testing. Smear microscopy has not been replaced by
Xpert® MTB/RIF for the diagnosis of TB, as recommended by WHO, and multiple tests
are done for the same patient. There is a need to convene a meeting of stakeholders to
develop an algorithm to ensure standardization of procedures and rational use of tests.
21

RR-TB has been constantly detected since 2012 when Xpert MTB/RIF was introduced,
altogether 43 cases (until August 2017), which is relatively high (>5% of the annual
number of TB cases). Investigation by the Massachusetts SNRL of 15 isolates showed
isoniazid resistance in only 1 isolate, which is by definition MDR-TB; other examined
isolates carried a rifampicin mutation possibly associated with a low-level rifampicin
resistance. More recently, 34 rifampicin-resistant isolates (2012-2018) were shipped to
the National Institute for Public Health and the Environment (RIVM), the Netherlands
for phenotypic DST, including measurement of the severity of drug-resistance, and
molecular testing, using also whole genome sequencing (WGS). The results are expected
end of June 2018.
All Xpert® MTB/RIF-positive TB patients should have their material cultured.
Currently, the Central Laboratory is performing solid culture which can take up to 8
weeks before results are available. The Central Lab planned in conjunction with support
from the Massachusetts SNRL to implement the use of liquid cultures and DST, using
donated equipment (MGIT). The cost of supplies however could not be afforded by the
regular budget. Massachusetts SNRL also provided training on DST on solid cultures,
but this is not implemented by the Central Lab.
The Central lab is a Bio Safety 2 Plus Lab. An assessment by Massachusetts SNRL
indicated the need for significant infrastructural changes in the lab to ensure quality
control and avoid sample contamination. The continuity of Central Lab activities was
affected by failures of the autoclave, biosafety cabinet and the air-conditioning system.
A regular and permanent preventive/ corrective maintenance program is not in place.
There is need for ongoing training on biosafety and external support to enhance safety.
The contract with Massachusetts SNRL expired in 2017.
New molecular diagnostic tests, such as WGS, are expected to replace most phenotypic
DST 8–10. These tests are performed with DNA, i.e. non-viable material, which can more
easily be transported to a SNRL outside Suriname. Costs of these tests have declined and
are becoming better affordable for medium-income countries. MOH, Central Lab and
NTP should discuss with PAHO and other partners whether investment in phenotypic
DST should continue or that the country can rely on advanced molecular drug-resistance
testing (WGS) in another country/SNRL. Also for these tests growth of the M.
tuberculosis is needed and investment in culture is important to increase the turnaround
time of results. Liquid cultures are preferred due to the faster growth of the M.
tuberculosis in this medium compared to solid cultures (2-3 weeks instead of 6-8 weeks).
Key Activities


Empower the Central Laboratory as a national reference laboratory and strengthen
its technical capacity.



Develop a diagnostic algorithm (or guideline) with stakeholders to ensure
standardization of procedures and rational use of materials. (TAG)
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Decide on the national reference functions of the Central Laboratory, in particular
performing liquid culture and phenotypic DST



Make arrangements for technical assistance of the Central Laboratory with a SNRL
(quality control, biosafety, training and possibly investigation of drug-resistance
isolates).

4.1.1.2. Systematic screening of contacts and selected high-risk groups
International policies, strategies and guidelines
Many people with active TB do not experience typical symptoms in the initial stages of
the disease. They may not seek care early enough and may not be tested for TB. Mapping
of high-risk groups and carefully planning systematic screening, within or outside health
services, can help improve early TB detection. When screening is poorly planned,
targeted or conducted, or where suboptimal screening and diagnostic tools are used,
resources can be wasted and individuals may be harmed by false positive diagnosis,
financial burden, or increase stigma and discrimination. Where possible, TB screening
should be integrated into other screening and outreach activities. TB screening is
ineffective without linkages to high-quality treatment, care, and support services. A
screening strategy should be monitored and assessed continuously to inform reprioritization of risk groups, re-adaptation of screening, and discontinuation of
screening if indicated.
All persons who have been in close contact with pulmonary TB patients should be
evaluated (WHO TB Standard 2). All children younger than 5 years and HIV-positive
children of any age should be included in contact tracing (WHO TB Standard 26). All
persons living with HIV and workers exposed to silica should always be screened for
active TB in all settings WHO TB Standard 3). Other risk groups should be prioritized
depending on local TB epidemiology. Chest x-ray is an important tool for triaging and
screening for pulmonary TB (WHO TB Standard 4).
Current practice in Suriname
Contact investigation is conducted by the NTP. Closed contacts of confirmed smearpositive TB cases are invited to the NTP for intake interview and TST. Procedures are
not however not well documented and not adequately addressed in the current
guidelines. Contact tracing practice, if better structured, would be beneficial once the
country moves towards elimination.
Surveillance data show that a high proportion of TB patients have co-morbidities such
as HIV co-infection or diabetes mellitus and TB patients with these co-morbidities have
a higher mortality rate 7. People living with HIV are screened with a symptomatic
algorithm (with four questions) (see paragraph 4.1.3). Diabetes mellitus patients are not
systematically screened for TB. Prisoners are also screened with a symptomatic
algorithm (with four questions); very few patients were detected. Surveillance data also
suggest that people with drug abuse have an elevated risk for TB. They are not
systematically screened for TB. Few children are reported having TB and a low
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proportion of samples for TB investigation are from children. TB is probably
underdiagnosed in children, since the epidemiology suggests ongoing transmission.
The trend of TB cases in the indigenous population and other villages is monitored
closely, and in case a sudden increase in the number of cases is observed contact
investigation is expanded to the whole community.
Key Activities


Document the contact tracing procedures and evaluate systematically results of
contact tracing and its effects, e.g. the number of contacts evaluated for TB divided
by the number of eligible (End TB Indicator #6).



Assess the risk for TB in vulnerable populations, using local epidemiology, (re-)
define the high-risk populations and develop specific strategies to reach them.



The NTP should lead and strengthen the collaboration with stakeholders that are
already involved with high-risk populations, both those already working closely with
the NTP, such as the Ministry of Justice/Prison Authority and the Medical Mission,
and other organizations (e.g. mining companies, organizations providing services for
homeless persons and people using illicit drugs).

4.1.2.

Treatment of all people with TB, including drug-resistant TB, and patient
support

International policies, strategies and guidelines
To cure TB and reduce disease transmission, patients should be placed on effective
treatment soon after diagnosis. Community-based treatment adherence support lead to
more favourable treatment outcomes. Resistance to anti-TB medicines needs to be
promptly and adequately addressed.
Patients should be enrolled on proper treatment regimens (WHO TB Standards 12 and
16). Daily dosing should be used throughout treatment. Fixed-dose combination drugs
may provide a more convenient form of drug administration (WHO TB Standard 12). In
patients requiring retreatment for TB, the category II regimen (adding streptomycin)
should no longer be prescribed (WHO TB Standard 13).
Community- or home-based DOT is recommended over health facility-based DOT or
unsupervised treatment; and DOT administered by trained lay providers or health-care
workers is recommended over DOT administered by family members. Video-observed
treatment may replace DOT when the technology is available and can be organized and
operated by healthcare providers and patients (WHO TB Standard 32).
Current practice in Suriname
All patients with drug-susceptible TB are treated according to the guidelines. Patients
that need regimens different from the first-line treatment are to be discussed in the
technical advisory group, but this group has not yet been established. The current
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recommended regimen for RR-TB treatment consists of HRZE plus streptomycin and
ciprofloxacin with a total duration of at least 12 months, and is not in line with WHO
recommendations. Streptomycin and ciprofloxacin are not recommended anymore for
the treatment of RR-TB. The guideline is currently being revised.
The current practice is that TB cases are admitted in the sanatorium until they become
smear negative and follow up treatment is organized by the NTP, providing directly
observed treatment with assistance of trained community members (so called DOT
supporters). To improve treatment adherence, smear positive TB case receive a monthly
incentive during their treatment in the form of a food package. The TB program has 17
active DOT supporters who are trained twice per year. The DOT procedures are
documented in the DOT training manual. Most DOT supporters are retired nurses or
teachers and are provided with incentives for assisting the TB program. Nurses at the
Medical Mission staff and prison guards are trained and also serve as DOT supporters.
The DOT supporters facilitate patient compliance with both TB medication and in some
cases ART for TB-HIV patients. The DOT program works well.
Non-adherence is most often seen in the homeless and in substance abusers.
Additionally, these patients are often treated repeatedly by the program and pose
potential drug resistance challenges. Thus, patients with these characteristics need
special treatment support interventions.
Treatment success rate is around 80% (WHO End TB Indicator #2). TB mortality has
increased over time from 2.4 in 2013 to 3.5 in 2016. Mortality among TB/HIV patients
receiving anti-TB treatment is substantially higher than in HIV-negative TB patients,
due to late diagnosis. The TB program should seek to identify the characteristics of those
who died to determine whether they were never treated or treatment non-completers,
HIV-TB patients.
Key Activities


Develop concise updated guidelines for drug-susceptible and drug-resistant TB,
including detailed algorithms for monitoring patients, following current
international recommendations and involving all those responsible for TB care.
(TAG).



Promote ambulatory treatment and limit hospitalization to severely ill patients, those
with complications caused by co-morbidities and drug-resistance, and those with
socioeconomic status that hinders ambulatory treatment.



Continue and strengthen the treatment supervision by DOT supporters.



Consult with a specialist, participate in a consilium or consult the regional Green
Light Committee (rGLC) on the treatment of patients with MDR-TB.



Ensure the procurement of first-line drugs; acquire and control the use of secondline anti- TB drugs.



Organize semestral meetings to analyze key treatment indicators.
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Increase adherence for treatment by the inclusion of patients and family in social
protection programs.



Analyze causes of mortality and develop interventions to reduce TB mortality.

4.1.3.

Collaborative TB/HIV activities, and management of co-morbidities

4.1.3.1. Collaborative TB/HIV activities
International policies, strategies and guidelines
HIV is one of the highest risk factors for TB, and TB is the leading cause of death among
people with HIV. However, TB among people with HIV is preventable and even curable.
A significant reduction of TB incidence and HIV-associated deaths can be achieved by
adopting and scaling up policies that ensure integrated, patient-centered delivery of
effective prevention, early detection, and prompt treatment, as set out within the 12
collaborative TB/HIV activities (Annex 2).
WHO recommends that HIV testing should be routinely offered to all patients with
presumptive TB and those diagnosed with TB (WHO TB Standard 19). Persons living
with HIV should be screened for TB by using a clinical algorithm (WHO TB Standard
20). Anti-retroviral therapy (ART) and routine co-trimoxazole preventive therapy
should be initiated among all TB patients living with HIV, regardless of their CD cell
count (WHO TB Standard 21). Current advice is TB preventive therapy for people with
HIV and there are several options, including 6 months isoniazid or 3 months
combination therapy of isoniazid and rifampicin.11
Current practice in Suriname
Many of the WHO-recommended collaborative TB/HIV activities are included in the
NSP but were not implemented. No formal coordination mechanism or body was
established to oversee and guide collaborative activities at all levels. Joint planning is
needed to finalize and harmonize HIV and TB treatment protocols. The MOH has
experienced difficulty with engaging both HIV and TB clinicians for the creation of
technical working groups and advisory committees. Action by the Director of Health may
be needed since their engagement will be necessary to revise the TB treatment guidelines
and strengthen collaboration between the HIV and TB Programs.
Decrease the burden of TB among people living with HIV/AIDS
The HIV treatment guidelines are being updated and TB screening is included in the
guidelines. Patients are to be screened using 4 screening questions. The HIV guidelines
will need to be explicit regarding the definition of TB screening (i.e., screening method,
frequency) as well as recording of screening in patients’ charts. The HIV Program
anticipated training HIV providers on use of the guidelines before the end of 2017.
There is no consensus among clinicians whether isoniazid preventive therapy is
appropriate or needed in Suriname, despite international evidence and WHO
recommendations. It is recommended that the Ministry of Health request that PAHO
conduct an external review of situation in Suriname and issue advice and
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recommendations to the Ministry of Health and clinicians regarding the use of isoniazid
preventive therapy. (or TAG)
Decrease the burden of HIV in TB patients
The percentage of TB patients tested for HIV is above from 95%. HIV-positive TB
patients are treated in sanatorium where their treatment for TB-HIV is coordinated by
both the pulmonologist and infectious disease specialist. ARVs are started as soon as
possible and the procedures are in both the HIV and TB guidelines and according WHO
guidelines. Data from the TB Program for 2016 show that only 50% of HIV positive TB
patients are on ART during TB treatment. Some patients may die before treatment
initiation and others may not be provided with ARVs because of known compliance
issues (e.g., homeless persons and substance abusers). Co-trimoxazole preventive
therapy is generally not given to patients with CD4 counts above 350.
The TB program provides incentives for TB-HIV patients to promote adherence (e.g.,
food baskets and transportation assistance). TB-HIV patients are referred to the MOH
NGO coordinator who assigns buddies or peer counselors depending on their needs. The
patients are also assigned a DOT supporter after discharge from the sanatorium.
Key Activities


Reinforce the implementation of all twelve TB/HIV collaborative activities, with
emphasis on intensified TB case finding among people with HIV, isoniazid preventive
therapy, infection control and ART treatment.



Collect information on the core global and national essential indicators to monitor
and report progress on TB/HIV collaborative activities.12



Continue the collaboration between TB and HIV and develop joint planning and
analysis of information.



Maintain the high HIV testing percentage in TB patients (End TB indicator #9).



Analyze the high mortality and the low ART coverage among TB/HIV co-infected
patients to inform policy and/or decision making on how to better address this
challenge both at national and local levels.

4.1.3.2. Management of other co-morbidities
International policies, strategies and guidelines
In addition to HIV/AIDS, other co-morbidities and health risks associated with TB are
important and require integrated patient management. This includes undernutrition,
diabetes, alcohol, tobacco smoking, silicosis and other non-communicable diseases
including mental health problems.
WHO recommends countries to conduct a thorough assessment to evaluate co-morbid
conditions and other factors (see above) that could affect the response to or the outcome
of TB treatment (WHO TB Standard 22).
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Current practice in Suriname
Latest data from the NTP reveals that 10% of TB patients have diabetes mellitus. TB
patients with diabetes mellitus have a higher mortality. Surveillance data indicate that a
high proportion of TB patients use illicit drugs. These patients have poor treatment
adherence and often return with a relapse TB.
Key Activities


Analyze risk factors for the poor treatment outcome of TB patients with diabetes
mellitus co-morbidity; develop and implement appropriate integrated management
approaches.



Develop and provide these patients with intensified patient-centered support
(packages) for TB patients with substance abuse.



Develop and implement a screening algorithm for diabetes mellitus patients
following international recommendations. (TAG)

4.1.4.

Preventive treatment of persons at high risk, and vaccination against TB

International policies, strategies and guidelines
The management of latent TB infection (LTBI) is an important element of the
“prevention package” of the End TB Strategy. Policies required to implement this
component vary according to TB incidence and resource availability.
WHO recommends the use of either tuberculin skin test (TST) or an interferon gamma
release assay (IGRA) to diagnose LTBI. A TST is not required before initiating isoniazid
preventive therapy in persons living with HIV (WHO TB Standard 11). In 2018, WHO
recommended preventive treatment to all household contacts of people with
bacteriologically confirmed pulmonary TB after exclusion of active TB. BCG vaccination
can be given to infants in settings where there is a high risk of exposure to TB (WHO TB
Standard 25).
Current practice in Suriname
Contact tracing data is entered in a separate register with information on the index
patient. Contacts of TB suspects with latent TB infection are treated with isoniazid for
six months. An overview of the number of contacts (and people living with HIV)
identified with LTBI, the number initiated preventive treatment and the number
completing preventive treatment is lacking. Suriname never implemented BCG
vaccination programmatically and in the current phase of the epidemic,.
Key Activities

 Monitor the LTBI screening and treatment (End TB Indicator #5).
 Investigate TB in children and child mortality due to TB in order to decide on the
usefulness of BCG vaccination in Suriname.
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4.2. Bold policies and supportive systems
4.2.1.

Political commitment with adequate resources for TB care and prevention

International policies, strategies and guidelines
Government stewardship needs to manifest itself in setting ambitious targets, driving
cross-government engagement, enabling resource mobilization from domestic and
international sources, overseeing implementation and monitoring progress. A wellresourced central NTP team within the ministry of health with a TB-specific budget is
another critical element of stewardship.
The NSP needs to be aligned within the national health plan and linked to plans of other
sectors. A clear course towards agreed TB targets needs to be set and monitored. Based
on the NSP, detailed annual operational planning and milestones can be pursued.
Current practice in Suriname
The Ministry of Health is committed to implement the End TB strategy. There is a special
budget line for the fight against TB, HIV and malaria, apart from the regular budget for
the BOG for TB control. The emergence of MDR-TB will require an extra effort and
additional resources. This (modified) NSP will require additional funding for its full
implementation.
The Ministry of Health, BOG and the NTP do not have a documented human resource
policy or plan for building the capacity of TB Program staff. The TB Program should
ensure to maintain its current training program for DOT supporters, Medical Mission,
RGD and prison staff. It is also necessary to provide ongoing training and capacity
building for TB Program nurses and laboratory staff.
The Ministry of Health should collaborate with PAHO to identify a funding mechanism
for technical assistance and capacity development.
Key Activities


Strengthen the NTP program with a clear description of tasks, roles and
responsibilities of the NTP manager/coordinator.



Establish a Tuberculosis Advisory Group (TAG), and advise on TB/HIV collaborative
activities and integration. The TAG can operate through sub-committees or working
groups to address specific issues (e.g., MDR-TB treatment guidelines, lab issues,
etc.).



Monitor the country-specific objectives and targets set in Chapter 3 (see Chapter 5)



Develop a detailed annual operational plan and milestones (see Chapter 6)



Political advocacy and awareness raising among decision-makers



Develop and implement a resource mobilization and sustainability strategy for the
TB program.



Develop a Human Resources policy for the TB program that includes career structure
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and training.


Training for all TB stakeholders to provide patient-centered approach



Training of health care workers to manage respiratory diseases

4.2.2. Engagement of communities, civil society organizations, and public and
private care providers
4.2.2.1. Engaging communities and civil society organizations
International policies, strategies and guidelines
A strong coalition with communities, nongovernmental (NGOs) and other civil society
organizations (CSOs) is one of the four principles of the End TB Strategy. A robust
alliance could transform policies, programs and practices, and help mobilize resources,
design and roll out national TB plans and strategies, and undertake local action.
Community-based TB activities can be carried out either by NTPs or by NGOs and other
CSOs. CSOs, as equal partners under government stewardship, are especially wellplaced to effectively approach hard-to-reach communities or marginalized populations.
A patient-centered approach to treatment should be developed to promote adherence,
improve quality of life and relieve suffering. This approach should be based on the
patient’s needs and on mutual respect between the patient and the provider (WHO TB
Standard 30).
Current practice in Suriname
The NSP promotes a patient-centered approach for the treatment of all patients based
on the patients’ needs and mutual respect between the patient and the provider. The
program encourages community participation in TB care, prevention and health
promotion by effective partnerships between health services and the community (health
workers, leaders, volunteers). The initiative of training community members to provide
DOT to TB patients will be sustained.
There is a lack of CSOs representing those affected by TB, but there is a good relationship
between the CSOs representing the key populations affected by HIV and the NTP. The
Ministry of Health is planning towards involving the CSOs in TB services such as DOT
support, screening and contact tracing through social contracting. The NTP should also
consider developing a social marketing program to disseminate TB information and
educate to the general population on screening and treatment.
Key Activities (see also ENGAGE-TB13,14)


Adapt advocacy to context and use opportunity of campaigns or legislation on other
topics which affect TB control



Identify relevant NGOs and CBOs in supporting TB control and define their roles and
tasks



Build advocacy capacity of NGOs and CSOs: how to understand and use political
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advocacy


Create NTP-CSOs relations work together especially for CSOs-based in the field



Prepare a proposal to access Government Funds for a program to increase screening
of vulnerable populations, such as homeless people and people using illicit drugs



Raise TB awareness by public campaigns and social mobilization programs



Make TB information available on the MOH/BOG website



Implement other preventive measures for TB like information strategies for the
general population, health education to patients and families with development of
materials, as well as training.

4.2.2.2. Engaging of all public and private care providers
International policies, strategies and guidelines
Early diagnosis of TB requires engaging relevant providers first visited by people with
TB symptoms; expansion of collaborative TB/HIV activities; rapid and rational uptake
of new diagnostics and drugs for patients in clinics requires allowing qualified private
providers to access new TB drugs for their eligible TB patients. Effective engagement of
all public and private care providers requires, among others, national standards of TB
care in line with the International Standards of TB Care available to all providers;
policies and guidance to apply digital health tools to facilitate public-private mix
expansion.
WHO recommends countries to adapt digital technologies to increase the effectiveness
or efficiency of different components of TB programs. (WHO TB Standard 28).
Current practice in Suriname
The emphasis in the area of engagement of health care providers is placed on the early
diagnosis of TB and more specifically sputum-positive pulmonary TB. The TB Program
should therefore provide continuous training for physicians and health care providers
on screening for TB. Few physicians are treating TB patients.
Key Activities


Increase the awareness about TB in all care providers



Improve the identification of presumptive TB patients in all health care settings, i.e.
also in the private sector, and provide correct diagnosis.



Training of physicians involved in the TB treatment once revised treatment
guidelines are completed.

4.2.3. Universal health coverage policy, and regulatory frameworks for case
notification, vital registration, quality and rational use of medicines, and
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infection control
4.2.3.1. Universal health coverage
International policies, strategies and guidelines
Appropriate TB diagnosis, treatment and prevention should be free of charge. This can
be achieved within a national health service package or through a national health
insurance scheme.
Current practice in Suriname
Sputum examination and TB drugs are free of charge for everyone in Suriname. The
Ministry of Health aimed to increase the health coverage by the introduction of the Basic
Health Act in 2014. This has improved access for those who are insured for TB services
such as cost for consultation of the specialist, X-ray and laboratory tests. Those who are
not eligible for insurance through the Basic Health Act and cannot afford the fee for
insurance can apply through the Ministry of Social Affairs for an insurance card.
Key Activities
Develop a mechanism to ensure treatment for those who are uninsured and
undocumented (e.g., migrants).
4.2.3.2. Regulatory frameworks for case notification, vital registration
International policies, strategies and guidelines
An effectively enforced infectious disease law, or equivalent, that includes compulsory
notification of TB cases by all health-care providers, is essential.
Effective vital registration systems need to be developed or strengthened to ensure that
each death due to TB is properly recorded.
WHO recommends that all providers report both new and re-treatment TB cases and
their treatment outcomes to national public health authorities in conformance with
applicable legal requirements and policies; TB mortality should be monitored by using
standard cause-of-death data from vital registration systems (WHO TB Standard 27).
Current practice in Suriname
Notification of TB services is mandatory by law. A comprehensive TB information
system is in place, capturing much relevant data (including treatment and treatment
outcome). Surveillance, monitoring and evaluation have been improved in the past years
due to capacity building and improvement of data recording. The TB data is maintained
electronically besides the paper-based TB register. This allows timely and updated
reporting of data.
Data analysis is however typically focused on meeting donor reporting requirements.
The database is not currently programmed to prepare standard reports (semi-annual
analysis of TB data and indicators) for dissemination and use by national stakeholders.
It will therefore be necessary to systematically build the capacity of junior staff to
conduct data analyses including training on statistical package(s).
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The aim of the HIV and TB Program is to link the HIV and TB databases and monitor
the number of TB/HIV patients receiving ARVs and TB patients who are tested positive
for HIV.
Key Activities


Regular meetings to analyze data



Semi-annual standard reporting of the TB situation



Build the capacity of staff to conduct data analyses including training on statistical
package(s)

4.2.3.3. Regulation of production, quality and use of TB diagnostics and medicines
International policies, strategies and guidelines
Regulation and adequate resources for enforcement are required for the registration,
importation and manufacturing of medical products, including drugs.
Current practice in Suriname
First-line treatment can be quantified based on the current epidemiology. The NTP does
the quantification and drug forecasting for Bedrijf Geneesmiddelen Voorziening
Suriname (BGVS) based on estimates of persons who will need TB treatment. All drugs
are being acquired from WHO qualified laboratories. The TB program needs an average
of 15,000 USD per year to purchase fixed-dose combination medications. Drug
distribution is centralized from BGVS through the NTP. The pharmacies of the NTP and
the Academic Hospital keep stocks of the treatments to be distributed to the patient.
Second-line drugs are expensive but they are needed since there are cases of
rifampicin resistance in Suriname. The Ministry of Health should make efforts to access
funding for second-line drugs from PAHO Strategic Fund and also consider developing
arrangements with other countries to purchase them on an as-needed basis.
Key Activities


Continue the forecasting and acquisition of fixed-dose combination first-line anti-TB
drugs from qualified manufacturers.



Acquire second-line anti-TB drugs that are needed for the treatment of RR/MDR of
XDR-TB and patients having intolerance to first-line drugs



Introduce new pediatric formulations in the national essential drug list and procure
them accordingly

4.2.3.4. Comprehensive infection control measures
International policies, strategies and guidelines
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Appropriate regulation is required to ensure effective infection control in health-care
services and other settings where the risk of disease transmission is high. Managerial,
administrative, environmental and personal measures for infection control should be in
place, as well as regulations related to construction and organization of health facilities.
WHO recommends promptly to identify persons with TB symptoms (triage); provide an
adequately waiting area for them; educate them about cough etiquette and respiratory
hygiene; ensure they are prioritized for TB testing; and separate infectious patients.
(WHO TB Standard 29).
Current practice in Suriname
The National TB and the DOTS sites adhere to TB infection control measures and 85%
of TB diagnostic and treatment facilities implement TB infection control measures as per
national guidelines. TB program staff train prison and sentinel site staff on infection
control guidelines, provides masks and review infection control systems during their
periodic visits. Other health facilities use general infection control measures but do not
implement TB specific measures. The TB Program should train hospital and other health
facility infection control nurses on TB infection control measures to facilitate
incorporation in to general infection control measures at primary care facilities.
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Key Activities


Develop concrete guidelines on infection control following WHO’s guidelines and
conduct training at health facilities, congregate settings and patient homes.



Develop/revise criteria for hospitalization and ambulatory management of TB
patients



Improve infection control in the health services



Ensure regular medical check-ups for staff exposed to TB, e.g. nurses and laboratory
staff, including PPD-testing for those working on TB.

4.2.4. Social protection, poverty alleviation and actions on other determinants of
TB
International policies, strategies and guidelines
People with TB and their households often face severe economic hardship related to the
direct and indirect costs of illness and health care including income loss, health-care
costs and transport expenses. Even when TB diagnosis and treatment are offered free of
charge, social protection measures are needed to alleviate the burden of income loss and
non-medical costs of seeking and staying in care. Documentation of the economic costs
of TB for patients and affected families can provide required evidence to support interministerial discussion, decisions and their implementation.
WHO recommends that all forms of suffering associated with TB should be addressed
by ensuring that patients have proper access to care and to the management of adverse
reactions to treatment, management of psychological distress, means to prevent and
mitigate stigma and discrimination, and by providing access to social protection
mechanisms to reduce indirect costs. (WHO TB Standard 33).
Current practice in Suriname
No adequate mechanism is available for social protection. TB patients receive a monthly
food package from the NTP during the treatment. TB cases can apply for social support
through the Ministry of Social Affairs.
Key Activities

 Advocate for poverty reduction and social determinants of TB, stigma around
vulnerable groups.
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4.3. Intensified research and innovation
4.3.1.

Discovery, development and rapid uptake of new tools, interventions and
strategies

International policies, strategies and guidelines
This component covers all types of research along the continuum, from basic research
through clinical and epidemiologic research to implementation research. Many middleincome and some low-income countries have the capacity to engage in the full spectrum
of research. They can strengthen that capacity by collaborating with researchers and
institutions in high-income countries. Global priorities for research on new tools have
been identified. The priority in countries like Suriname is operational research to study
and optimize the implementation of activities (next paragraph).

4.3.2. Research to optimize implementation and impact and promote innovation
International policies, strategies and guidelines
This component tackles innovative strategies designed to improve program
implementation and the impact of interventions in countries. Operational research does
not require major investment in higher education of personnel, equipment and facilities,
and will have a more rapid impact. To ensure TB becomes a research priority in highburden countries, each country should develop a comprehensive national TB research
plan, fully integrated into the NSP. It should include objectives, activities and
mechanisms to strengthen country-level research capacity.
Current practice in Suriname
The NTP has improved its capacity for operational research. Several studies have been
conducted such as analysis of factors for mortality, impact of the implementation of
DOTS on treatment outcome in Suriname 2010-2015 and treatment cascade analysis for
TB in Suriname 2010-2015. Staff from the TB and HIV programs has completed the
SORTIT (Structured Operational Research Initiative) course in Suriname which will
allow them to conduct research in the near feature to inform policy decision.
The pattern of drug resistance is already targeted for operational research with the
support of RIVM.
The NSP will be reviewed annually taking into consideration best practices, guidelines
and recommendations from WHO.
Key Activities


Develop, together with stakeholders including academia, a (operational) research
agenda to prioritize and guide research for the future



Analyze surveillance data more extensively and promptly to inform policy and
actions. The program will benefit from a publication describing the current
epidemiological situation and discussing the existing gaps.
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Investigate promptly causes of rifampicin-resistant TB, including its drug-resistance
pattern and demographic characteristics



Insights in transmission dynamics, e.g. with support of WGS, can inform choices for
enhanced case finding and developing the strategy to end TB in Suriname



Further investigate the high mortality, especially among co-infected TB/HIV patients



Annual review and discuss best practices
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Chapter 5. Strategic objectives and overview key activities
In this chapter the key activities are summarized alongside the three pillars and ten components of the End TB Strategy.
The components/pillars are summarized as strategic objectives.
Pillar 1 – Integrated, patient-centered care and prevention
Strategic objectives
(pillar, component)

Intervention

Activities

1. Ensure early diagnosis
of TB and systematic
screening of contacts
and high-risk groups,
including
LTBI
treatment (1.1&1.4)

Early
diagnosis of
TB, including
DST

1.1. Empower the Central Laboratory as a national reference
laboratory and strengthen its technical capacity.
1.2. Develop a diagnostic algorithm (or guideline) with stakeholders
to ensure standardization of procedures and rational use of
materials. (TAG)
1.3. Decide on the national reference functions of the Central
Laboratory, in particular performing liquid culture and
phenotypic DST
1.4. Make arrangements for technical assistance of the Central
Laboratory with a SNRL (quality control, biosafety, training and
possibly investigation of drug-resistance isolates).

Systematic
screening

1.5. Document the contact tracing procedures and evaluate
systematically results of contact tracing and its effects, e.g. the
number of contacts evaluated for TB divided by the number of
eligible (End TB Indicator #6).
1.6. Assess the risk for TB in vulnerable populations, using local
epidemiology, (re-) define the high-risk populations and develop

specific strategies to reach them.
1.7. The NTP should strengthen the collaboration with stakeholders
that are already involved with high-risk populations, both those
already working closely with the NTP, such as the Ministry of
Justice/Prison Authority and the Medical Mission, and other
organizations (e.g. mining companies, organizations providing
services for homeless persons and people using illicit drugs)
2. Provide high quality
comprehensive
TB
care, treatment and
support (1.2)

Treatment
of
TB, including
drug-resistant
TB

2.1. Develop concise updated guidelines for drug-susceptible and
drug-resistant TB, including detailed algorithms for monitoring
patients, following current international recommendations and
involving all those responsible for TB care. (TAG).
2.2. Promote ambulatory treatment and limit hospitalization to
severely ill patients, those with complications caused by comorbidities and drug-resistance, and those with socioeconomic
status that hinders ambulatory treatment.
2.3. Continue and strengthen the treatment supervision by DOT
supporters
2.4. Consult with a specialist, participate in a consilium or consult
the regional Green Light Committee (rGLC) on the treatment of
patients with MDR-TB.
2.5. Ensure the procurement of first-line drugs; acquire and control
the use of second-line anti- TB drugs.
2.6. Organize semestral meetings to analyze key treatment
indicators.
2.7. Analyze causes of mortality and develop interventions to reduce
TB mortality.

3. Ensure
integrated,
patient-centered
TB/HIV prevention,
care and support, and
management of comorbidities (1.3)

Patient
support

2.8. Increase adherence for treatment by the inclusion of patients
and their families in social protection programs

Collaborative
TB/HIV
activities

3.1. Reinforce the implementation of all twelve TB/HIV
collaborative activities, with emphasis on intensified TB case
finding among people with HIV, isoniazid preventive therapy,
infection control and ART treatment.
3.2. Collect information on the core global and national essential
indicators to monitor and report progress on TB/HIV
collaborative activities.
3.3. Continue the collaboration between TB and HIV and develop
joint planning and analysis of information.
3.4. Maintain the high HIV testing percentage in TB patients (End
TB indicator #9).
3.5. Analyze the high mortality and the low ART coverage among
TB/HIV co-infected patients to inform policy and/or decision
making on how to better address this challenge both at national
and local levels.

Management
of other comorbidities

3.6. Analyze risk factors for the poor treatment outcome of TB
patients with diabetes mellitus co-morbidity; develop and
implement appropriate integrated management approaches.
3.7. Develop and provide these patients with intensified patientcentered support (packages) for TB patients with substance
abuse.
3.8. Develop and implement a screening algorithm for diabetes
mellitus patients following international recommendations.
(TAG)

4. Preventive treatment
and BCG vaccination
(1.4)

Preventive
treatment and

4.1. Monitor the LTBI screening and treatment (End TB Indicator
#5)

BCG
vaccination

4.2. Investigate TB in children and child mortality due to TB in order
to decide on the usefulness of BCG vaccination in Suriname,

Pillar 2 – Bold policies and supportive systems
Strategic objectives
(pillar, component)

Intervention

Activities

5. Ensure
adequate
resources for TB care
and
prevention,
universal
health
coverage and social
protection (2.1&2.4)

Political
commitment

5.1. Strengthen the NTP program with a clear description of tasks,
roles and responsibilities of the NTP manager/coordinator.
5.2. Establish a Tuberculosis Advisory Group (TAG), and advise on
TB/HIV collaborative activities and integration. The TAG can
operate through sub-committees or working groups to address
specific issues (e.g., MDR-TB treatment guidelines, lab issues,
etc.).
5.3. Monitor the country-specific objectives and targets set in
Chapter 3
5.4. Develop a detailed annual operational plan and milestones (see
Chapter 6)
5.5. Political advocacy and awareness raising among decisionmakers
5.6. Develop and implement a resource
sustainability strategy for the TB program.

mobilization

and

5.7. Develop a Human Resources policy for the TB program that

includes career structure and training.
5.8. Training for all TB stakeholders to provide patient-centered
approach
5.9. Training of health care workers to manage respiratory diseases

6. Engage communities,
civil
society
organizations
and
provide care providers
(2.2)

Universal
health
coverage

5.10. Develop a mechanism to ensure treatment for those who are
uninsured and undocumented (e.g., migrants)

Social
protection and
poverty
alleviation

5.11. Advocate for poverty reduction and social determinants of TB,
stigma around vulnerable groups.

Engaging
communities
and
civil
society
organizations

6.1. Adapt advocacy to context and use opportunity of campaigns or
legislation on other topics which affect TB control
6.2. Identify relevant NGOs and CBOs in supporting TB control and
define their roles and tasks
6.3. Build advocacy capacity of NGOs and CSOs: how to understand
and use political advocacy
6.4. Create NTP-CSOs relations work together especially for CSOsbased in the field
6.5. Prepare a proposal to access Government Funds for a program
to increase screening of vulnerable populations, such as
homeless people and people using illicit drugs
6.6. Raise TB awareness by public campaigns and social mobilization
programs
6.7. Make TB information available on the MOH/BOG website

6.8. Implement other preventive measures for TB like information
strategies for the general population, health education to
patients and families with development of materials, as well as
training
Engaging of all
public
and
private
care
providers

6.9. Increase the awareness about TB in all care providers
6.10. Improve the identification of presumptive TB patients in all
health care settings, i.e. also in the private sector, and provide
correct diagnosis
6.11. Training of physicians involved in the TB treatment once revised
treatment guidelines are completed

7. Provide frameworks
for case notification,
quality and rational
use of drugs, and
infection control (2.3)

Regulatory
frameworks
for
case
notification

7.1. Regular meetings to analyze data

Regulation of
production,
quality and use
of diagnostics
and drugs

7.4. Continue the forecasting and acquisition of fixed-dose
combination first-line anti-TB drugs from qualified
manufacturers.

7.2. Semi-annual standard reporting of the TB situation
7.3. Build the capacity of staff to conduct data analyses including
training on statistical package(s)

7.5. Acquire second-line anti-TB drugs that are needed for the
treatment of RR/MDR/XDR-TB and
patients having
intolerance to first-line drugs
7.6. Introduce new pediatric formulations in the national essential
drug list and procure them accordingly

Comprehensive
infection

7.7. Develop concrete guidelines on infection control following
WHO’s guidelines and conduct training

control
measures

7.8. Develop/revise criteria for hospitalization and ambulatory
management of TB patients
7.9. Improve infection control in the health services
7.10. Ensure regular medical check-ups for staff exposed to TB, e.g.
nurses and laboratory staff, including PPD-testing for those
working on TB

Pillar 3 – Intensified research and innovation
Strategic objectives
(pillar, component)

Intervention

Activities

8. Use
research
to
optimize
implementation of TB
activities (3.1&3.2)

Research

8.1. Develop, together with stakeholders including academia, a
(operational) research agenda to prioritize and guide research
for the future
8.2. Analyze surveillance data more extensively and promptly to
inform policy and actions
8.3. Investigate promptly causes of rifampicin-resistant TB,
including its drug-resistance pattern and demographic
characteristics
8.4. Insights in transmission dynamics, e.g. with support of WGS,
can inform choices for enhanced case finding and developing the
strategy to end TB in Suriname
8.5. Further investigate the high mortality, especially among coinfected TB/HIV patients
8.6. Annual review and discuss best practices

Chapter 6. Monitoring and evaluation
Suriname’ progress towards the targets of the End TB Strategy

6.1. Core indicators and targets:
Baseline

Milestone

Milestone

2015

2020

2025

Number of TB deaths

20

13

5

TB mortality rate (per 100,000 population)

3.3

2.2

0.8

TB incidence (absolute numbers)

150

120

75

TB incidence rate (per 100,000 population)

25

20

12.5

Percentage of TB patients and their
households experiencing catastrophic costs
due to TB

Not
available

0%

0%

6.2. ther country indicators and targets:
No. Indicator
1.

TB treatment coverage

2.

TB treatment success rate

3.

Percentage of TB-affected households
that experience catastrophic costs due
to TB
Percentage of new and relapse TB
patients using WHO-recommended
rapid tests at the time of diagnosis
LTBI treatment coverage
- Child contacts (<5 years)
- People with HIV
Contact investigation coverage

4.
5.
6.
7.
8.

Drug susceptibility testing (DST)
coverage for TB patients
Treatment coverage, new TB drugs

Baseline
2015
72.8%

Status 2016
80%

Target
2025
≥90%

≥70%

≥70%

≥80%

Data not
available

Data not
available

0%

78.5%
(110/140)

87.1%
(101/116)

≥90%

Data not
available

Data not
available

74.5%

49.4%

≥90%
≥50%
≥90%

78.5%

89.3%

100%

0%

0%

≥90%
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9.
10.

Documentation of HIV status among
TB patients
Case fatality ratio (CFR)

98%

94%

100%

15.3%

13.7%

≥5%

HIV = human immunodeficiency virus; LTBI = latent TB infection; PLHIV = people living with human
immunodeficiency virus; TB = tuberculosis
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ANNEXES
Annex I

Tuberculosis profile Suriname, 2016
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Annex II

WHO policy on Collaborative TB/HIV activities

A. Establish and strengthen the mechanisms for delivering
integrated TB and HIV services
1.

Set up and strengthen a coordinating body for collaborative TB/HIV
activities functioned at all levels

2. Determine HIV prevalence among TB patients and TB prevalence
among people living with HIV
3. Carry out joint TB/HIV planning to integrate the delivery of TB and
HIV services
4. Monitor and evaluate collaborative TB/HIV activities
B. Reduce the burden of TB in people living with HIV/AIDS and
initiate early antiretroviral therapy
5. Intensify TB case-finding and ensure high quality antituberculosis
treatment
6. Initiate TB prevention with isoniazid preventive therapy and early
antiretroviral therapy
7. Ensure control of TB infection in health-care facilities and congregate
settings
C. Reduce the burden of HIV in TB patients with presumptive and
diagnoses TB
8. Provide HIV testing and counseling to patients with presumptive and
diagnosed TB
9. Provide HIV prevention interventions for patients with presumptive
and diagnosed TB
10. Provide co-trimoxazole preventive therapy for TB patients lilving with
HIV
11. Ensure HIV prevention, treatment and care for TB patients living with
HIV
12. Provide antiretroviral therapy for TB patients living with HIV
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