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Tuberculosis (TB) is an infectious disease
caused by Mycobacterium tuberculosis that
mainly affects the lungs but can involve
any body part except hair and nails.TB is
occasionally caused by Mycobacterium
Bovis and Mycobacterium Africanum. TB
spreads through respiratory droplets. When
a pulmonary TB patient coughs/sneezes/
laughs, the bacilli are expelled as droplets,
which may suspend in the air for several
hours if not clear/dilute by fresh air. If a
healthy person shares the same atmos-
phere with the patient, he/she may inhale
these droplets. But the risk of infection de-
pends on the extent of exposure and indi-
vidual susceptibility. So, the high-risk cate-
gories are Children less than 5 years, the
elderly more than 60 years, Patients with
diabetes, HIV, immune-compromised indi-
viduals, patients on immunosuppressive
drugs such as long-term steroid therapy,
Cancer patients on anti-cancer treatment,
and Patients who have undergone trans-
plant surgery. So, the close contacts of a
Tb patient belonging to these categories
should be screened and chemoprophylaxis
should be started even if they are asympto-
matic. The following categories are also at
a higher risk due to their lifestyle and social
and environmental conditions. They are
Prisoners, inmates of elderly homes, desti-
tute homes, rehabilitation centres for drug
addiction, Current and former workers in
workplaces with silica exposure, migrant
population and returning  refugees,
healthcare workers in high-risk settings
such as MDR-TB wards and laboratories,
and People living in risk environments (eg.
slums, estates, internally displaced, mi-
grants). These should be screened regular-
ly even if they are not obvious close con-
tacts.

According to WHO, in 2020 an estimation
of 10 million people was infected with TB.
Out of them, 5.6 million were males, 3.3
million were females and 1.1 million were
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children. Most new TB cases have oc-
curred in the WHO Southeast Asian region
(43%) while 25% were from the WHO Afri-
can region and 18% from the WHO West-
ern Pacific region. Globally incidence of TB
is falling at about a rate of 2% per year dur-
ing 2015-2020. But still, it is the 2™ leading
infectious disease Kkiller (after covid 19)
causing 1.5 million death each year. Cur-
rently, MDR-TB is a major threat to public
health as only 1 out of 3 people with drug-
resistant TB accessed treatment in 2020.

Sri Lanka is a country with a low preva-
lence of TB. In the year 2018, Sri Lanka’s
WHO estimated new and relapse TB cases
were 64 per 100 000 population. By the
end of 2018, the estimated number of TB
deaths was 3.8 per 100 000 population
(excluding TB/HIV deaths).

To reduce TB caseload, the most important
is breaking the chain of transmission. That
is to identify and treat the index case to
prevent transmission of infectious droplets
to a healthy person either at the community
or institutional level. Other methods are
BCG vaccination and chemoprophylaxis.
The goals of the END TB strategy are
achieving a 90 % reduction in TB incidence
and a 95% reduction in TB deaths in 2035
(compared to 2015).
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Implementation of policies
and procedures is the first
thing in the TB control strate-
gy. These will help in guiding
health care facilities and
practitioners. National Pro-
gram for TB control and
Chest Diseases (NPTCCD)
is the centre for the develop-
‘ ment of policies where re-
sponsibility is divided among government and non-
government health institutions (both curative and pre-
ventive) and the community. Maintaining an accurate,
timely reporting system in hospitals, and sub- and district
chest clinics are essential for surveillance of suspected/
confirmed TB cases. Therefore, the notification system
of each TB case from all health sectors, and data collec-
tion from microscopic centres by PHs and DTCOs of
District chest clinics are very important to identify, and
treat TB patients, reduce transmission and change con-
trol strategies if necessary. External and internal evalua-
tion of the control program, chest clinics, microscopic
centres, NTRL labs, and even health institutions provide
guidance for the improvement of preventive strategies.
Also, hospitals, primary caregivers, community clinics,
HIV clinics, nursing homes etc. should be updated with
the guidelines on TB.
Basic microbiological investigation to diagnose Tubercu-
losis is 03 sputum samples for AFB smears. AFB culture
+ DST, newer methods like XPERT MTB/RIF are done
in some special indications. XPERT MTB/RIF has more
sensitivity and specificity than AFB smears, is quick, and
can detect drug resistance through rifampicin resistance.
But it can’t differentiate between dead and live bacilli.
Though AFB culture + DST takes about 6-8 weeks to
give results, it is the most specific and sensitive investi-
gation, can detect any type of drug resistance, and can
identify the type of live organism, unlike XPERT MTB/
RIF. X-rays and other radiological investigations, some
biochemical investigations are all supportive. Investiga-
tions like HIV status, Liver function tests, renal function
tests, and full blood count are needed before starting
and sometimes during treatment to assess the patient’s
health status. Therefore, maintaining access to microbio-
logical, radiological, and biochemical investigations rec-
ommended for TB helps diagnose the disease, drug re-
sistance, when to start treatment (in HIV +TB co-
infection), decide treatment regimen and treatment dura-
tion, assess response to treatment, and screening close
contacts and other high-risk groups. The establishment
of island-wide microscopic centres, district-, and sub-
chest clinics, reduce waiting and turnaround time for an
investigation, and free availability of necessary investi-
gations are all necessary for achieving the End TB strat-
egy.
Once a patient is diagnosed with TB, the patient should
continue regular treatment for a specified period under
DOTS (directly observed treatment) by a health care
worker or another suitably appointed person at a DOT
centre. This will help to identify any complications of dis-
ease and side effects of drugs and any other mental or
socio-economic problems leading to reducing the num-
ber of defaulters, MDR-TB cases, and total caseload.
Health education of the patient and the family is essen-
tial. They should adhere to standard precautions of res-
piratory hygiene. The patient should be isolated in a sep-
arate room, if possible, at least in the first two weeks
when the viral load is very high. If there is no separate

room patient should at least spend most of his/ her after-
noon in an open, well-ventilated space outside the
house, and should keep a container with a lid to collect
sputum, bury it or flush it in the command after it is full
and wear a tight-fitting mask, covering mouth and nose
with a handkerchief when coughing. Also, ensure the
patient and family about a well-balanced diet with high
proteins clearing myths about the foods to eat when
there is TB, advice about foods should not eat while on
treatment, and avoiding any foods patient is allergic to.
All these help in the speedy recovery and lessen compli-
cations. Patients should educate that only the correct
drugs with the correct combination for the correct dura-
tion will give a better outcome. It is also important to ad-
dress social stigma, economic problems, and mental
issues like depression and anxiety by doing necessary
referrals, giving medical leave, and helping to get finan-
cial assistance through divisional social workers and
secretariats. These will improve compliance with TB
treatment and reduce the TB spread and development of
more drug-resistant TB cases.

Screening of all close contacts of TB patients including
family members helps to identify any other people al-
ready infected with TB and people who are at high risk
for TB. So infected contacts should be treated promptly
and high-risk contacts should be given chemoprophylax-
is. This will reduce the near future possibilities of new Tb
cases.

Also at the community level, it is very important to con-
duct screening clinics in urban flats, prisons, desolated
homes, rehabilitation centres for illicit drug users, etc. as
TB bacilli reside for several hours as droplets in dark, ill-
ventilated places and if crowded have a high risk of
spread if one case was missed. This will help in the early
identification, treatment, and reduction of TB cases and
mortality.

Train all health staff about the disease and treatment,
identifying complications of the disease as well as side
effects of treatment, how to communicate with a patient
empathically, when to admit a patient, and standard pre-
cautions of respiratory hygiene.

Maintaining environmental control at all levels of treat-
ment is important. Natural ventilation where airflow is
maintained through opened windows is the best and
easiest way. If it is not possible, a combination of ex-
haust fan and natural ventilation or the least effective
method of gamma irradiation are the options. In MDR TB
wards heap filters are the best method of infection con-
trol.

Not only NPTCCD can control TB and achieve the target
of elimination of TB in 2035, but other government and
nongovernment health institutions, non-government or-
ganizations, community stakeholders, and the families of
TB patients should also get together to work ahead for a
better future.
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Table 2: Vaccine-Preventable Diseases & AFP 03rd- 09t Sep 2022 (36t Week)

Number of Number of

No. of Cases by Province cases  cases (MM Totalnum-  (HRRR
Di ) y during during NUMDET O per of cases o ween the
isease cases to . number of
current same date i to date in
weekin  weekin  Jatin 505 SERED LD
w c S N E NW NC U Sab 9029 2021 2022 in 2022 & 2021
AFP* 00 00 00 00 01 00 00 00 01 02 04 55 43 27.9 %
Diphtheria 00 00 00 00 00 00 00 00 00 00 00 00 00 0%
Mumps 00 00 01 00 00 03 00 00 00 04 00 63 57 10.5 %
Measles 00 00 00 00 00 00 00 00 00 00 00 16 11 45.4 %
Rubella 00 00 00 00 00 00 00 00 00 00 00 00 00 0%
CRS** 00 00 00 00 00 00 00 00 00 00 00 00 00 0%
Tetanus 00 00 00 00 00 00 00 00 00 00 00 05 02 150 %
Neonatal Tetanus 00 00 00 00 00 00 00 00 00 00 00 00 00 0%
JapaneseEn- oo o0 g0 00 00 00 00 00 00 00 01 01 03 - 66.6 %
cephalitis
Whooping Cough 00 00 00 00 00 00 00 00 00 00 00 01 00 0%
Tuberculosis 00 00 06 12 10 00 00 02 33 53 196 4790 3625 321 %

Key to Table 1 & 2

Provinces: W: Western, C: Central, S: Southern, N: North, E: East, NC: North Central, NW: North Westem, U: Uva, Sab: Sabaragamuwa.

RDHS Divisions: CB: Colombo, GM: Gampaha, KL: Kalutara, KD: Kandy, ML: Matale, NE: Nuwara Eliya, GL: Galle, HB: Hambantota, MT: Matara, JF: Jaffna,
KN: Killinochchi, MN: Mannar, VA: Vavuniya, MU: Mullaitivu, BT: Batticaloa, AM: Ampara, TR: Trincomalee, KM: Kalmunai, KR: Kurunegala, PU: Puttalam,
AP: Anuradhapura, PO: Polonnaruwa, BD: Badulla, MO: Moneragala, RP: Ratnapura, KG: Kegalle.

Data Sources:

Weekly Return of Communicable Diseases: Diphtheria, Measles, Tetanus, Neonatal Tetanus, Whooping Cough, Chickenpox, Meningitis, Mumps., Rubella, CRS,

Special Surveillance: AFP* (Acute Flaccid Paralysis ), Japanese Encephalitis

CRS** =Congenital Rubella Syndrome

NA = Not Available
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sent by E-mail to chepid@sltnet.lk. Prior approval should be obtained from the Epidemiology Unit before pub-
lishing data in this publication
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