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1.

Introduction
TB control programmes continue to be hampered by inadequate long-term
resources, inadequate awareness of TB and of services available, and civil
society participation in ensuring access and use of services. The Stop TB
strategy adopted by WHO for TB control in 2006 therefore addresses
advocacy, communication and social mobilization (ACSM) as essential
components for effective TB control, particularly in the context of achieving
equitable access to quality services for all population groups, among them
the poor and marginalized who are most affected by TB. The countries of
the South-East Asia Region vary widely in social, economic and
demographic profiles which pose different challenges and needs in terms of
the approaches to be adopted for advocacy, communications and social
mobilization. A regional workshop was organized to review current
experiences in countries in applying ACSM approaches, and determine
ways to strengthen capacity of TB control programmes and various
stakeholders in planning, implementation and monitoring ACSM activities
through a more structured approach, in order to ensure adequate
resources, enhance awareness and develop support structures for TB
control within communities.
The workshop was organized in collaboration with the Program for
Appropriate Technology in Health (PATH), and KNCV, the Royal
Netherlands Foundation for TB Control, from September 14 to 17, 2010, in
Colombo, Sri Lanka.
The workshop was opened by His Excellency Mr. Maithreepala
Sirisena, Health Minister, Ministry of Health, Sri Lanka, who mentioned that
while much progress had been achieved by the national tuberculosis
control programme, tuberculosis continued to be a major public health
concern in Sri Lanka. He highlighted the threats that urbanization,
overcrowding and poor environmental conditions, and lack of awareness
and stigma posed for TB control in the country, and said that these could
only be overcome through concerted efforts by all concerned. Additional
Secretary, Ministry of Health, Dr P G Maheepala, and Deputy Director
General Public Health Services, Ministry of Health, Dr Sunil Settinayake,
also attended the opening session of the workshop.
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The message of the Regional Director, WHO South-East Asia,
Dr Samlee Plianbangchang, was read out by Dr Nani Nair, the WHO
Regional Adviser for TB. In his message, the Regional Director noted that
while good progress has been made in Member States in TB control, further
improvements and expansion of the scope of TB services were required to
reach those who had not benefited from efforts so far. It had become
increasingly evident that achieving the targets for TB control required going
beyond ensuring diagnostic and treatment services to address the social and
cultural determinants and co-morbidities that facilitated transmission of TB
and hampered those affected by TB from benefiting from available services.
TB control services needed to be integrated into primary health care
approaches, and link with other programmes such as HIV and maternal and
child health programmes; innovative approaches needed to be developed
based on the realities in countries, to define effective approaches and
interventions. An important component was mobilizing communities to
improve the quality and scope of care to reach all TB patients including the
poor and marginalized.
The regional workshop was attended by 21 participants representing
both national TB control programmes and nongovernmental organizations
from ten countries, namely, Bangladesh, Bhutan, India, Indonesia,
Maldives, Myanmar, Nepal, Sri Lanka, Thailand and Timor-Leste. Resource
persons from PATH facilitated the sessions relating to advocacy,
communication and social mobilization (ACSM), and KNCV who facilitated
the introduction to new tools that could be used by national programmes
and partners to effectively implement ACSM for TB control in countries.
The focus of the workshop was to share regional and country TB
programme updates; review ACSM concepts; develop and apply practical
skills using ACSM techniques and tools; and develop country-specific ACSM
action and follow-up plans. Participants were also asked to identify their
needs for technical assistance from Stop TB. The participants’ evaluation of
the workshop was positive.
The specific objectives of the workshop were to:
(1)
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Share experiences, progress and challenges in implementing
ACSM activities in countries of the Region;
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(2)

Outline the approaches and main interventions to be pursued
for ACSM within national TB control plans; and

(3)

Identify areas requiring technical and financial support.

Over the four days participants increased their understanding of
ACSM approaches and resources from sharing experiences with
counterparts from other countries, but also from working closely with the
facilitators. They were introduced to framing specific ACSM goals and
objectives and linking these to the overall programme objectives. A very
practical approach was applied through the “Cough-to-Cure Pathway” tool,
to analyse gaps in the process, from the time a person recognizes that they
should seek care for a chronic cough and fever or other symptoms that
could be due to TB, to the stage of being cured of the disease. They were
encouraged to identify and focus on the barriers to achieving the objectives
of national TB programmes towards developing appropriate advocacy,
communication and social mobilization approaches to address these.
By the end of the workshop, participants had a much clearer
understanding of how ACSM, if designed and implemented appropriately,
could help improve the outcomes of their national TB programmes, and
were also able to apply their new skills to suggest modifications to currently
planned ACSM interventions within their national plans.

2.

The role of ACSM in TB control
The issues that could be addressed through ACSM are the level of
prioritization of TB control within health services, allocation of resources,
accountability and responsiveness of service providers, participation by
sectors outside TB control, community awareness (misconceptions, stigma
and discrimination against those with TB) and community utilization of TB
services. Community ownership and participation in diagnosing and treating
TB are crucial to address the social, economic and behavioural
determinants that affect heath-seeking behaviour particularly among the
poorest, most vulnerable and marginalized populations.
With these need in mind, a regional framework for ACSM was
developed during 2009-2010 with input from several partners and experts.
The overall aims of the framework are to outline key elements of an
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effective ACSM strategy to support each component of the Stop TB strategy,
towards helping countries to develop ACSM plans in support of national
strategic plans for TB control; to identify areas of need and the means to
build capacity for ACSM in order to achieve an equitable access to quality
diagnosis, treatment and care, with dignity for all TB patients.
The objectives specific to each component are articulated below:

Advocacy
¾

To mobilize commitment and resources for sustained quality TB
care and control, in collaboration with all sectors and
stakeholders.

Communication
¾

To strengthen advocacy, generate awareness on TB and TB
control services for better use of services, and to mobilize all
stakeholders to support and promote services for TB control.

Social Mobilization
¾

To mobilize civil society and generate support for all those in
need of TB services, through sustainable community ownership
and participation.

The outcomes expected from each of these three components are as
shown in Table 1 below:
Table 1: ACSM expected outcomes
Stop TB
Strategy
Pursuing highquality DOTS
expansion and
enhancement

Page 4

Advocacy
Enhanced
political
commitment;
Increased
resource
allocation

Communication

Social mobilization

Media advocacy
and attention to TB
control

Community prioritization
for TB control;
community participation
in delivery of services
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Stop TB
Strategy

Advocacy

Communication

Social mobilization

Addressing
TB/HIV, MDRTB and other
challenges

Increased
political focus
on M/XDR-TB
and HIV- TB
links with other
sectors and
health
programmes

Increased
awareness and
utilization of
services;
understanding and
use of prevention
and treatment

Linkage with other
community groups like
HIV positive people, for
community-based services

Contributing
to health
system
strengthening

Improved health
systems capacity

Joint platform to
address health
systems gaps

Social capital mobilized
for TB control

Engaging all
care providers

Endorsement of
and advocacy
for International
Standard for
Tuberculosis
Care(ISTC) by
professional
bodies; quality
TB services

Place TB on the
agenda of
professional
conferences and
seminars

Community demand for
quality services through all
sectors

Empowering
people with
TB and
communities

Prioritization of
TB amongst
local leaders

Communities
participate in
message
development and
dissemination

Community members
contribute to policy, plans
and implementation

Enabling
Research

TB OR in
academic
institutes

Dissemination of
research results

Use of research for
Community-based
services

3.

Country presentations
Each country made a poster presentation of their ACSM programmes/
activities. Most of the participants reported that they are doing “good”
ACSM programmes/activities, but are finding monitoring and evaluating
difficult and do not know whether their activities are having any impact on
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the county’s TB indicators. Some countries reported that despite the
ongoing ACSM efforts their programme indicators remain the same.
The National TB programmes (NTPs), some together with their
partners, have developed and are incorporating activities to address ACSM
within their national plans. After the peer review of the country posters, it
was uniformly recognized that there were gaps in these plans. These gaps
relate to four areas; the structure of the plans, articulation of the expected
outcomes, indicators to be used and specific components included.
The specific components highlighted as requiring greater focus were
the development of inclusive partnerships; effective social mobilization;
and communication, especially interpersonal communication addressing
the needs of patients and families, including social factors that concerned
them. Attention to addressing social determinants was considered to be
very important. Another area that was felt to weak was monitoring and
evaluation. Several excellent initiatives have been established by the people
who were detected and treated successfully as TB. However, the
documentation and dissemination of these practices has remained limited
within countries. The uptake and replication of innovative models (such as
utilizing social forums and networks and new communication means such
as the Internet and mobile telephony) to communicate with communities
and patients was slow.
The gaps identified might reflect a lower prioritization of some
components; lack of capacity within programmes to conceptualize, provide
clear direction, train, and monitor the various sub-components of ACSM;
and unclear mandates or mechanisms to engage freely with civil society
based organizations given the placement of NTPs within ministries of
health. The understanding and full utilization of all opportunities for
implementing ACSM through equal partnerships was therefore possibly
suboptimal, with links with the communities and media remaining weak
and limited to “traditional” approaches that tend to remain top down and
unidirectional.

4.

The “Cough-to-Cure Pathway”: Analysing
barriers
The “Cough-to-Cure Pathway” is an analytical tool used to identify
programmatic barriers and gaps that impact individuals, families and
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communities from following an expected path from the onset of symptoms
of TB to achieving a successful cure, and then prioritizes and targets ACSM
activities to address these barriers. Participants were introduced to this tool
to determine their programme gaps and then prioritize and modify their
ACSM activities based on their own analyses. This was for the participants a
totally new and different approach to looking at their programme gaps and
getting to the root causes for these. Participants reported that in the past
when looking for gaps they only focused on one level, which was very often
the patient level.
Following the introduction of the tool, participants worked in their
country groups to develop activities that would help address each of the
challenges identified though the use of the tool. They identified which steps
patients were not completing; examined the reasons for noncompletion of
each step of the pathway at the individual, family, community and systems
levels; and decided which barriers to address in their country contexts after
weighing the relative importance of each of the factors. They then chose an
intervention or a set of interventions, based on contributing factors, likely
effectiveness, and impact.
Figure 1: The Cough-to-Cure Pathway
From Cough to Cure: A Path of Ideal Behavior in TB Control

LEVELS
Individual
& Group

BARRIERS
• POOR
KNOWLEDGE OF
TB SYMPTOMS

• POOR
KNOWLEDGE OF
TB CARE AND
CURE

• STIGMA RELATED
TO TB DIAGNOSIS

• MISPERCEPTION OF
COSTS

• PREFERENCE FOR
NON-DOTS SERVICES

• ATTITUDE ABOUT
HEALTH SERVICES

• STIGMA

• LOW RISK

• NORMS

SEEK CARE

GO TO DOTS

• POOR KNOWLEDGE
OF DIAGNOSTIC
STEPS

• EXPECTATIONS

• POOR
KNOWLEDGE
OF LENGTH OF
TREATMENT

• POOR

• POOR

• STIGMA

• STIGMA

KNOWLEDGE
OF LENGTH OF
TREATMENT

ABOUT MEDICAL
SERVICES (GET
MEDS NOT TESTS)

• STIGMA

COMPLETE
DIAGNOSIS

TREATMENT
BEGIN
(& FOLLOW UP
TREATMENT SMEARS)

KNOWLEDGE
OF LENGTH OF
TREATMENT

PERCEPTION

IDEAL
BEHAVIOR

• TIME, COST,
DISTANCE TO
DOTS FACILITY

System

• LACK OF
LINKAGE
BETWEEN DOTS
AND OTHER
PROVIDERS
(NON-DOTS &
HIV CARE)

• MISSED
DIAGNOSIS
AND/OR LACK OF
REFERRAL BY
NON-DOTS
PROVIDERS.

• PROVIDERS’
POOR
KNOWLEDGE OF
CORRECT
PROCEDURES

• PROVIDERS’
POOR
INTERPERSONAL
COMMUNICATION

• LACK OF

RESOURCES
(INCL. HUMAN
RESOURCES

COMPLETE

• TIME, COST,
DISTANCE TO
DOTS FACILITY

• POOR QUALITY
OF SERVICES

• HEALTH
PROVIDERS
FAIL TO GIVE
ADEQUATE
INFORMATION

• LACK OF
MEDICATION

COMPLETE
TREATMENT
(& FINAL
SMEAR)

• TIME, COST,
• TIME, COST,
DISTANCE TO
DOTS FACILITY

• POOR QUALITY
OF SERVICES

• HEALTH
PROVIDERS
FAIL TO GIVE
ADEQUATE
INFORMATION

• LACK OF

9

MEDICATION

DISTANCE TO
DOTS
FACILITY

• POOR
QUALITY OF
SERVICES

• HEALTH
PROVIDERS
FAIL TO GIVE
ADEQUATE
INFORMATION

• LACK OF

MEDICATION
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5.

Understanding advocacy, communication and
social mobilization
The objectives of this session were to share examples of advocacy,
communication and social mobilization in the countries of the Region:
identify challenges that could be addressed through specific interventions in
these three areas; and introduce the skills required to undertake these
interventions. Participants were given a brief introduction to each area
followed by discussions on experiences in each country and group work
that addressed (i) the definitions of each of the three areas (advocacy,
communication and social mobilization), (ii) what tools and techniques
were required; and (iii) what skills needed to be developed among staff of
the NTP and implementing partners to effectively undertake activities.
Advocacy requires a broad set of coordinated interventions designed
to place TB high on the political agenda, foster political will and increase
financial and resource allocations. There are essentially three components:
policy advocacy to engage politicians and policy-makers; programme
advocacy to target opinion leaders at national level; and media advocacy
that puts TB issues on the public agenda. The indicators that could be used
to measure success are changes in policies, laws and practices, and a higher
allocation of resources to TB services. A number of tools and techniques are
available: partnership meetings, parliamentary debates, political events,
bilateral negotiations, petitions, letter-writing campaigns and mass media
audiovisual and written communications. The skills required are a deep
knowledge and understanding of the topic and effective communication,
negotiation and persuasion skills.
Communication is a two-way process of exchanging information to
change the level of knowledge, understanding, attitudes and behaviour.
Effective communication requires a clear understanding of the issues,
availability of accurate data and the analysis of the effects of that
communication on the target audience. It is well recognized that poor
communication is one of the key factors for continuing stigma against TB
and low utilization of TB services. Communications must therefore help
create awareness about TB, inform people what services exist and where,
and empower patients to seek diagnosis and treatment. Interpersonal
communication between providers and patients is important to improve
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treatment adherence; health providers must provide accurate and
consistent information without prejudice.
Figure 2: The Communication Model

Communication Process

Channel

It was emphasized that all communications should be clear, simple
and in the language understood by the target audience; that should be
delivered on the basis of an equal dialogue, and skills to be developed in
order to achieve this. In this context, health workers need to have a range
of communication skills, from interpersonal communication and counselling
for a patient-centred approach to media skills in order to interact effectively
with the media.
Key message
•

Advocacy, communication and social mobilization should support
the overall TB control strategy.

•

Activities should be tailored to specific challenges and achievable
results.

•

Planning is critical to success.
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Participants were also introduced to behavioural change
communication and the process from pre-awareness (no intentional
changing) to awareness (recognizing the problem and thinking about
changing), making a decision, taking action (trying the new behaviour) and
finally maintaining the new behaviour.
Figure 3: Stages of behavioural change

Maintenance

Action
Intention
Contemplation
Pre-contemplation

Social mobilization is the process of generating public will by securing
broad consensus and social commitment among several stakeholders in
society, ranging from policy-makers to professional and religious groups, the
media, the private sector and communities. In the context of TB control,
the long-term goal is to create community will and commitment to bring
together all feasible and practical intersectoral activities for TB prevention
and control. It emphasizes strengthening community participation for
sustainability
and
self-reliance.
Social
mobilization
supports
communication. There is a difference between social and community
mobilization—community mobilization is a grass-roots process within the
broader context of social mobilization.
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Figure 4 ACSM: Three interconnected communication strands
Communication
Behaviour change
Specific groups
General population
Health workers

Advocacy
Political & social commitment
Leadership
Administration
Donors

Social mobilisation
Alliance building & empowerment
Communities
Religious leaders
Social networks

Following the introduction of concepts and approaches in each of
these areas, participants worked on case studies that illustrated the various
aspects of advocacy, communication and social mobilization.
It was also emphasized that planning properly from the initiation stag
was critical; participants reviewed the difference between strategic and
operational planning, the components of a strategic directions versus an
operational plan, and the planning cycle.
Figure 5: The ACSM planning cycle

Stage 1
PLANNING

Stage 4
EVALUATION

Stage 2
DEVELOPMENT

Stage 3
IMPLEMENTATION
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Participants also reviewed data sources, the process, and indicators for
monitoring and evaluating ACSM plans and the means to overcome the
challenges to effective monitoring and evaluation.
Figure 5: The framework for monitoring and evaluation
Goal
Halt and reverse incidence of TB by 2015

Objectives
Detect at least 70% of all smear positive TB cases
Successfully treat at least 85% of all smear positive TB cases
Inputs
ACSM
strategy
ACSM
curriculum
Financial
and human
resources to
support
ACSM

Activities
Training
Develop
and
disseminate
IEC
materials
Sensitize
political and
religious
leaders on
TB

Planned work

Outputs
Number of
trained
providers
Number of
facilities
with IEC
materials
visible
Number of
leaders
sensitized

Outcomes
Improved
knowledge
about TB
among
community
members
Increased
funding for
TB at district
level

Impact
Increased
number of
people with
TB
symptoms
present at
facilities
Increased
number of
smear tests
performed.

Intended Results

One of the important topics discussed during this session was
supportive supervision. It was emphasized that it was essential to encourage
open two-way communication in order to build a team approach to
effectively monitor programmes, facilitate problem-solving and ensure a
follow-up on measures required to improve programme performance.
Supportive supervision is a process of setting expectations in line with
programme objectives; monitoring and assessing progress; identifying
opportunities and problems; and working together to take action through
an enabling process rather than a punitive process. Setting up a system for
supervision calls for proper planning, training of a course set of supervisors,
developing relevant checklists, and ensuring that appropriate resources are
available. Common challenges, such as distance, transportation, time and
human resource capacity, need to be addressed for effective supervision.
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Figure 6: The process of supportive supervision
Supportive supervision process

Set expectations

Take action &
provide support

Monitor & assess

Identify problems &
opportunities

The various monitoring and evaluating tools developed jointly by
several partners were also briefly introduced.
Figure 7: Monitoring and evaluation tools
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6.

Overcoming challenges and barriers for effective
TB control through ACSM
Working in country-wise groups, participants examined the challenges and
barriers to achieving the objectives of their national TB control programmes
through advocacy, communication and social mobilization interventions.
Some of the common topic areas addressed were stigma, increasing drug
resistance, poor health-seeking behaviour, lack of interest of health staff to
provide care for TB patients, and poor resource planning and allocation.
An example of a specific challenge that was chosen for discussion and
the interventions required towards achieving an expected outcome is
shown below.
Figure 7: Linking the challenge to an intervention: Achieving
higher treatment success rate among the urban poor
NTP Goal: Reduce TB
incidence and
mortality in Country X

Outcome: Increase patient
satisfaction, improved tx
adherence, increased
treatment success rate.

ACSM Action: Train urban
clinic staff on interpersonal
communication skills

Challenge: Treatment
success rates are low
among urban poor

Barrier: Urban poor do not visit
DOTS clinic because they are
stigmatized by staff

Participants also discussed the importance of evidence-based
programming of ACSM activities through research. The importance of
having data in order to define the challenge as well as data to show the
outcome of the intervention was emphasized. An overview of the research
methods that are commonly used was presented.
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Table 2 : Overview of research methods
Quantitative

Qualitative

Routine surveillance

Focus group discussions

Population based surveys

Key informant interviews

Secondary analysis of existing data (ex. Census,
Department for Health Services, Centre for Disease
Control data)

Exit interviews

Experimental design

Exit interviews

Time location surveys

Direct observation

Respondent-driven survey

Media scans
Case studies

Quantitative data is concerned with numerical information, for
example, what percentage of population stigmatizes TB can be obtained
from population-based surveys that are done at the national scale.
Qualitative data helps to answer the “how” and “why” and uses a variety of
data sources that are not solely numerical. These provide a high level of
detail on a smaller number of people but can inform quantitative research
questions. Both quantitative and qualitative research need to be used to
assess ACSM needs and interventions. The consequences of not doing so
are often apparent — messages are not tailored to key target audiences and
resources are poorly used, resulting in the objectives not being met and a
loss of credibility for the programme.

7.

Introduction to new tools
Participants were introduced to several tools that could be effectively used
to define the problems and barriers to achieving the programme objectives
and to develop interventions to appropriately overcome these barriers
through either advocacy, communications, or social mobilization, or a mix
of the three approaches.
The International Standards for TB Care (ISTC): ISTC describes a
patient-centred approach as the focus for providing TB treatment (Standard
9). The ISTC is being implemented in several countries of the Region, with
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Indonesia showing the most progress and impact to date. Although ISTC is
globally understood as an essential tool for TB control efforts, there remains
a need for further scale-up.
The Patient’s Charter for Tuberculosis Control and Care: Based on
international human and health rights, this charter outlines the rights and
responsibilities of TB patients aims at increasing participation. The charter
was developed in tandem with the ISTC and is now undergoing revisions,
which will result in an updated version accompanied by a handbook on
how to best use the charter. Focused meetings are planned in countries to
advocate for scaled-up implementation—involving patient communities,
the NTP and other local NGOs supporting TB activities.
The QUOTE tool: This tool assesses the quality of TB services
provided by health facilities as perceived by patients and aims to improve
services. QUOTE was developed and piloted in three countries – Kenya,
Malawi and Uganda. While its purpose was found to be very important, the
methodologies for application and analysis require social science research
experience and are not very practical for easy implementation by NTPs.
QUOTE was therefore simplified to a “lighter” version, and this version was
introduced at this workshop for use at the country level.
The Patient Costing tool: This tool estimates cost of treating each TB
patient before and during diagnosis and treatment. The results provide
evidence for potential interventions to improve equity in access to care.
The costing tool has been piloted and the results proved to be valuable,
producing some practical recommendations on how NTPs can reduce costs
for improved and equitable access to services.
The TB/HIV Literacy tool: This tool consists of different aides (video,
pictures etc) to increase awareness of TB, and counseling/treatment for HIV
among patients. This innovative tool was also demonstrated as a good
example of actively involving patients with TB control and care activities.

8.

Country plans for ACSM in support of TB control:
follow-up and technical assistance needed
During the last part of the workshop participants and facilitators worked in
groups to identify gaps in their current national ACSM plans and make
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recommendations or plan improvements to achieve planned objectives.
They used the Cough-to-Cure Pathway to identify barriers and gaps, and
then prioritize and target ACSM activities based on their analyses.
Worksheets were provided to develop specific plans in three areas—
advocacy, communication and social mobilization, and to help participants
link the objectives of their national TB programmes with specific ACSM
objectives and interventions that support the overall objectives, and then to
prioritize and modifying activities to achieve these specific objectives.
On the closing day, countries presented proposed revisions to their
plans, which were peer reviewed. While all countries developed and
incorporated activities to address ACSM, gaps remained in these plans at
the end of the workshop - these related to overall structure, some specific
components, and articulation of the expected outcomes and indicators to
be used. All participants mentioned that they would follow-up with each
other and with relevant colleagues on return to their countries. The
workshop provided, for the first time in many case, the opportunity for
country programme staff and civil society partners to get together, learn
what each other were doing, and create relationships and networks.

9.

Follow-up and technical assistance
Most countries developed concrete follow-through plans to appropriately
modify and update their national ASCM plans following the workshop.
Maldives, Nepal and Thailand requested financial and technical assistance
from STOP TB and WHO-SEARO to conduct similar workshops in their
countries to build ACSM capacity for national teams and create ACSM
master trainers in order to disseminate ACSM training to all levels. Sri Lanka
requested financial and technical assistance from SEARO to support the
national team to develop the national ACSM plan.

10. Key conclusions
All countries have adopted and are implementing the Stop TB strategy and
recognize and understand the role of ACSM in supporting each component
of the strategy.
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Behavioural change communication requires a thorough
understanding of health-seeking and treatment adherence behaviours—TB
programmes would therefore benefit from behavioural surveillance similar
to what is being done by HIV/AIDS programmes.
The concept of the patient-centred approach appears to be variably
understood. Existing community-based initiatives to inform and empower
patients and communities need to be further expanded to ensure that the
full spectrum of this approach, in terms of an equal partnership and true
engagement of patients and their families in decision-making, planning and
implementation, is achieved.
Monitoring and evaluation of the outcomes and impact of ACSM is
perceived as difficult; the understanding of objectives and measures for
assessments need to improve. Plans, activities and expected outcomes and
the means of evaluating progress need to be included and agreed upon in
advance by all stakeholders.
Based on these considerations, the following recommendations were
proposed.

11. Major recommendations
For National TB programmes:
Finalize national plans for ACSM, incorporating necessary additional
elements based on the analyses of barriers and gaps identified through the
“Cough-To-Cure Pathway”, focusing especially on applying the patientcentred approach and addressing social determinants.
Organize national-level workshops to plan and develop capacity for
ACSM interventions at national and subnational levels.
Establish inclusive national partnerships to more effectively
conceptualize, plan and implement, and also create an enabling
environment for all stakeholders to contribute to ACSM.
Consider constituting technical working groups or committees at
country level to provide guidance and oversight of ACSM plans in countries.
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Strongly consider branding of services, including use of a logo, for
universal recognition of TB services.
Incorporate elements of the patient-centred approach and the
patient’s charter into trainings on interpersonal communication.
Utilize behavioural surveys and available targeted tools ( eg. patients’
costing tool, QUOTE Light etc. ) to guide ACSM interventions to better
understand the specific barriers, and to identify appropriate interventions to
improve both health-seeking behaviour and treatment adherence.
Adopt indicators that more accurately and objectively measure
progress at process, outcomes and impact levels.
Promote operational research into innovative models for ACSM and
disseminate the outcomes from successful approaches for wider replication.

For WHO SEARO and technical partners:
Finalize and disseminate the Regional Framework on ACSM, including to
civil society partners.
Engage more actively with NTPs to identify technical assistance for the
development, implementation and monitoring of national plans for ACSM.
Create a roster of experts; coordinate and provide sustained technical
assistance for planning and monitoring of ACSM; adapt standardized
training materials to build capacity in countries.
Help facilitate national-level workshops to build capacity for ACSM
interventions in countries; give special attention to strengthening monitoring
and evaluation of ACSM components.
Compile and disseminate best practice examples from around the
Region to facilitate the uptake of effective interventions for ACSM.

12. Workshop evaluation

Page 19

Report of the Regional Workshop

The workshop evaluation completed by participants confirmed that the
workshop met their expectations as reflected by their high motivation and
active engagement in workshop activities. Throughout the four days, they
interacted with participants from other countries, and stated that they
found sharing country experiences very valuable. They also had the
opportunity to provide peer feedback on the respective national plans.
Participants also noted that the workshop provided an excellent
opportunity for NTP and non-NTP programme staff to work together, better
understand each other’s needs and develop networks and working
relationships.
They particularly highlighted the use of the Cough-to Cure Pathway as
an important tool to determine barriers as well as how to design
appropriate ACSM activities targeting those barriers, and the process of
reviewing and modifying specific ACSM objectives and activities. However,
the majority of the participants noted the short time given to ACSM as an
area which needs to be changed, with expansion to at least five days for
future workshops.
As a way of continuing to build ACSM capacity, the opportunity of this
workshop was taken to mentor some of the participants to build their
facilitating skills and conduct similar trainings in their own countries.
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Annex 1

Regional Director’s Message
The WHO South-East Asia Region has the highest burden of tuberculosis in
the world. While good progress has been made in Member States towards
achieving the targets set for TB control, further improvements in and
expansion of the scope of TB services are required to reach those who have
not benefited from the efforts made so far.
It has become increasingly evident that focusing on diagnostic and
treatment services without addressing the social and cultural determinants
that facilitate transmission of TB, as well as hampers those affected from
benefiting from available services, will not lead to effective TB control.
A mix of approaches is therefore required. This would include
integrating TB control programmes into primary health care approaches,
and linking them with other programmes such as those addressing HIV and
maternal and child health, among others, besides mobilizing communities
to improve the quality and scope of care to reach all TB patients including
the poor, who are the most affected. TB control also calls for a wider
intersectoral approach to ensure equitable access to services.
Strong and sustained political commitment and financing by
governments both at the national and local level, are the key for all TB
control interventions. Political commitment is also needed to foster national
and international partnerships among different stakeholders to contribute to
the long-term strategic plans for TB control in countries. These partnerships
are also required to implement poverty reduction strategies and effect
improvements in health systems, without which TB control cannot be
achieved.
From the programme perspective, the need to pay special attention to
population groups that are at a higher risk of contracting TB and are least
able to benefit from services available, cannot be overemphasized. These
groups include internally displaced people, immigrants, crossborder
populations, ethnic minorities and other marginalized groups. Among these
people, social networks are disrupted adding to the effects of poverty and
altering both health-seeking behaviour as well as access to services. In order
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to bring quality TB care to these groups, collaboration with non-traditional
stakeholders including representatives of these groups themselves, will be
required.
Strong advocacy is required to enhance political commitment to help
mobilize the necessary resources for TB control; communication is essential
to create awareness regarding TB and its cure and to reduce stigma, while
social mobilization helps to empower people to express their needs and
ensure that both civil society at large, as well as providers, become more
responsive to their needs.
Advocacy, communication and social mobilization are therefore all
key activities to support the broader interventions required for preventing
and controlling tuberculosis.
Countries of the Region vary widely in social, economic and
demographic profiles; this poses different challenges and needs in terms of
the approaches to be adopted.
Over the years, national TB programmes in the Region have
advocated for their needs to policy-makers and other stakeholders to
mobilize commitment and resources, with some success. Since the
introduction of the DOTS strategy in the early 1990s, a number of
approaches to inform various population groups have been developed,
recognizing that the lay community needs to be aware of tuberculosis and
of the services available for its cure in order to use them. The need to also
extend services for treatment on a closest-to-home basis led many
programmes to explore the use of community volunteers and communitybased organizations to provide and follow up treatment for TB patients.
Many of these efforts, particularly community-based approaches have been
documented over the years, but have remained fragmented in their
application and limited in scale.
I am therefore happy that this workshop is being organized to review
experiences in countries in applying various approaches, and to determine
ways to strengthen the capacity of TB control programmes and various
stakeholders in planning, implementation, and monitoring of advocacy,
communication and social mobilization activities for TB control. Innovative
approaches need to be developed and applied, based on realities in
countries, to define effective approaches and interventions.
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I would encourage you to use this forum not only for interaction and
consensus building on newer approaches, but also to outline country
strategies and plans in this area. This in turn would foster clearer articulation
and inclusion of effective interventions for advocacy, communication and
social mobilization in future proposals to donors, as well as better utilization
of available funding for these activities.
This workshop could then indeed contribute significantly towards
effective implementation of interventions to combat tuberculosis in the
Region.
I wish you all fruitful deliberations and a pleasant stay in Colombo.
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Annex 2

Programme
(1)

Inaugural session

(2)

Workshop expectations, objectives

(3)

Progress in TB control in SEAR Region and Regional Framework
on ACSM for TB Control

(4)

Country presentations on ACSM

(5)

“Cough-to-Cure Pathway”: Analysing the barriers

(6)

The role of ACSM in TB control

(7)

Gaps and opportunities for ACSM

(8)

Planning advocacy, communication and social mobilization

(9)

Monitoring and evaluation of ACSM activities

(10) Introduction to new tools
(11) Country action plans
(12) Determining technical assistance needs
(13) Conclusions and recommendations
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Annex 3

List of participants
Country Participants
Bangladesh
MD Suhrawardy
DPM – TB Programme
NTP, DGHS
Bangladesh
Tanjum Ara Polly
Communications Specialist
BRAC
Bangladesh
Bhutan
Rinchen Dorji
Chief Information and Media Officer
Information and Communication Bureau
Department of Public Health
Thimphu
Pema Tenzing
Chest Specialist
Lungtenphu Hospital
Thimpu
India
Kuldeep Singh Sachdeva
Chief Medical Officer (TB)
DGHS, Nirman Bhawan
New Delhi
Nalini Krishnan
Director
Research Group for Education and Advocacy
for Community Health (REACH)
Chennai
Indonesia
Intan Endang Sonatha Damanik
Health Educator Specialist
Centre for Health Promotion
Ministry of Health
Jakarta

Nenden Siti Aminah
National TB Programme
Ministry of Health, RI
Jakarta
Maldives
Shaheedha Aboobakur
National TB Programme
Communicable Disease Control Division
Male
Fathimath Nadiya
Consultant, Medicine
Indhira Gandhi Memorial Hospital
Male
Myanmar
Win Win Mar
Assistant Director (TB)
Department of Health
Naypyitaw
Thin Thin Yee
Divisional Tuberculosis Officer
Divisional Health Department
Mandalay Division
Nepal
Nagendra Yadav
Senior Medical Officer
Janakpur Zonal Hospital
Janakpur
Daya Ram Neupane
Public Health Officer
National Tuberculosis Cenre
Thimi, Bhaktapur
Sri Lanka
A K S B D Alwis
Director
National Programme for TB Control and
Chest Disease
Colombo
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D S D Samaraweera
Consultant Community Physician
National Programme for TB Control
and Chest Diseases
Colombo
Thailand
Booncherd Kladphuang
Public Health Technical Officer
Bureau of TB
Department of Disease Control
Ministry of Public Health
Bangkok
Anthony Pramualratana
Executive Director
Thailand Business Coalition on AIDS
Bangkok
Pensri Wongputh
Head of Disease and Prevention
Control Section
Maechan Hospital
Chiangrai Provincial Health Office
Ministry of Public Health
Chiaingrai
Timor-Leste
Carlitos Correia Freitas
Head of Health Promotion and
Education Department
Ministry of Health
Dilli
Timor Leste
Domingos Pereira
Regional Supervisor
National TB Programme
Ministry of Health
Dilli
Timor Leste
Resource Persons
Kashi Kant Jha
Director
SAARC TB and HIV/AIDS Centre
Thimi, Bhakhtapur
Nepal
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Blessina Kumar
TB/HIV Activist
Public Health Consultant
New Delhi
Nyo Nyo Minn
Deputy Country Director
Franchising Department
Population Services International
Myanmar
Han Win Htat
Brand Manager
Population Services International
Myanmar
Hara Mihalea MPH
Director Tuberculosis Program
PATH
Cambodia
Heang Kim Hor
TB Project Team Leader
PATH
Cambodia
Sara Massaut
KNCV/TB CAP
The Hague
The Netherlands
Jacques van den Broek
KNCV
The Hague
The Netherlands
Verena Mauch
KNCV
The Hague
The Netherlands
Dario Sacur
Family Health International /TB CAP
Maputo, Mozambique
Liesbeth Oey
Independent Consultant
Manila, Philipines
Ms Anushree Mishra
PANOS
A-1/404, Uniworld City, Sector 30
South City-1,
Gurgaon – 122001
Haryana
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WHO Secretariat
Nani Nair
Regional Adviser – TB
WHO-SEARO
New Delhi
Erwin Cooreman
Medical Officer, TB
WHO-Bangladesh
Dhaka

Mohammad Akhtar
Medical Officer – TB
WHO-Nepal
Kathmandu
Supriya Warusavithana
National Professional Officer
WHO-Sri Lanka, Colombo
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A good progress has been made in TB control in the Region. For further
improvements and expansion of scope of TB services to reach those who do
not benefit from current efforts, a higher level of advocacy and more
effective communication for greater understanding, commitment and
resources for TB control activities in countries, social mobilization for TB
patients to access services effectively is necessary. With this background, the
World Health Organization (WHO) South East Asia (SEA) Regional Office
organized a Regional Workshop on Advocacy, Communications and Social
Mobilization (ACSM) for TB control in collaboration with PATH, and KNCV,
from 14 to 17 September, 2010, in Colombo, Sri Lanka. The focus of the
workshop was to share regional and country TB programme updates; review
ACSM concepts; develop and apply practical skills using ACSM techniques
and tools; and develop country specific ACSM action and follow-up plans.
National TB Control Programmes (NTPs) were recommended to
finalize national plans and to organize workshops to plan and develop
capacity for ACSM interventions; establish inclusive national partnerships for
effectively conceptualize, plan, implement, and create an enabling
environment for all stakeholders to contribute to ACSM. WHO and
technical partners were recommended to finalize and disseminate the
Regional Framework on ACSM; with NTPs to identify technical assistance for
the development, implementation and monitoring of national plans for
ACSM; to adapt standardized training materials to build capacity in
countries and disseminate best practice examples from around the Region to
facilitate the uptake of effective interventions for ACSM.
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