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We would like to express my deepest
gratitude and appreciation to all those
who have contributed to the successful
completion of communities’ rights and
gender assessment in Ethiopia. This
aimed to evaluate and generate data
and strategic information of gender
and human rights-related barriers,
to transform and promote better
policy action, with a special focus to
implement comprehensive, multi-sec-
torial action plan to address inequitable
access to quality TB services among at
risk populations

First and foremost, VHS is indebted
to Stop TB Partnership, Country and
Community Support for Impact (
CCS4i Team) and James Malar for their
invaluable guidance, technical support
throughout this journey. Their expertise
and insightful suggestions have
immensely contributed to shaping this
assessment and ensuring its quality.
I am grateful for the time and effort
they dedicated to review and provide
constructive feedback that significantly
enhanced the clarity and rigor of this
study.

Wewould also like to extend my heartfelt
appreciation to TB key and vulnerable
communities in Ethiopia, namely the
NTP teams and experts who generously
shared their experiences and insights.
Without their willingness to open up
and entrust me with their stories, this
study would not have been possible.
Their invaluable contributions have
provided a rich and robust foundation
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for analyzing the interplay between
community rights and gender in various
contexts.

Moreover, we wish to acknowledge
the financial support provided by
Stop TB Partnership in carrying out
this assessment. Their support was
instrumental in facilitating data
collection activities, enabling access
to necessary resources, and enhancing
the overall quality of the review. | am
grateful for their beliefintheimportance
of assessment and understanding
the complex dynamics surrounding
communities’ rights and gender.

Lastly, | would like to express my
sincere thanks to consultants of CRG
assessment, my colleagues and Mentors
who have offered their assistance,
feedback,and moralsupport atdifferent
stages of this research. Their input and
encouragement were invaluable in
overcoming challenges and advancing
the quality of our CRG assessment.

Once again, | extend my deepest
appreciation to all those who have
contributed to the realization of this
CRG report. | hope that the findings
and insights generated from this study
can serve as a stepping stone towards
promoting social justice, equality, and
the empowerment of marginalized
communities.

Thankyou foryour continued dedication

and commitment to the fight against TB.
Together, we can make a difference.
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“We simply cannot
continue to stand on

the sidelines and watch
while people around the
world fall ill and die from a
preventable and treatable
disease,’

To All Our Friends in Ethiopia,

I could not be happier to share some reflections
regarding the finalized Ethiopia TB CRG
Assessment. Its completion speaks high to the
hard work and commitment of the National TB
Program in Ethiopia, the passion of TB affected
community and civil society partnersin country-
including Voluntary Health Services (VHS) - and
the strong partnerships from stakeholders in
country.

The Global Plan to End TB 2023-2030 provides
a road map for ending TB by 2030 and several
interventions are listed to support countries
to implement this roadmap. TB communities,
rights and gender features in an unprecedented
manner.TheGlobalPlanclearlycallsoncountries
to complete a TB CRG Assessment, to develop a
national TB CRG Costed Action Plan, to integrate
it into the broader TB National Strategic Plan
and then to ensure it is fully implemented. This
is consistent with the United Nations High Level
Meeting on TB (UNHLM) Political Declaration
commitments, the End TB Strategy, the Global
Fund Strategy and, ultimately, with the UN
Sustainable Development Goals. Ethiopia is on
track to achieve this, moving closer to achieving
national commitments made during the UNHLM
on TB. Congratulations!

The increased focus and presence on TB CRG
reflects the awareness that to end TB we
must promote and protect the human rights
of people affected by TB. Central to achieving
this, we must identify, monitor, mitigate and
overcome the human rights and gender related
barriers that inhibit people from accessing
the TB services they need. Given there are so
many missing people with TB, this enhanced
focus on TB CRG is timely. Ethiopia joins over

20 other countries that Stop TB Partnership has
supported to complete TB CRG Assessments.
Those assessments have all found that despite
our efforts, barriers in accessibility, availability,
acceptability, and quality of TB services remain.
That stigma, discrimination, privacy, and con-
fidentiality continue to be barriers that require
attention. The nuances of gender related
barriers must be further addressed. That
participation of people affected by TB must
be further strengthened. And, that we need to
have renewed focus on the vulnerabilities and
barriers experienced by TB key and vulnerable
populations in our countries to ensure they too
can access the TB services they need.

Stop TB stands ready to support the National TB
Program and TB affected communities to turn
this assessment into Actions towards the next
steps to finalize a costed TB CRG Action Plan
and scale up of TB Community Led Monitoring
to address the identified barriers. Working
closely with Global Fund, USAID and through
Challenge Facility for Civil Society, we hope to
see significant progress in thisimportant area of
the TB response.

2023 will be the year of the second United
Nations High Level Meeting on TB. Stop TB look
forward to the continued leadership of Nepal in
supporting an ambitious Political Declaration.
Yes! Together we can End TB.

Dr Lucica Ditiu
Executive Director
Stop TB Partnership



CC

Dear TB communities

In the past decades, Ethiopia has reg-
istered progress. The TB incidence has
declined at an annual rate of 8-9%,
from 268 per 100,000 in 2010 to 151
per 100,000 in 2018. Similarly, the
burden of Leprosy has declined from
0.7 to <0.2 per 10,000 population.
Ethiopia has indeed achieved the
global Leprosy elimination targets.

As we strive to combat the global
burden of tuberculosis (TB), it is cru-
cial that we recognize the diverse
needs of the communities we serve.
In pursuit of our goal for a world free
of TB, | would like to emphasize the
importance of integrating communi-
ty rights and gender research into our
National TB program.

We acknowledge that TB affects
communities from all walks of life,
irrespective of their gender, age,

socioeconomic status, or cultural
background. By acknowledging the
intrinsic rights of the communities
impacted by TB, we can better ad-
dress the underlying social determi-
nants that perpetuate the disease’s
prevalence and hinder effective out-
reach efforts. It is our responsibility
as the National TB program to ensure
the empowerment and inclusion
of marginalized groups, promoting
equitable access to services and re-
sources.

Integrating gender perspectives
within our research framework is es-
sential in understanding the unique
challenges faced by different genders
regarding TB prevention, diagnosis,
treatment, and care. By addressing
gender norms, inequalities, and so-
cietal expectations, we can develop
interventions that empower both
men and women to seek timely di-
agnosis and adhere to treatment.
Furthermore, we must pay particular
attention to vulnerable populations
such as transgender individuals, sex
workers, and prisoners, ensuring they
receive appropriate care without dis-
crimination.

Incorporating community rights into
our approaches will enable us to en-
gage directly with affected communi-
ties, fostering partnerships based on
trust, empathy, and mutual respect.
We must create platforms for commu-
nity participation in decision-making
processes, taking into account their
perspectives, knowledge, and ex-
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periences. This collaborative ap-
proach will help tailor our inter-
ventions to the specific needs of
different communities, increasing
their effectiveness and sustain-
able impact.

As National TB program manager,
we have a duty to advocate for
policies that safeguard the rights
of those affected by TB. This in-
cludes ensuring confidentiality,
respecting autonomy, and pro-
tecting individuals from stigmati-
zation and discrimination. By ad-
vocating for gender equality and
community empowerment, we
can contribute to addressing the
social and structural barriers that
impede progress in TB control ef-
forts.

[ call upon all ending TB key stake-
holders to prioritize community
rights and gender research with-
in our National TB programs. Let
us work together to develop re-
search strategies that generate
actionable evidence, drive pol-
icy change, and strengthen our
response to TB. By adopting a
human rights-based, gender-re-
sponsive approach, we can make
significant strides in achieving our
goal of ending the TB epidemic
and building healthier, inclusive
societies for all.

Taye Letta
National TB Program Manager
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Dear Colleagues

| am thrilled to share with you the incredible
achievements we have made in empower-
ing our affected communities and upholding
rights, while also advancing gender equity and
promoting people-centered care for tuberculo-
sis (TB). Together, we have worked tirelessly to
ensure that everyone affected by TB has a voice,
receives the care they deserve, and enjoys eg-
uitable access to resources and opportunities.
Through our collective efforts, we have success-
fully completed national level CRG assessment
where TB affected communities living with TB
are empowered to actively participate in oper-
ational research as well as in decision-making
processes that directly impact our lives.

Because, empowering our communities is the
key to achieving better health outcomes for
all. By working together, sharing knowledge,
and raising awareness about TB, we can create
a supportive environment where individuals
can access the care they need. Empowering
our communities means equipping them with
information, resources, and skills to become ac-
tive participants in their own health. Let us fos-
ter an environment where everyone feels en-
couraged and empowered to seek treatment,
adhere to medication, and engage in preven-
tive practices.

Upholding our rights is essential in the fight
against TB. Every person has the right to ac-
cess quality healthcare, regardless of their
socio-economic status, gender, or any other
factors. It is crucial that we advocate for these
rights and hold accountable those responsible
for ensuring equitable access to TB care. Let us
work together to eliminate discrimination, stig-

Messaage from

ma, and any barriers that prevent individuals from
receiving the appropriate care and support they
deserve.

Advancing gender equity is another crucial aspect
of comprehensive TB care. Even though TB inci-
dence is higher among men than women, women
carry the sum load of catastrophic cost and their
needs must be given due attention. Gender-based
violence, social norms, and cultural practices often
hinder women'’s access to healthcare and can exac-
erbate the spread of TB. By promoting gender eg-
uity, we ensure that women have equal access to
diagnosis, treatment, and care services. We must
also involve women in decision-making processes
concerning TB policies and programs at both com-
munity and national levels.

More Importantly, People-centered care should
be at the heart of our efforts. Each individual’s ex-
perience with TB is unique, and it is important to
recognize and address their specific needs. Peo-
ple-centered care means not only providing med-
ical treatment but also offering support, empathy,
and respect to patients and their families. Let us
build a healthcare system that listens, engages, and
responds to the diverse needs of the community,
fostering a sense of trust and collaboration.

In conclusion, empowering TB affected communi-
ties, upholding rights, advancing gender equity,
and promoting people-centered care are vital for
effective TB prevention, control, and treatment. To-
gether, let us work towards building a community
where everyone has equal opportunities to live a
healthy life, free from the burden of TB. Your com-
mitment and active participation in this journey are
crucial, and | believe that together we can make a
lasting impact.

Endalkachew Fekadu
VHS, Executive Director
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Executive Summary

Tuberculosis remains a major Killer; it is among top five infectious killers in Ethiopia. Unfortunately,
Key and vulnerable population groups in low-income countries are primarily affected and missed.
Tuberculosis (TB) incidence in these populations can even reach 10 times higher than the national
average. In addition, Ethiopia accounts for 3% of the annually 3 million missed people with TB. In
2018, estimated 31% (52,000) of incident TB cases were missed. Majority of missed cases are believed to
concentrate among key, vulnerable and underserved communities. Addressing the missed cases does
not only have an epidemiological implication but also raises a human right and equity issues.

Key and Vulnerable populations disproportionally affected by TB, the end of TB will not be achieved
unless we find and treat all TB cases and address the clinical as well as economic and social determinants
of TB. Legal, structural and social barriers increase people vulnerability to TB, which also reduce their
access to TB services and impact TB affected people ability to realize their right to health. To end TB by
2030, it is important to ensure social justice by removing these barriers which prevent universal access
to quality TB prevention, diagnosis, treatment, care and support. There is a disparate need to analyze
the national TB and social determinants of health, health access to healthcare services, sanitation, and
housing. Ethiopia is a country with a high prevalence of poverty and facing a multitude of concurrent
threats including conflict, drought and floods insecurity, more than 22.6 million people are foods
insecure. Continued conflict, mass movement of IDPs across regions within the country, communal
violence among pastoral communities, and a fifth consecutive drought largely impacted humanitarian
and development interventions (WFP, 2022).

The Ethiopian government has putted tremendous efforts and policies aimed at improving access
to healthcare services for vulnerable populations especially for affected due to inadequate access to
healthcare services and poverty. To address geographic, gender and Socio-economic disparities, equity-
oriented, people-centered approach to expanding access to health seeks to protect disadvantaged
populations from financial impoverishment health equity national policy framework in placed (MOH,
2021). More importantly, the Health Sector Transformation Plan (HSTP Il) has outlined interventions
which emphasize health equity, to reduce regional disparities, inequitable distribution of health
outcomes and health services among KVPs. Understanding who is being missed, and why, requires
disaggregated data, focusing attention on the root causes of exclusion, the social construction of
gender, and the development of interventions that benefit impoverished populations. In Ethiopia,
Tuberculosis (TB) is an ongoing challenge with a high rate of prevalence and mortality. TB Key and
Vulnerable Populations (KVPs) include populations that are disproportionately affected by the iliness,
such as women, children, IDPs, prison inmates, people living in slums or overcrowded housing, remote-
living people and individuals with HIV/AIDS. As per the World Health Organization’s recommended
approach for effective TB care and control, community rights and gender must be taken into account
when addressing the issue of KVPs in Ethiopia. It is a key intervention for the ending TB and UNHLM
achievement of tuberculosis (TB) care goals. Recognizing this, opportunities must be provided to
ensure patients from TB key and vulnerable populations have access to patient-centered care. Patient-
centered care involves taking an individual’'s competitive social, physical and psychological challenges
into account, providing individualized support for each person affected by the disease and ensuring all
care is delivered with respect and dignity.

TB Key and vulnerable populations are facing a range of barriers when they seek healthcare. They
still continue to experience stigma, discrimination, and exclusion, while pervasive gender norms and
stereotypes endure, with harmful repercussions on health and wellbeing as well as access to health
services. In 2018, WHO revitalized UDHR commitment to a rights-based approach to health and made
a call for leadership on equity, gender, and human rights to ensure equitable access. Community rights
and gender in tuberculosis (TB) are important aspects of TB prevention and control due to their impact
on the healthcare system, health workforce, and patient access to care. Community rights ensure
that communities have a voice in determining their healthcare needs. Gender equality is critical for
providing access to care for both women and men, since access to proper care can be unequally
distributed among TB KVPs. Collectively, this UDHR commitment creates a foundation for empowering
individuals and meets the needs of marginalized and excluded groups.

One way that community rights help with TB prevention and control is by improving local awareness
out the disease. By educating members of the community about TB-related topics such as risk
tors, signs and symptoms, diagnosis, treatment options, drug resistance patterns, etc., individuals
better recognize when they need to seek medical care instead of delaying a visit to the doctor
ing untreated altogether. This education can also reduce stigma around the disease so people

Deribew et al., “Tuberculosis Burden in Ethiopia from 1990 to 2016.” | “WHO, Global Tuberculosis Report 2022.”,
Shamebo et al., “Prevalence of Pulmonary Tuberculosis in Homeless Individuals in the Addis Ababa City, Ethiopia.”,
“GUIDELINES FOR MANAGEMENT OF TB, DR-TB AND LEPROSY IN ETHIOPIA.” | NTP, “Ethiopian TBL-NSP July 2021 -
June 2026.”| “Stop TB Partnership, THE GLOBAL PLAN TO END TB 2023-2030.” Ali et al., “Prevalence of Pulmonary
Tuberculosis among Prison Inmates in Ethiopia, a Cross-Sectional Study.”




do not fear seeking help when needed out of embarrassment or
shame related to having TB.

Gender is another factor that needs to be accounted for when
addressing TB cases among women. In 2021, globally 3.4 million
women contracted TB (WHO, 2020). Although cultural norms
have contributed to reluctance among some women to seek
medical help due to fear of being shamed or judged negatively
by those around her; it's important they're advocated for and
given resources equally as those provided to men so they can
access comprehensive health care without any form of neither
discrimination nor stigma attached.The unequal power dynamics
between men and women must also be addressed considering
that male partners may restrict her access or ability seek quality
services with regards to TB treatment despite this decision often
interfering with her own health decisions at times influenced by
customs versus genuine concerns about her health.

Gender inequality affects the treatment of TB due to unequal
distribution of resources between men and women as well as
physiological differences that exist between genders which
must be taken into consideration when treating TB infections.
Women may often lack knowledge about available treatment
options because they lack access to sufficient healthcare services
or providers who specialize in TB management due national
policies which often overlook gender specific needs when
developing strategies for disease control measures. In cases
where diagnostic tests are used for confirming tuberculosis
aren't culturally acceptable for certain genders then obtaining
timely diagnoses may be delayed causing further complications
and even death if left unnoticed or untreated long enough.
Empowering affected communities through their involvement
in decision-making processes surrounding tuberculosis
prevention and control will ensure equitable access to
information and services regardless of gender identity. Building
upon this recognition is essential when looking at how resources
should be allocated throughout different regions outside of
bureaucracy alone because it takes into account social factors
such as gender roles or traditional cultural norms that might
shape beliefs about health care-seeking behavior within various
communities too which all shape how much progress is made
overall in efforts towards addressing infectious diseases like
tuberculosis. Ultimately, it is integral that everyone has equal
opportunities when it comes removing barriers against optimal
health practices along with access to quality treatments if we
expect trajectories towards drastically improved outcomes
among affected population due more preventative measures
being taken within wider populations too while subsequently
decreasing rates of transmission. Despite our national efforts
to prevent new cases and treat people diagnosed with active
TB, the rate seems will not significantly decline until inequities
between Key and Vulnerable Populations (KVPs) are addressed
through targeted interventions that focus on equitable access
to resources including health care services. Addressing social
determinants by reducing out of pocket expenditures, stigma
and discrimination, psycho-social issues, nutritional and gender
bottlenecks efficient community empowerment measures
can alleviate the access disparity among key and vulnerable
populations. It is essential that comprehensive CRG strategies
need to be implemented to ensure equity, access along with
gender and human rights responsive programs targeting
affected communities in Ethiopia.

“General Assembly Resolution 72/268: Scope, Modalities, Format and

Organization of the High-Level Meeting on the Fight against Tuberculosis.” | Gostin

etal., “70 Years of Human Rights in Global Health.” | United Nations, “Illustrated
Edition of the Universal Declaration of Human Rights (UDHR).” | MINISTRY OF
WOMEN’S AFFAIRS (MOWA), “National Action Plan for Gender Equality (NAP-GE)
2006-2010.” | Ministry of Health, “Health Sector Gender Mainstreaming Manual.”
The Global Fund, “Information Note Tuberculosis Allocation Period 2023-2025.” |

Q
Objectives

To evaluate and generate data and strategic in-
formation of gender and human rights-related
barriers, to transform and promote better policy

action.

To outline, measure and evaluate TB Gender
sensitive TB programing

<

To Commence CRG analysis to implement com-
prehensive, multi-sectorial action plan to ad-
dress inequitable access to quality TB services
among at risk populations.

To develop advocacy strategies and costed CRG
action plan to reinforce political commitment, to
better respond to these barriers and needs.

11
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FRAMEWORK &
METHODOLOGIES

Stop TB partnership CRG assessment framework has been used to
provide a systematic way of analyzing, understanding and recording
what is happening to TB affected communities within context gender
and legal environment. From such methodical evaluation of what
are the interrelated issues, clear professional findings are shared
through technical assistance of Stop TB partnership, Country and
Community Support for Impact team. These assessments included
seven thematic areas of TB CRG assessment tools to evaluate
accessibility, availability, acceptability, and quality of services,
legal barriers within legislation, systems and policy framework.
Community engagement and participation of KVPs in TB prevention,
treatment and care interventions also included. So as to generate
gender-transformative programming, we Commence legal and
gender analysis of TB services to implement comprehensive,
multi-sectorial action plan to address inequitable access to quality
TB services among at risk populations. Importantly, to reinforce
political commitment, to better respond to these barriers, advocacy
strategies and costed action plan developed. The systematic
legal and gender data inputs and evidence generated can be used
for the ongoing TB NSP development as well as GF Grant Cycle 7
submissions.

DESK REVIEW

4

FOCUS GROUP DISCUSSIONS

It involves analyzing existing TB and CRG related datasets
that were gathered with some different purpose other than
addressing the current research inquiry at hand. In this
method, we went through great amounts of archived data
(policy documents, national guidelines, SOP, NSP review
reports and published literature). In order to ensure reliable
interpretation, sources carefully assessed for their accuracy
and potential bias before being passed onto further
investigation.

INFORMANT INTERVIEW

It was conducted in interactive manner with a group of TB
patients and trained moderator, allowing for more complex
and nuanced insights. During these FGDs, the moderator
asked open-ended questions related to CRH themes and
encourage participants to engage in a dialogue among

CONSULTATIVE WORKSHOP

s

Informant interviews were done to collect detailed
information on issues that would otherwise be difficult to
obtain directly from desk review. Informants often include
members of TB key and vulnerable population, such as
individuals living with HIV, miners, health care providers,
IDPs, malnourished, diabetic patients, women who are
experiencing access barriers and people who have direct
knowledge of TB CRG being studied.

It was more open format of discussion, allowing participants
to freely express their views and concerns on the subjects
discussed without feeling inhibited or constrained by
specific questions. This approach also encourages ideas
from stakeholders who may not have formed opinion on CRG
prior to attending the workshop
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CHAPTER 1 WE CAN
CRG BARRIERS FINDINGS gaiisal:2
& RECOMMENDATIONS

72%

The 2019 EMDHS results show that 28% of
households are enrolled in the communi-
ty-based health

insurance scheme. Rural households (32%)
are more likely to be enrolled than urban
households (19%). At

the population level, 3 out of 10 (28%)
Ethiopians are enrolled, while 72% are not.

COMMUNITY-BASED
HEALTH INSURANCE

v

HUMAN RIGHT PERSPECTIVE & KVPS

The human right to health is one of the most
fundamental and universal rights, recognized by
international human rights law. However, policy
frameworks and implementation have often
failed to adequately address the needs of key and
vulnerable populations, which can have significant
impacts on health outcomes. Key and vulnerable
populations typically refer to groups of people who
are at increased risk of poor health outcomes due to
various factors such as social, economic, or cultural
marginalization, stigmatization, or discrimination.

7




CRG
FINDINGS

12%"*

CBHI coverage varies by region. It is highest in Amhara
(12% among women and 13% among men) and is
nonexistent in Somali and Benishangul-Gumuz.

Community Health insurance is an essential
financial tool in accessing healthcare services for
a vast population in the Ethiopia. However, certain
vulnerable and key populations are left out of
the health insurance loop due to various factors
hindering access to coverage. These populations
include undocumented immigrants, homeless
persons, low-income earners, and rural citizens.
Undocumented immigrants are among those who
cannot access health insurance as they do not
qualify for federally funded health programs due to
their immigration status. Despite the state offering
community health centers that offer primary health
care services to undocumented individuals, many
still lack access to comprehensive packages dealing
with chronic diseases and other specialized care.
Furthermore, language barriers and fear of stigma
may cause non-direct seeking of medical treatment,
further limiting their access to basic care.

Limited availability of data on vulnerable
populations’ present significant challenges for
policymakers, NTP, and other stakeholders,
to create tailored system and address their
unique needs. Because of this, it is difficult to
measure progress and evaluate the impact
of interventions, often resulting in poorly
informed decision-making. It is, therefore,
critical to have a national-level KVPs population
data to monitor epidemic trends, assess the
effectiveness of prevention and treatment
interventions, and track key indicators such as
new infections and treatment coverage among
the most vulnerable and marginalized. There
is a growing need for more comprehensive
and disaggregated data on a variety of factors
such as age, gender, geography, socioeconomic
status and access to healthcare.
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HIGH GOVERNMENT COMMITMENT

During our review and oversight, we have seen extraordinary
commitment from the government to reach the vulnerable
population. It was a crucial aspect of the CRG assessment process,
especially in times of crises such as natural disasters, pandemics,
or economic instability. This is because the most marginalized
and disadvantaged individuals and communities are usually the
hardest hit and require humanitarian aid, healthcare services, or
social protection systems to survive and thrive. NTP that is highly
committed to reaching the vulnerable population recognizes the
need for inclusive and equitable policies, programs, and services
that leaves no one behind. They have made remarkable progress
in reaching vulnerable populations and providing them with the
support they require. However, there is still much work to be done,
and it is vital that governments continue to prioritize vulnerable
populations and work towards achieving greater equality and social
justice for all.

THE NEED TO HAVE CRG FOCAL POINT AT NTP

Not having CRG focal point at the national level can result in many
avoidable and costly setbacks in KVPs activities. Ensuring tailored
service and addressing access barriers requires a coordinated and
organized approach with clear leadership, strong partnerships,
and efficient use of resources, all of which can be achieved through
a designated CRG focal point. Such an individual or team will allow
for effective coordination of activities, reliable monitoring and
evaluation of interventions, and consistent programming and policy
development, without a designated person or team to oversee and
coordinate CRG activities, there is a high likelihood of duplication of
efforts and ineffective use of resources. This can lead to inefficiencies
in the TB response, which ultimately undermines efforts to end TB.
Lack of coordination and leadership at the national level can lead to
fragmentation and inconsistency in CRG implementation, damaging
stakeholder trust in the overall TB response. It is vital, therefore,
to have a leader or teams that can ensure all stakeholders are
working together towards common goals, utilizing evidence-based

approaches, and promoting transparency and accountability.

CONSIDERABLE OUT OF POCKET EXPENDITURES

TB patients often bear the costs of both direct and indirect medical
expenses associated with the disease. Direct costs include medical
consultations, hospitalization, lab tests, and medication, while indirect
costs include time off work due to illness, transportation to and from
the hospital, and travel expenses to access healthcare services . These
additional costs add up and place enormous pressure on patients,
many of whom choose to abandon treatment altogether due to financial
constraints. The financial burden of TB is often intensified by the fact
that those affected are usually from the most vulnerable populations,
who live in poverty and are already struggling to make ends meet. For
many of these people, the cost of TB treatment may be more than their
annual income, leading to severe financial strain and even bankruptcy.
Moreover,theduration of TBtreatmentcan lastup to 6-9 months, making
it challenging for patients to stay employed and support their families.
Furthermore, TB’s financial impact is not limited to patients alone, as
it can also place a significant financial burden on women. Even though
TB incidence is higher among men than women, women carry the sum
load of catastrophic cost. In TB affected households, where men are a
bread winner, women are the care giver and took the responsibility of
feeding her family, which presents unique complexities and increases
economic costs substantially. As a result, failing to address catastrophic
cost for TB, could lead to long-term economic and social consequences,
perpetuating the vicious cycle of poverty and ill-health.
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Gender-sensitive interventions are essential in addressing the issues and concerns of both
men and women, promoting equal opportunities and inclusiveness that enable women to
realize their full potential. Efficient health programs and approaches to reach women are
essential to improve women’s health outcomes worldwide. Unfortunately, in many parts
of the world, including developing countries or remote locations, there is often a lack of
resources and infrastructure required to deliver quality health services, particularly to
women. Three main reasons for inefficiency are:

1. Lack of Access: Women who live in rural areas or marginalized communities may not have
access to healthcare facilities. This is mostly due to poverty, cultural stigma, or geographical
remoteness, which increases the cost and difficulty of seeking care. 2. Insufficient Education:
Women with low levels of education may not understand how to maintain good health or the
benefits of preventive healthcare. A lack of understanding can lead to poor health outcomes
as well as misconceptions, such as believing that contraceptives cause infertility.

3. Gender Discrimination: Gender discrimination in many societies prevents women from
receiving equal treatment and access to healthcare. This can worsen healthcare inequalities
and result in women delaying or not seeking health services.

CONFLICT AND NATURAL DISASTER AFFECT KVPS SERVICE ACCESS

Ethiopian has been through deadliest conflict and droughts. Conflict and natural disasters can have a profound impact
on the provision of health services. In regions experiencing conflict, healthcare professionals are frequently targeted for
violence, leading to significant reductions in the number of functional health facilities, trained professionals and rampant
looting. As a result, there is often a shortage of medical personnel, equipment, and supplies, leading to overcrowded
facilities and inadequate care. Moreover, the destruction of infrastructure such as roads and bridges, loss of electricity,
and damage to hospitals and clinics makes it difficult for patients to access health care. Natural disasters may exacerbate
these problems by causing additional damage to already compromised infrastructure. As a result, key and vulnerable
populations may not be able to access care when they need it, leading to worsened health outcomes and higher rates of
morbidity and mortality.

In addition to these direct impacts, conflict and natural disasters can also affect health service provision indirectly. For
example, the disruption of supply chains caused by conflict can lead to shortages of essential medications and medical
supplies, while staff may be unable to safely travel to work. Similarly, natural disasters may disrupt supply chains and
hinder access to these necessities. This can make it difficult to provide timely treatment, which can lead to increased
morbidity and mortality rates. It exacerbates existing health disparities within a population. Poorer communities are
often disproportionately affected by these events, leading to greater barriers to accessing care and poorer health
outcomes. Additionally, these groups are more likely to be affected by the indirect effects of conflict and natural disasters,
such as economic instability. As a result, they may be more likely to experience illness, injury, and other negative health
outcomes.

SYSTEMATIC AND COMPREHENSIVE
INTERVENTION TO REACH ALL KVPS

Although there are few activities, to reach key and
vulnerable populations, there is a need to design
systematic and sustainable interventions focus on
specific areas of need, such as access to healthcare,
health education, and public health messaging. Lack
of effective health program and approach to reach
vulnerable populations is a persistent problem in
many parts of Ethiopia. The issue often arises from
inadequate funding, issues with transportation, and
lack of infrastructure. Limited access to healthcare
services has significant consequences for vulnerable
populations, including increased risk of illness and
death, as well as reduced life expectancy. Another
contributing factoristhe lack of efficient health program
isthelack of coordination between various stakeholders
involved in healthcare delivery. This includes hospital
administrators, healthcare professionals, and local
government officials. Without proper communication
and collaboration, it becomes increasingly difficult to
develop and implement effective healthcare programs
that are tailored to the needs of vulnerable populations.
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COMMUNITY FEEDBACK MECHANISM TO MONITOR
HEALTH SERVICES

—_— In many cases, communities lack feedback mechanisms that they

can use to monitor health services. This can be a significant problem
C RG as it prevents community members from having a direct say in how
services are provided and can make it difficult for service providers
F I N DI N G S to understand what the community really needs. The impact of this

lack of community lead monitoring on health service delivery can
have negative consequences. In some instances, service providers
may prioritize the provision of services that are not a priority for
the community, or they may not close untimely and not allocate
resources efficiently since they don’t know the actual needs of the
community. Similarly, in extreme cases, communities may feel
disempowered, leading to further marginalization.

ENGAGEMENT OF TB AFFECTED COMMUNITIES AND KVPS

The engagement of Key Vulnerable Populations (KVPs) is critical to the success of community health interventions. KVPs are a
group of individuals who experience social stigma or discrimination due to their identities, behaviors, or circumstances. They
typically have limited access to healthcare services and are at higher risk for communicable disease. When KVPs are engaged in
community health programs, they bring unique perspectives and experiences that inform the implementation and delivery of
interventions. By involving KVPs in planning and decision-making processes, interventions can be tailored to meet their specific
needs and preferences. This can increase the effectiveness of interventions and improve outcomes for this population. Another
benefit of engaging KVPs is that it promotes ownership and sustainability of health interventions. When KVPs are involved in
the design of interventions, they become invested in the success of those interventions. This can lead to increased adherence
to treatment regimens and better long-term outcomes. Additionally, when KVPs become advocates for interventions within
their communities, they can help to reduce stigma and increase uptake of services. There are gaps and challenges associated
with engagement of TB affected communities in Ethiopia, however. Many KVPs face significant barriers to accessing healthcare,
including fear of discrimination from healthcare providers and lack of access to affordable care. Additionally, KVPs may be harder
to reach due to their marginalized status and may be less likely to trust traditional healthcare systems. Addressing these barriers
and building trust with KVPs is essential to effective engagement. Meaningful engagement of TB affected communities is crucial
for the success of TB programs. Engaging KVPs brings unique perspectives and preferences to the table, improves outcomes for
this population, promotes ownership and sustainability of interventions, and reduces stigma around marginalized identities and
behaviors. However, engaging KVPs presents several challenges that must be addressed through trust-building and addressing
systemic barriers to healthcare access.

Health extension workers (HEWs) play an essential role in providing primary healthcare services
to underserved populations. They are individuals who are trained to deliver basic healthcare
services, promote healthy lifestyles, and provide preventative measures in communities. HEWs
are considered the backbone of healthcare systems in many low-income countries, where there
is a shortage of healthcare professionals. However, due to the overburden of HEWs, they face
several challenges in reaching key populations.

One of the major challenges that HEWs face is the workload. The burden of community health
work is typically high, and HEWs often have to cover large geographical areas/large number of
households as well as 18 packages. They are also required to work long hours, which can be
physically and mentally exhausting. This workload can make it difficult for them to provide the
necessary care to key populations, as they may not have the time or energy to visit everyone
who needs their help.

Another challenge that HEWs face is the lack of resources to perform their duties effectively. In
many regions, HEWs are not provided with adequate training and equipment. They are also not
paid adequately and often have to work with limited resources. This lack of resources makes it
difficult for them to reach key populations, as they may not have the necessary access to specific
KVPS including pastoralists and miners. Additionally, HEWs may face social and cultural barriers
that prevent them from accessing certain populations. For example, in some communities, men
may not be comfortable to receive care from women HEWSs.
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CRG
FINDINGS

STIGMA AND DISCRIMINATION

In many of our FGDs, TB stigma and discrimination clearly
emphasized, it refers to the negative attitudes, beliefs, and
behaviors towards people suffering from a particular illness or
disease. Such attitudes could have serious, long-lasting effects
on the mental and physical health of affected individuals,
their families, and their communities. Stigmatization and
discrimination can cause social isolation, loss of employment
opportunities, and negative mental health outcomes,
among other consequences. Tuberculosis (TB) stigma and
discrimination are significant barriers to achieve ending TB
goals . TB is often associated with shame, blame, and fear in
many societies, making it difficult for those affected to access
health services, resources, and support. People with TB are
often ostracized, shunned by their communities, and viewed
as inferior or dangerous, perpetuating the cycle of stigma and
discrimination. The social and economic impacts of stigma
and discrimination make it more difficult to identify and treat
cases of TB, resulting in increased morbidity and mortality
rates in Ethiopia . Several factors contribute to TB stigma and
discrimination, including lack of awareness and education
about TB, cultural beliefs and practices, poverty and social
inequality, and inadequate healthcare systems.

COMPETING PRIORITIES AND AGENDA

Since Ethiopia is overwhelmed by different political, social,
economic and natural issues, there are always multiple
priorities and agendas competing for attention. This can be seen
in both inside and outside settings, where disease prevention
directorate and line ministries have different priorities that
they are working towards. For example, within NTP, the team
may prioritize on large number of aDST, supply management,
diagnostics issues and day to day program management, while
the outside line ministries may prioritize conflicts, droughts,
socio economic changes the country is facing. In these
situations, it is important to identify the key drivers behind
each agenda and find ways to balance them and continuous
advocacy through communication and collaboration. By openly
discussing each stakeholder’s priorities and agendas, it is
possible to find common ground and work towards a shared
vision. This approach requires a willingness to listen to other
perspectives and compromise where necessary, but it can lead
to more effective decision-making and a more commitment to
end TB.

COMPETING PRIORITIES AND AGENDA
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COLLABORATION AND PARTNERSHIP

The key benefit of efficient collaboration is the ability to share
resources and coordinate efforts across different sectors and
organizations. This includes sharing data and best practices,
conducting joint research and development, and collaborating
onTBmessagingandeducationcampaigns. By workingtogether,
stakeholders can avoid duplication of efforts and ensure that
resources are allocated in the most efficient and effective
manner. Another important factor is the role of partnership
in mobilizing resources and strengthening health systems.
In many cases, effective TB prevention and control requires
significantinvestment in infrastructure, technology, and human
resources. Collaboration between government ministries,
CSOs, affected communities, academia, and private sectors can
help to increase funding and resources for these initiatives, as
well as build long-term capacity to respond to future outbreaks
and epidemics. Overall, collaboration and partnership are
essential for achieving successful TB prevention and control,
especially in the midst of complex and rapidly evolving public
health challenges. By working together, stakeholders can create
a more coordinated, strategic response that prioritizes the
health and well-being of key affected communities. Yet there is
poor collaboration is a lack of communication and coordination
among different stakeholders. When parties failto communicate
effectively, it leads to a lack of trust and poor decision-making.
In some cases, poor communication and coordination can cause
delays in immediate responses that can ultimately contribute to
delay to end TB.

LIMITED KNOWLEDGE AMONG KVPS

Literacy limitation is a crucial issue when it comes to preventing
and controlling TB. Illiteracy can be a major barrier to receiving
the necessary information and understanding the importance
of taking preventive measures. People who lack adequate
literacy skills cannot read, understand, or critically analyze
health-related information, which reduces their ability to make
informed decisions regarding their health. One of the significant
implications of literacy limitations in disease prevention is
inadequate knowledge and awareness of TB transmission and
prevention. Individuals with low literacy may not understand the
importance of mask, testing for TB, nutritious food, and opening
doors and windows, which are vital in preventing the spread of
TB, including other airborne diseases. On the other hand, people
have delayed care seeking behaviors and more likely to seek
medical care when they are already very sick, making it harder
to contain the spread of TB. Generally, Limited knowledge and
practice can significantly hinder disease prevention, control,
and management efforts worldwide. Access to information, mis-
understandings about illness prevention, difficulty accessing
healthcare services, and lack of healthcare knowledge can all
have severe consequences on an individual’s ability to manage
their health effectively. Therefore, increased efforts must be
made to improve literacy levels and provide access to critical
health information to all people in need.
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SOME KVPS LEFT BEHIND

During conflicts and natural disaster, key and vulnerable
populations are experiencing significant challenges
related to health access. With these emergences, health
care services to these populations have been disrupted,
causing significant problems such as a lack of access to
anti TB drugs and follow-up. Internally displace individuals
and Saudi Returnees are facing issues like food insecurity,
overcrowded housing, and limited access to healthcare
services. For instance, Key and vulnerable populations of
Manjo tribe left behind from the general populations, and
excluded from critical social and economic opportunities,
leading to disparities in well-being and healthcare access.
These groups are often marginalized and face unequal
treatment due to their race, ethnicity, religion, gender,
socioeconomic status, or geographic location. In addition,
vulnerable populations with limited access to resources,
such as healthcare, education, income, and housing,
including homeless individuals, refugees and migrants,
low-income families, and people with disabilities are left
behind. These groups often lack economic stability and
are more susceptible to health disparities.

ENHANCE MULTISTAKEHOLDER
ENGAGEMENT

The newly developed MAF document in Ethiopia clearly
articulated multi-stakeholder engagement is the key to
end TB by 2030; it involves multiple actors with diverse
backgrounds, opinions, and interests in TB prevention
and control initiatives. More inclusive decision-making
and active engagement of CSOs, media, policy makers,
religious leaders, academia, professional associations and
others can lead to better outcomes. Limited engagement
of these key players can also resultin missed opportunities
for building social capital. Involving a carefully selected
and diverse range of stakeholders as equal-sharing
contributors helps create solutions that address common
goals that contribute to ending TB goals and optimize
our effort to reach key affected communities. Inadequate
engagement limits innovation and direct input,
critical factors to ensure accountability, also enhance
transparency in decision-making. Open communication
channelsand consultationswith allkey stakeholders, helps
build trust and effective collaboration. More importantly,
the need to ensure meaningful engagement of KVPs is
crucial, if not, it create obstacles in the implementation
TB control measures. When key populations are not
sufficiently involved, implementation challenges may
arise due to inadequate buy-in and support from affected
groups. This may lead to activities being ignores, delayed,
or ultimately fail to deliver expected results. Also creates
an environment characterized by mistrust among them
and can negatively affect the implementation.

FUND NEEDED

“As previously stated, the total anticipated financial need
forimplementing the national TBL-NSP strategies and
plans requires an investment of US$ 619,576,000 over five
years, with an annual average of US$123,915,000.” TB
DRM ROADMAP FOR ETHIOPIA

$ 619,576,000 USD
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Sources: Modeling of GGHE (8 percent) based on HTSP-II
projections and assuming that TB accounts for 0.91 percent
of GGHE; Financial commitment and expenditure report by TB
implementing partners for Global TB Report.
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Itis important to recognize that
addressing the health needs of
key and vulnerable populations
also requires an approach that
recognizes socio-economic fac-
tors and structural inequalities.
This means promoting policies
that address root causes such as
poverty, discrimination, social
isolation or marginalization. For
example, policies that support
equitable access to housing,
education, or employment can
positively impact population
health by addressing key social
determinants.

Establishing a community lead

monitoring or concrete feedback oY
mechanism to monitor health
services is critical for improv-

ing public health outcomes. A
feedback mechanism ensures
inclusivity, accountability, and
transparency in healthcare
service delivery. As such, policy-
makers and health organizations
must work with community lead-
ers and organizations to establish
a reliable feedback mechanism to
ensure that health services meet
the needs of all members of the
community.

This can be achieved through
engaging key and vulnerable pop-
ulations in the policy formulation
process, incorporating their per-
spectives, and tailoring policies
to meet their specific needs. Hu-
man rights-based policies for key
and vulnerable populations can
help address systemic inequali-
ties and promote social justice.

The overburden of communi-

ty health work is a significant
challenge that HEWs face in
reaching key populations. In ad-
dressing this issue, governments
and healthcare systems should
provide CHWs with the necessary
resources, support their training
and development, and address
social and cultural barriers that
prevent them from accessing
certain populations. Additionally,
more investment is needed in
healthcare systems to increase the
number of healthcare profession-
als and ensure that they are better
equipped to handle the needs of
underserved populations.

32%

According to the latest NHA study findings
(NHA 2017), the per capita health expenditure
in Ethiopia is 33.2 USD. From the total health
expenditure, 32% is covered by the govern-
ment, 31% is from out of pocket expenditure
and 35% is from development partners.

Ensuring that policy frameworks and
implementation of healthcare systems
adopt a human right perspective when
considering key and vulnerable popula-
tions is essential to achieving equitable
health outcomes. These policies must
address systemic factors such as dis-
crimination, marginalization, and struc-
tural inequality, and promote access to
affordable and appropriate healthcare
services for everyone. By prioritizing
the needs of marginalized communi-
ties, we can build healthier and more
inclusive societies that benefit us all.
Policies that affect key and vulnerable
populations should be grounded in a
human rights perspective to ensure that
their rights are protected and respected.
Such policies should promote equality,

Efficient and effective health
program requires innovative
tools and approach that involves
collaboration between key popu-
lations, healthcare providers, and
community stakeholders. Imple-
menting innovative approaches
like Onelmpact, Al supported
digital x-ray and many other
digital techs, which can help us
to bridge the gap in health access
for vulnerable populations, pro-
viding hope for a healthier future.

TB program is heavenly underfunded,
leading to a lack of access to prevention
methods or care for those already affected.
There are several reasons for this funding
gap, including a lack of political will,
limited resources, competing priorities,
and inequality in the distribution of
resources. More strategic efforts and
activities desperately needed to address

Addressing the catastrophic healthcare costs is through
preventive healthcare measures is the key. This involves
promoting health education and awareness, providing
vaccinations and immunizations, conducting regular health
screenings, and encouraging healthy lifestyles. By reducing
the risk of illness and disease, preventive healthcare

can reduce the need for costly medical treatments and
procedures, especially in private sectors which in turn can
lower overall healthcare costs. Additionally, early diagnosis
and intervention for TB and conditions can also reduce the
risk of complications and the need for emergency care.

31%" <A

The health budget in Ethiopia is low
($33.2 per capita) and 31% of overall
health financing is out of pocket
payments (OOP).

this issue.




Efforts to reduce TB stigma and discrim-
ination oblige multifaceted interven-
tions, involving the community, gov-
ernment, and healthcare providers. To
address TB stigma and discrimination,
governments must develop policies that
protect the rights and dignity of people
affected by TB, promote communi-

ty engagement and education, and
create a supportive environment for TB
patients to access care and treatment.
Healthcare providers can play a crucial
role by providing compassionate and
non-stigmatizing care, respecting the
privacy of patients, and understanding
the patient’s perspective on the social
impact of TB.

KVPs specific intervention is a cost-ef-
fective, particularly when compared

to broad-based health interventions N\
which target larger populations. By I J
focusing resources on specific areas of I:I

need, limited interventions can reduce
waste and duplication, while ensuring
that resources are allocated where
they will have the greatest impact.
Additionally, limited interventions can
be more flexible and adaptable than
traditional health programs, which
may be slow to respond to changing
health needs.

95%
L ]

SUCCESSFUL TB TREATMENT
COMPLETION RATE

Addressing gender and human
related barriers is indispensable

to reach key and vulnerable
populations who are often left
behind with limited access to

healthcare services. Key and
vulnerable populations who are
socially marginalized due to their
socio economic status, gender
identity or ethnicity needs tar-
geted interventions are essential
to reduce health disparities and
promote health equity.

Promote community engagement
and empowerment by involving
community members in the planning aQ

and implementation process. This
gD

approach can help to build trust
between health providers and key
and vulnerable populations, while
empowering individuals to take
control of their health and well-
being. By working collaboratively
with these communities, limited
interventions can create sustainable
health solutions that address the
unique needs of each population,
while supporting health equity and
social justice.

Since they have strong relation-
ships, engage community-based
organizations (CBOs) meaning-
fully. These CBOs can provide
education and resources to help
these groups understand the
importance of the intervention
and how it can benefit them. This
approach is particularly effective
for interventions that require be-
havior change, as CBOs can work
with individuals and communities
to overcome cultural or social
barriers to adopt new behaviors.

It is important to recognize that
addressing the health needs of
key and vulnerable populations
also requires an approach that
recognizes socio-economic fac-
tors and structural inequalities.
This means promoting policies
that address root causes such as
poverty, discrimination, social
isolation or marginalization. For
example, policies that support
equitable access to housing,
education, or employment can
positively impact population
health by addressing key social
determinants.

Engaging trusted and influential leaders in key and vulnerable
populations can be an effective way to reach people who might
not otherwise participate. These leaders might be political,
religious or cultural figures with a large following or respect
in their communities, and can be instrumental in encouraging
participation or providing critical information about the
intervention. By leveraging the credibility and influence of key
community figures, interventions can reach a wider audience
and be more effective in achieving their goals.

Continuous use mass media and informational campaigns
to disseminate critical information to key and vulnerable
populations. This could take the form of radio broadcasts or
public-service announcements on television or social media.
These kinds of interventions are particularly effective for
health-related issues like TB prevention, where the need for
a behavior change may not be as great, but where accurate

information can still make a significant difference in outcomes.
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CHAPTERTWO

TB KEY AND VULNERABLE
POPULATIONS IN ETHIOPIA

In the context of TB, it is helpful to
understand why key and vulnerable
populations (KVPs) are at risk of TB. We
consider KVPs under three distinct groups

1. People who have increased exposure to
TB bacilli (due to where they live or work
- overcrowding, poor ventilation) like
healthcare workers, household contacts
of TB patients, workplace or educational
facilities contacts, people living in urban
slums and shared living facilities such as
orphanages, slums, retirement homes,
etc. are at risk of increased exposure to
TB bacilli for a range of reasons including
poor living and sanitary conditions, poor
ventilation, overcrowding, malnourishment
etc. Overcrowding in healthcare facilities,
congregate settings especially prison and
mining increases exposure to the TB bacilli
and risk of developing TB.

2. People who have limited access to
health services (due to gender, geography,

legal status, stigma) like elderly and the
mentally or physically disabled with limited
mobility and support, remote population
due to occupation like fishermen, miners,
etc., the homeless, migrants, refugees,
internally displaced, ethnic minorities
and indigenous people who suffer stigma
and discrimination. Also included are
incarcerated people who may have limited
access to health services.

3. People at increased risk of TB because
of biological and behavioral factors that
compromise immune function like people
living with HIV, people with diabetes, people
suffering from silicosis and lung disorders,
those on long term therapeutic steroids,
those on immune suppressant treatment
and people
are vulnerable
compromised immune system are less able
tofightinfections. Certain lifestyle activities
like smoking and harmful use of alcohol and
drugs increase their risk of TB infection.

Internally Displaced
Persons (IDPs) —
Nationwide

Males
(49.5%)

Females
(50.5%)

As of April 2022, a to-
tal of 2.75 million IDPs
have been identified.

Total IDPs, 2022

2.7 ~42m

limited mobility, limited financial capacity,

I
INTERNALLY DISPLACE PEOPLE (IDPS)

According to data from United Nations Office for the
Coordination of Humanitarian Affairs (OCHA, 2022), over 20.1
million people are food insecure in various regions, including
2.73 million internally displaced people (IDPs) and 1.88 million
returnees in Ethiopia, the majority of who were displaced due
to the recent years of conflict, drought and economic instability.
The recent conflict left 3.5 million internally displaced; whereas
an additional 700,000 people were displaced due to climatic
shocks and loss of livelihoods. Additionally, Ethiopia is hosting
more than 844,000 refugees from Eritrea, Somalia and South
Sudan. Ethnic and political tensions continued to drive mass
displacement, and by the end of the year, the number of
Ethiopian refugees fleeing to neighboring countries reached
over 874,000 in 2022 (WFP report, 2022). Conflict, political unrest
and environmental disasters have created a crisis in Ethiopia:
hundreds of thousands of people have been internally displaced,
many seeking refuge from their own homes. The gravity of the
situation is dire - without access to basic human necessities
such as food and water, these vulnerable populations are left
with little to no support. The limited resources that are available

who are malnourished
to TB because their +31%
2021 |2.06 m

often times become scarce when placed under strain due to
competition or emergencies. With access to limited health care,
organized education systems and economic opportunities,
these displaced populations experience immense suffering
that has left them vulnerable to a range of health related issues
including TB.

Thelack of accessto basichuman needs leaves this displacement
population exposed to extremely high levels of food insecurity,
which in turn makes them more susceptible to various physical
and mental health problems including; malnutrition, illness,
psychosocial issues and poverty. Furthermore, internally
displaced persons (IDPs) are often denied their basic rights such
as freedom of movement or access to aid services - leaving
them even more vulnerable during times of crisis and insecurity.
Together with climate-induced conflict resulting in natural
disasters like floods/droughts and extreme weather patterns,
IDPs lose much more than just their homes but also means such
as land for cultivation - leading oftentimes families into severe
poverty by losing significant income sources from subsistence
farming or pastoralism. It’s essential for the government of
Ethiopia to recognize the risks posed by internal displacement

>



for development goals and take a holistic
approach in addressing these challenges at
hand so those affected feel secure enough
to return home voluntarily when it is safe for
them to do so. To develop a preparedness
framework and assess the risk associated
with displacement- specific attention must
be paid towards identification initiatives
related largely on mobilizing accurate
data sets since key players such as local
government agencies.

Through harnessing collaborative
engagement of all key stakeholders,
it could serve as an opportunity for

Male

coordinated contributions from civilian
which could fund key activities towards
restoring initiatives focusing mainly on
poverty prevention & social inclusion legal
frameworks introducing where necessary
new & improved policies that offer greater
protection mandate. Given that prolonged
displacement can wreak havoc upon
vulnerable populations—it’s important
then to try foster dynamic inter-agency
disciplines through collaborative practices
offering tangible reparations to improve
health care access thereby addressing socio
economic barriers.
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PRISONERS

There are approximately between 100,000
and 120,000 inmates in Ethiopia, with
approximately 4,800 (4%) female inmates
(UNODC- office for Drugs and Crime).
With a TB prevalence of 458 per 100,000
of prisoners, TB remains to be highly
prevalent in Ethiopian prisons as a result
of overcrowding of the prisons, poor
ventilation, and inadequate healthcare
services within the prisons. According to
the United Nations, as of 2021, the adult
incarceration rate in Ethiopia was 110
per 100,000 populations which represent
approximately 130,680 prisoners

risk of transmitting TB amongst prisoners.
These measures include providing
pre-training programs on preventive
measures such as ventilating rooms
and providing increased access to early
diagnosis. However, these interventions
are not sufficient to reduce the alarming
TB infection rate in Ethiopia’s prisons.
More concerted efforts from both the
government and key TB stakeholders
need to be made in order for effective
prevention and control of TB amongst
Ethiopia’s prisoners’ population. To
start with, there needs to be adequate
resources allocated for interventions such
as providing improved medical facilities
with better diagnostics tools at all levels
across prison establishments. Likewise,
establishing comprehensive treatment
plans that cater specifically for prisoners
with multidrug resistant (MDR) or any type
of TB requires additional investment and
support by donors. Moreover, addressing
other underlying factors associated with
higher incidence rates of TB within prisons
will encourage reduction of transmission

living under dismal prison conditions,
addressing the needs of vulnerable
groups in prisons is critical, because
several gaps were identified in addressing
the unique needs of special categories
of prisoners, including women with
children and inmates with physical and
mental disability. The special condition
of children should be given a strong focus
starting with separation of these detained
children from adult inmates. More efforts
should be made to address special needs,
ensuring equal access to education,
training and health services provided in
the facilities.

The federal prison administration has
introduced some measures to reduce the

amongst inmates such as an improvement
in overall housing conditions within prison
establishments along with encouraging
healthier lifestyle choices by providing
educational workshops on nutrition,
hygiene and substance use disorder
amongst prison populations.

If all necessary steps are implemented
and ensure collaboration effectively, it
is possible that the level of vulnerability
towards contracting TB within Ethiopian
prisons can be substantially reduced over
time, providing assurance that detainees
have safe living environments free from
disease transmission risks as much
as possible depending upon available
resources.

aile
«Be
aile
=Be
alle
=Be

IDPs

(68%) are displaced due to
inter-communal conflicts, 19% are
due to drought and 6% are displaced
due to seasonal floods.

00

Male

96%
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4%

W Refugees | 16%
M 1DPs | 50%

M Asylum-seekers
[ Returned IDPs | 34%
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I Retumed refugees
I Others of concern

Source: UNHCR Refugee Data Finder
for years until 2022, UNHCR planning

figures (COMPASS) otherwise.
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PEOPLE LIVING WITH HIV/AIDS

TB is a leading cause of death among PLHIV
in Ethiopia. According to Joint UNAIDS report
(2022), there are estimated 610,000 people
livingwith HIV/AID, estimated prevalencerate of
0.9 %. Ethiopia has recorded promising decline
in prevalence of HIV over the past decade,
yet considerable variation among regions
reported, for instance, in Gambella region HIV
prevalence can reach 5.7%, 3.52% and 2.67%
for Addis Ababa and Diredewa, respectively.
The variation in spatial distribution associated
with healthcare access, demographic and
climatic factors. About 12,000 TB cases (8.4%)
in Ethiopia are estimated to be attributable
to HIV. The percentage of people living with
HIV who report experiences stigma and
discrimination in the general community and
health care settings in 2021 was reported
to be 24.1% and 29.6% indicating that there
is significant number of PLHIV who may not
be motivated to seek health care services
such as for TB diagnosis and treatment. This
growing figure is cause for significant concern,
as it reflects a disturbing trend of human im-
munodeficiency virus (HIV) infection and
transmission throughout the population.
One of the most pressing concerns regarding
HIV/AIDS in Ethiopia is the heightened risk
faced by people living with HIV (PLHIV). These
individuals remain particularly vulnerable to
further infections, as well as social exclusion,
due to their compromised defense systems,
stigma of those living with HIV and other
related TB factors.

Tragically, tuberculosis (TB) still remains
one of the most serious health risks that
threaten people who are vulnerable and
affected by AIDS throughout Sub-Saharan
Africa. Prolonged exposure to TB bacilli and
concurrent antiretroviral treatment tend to
weaken immune systems leading to extreme
vulnerability and certain fatalities in PLHIV
populations. In Ethiopia where poverty is
prevalent, adequate access to healthcare is
often scarce or not attainable at all, this threat
increases exponentially due to limited

preventative measures that populations
can rely on for protection from threat of TB
infection or relapse after initial diagnosis.
Additionally many sociocultural issues
contribute significantly to PLHIV populations
TB vulnerability, including Stigma and margin-
alization within society which impacts access
to care services resulting in low knowledge
about preventive practices.

The Ethiopian government has begun taking
steps towards better health management
through continued implementation of national
strategies such as strengthening essential
infrastructure  networks responsible for
delivering basic healthcare services, increased
funding provided by international countries
such as The Global Fund whose specific remit
includes helping Ethiopians gain access to
ARV. As a result there has been tremendous
progress by concerning authorities striving
towards improving the quality of healthcare for
all citizens especially PLHIVs. We are starting
to see decreased morbidity from TB among
PLHVIs with more recent signs indicating
reduced co-infection rates too demonstrated
though current public health measures
including using heath information systems
spread across major hospitals collecting
vital data on causality and admissions which
confirms diagnosis accuracy coupled with
anti-TB drugs available across Ethiopian clinics
meaning universal access regardless of income
status. That said, it’s important that programs
are tailored specifically toward monitoring
needs of now highBrisk groups such as
PLHIVs who may still be at risk because they
fall through gaps left in between nationwide
coverage or worse stigmatized while accessing
care facilities meaning the infection cannot
consistently monitored when long term
follow up care is needed exacerbating any
issues presenting themselves along the
way. Therefore continued research aimed
specifically at exploring effects surrounding
time frames from multi-factor studies must
continue so we can better understand.

PLHIV PREVALNCE

610,000 people living
with HIV/AID

bout 12,000 TB cases
(8.4%) in Ethiopia are
estimated to be
attributable to HIV.
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As close to 22 million people in Ethiopia are urban dwellers,
due to overcrowding, poor sanitation, and inadequate housing
conditions, people in Ethiopian urban slums have been shown
to have increased prevalence of TB. According to UN Habitat
(2021), 64% of urban Ethiopian populations are living in slums.
With a rapid urbanization rate (4.7% per year), urban slum
dwellers at risk of TB would equate to approximately 14 million,
Of particular note would be the homeless poor in urban shelters
that make up over 50,000. In addition, urban dwellers have
highest number of smokers and alcohol users, HIV prevalence,
malnutrition and prevalence of Diabetes Mellitus (DM) compared
with rural dwellers. According to 2022, WHO global TB report,
the highest proportion of TB burden is in the age group of 15-34
(youth) combined- the age group that is currently migrating
to urban areas of Ethiopia especially the capital city living in
informal settlements that are prone to TB transmission and with
potentially poorer health seeking behavior.

Unsafe and overcrowded living conditions, coupled with poor
sanitation, provide a ripe environment for transmission of TB.
People living in slums face poor nutritional status, poor access
to healthcare, and high levels of undiagnosed HIV co-infection
which furthers their risk of contracting TB infection and
reduces their capacity to fight off the disease. The prevalence

of TB among urban slum populations is much higher than that in
urban non-slum areas due to the combination of these various
factors. Another issue that contributes to the vulnerability of
these populations is inadequate healthcare delivery systems
in Ethiopia’s slums which often prevent access to diagnosis and
proper treatment for TB. Because reaching medical facilities
may require long walks or costly transportation, there can be
substantial delays between onset of symptoms and diagnosis
resulting in progression from latent infection to active disease.
Furthermore, those seeking medical assistance for TB may face
stigma from community members due lack understanding
about the disease. This stigma can lead individuals to avoid
seeking treatment leading them have prolonged untreated TB
infections or even reignite or stop treatment altogether as they
feel embarrassed or ashamed.

In addition, endemic poverty in many urban slums results in
food insecurity, under nutrition and hunger which may promote
reactivation of latent TB infection into clinical infectious cases
contributing to ongoing cycle of transmission within these
communities— thisphenomenon has been seen numeroustimes
throughout the global context where reduced socio-economic
status increases susceptibility. Moreover persistent exposure
to airborne droplets expelled by an infected individual’s cough
furthers an individual’s risk of becoming infected adding
an additional challenge within households where people
already exist with pre-existing vulnerability characteristics




&

including age and under nutrition as well
as structured inequalities associated
poverty such a as discrimination, gender
norms & inequities in access resources.
In order to adequately address the issue

of vulnerable population’s exposure & TB .

susceptibility it is essential that we move
forward with enhancing existing efforts
through collaborating with local NGO’s
&community members themselves aimed
at generating better avenues for improved
care for such populations both in terms
expanding financial support through public
health insurance schemes and traditional
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access educational sessions focused
around creating greater awareness on
acknowledging risks &promoting healthy
behaviors such disseminating information
on preventive measures like contact tracing
It will require both integrated models
utilizing multiple sectors and strategies
targeting upstream &  downstream
circumstances influencing high  risk
individuals band social norms determining

high-risk behavior if real progress is
ultimately want  achieved  towards
curtailing harmful impacts on limited

resources impacting Ethiopians affected by
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The total health workforce in the
base year (2016) was 219,542 out of
which 150,534 (68%) were health
professionals of various categories
working in the health facilities and
management structures.

Based on the projection estimate,
the number of health professionals
of various categories will
progressively increase from 248,538
of 2020 and 374,368 by 2025.

fundraising methods but also providing tuberculosis.

g

HCW 2025

There will be a total of 139,652 man-
agement/administrative and support
staff by 2025. The proportion of health
professionals will remain between 68-
73% of the total health workforce.

HEALTH CARE WORKERS

In the year 2020, in public health facilities there are more than 273,601 health pro-
fessionals, among which 181,872 (66.5%) are health professionals and the remaining
91,723 (33.5%) are administrative/supportive staff. Healthcare workers are at a higher
risk of TB infection due to their frequent exposure to TB patients in healthcare settings.
It is estimated that there are approximately 1330 cases of TB among health care work-
ers (contributing to 15% of cases) in Amhara region. The high prevalence of TB among
healthcare workers is due in part to factors such as inadequate infection prevention and
control measures. The attributable risk for TB disease in HCWs, compared to the risk in
the general population, ranged from 25 to 5,361 per 100,000 per year.

The threat of tuberculosis (TB) to the health care workers in Ethiopia is a serious con-
cern. TB is a contagious and potentially deadly bacterial infection that adversely affects
both individual health and public health systems. Health care workers in Ethiopia are
particularly vulnerable to TB due to their frequent contact with patients, lack of ade-
quate protective equipment, limited resources and inadequate infection control mea-
sures. As such, these pose a significant risk to African healthcare systems as well as the
health of health care workers in these areas.

First and foremost, increased contact with TB infected patients places healthcare pro-
viders at a heightened risk for TB exposure. Health care workers are six times more likely
than the general population to become infected with TB due to their continuous interac-
tion with sick people in hospitals or other medical settings. Furthermore, many African
countries lack the necessary resources necessary for providing proper protective equip-
ment such as gloves or respirators to individuals working with potential TB patients.
Other countries only have limited access to such protective gear based on location or

cost which can put healthcare workers even further at risk for contracting the disease.
Without adequate protective measures like these, even routine procedures like taking
vital signs can expose individual’s directly vulnerable surface areas of the body those are P
open channels between patient and provider.

Additionally, it has been found that poor access to proper infection control practices
leads to inadequate prevention and treatment of Tuberculosis among health care work-
ers in Africa. In some cases, better education and training on procedures could drasti-
cally reduce rates of infection if implemented properly but this must be done at both
regional and national levels in order for it to be effective since different parts of the con-
tinent have different medical needs. Furthermore, it is also essential that leaders take
into account any social determinants that can exacerbate TB transmission within closed
worker populations; lack of housing access or overcrowded conditions could increase
chances for transmission by subjecting an individual close quarters with other infected
individuals over extended periods of time.

Finally, addressing this issue requires increased investment from governments across
the continent given how much all stakeholders stand to gain from curbing rates of in-
fection among African healthcare populations-- industry wide advancements would
not only ensure better safety for frontline responders but would ultimately contribute
towards an improved overall standard of healthcare across borders by optimizing re-
source allocation towards preventative treatments available throughout communities
beyond hospitalized facilities too . By putting more emphasis on preventive rather than
reactive approaches we avoid long term costs associated with un timely aid both finan-
cially economically--all while simultaneously making vital progress towards sustained
improvement in public heath efforts going forward throughout various parts if the con-
tinent..

Therefore although tuberculosis poses a major threat to personal and public health in
Ethiopia--it’s vital we don’t overlook importance infectious disease amongst healthcare
facilities --instituting better protection instruments—in addition to better training pro-
grams, financial /resource aid will equip those direct contact.

14.08 MILLION
URBAN
SLUM DWELLERS
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MALNUTRITION

According to the latest data from the Food and
Agriculture Organization (FAO), the prevalence
of undernourishmentwere approximately 18%.
Undernourishment is particularly prevalent
among children in the country- according to
UNICEF, in 2021, approximately 31% of children
under 5 years of age (equivalent to 7.1 million
children) suffered from undernourishment. In
2021, undernourishment is reported to have
contributed to more than a quarter (37,000
cases) of estimated TB cases for the year (WHO,
2022). Malnutrition is closely associated with
TB. In Ethiopia, prevalence of under nutrition
among TB patients was ranged from 28.5% to
71.35%. This correlation has the devastating
impact on individual health; it has significant
social, economic and environmental
consequences. Theburden of TBis exacerbated
by the presence of malnutrition which affects
individuals’ immune systems, increases their
risk of acquiring TB and can make treatment
for the disease more challenging. Malnutrition
weakensTBpatients’bodies makingthem more
susceptible to severe cases of tuberculosis.
WFP reported, approximately only 1.2 of the
6.5 million women and children moderately
malnourished were assisted northern Ethiopia
in 2022. TB spread is also accelerated among
people living in overcrowded living conditions
with limited access to good hygiene practices.
Malnutrition exacerbates this problem by
weakening people’s immune systems, making
them more likely to be infected when exposed
to somebody with active TB disease. Studies
have reported that dietary modifications lead
tobetteroutcomesforpeopleatriskofinfection
or those who already have contracted TB.
For example researchers found that a regular
intake of vitamins reduced inflammation
while vitamin C has been demonstrated to
enhance biologic function and reduce relapse
rates. Moreover, protein-rich diets have been
associated with improved quality of life since
they reduce symptom severity and prevent

XL
MEGA PROJECTS &B*
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extreme weight loss caused by prolonged
sicknesses such as tuberculosis.

Malnutrition prevention strategies must be
implemented alongside supportive care
programs because preventing and controlling
malnutrition among TB patients supports full
recovery from the disease, reducing long-term
morbidity, mortality, drug resistance levels
and transmission rates into communities.
Providing nutrition supplementation during
treatment leads not only to an increased
likelihood of full treatment completion but
also to reduced disease recurrence due to
better overall health status post-treatment
. Although many interventions exist there
needs to be greater emphasis placed on
tailored nutritional protocols that incorporate
both  body composition  assessment,
enabling interventions where necessary, as
well as access to food rich in macro-nutri-
ents through community based programs
such additional food aid opportunities or
school lunch schemes. These interventions
should focus not only on providing physical
resources but also on addressing behavior
change communication designed specifically
towards poverty affected Tb patients about
adequate diets for successful outcomes during
treatment for TB cases in Ethiopia. As much
emphasis should thus be placed on dietary
determinants (micronutrients) as well (macro
nutrients). Interventions upstream such as
agricultural policies that increase availability
and affordability of nutrient dense foods
must be emphasized too to ensure individuals
from across social classes are receiving
adequate nutrition required for boosting their
immunity against Tb related infections. In
summary proper nutrition knowledge plays an
essential role when tackling the chronic link
between Africa’s fighting against Tb alongside
malnutrition inequality.

In Ethiopia, large-scale undertakings are becoming increasingly
commonplace due to the need for economic and social
progress in the continent. Such projects making a tremendous
contribution to Ethiopia’s progress require thousands of
personnelto execute the projects, many of whom are exposed to
TB and other serious health risks. For example, people who are
employed as night watchmen or construction workers on mega
projects in Ethiopia are among those particularly vulnerable to
exposure from tuberculosis (TB). The main reason that many
construction workers and similar personnel performing night
shifts have higher risk of contracting TB is primarily due to their
prolonged periods of hazardous work conditions. Working
for long hours in poorly ventilated work sites with inadequate
protection against dust, smoke and fumes put these employees
in high-risk situations. Furthermore, there is often no provision
made by employers with regards to health and safety while they
are working at night on these projects, all of which puts them
even more prone to having contracted TB. From a medical
perspective, it should be noted that early diagnosis can help
greatly in optimizing treatment outcomes when it comes to a
variety of infectious diseases including TB. The problem that lies
however, are that much too often those who have been exposed
such workers may not recognize signs or symptoms promptly
enough for effective treatment and prevention. This is one of the
greatest challenges facing personnel working on mega projects

in Africa; being able to detect symptoms early enough for better
assurance for infection control. Therefore various steps need to
be taken by organizations running such megaprojects across
Ethiopian order to protect their own personnel from contraction
TB and related illnesses. they must ensure they give proper
access their workforce has access adequate equipment suitable
attire since lack thereof tend leads increased vulnerability and
susceptibility infections like tuberculosis.

Provision regular screening programs should also be done
distributed regular basis those working those jobs so that can
monitored properly alert any sign track changes close watch
out unlikely case infections occur. It is critical company provide
protective respiratory masks known as N95/approved equivalent
used wide range setting shield infectious particles well
adequately ventilate where necessary prevent exposure dust
smoke pollutants. In short, companies operating megaprojects
in Ethiopia must actively promote health initiatives within their
projects especially when it comes to TB exposure prevention
efforts prevent occurrence dangerous illnesses associated
with prolonged exposure hazards. It up individual contractors
businesses create environments conducive wellbeing safe
comfortable work environment optimum outcome success
risking staff security comfort.
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DRUG USERS/KHAT

Drug user vulnerability to HIV and other communicable diseases, including tuberculosis
(TB), is a significant concern in Ethiopia. In particular, the inherent risks associated with
Shisha, Khat and others often leads to a high prevalence of diseases like TB that are
easily spread through contact. Furthermore, Ethiopia throughout the regions have an
inadequate number of friendly public health services available for drug users, leaving
them more vulnerable to preventable diseases such as TB. The pooled prevalence of
current and lifetime khat range from 14.3%- 39.2%. Twelve percent of women and 27%
of men have ever chewed Khat. Among Khat chewers, two in three chewed for 6 or more
days in the last 30 days. The prevalence of TB among Khat Chewers is about 31%.

In addition to associated malnutrition threats to communicable disease, a lack of
awareness around safe practices puts individuals and their peers at high risk for HIV/
AIDS and TB infection. Drugs such as khat or marijuana may be used as a form of recre-
ation; however, this can lead to impaired judgment and decision making when engag-
ing in unprotected sex activities or having multiple sex partners across different loca-
tions or social networks.

Moreover, the stigma attached to khat and Shisha use can impede access to basic
healthcare services including immunization and anti-retroviral drugs that could help
normalize immune system functioning - decreasing chances of contracting TB or other
diseases associated with compromised immunity. Unfortunately, drug users are gener-
ally impoverished, which means they often cannot afford preventative healthcare mea-
sures like regular tests for HIV status or quarantine for recovered patients. This further
increases their risk of infection and mortality from treating infected illnesses like TB
without access to quality care.

The insecurity that comes from poverty also affects where people sleep at night due to
limits on accessing adequate housing. If a Khat chewers is living in overcrowded con-
ditions inside dormitories without proper sanitation, healthy food options or access
to clean water (as is often the case) then their chance for getting infected by airborne
pathogens like TB significantly increases due to overcrowding and improper ventilation
systems inside these buildings. It is especially concerning considering Ethiopia tend not
have well-mapped data on exactly how many people actually inhabit these chewing
within densely populated urban centers or rural areas - let alone individual rates of in-
fection related directly with these shared household spaces making them even more
vulnerable than if they had sufficient personal living quarters when tackling an illness
such as TB that spread through mucous membrane transmissions such as sneezing
and coughing. Thus, it is evident that Khat chewers are particularly vulnerable when it
comes to contracting TB due to limited resources on preventive care measures along-
side economic instability leading people into dangerous living arrangements compro-
mising their safety against otherwise preventable ailments

DIABETIC PATIENTS O

In 2021, according to the International Diabetes Federation (IDF), an estimated 1.6 mil-
lion adults had diabetes in Ethiopia. and the rate is increasing rapidly in recent years
due in a number of associated factors.

Diabetes is a common condition affecting people all over the world, but it can have
especially dire consequences for diabetic patients in Africa. Poor and limited access to
healthcare, combined with a lack of awareness, can lead to serious problems for those
individuals struggling with diabetes in this region. This creates an especially vulnerable
population of diabetic patients in Ethiopia who face several risks to their health due to
TB. TBis most often contracted when an individual is exposed to another person who
carries the disease. Unfortunately, this risk is significantly heightened in areas where
access to healthcare and resources are limited because individuals are more likely to
lack preventative treatment as well as healthy living practices such as nutrition and
exercise that may combat the spread of TB. For diabetics, TB infection can cause meta-
bolic changes that damage their bodies even further resulting in worsened health out-
comes and joint complications that can be extremely difficult to treat or cure.

In Ethiopia particularly, diabetes has been linked to increased rates of TB among the
general population, while another study has also demonstrated a link between high
blood sugar level levels among diabetics and progression of TB after diagnosis. Addi-
tionally, poverty-stricken households often succumb more readily to communicable
diseases such as TB due to overcrowded housing conditions that facilitate transmis-
sion from one person to another directly through contact or indirectly via contaminat-
ed air or water sources.

Diabetic patients in Ethiopia suffer an increased vulnerability compared to other re-
gions due largely in part because of socioeconomic factors associated with poverty
and limited access to medical services combined with limited awareness about how
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38.6 per cent of children under

five years are stunted. 21 per cent

of children under five years are
underweight. 7 per cent of children
under five years suffer from wasting.
22 per cent of women aged 15-49
years are undernourished.
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KHAT CONSUMPTION

Generally increases with age and
peaks at age 30-34 among both wom-
en (15%) and men (34%).

best manage their condition both before
expecting signs and symptoms associat-
ed with TB infections arise. Without ade-
quate knowledge and care strategies im-
plemented beforehand, those living with
diabetes may be more prone towards
serious health complications posed by
developments related tuberculosis infec-
tions which puts them at greater risk so it
important continue seeking out sustain-
able solutions so these populations don’t
fall further behind regarding their overall
health outcomes.

1.6 MILLION ADULTS
HAD DIABETES IN
ETHIOPIA

4.14% TB prevalence Rate
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MIGRANTS, REFUGEES AND RETURNEES %\

Ethiopia hosts approximately 878,000 refugees
and migrants from neighboring countries who
are at a higher risk of developing TB due to
poverty, malnutrition, and limited access to
healthcare (UNHCR 2022). In addition, in the
last five years Kingdom of Saudi Arabia (KSA)
has returned nearly 519,000 Ethiopians back
home (IOM, Press Release, 2022). In 2022 only,
around 175,000 people were forcibly returned
from Saudi Arabia to Ethiopia (93,500), Yemen
(65,700) and Somalia (15,000). Migrants
repatriated to Ethiopia were registered by IOM
upon arrival at Bole Airport in Addis Ababa
(82% men, 13% women, 3% girls and 3% boys).
Migrants wishing to return to their homes in
the conflict affected regions of Amhara, Tigray
and Afar (59,400) faced particular challenges;
many returnees were stranded in shelters in
Addis Ababa, unable to return home, reunify
with family or otherwise support themselves.
Given the sudden and unprepared nature of
this forced repatriation and with little or no
fallback position, the seamless reintegration
of these returnees has been painfully slow and
largely unaddressed. Most of them returned
empty-handed and have faced different
economic and psychosocial challenges (ILO,
2022). According 261 000 cases reported
in 2022 alone, returnees has one of the
highest prevalence rates of TB in Ethiopia,
approximately 1702 per 100,000 people
infected this year with an estimated 1.2 million
undetected cases of TB infection existing
within the population (WHO). This alarming
statistic illustrates how easily contagious and
prevalent TB is amongst returnees and those
coming into contact with it, placing migrants
and refugees in great danger if they do not
have access to sufficient resources preventing
its spread.

Migrants and refugees in Ethiopia are
particularly vulnerable to tuberculosis (TB),
due to many factors, including poor living
or sanitary conditions as well as inadequate
access to healthcare services within refugee
camps, migrants and refugees in Ethiopia
have higher restrictions on their ability to
seek treatment or prevent the spread of this
deadly disease. Another reason why migrants
and refugees are especially vulnerable to TB is
because they often live in overcrowded camps
with substandard levels of sanitation or other
conditions that can facilitate transmission
and inadequate care-seeking behavior such
as limited access to healthcare services or
higher cost barriers associated with seeking
treatment. Without properscreening processes
at refugee camps regarding current infections,
those migrating usually carry latent infections
which could lead to much more dangerous
consequences if left undiagnosed leading
again due stigmas against going leaving their
community for undisclosed health problems.
Therefore not only do migrant/refugees not
receive proper treatment but are more likely
discarded opinions avoiding diagnosis all
together allowing figures like the death toll
anticipated by WHO keep climbing possibly
putting others life’s’ at risk too.

The Government of Ethiopia striving toward
strengthening repatriation and rehabilitation
programs and ensuring the orderly return of
its citizens abroad. The involvement of key
partners in the planning and operational-
ization of this goal is essential, emphasized
an official of the Consular Affairs Directorate
General at the Ministry of Foreign Affairs of
Ethiopia.

Migrants, refugees
and returnees

59%
Children

Ethiopia hosted over
823,000 refugees.

TB Prevalence Rates
1702 per 100,000

1.2m

Undetected TB cases,
globally

10X
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In Ethiopia, TB is a major public health problem, especially in
crowded settings. Most transmission of TB in Ethiopia occurs
within households or densely populated communities where
sanitation and overcrowding are likely to be major issues. Studies
conducted at various schools and health facilities throughout
Ethiopia have shown varying prevalence levels depending on the
location and settings. The prevalence of smear positive pulmonary
tuberculosis in holy water sites was found to be 7.4 fold higher
than the prevalence in the general population in Ethiopia. The
rates range from very low (<5%) up to 44%, however commonly
reported prevalence values range between 10 and 20%. To
reduce the spread of tuberculosis in Ethiopia’s crowded settings
both a strong healthcare system with adequate resources as well
as public health initiatives focusing on preventive measures. In
many setups across the region, poor sanitation and inadequate
ventilations provide ideal conditions for the spread of TB. The
overcrowding associated with large gatherings in religious settings
(holy water sites) increases the likelihood of contracting TB, which
is an airborne disease. Furthermore, many of these facilities are
often located in areas with inadequate medical infrastructure,
leaving them vulnerable to outbreaks and further infection.
Congregated settings including public transport gatherings,
prisons and detention centers, refugee camps, homes for the poor
and homeless and urban settings for the poor dwellers are usually
overcrowded and poorly ventilated that favors t/he increased
transmission of tuberculosis. Crowded people are particularly
vulnerable to the spread of TB due to the close proximity of many

individuals in confined space. When someone infected with TB
coughs or sneezes, their germs can travel up to six feet, quickly
infecting those around them if no preventative measures such
as masks or social distancing are used. People living in crowded
areas often lack adequate ventilation, allowing airborne bacteria
from infected individuals to spread more easily in confined indoor
spaces. Another factor that contributes to the vulnerability
of crowded people is their often limited access to health care
services, due to factors such as poverty, distance from primary
health care facilities and a lack of knowledge about preventive
care; this leads them to receive treatments late or not at all. With a
weak immune system due to poor nutrition and living conditions,
these individuals do not receive appropriate treatment when they
should which can cause their condition to deteriorate quickly. It
is important for citizens of Ethiopia, especially those who live in
densely populated regions, to be aware of the risks associated with
TB so they can take proper precautions and seek medical attention
immediately when any symptoms arise. For example, they need to
understand that covering their mouth while coughing or sneezing
can help protect themselves and others from being infected as
well as ensure good hygiene standards around food preparation
amongst other areas of household life. Moreover, making sure that
everyone has access to quality healthcare services by providing
free care in rural locations can help reduce both human suffering
and poverty related diseases like TB amongst crowded populations
in Ethiopia.
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SMOKING AND ALCOHOL ABUSE

“Ethiopia hosts over 823,000 refugees
and asylum seekers predominantly
from South Sudan, Somalia and
Eritrea. The majority livesin 24

Smoking and alcohol consumption are major health risks in Africa. It is estimated that refugee camps established across
more than 25 percent of the adult population in Ethiopia is either a smoker or consum- five regional states. Over 70,000
er of alcohol. According to World Health Organization (WHO) estimates, 79,000 deaths others also reside in the capital Addis
occur annually due to tobacco consumption and about 17 million premature deaths Ababa as urban refugees. 47% of
occur due to consumption of alcohol worldwide. And an estimated 20% of adult TB the refugees are women and girls,
cases are attributable to smoking. while 59% are children. Ethiopia also
Approximately 3% of adults in Ethiopia smoke tobacco products (WHO report on the has 4.2 million internally displaced
global tobacco epidemic, 2021). According to the latest available data from WHO, smok- persons (IDPs) and over 1.5 million IDP
ing rates are higher among men than women, with 13.9% of men smoking compared to returnees, largely resulting from the
1.1% of women. The higher prevalence of smoking is among people aged 25-34 years, ongoing conflictin northern Ethiopia
with 12.4% of this age group being smokers. TB notification is also among the high- and localized conflicts and tensions

in different parts of the country.”

est in similar age group and sex (men) indicating that tobacco smoking may be one of UNHLR

the contributing factors for disproportionately higher TB in men of this particular age

group. Of the estimated 143,000 incident TB cases in Ethiopia in 2021, approximately

3,100 cases (2.2%) are attributable to smoking while 8,200 cases (5.7%) are attribut-

able to harmful use of alcohol.

Tobacco consumption and drinking of alcohol have been linked with serious diseases ALCOHOOL
such as lung cancer, cardiovascular diseases, diabetes and chronic obstructive pulmo-

nary disease. Ethiopia has some of the highest prevalence of these non-communicable Six percent of women and 9% of men
diseases in the world. The tobacco industry has been aggressive in marketing its prod- consumed alcoholic drinks almost
ucts across Africa, resulting into an increase in smoking among both adults and youths every day in the last 30 days.

in the country. There is a higher prevalence rates for cardiovascular risk factors among

smokers compared to non-smokers which makes them prone to cardiovascular diseas-

es at an early age. Alcohol also has negative impacts on human health including liver

cirrhosis, birth defects, dementia and certain cancers as well as other mental health

disorders. Studies have found that binge drinking is commonly done by young people

leading to increased risky sexual behaviors among them which put them at a higher

risk for contracting HIV/AIDS.

It is evident that smoking and alcohol use significantly contribute to morbidity and

mortality rate in Ethiopia which could be curbed through prevention initiatives by

governments, health organizations, private sector companies, civil society groups etc

. These institutions should focus on implementing effective interventions that help

people quit smoking like mass media campaigns targeting specific audiences who still

smoke, increase taxes on cigarettes, provide hot line services, school based programs

providing information about dangers of smoking . Similarly platforms such as Educa-

tion on risks associated with hazardous use of alcohol through community outreaches,

taxing alcoholic beverages can be implemented. Enforcing laws on sale purchase and

advertisement can definitely help reduce vulnerability related behaviors caused by ad-

dictive substances which will lead to better health outcomes for people living in Africa.

MINERS

As the country’s mining sector is largely informal and unregulated, there is limited data
available on the number of people working in the sector. The estimated number of peo-
pleinvolvedin gold mining (legal and illegal) is estimated at 1.24 million. TB prevalence
among miners in Sub Saharan Africa is estimated at 3,000-7,000 per 100,000, which is

about 10 to 50-times higher than in the general population. Miners in Ethiopia are vul- 1.24 MILLION
nerable to Tuberculosis due to a variety of factors. The first factor is that the miners °

often work in unventilated, dusty conditions, creating an environment where airborne ESTIMATED MINERS
bacteria and viruses can spread easily. This is particularly true of underground mines,

where dust levels can reach alarming heights and ventilation systems are not always
adequate or maintainable. In addition, miners often work long hours without respite,
meaning they have weaker immune systems and are less able to resist infection than
people with outside employment.

Another factor is poverty, miners generally live in substandard housing that provide lit-
tle protection from the elements, giving them colds and other health problems which  es_ Finally, overcrowded living conditions
predispose them to TB. Furthermore, insufficient education about how such diseas-  can lead to further spread of TB, caused
es spread means simple preventive strategies like hand washing and sanitary waste  ejther by transmission between people
disposal for disposing of sputum are not put into practice as much as one could hope  of through inadequate sanitation due to
for. Poverty also leads to malnutrition which further compromises their resistance to overcrowding making it difficult for per-
infection by TB bacteria. sons living there to keep things clean,
A third factor is inadequate healthcare provisions for miners, particularly those op-  once again promoting opportunities for
erating illegally in artisanal mining practices. Such miners may struggle even more  transmission of the disease.

with access to medical services and becoming aware of tuberculosis symptoms before

the condition becomes severe enough to mean hospitalization or death in some cas-
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PASTORALISTS fl '!, I A\!

Pastoral areas in Ethiopia cover two thirds
of the land mass of the country and support
12-15% (or 12- 15 million people) of the
country’s human population and 2-3 million
households are pastoralists and agro-pasto-
ralists, herding their livestock in the arid and
semi-arid lowlands. Thefirst population-based
nationwide survey in 2010-2011 recorded a
point prevalence rate of 316 (163-468) per
100,000 populations, with pastoral areas has
a prevalence much higher than the national
average. Pastoralist communities in Ethiopia
often have limited accessto health careservices
which makes it difficult to diagnose and treat
TB in these areas. Pastoralist communities
face numerous challenges when it comes to
accessing healthcare. These challenges are
often associated with their unique way of
life and geographical location. There are a
number of barriers that affect TB healthcare
access for pastoralist communities. Firstly,
the mobility of pastoralist communities poses
a significant obstacle to accessing healthcare.
These communities frequently move with their
livestock in search of grazing lands and water
sources. This mobility makes it difficult for
healthcare providers to deliver consistent and
regular services to these populations. The lack
of fixed healthcare facilities in remote areas
exacerbates this issue, as pastoralists may be
far from any medical facility when they need
healthcare services.

Secondly, there is a lack of healthcare
infrastructure and facilities in pastoralist
areas. Many pastoralist communities reside in
remote and marginalized regions with minimal
or no access to basic healthcare facilities.
The absence of health clinics, hospitals, and
trained healthcare providers denies them

%‘:'&g;@
HOMELESS QW

essential medical attention. Furthermore, the
limited availability of medical supplies and
equipment in these areas hampers effective
diagnosis and treatment.

Thirdly, language and cultural barriers
contribute to healthcare access challenges.
Pastoralist communities often have their own
languages, which may not be understood
by healthcare providers who speak different
languages or dialects. This communication
barrier can hinder effective diagnosis and
treatment. Additionally, cultural beliefs and
practices may influence the utilization of
healthcare services, leading to reluctance or
avoidance of modern medical care.

Lastly,conflictsanddroughtin pastoralistareas
further compound the challengesto healthcare
access. Pastoralist communities residing in
conflict and natural disaster-affected regions
often face disruptions in healthcare services.
Insecurity, displacement, and destruction
of healthcare infrastructure during conflicts
hinder access to timely and quality healthcare.
Furthermore, the aftermath of conflicts can
create long-lasting health consequences,
such as trauma and psychological distress,
which require specialized care often lacking
in these communities. Addressing these
challenges requires a multi-faceted approach
that focuses on strengthening healthcare
infrastructure, ensuring culturally sensitive
healthcare services, improving health literacy,
and addressing socioeconomic inequalities.
Collaborative efforts between governments,
non-governmental organizations, and local
communities are necessary to overcome these
barriers and ensure equitable healthcare
access for pastoralist communities.

PASTORALISTS

12-15 million peo-

ple) of the country’s

human population
and 2-3 million house-
holds are pastoralists.

TB prevalence rate
of 316 (163-468) per
100,000 populations
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A recent report by the Ministry of Labour and Social Affairs places
the number of homeless people in Addis Ababa at around 24,000
in 2018; approximately 10,500 street children and 13,500 homeless
adults. Bacteriologically confirmed TB incidence among homeless
in Addis Ababa was 1054 per 100,000 populations, where as in
Dessie and Debre Birhan towns, Northeast Ethiopia study finding
implies that there were 505 smear positive PTB per 100,000
homeless individuals. They may face significant challenges when
trying to seek medical help for their condition because the streets
typically lack adequate access points for medical care or financial
capability for costly treatments due to sigma barriers which
could start off chains of discrimination from medical providers
preventing them from receiving necessary means. Socioeconomic
factors play a role in healthcare access challenges for homeless.
Poverty and limited economic opportunities make it difficult for
these communities to afford healthcare expenses. Lack of financial
resources results in difficulties in paying for transportation costs
to reach healthcare facilities or purchasing necessary medications.
Additionally, limited education and health literacy among
homeless impede their ability to navigate the healthcare system
and understand their healthcare rights. Importantly, although
everyone can get TB regardless of where they come from having

necessary resources accessible to maintain hygiene guidance
found in clinics surrounding these homeless communities can
eliminate some dangers that cause its increased prevalence
amongst groups most commonly facing such challenges.

More specifically, Ethiopian cities have also a realm of homeless
people where live in dirty tents, slums, caves, pipes, under
flyovers and along roads with relative inadequate facilities. Such
people do not easy get job, access all social services because a
majority of them lives without any records regarding their birth
date, place, address of identification, photo identity and so
on. This directly related to Community Based Health Insurance
(CBHI) access limitation. Homeless are among those who cannot
access health insurance as they do not qualify for federally funded
health programs due to their current status. Despite the state
offering community health centers that offer primary health care
services to undocumented individuals, many still lack access
to comprehensive packages dealing with chronic diseases and
other specialized care. Furthermore, language barriers and fear of
stigma may cause non-direct seeking of medical treatment, further
limiting their access to basic care.
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CRG BARRIERS
TB KEY AND VULNERABLE
POPULATIONS PRIORITIZATION

Key vulnerable populations face various challenges that contribute to their increased
vulnerability to TB. Addressing these challenges requires tailored and comprehensive
strategies that consider the specific needs and circumstances of these populations in
order to effectively prevent, diagnose, and treat TB. Ensuring quality and reaching the
most vulnerable for TB with limited health resources is the key complement of this as-
sessment. National TB program need to make strategic prioritization to use of public
funds in efficient and effective manner as well as introduce tailored TB case finding 60.5% of the total
interventions allow for optimized resource management. By identifying specific risk market share is
factors, geographic areas, or populations that require targeted interventions, resourc-
es can be directed where they are most needed. Recognizing the varying needs, chal- increased in 2020
lenges, and contexts of different populations, these interventions enhance the detec-

tion and diagnosis of TB cases, ensure equitable access to care, and optimize the use

of limited resources.

There are several KVPs Prioritization parameters that can be considered to prioritize

TB case finding interventions for vulnerable communities in our consultative meet-

ings. These parameters help in identifying and addressing the specific needs of these

communities, ensuring that interventions effectively reach those who require them the

most. These include cost effectiveness, the severity of the barriers, the ability to have

a measurable impact on the TB epidemiology and estimated incidence in the key and

vulnerable communities.

1. CRG Barriers: One important prioritization is evaluating the CRG status of the
community. Low-income areas and populations facing poverty, unemployment,
or lack of education often experience significant barriers in TB case finding inter-
ventions. Prioritizing interventions for these communities can help bridge the gap
and ensure equitable access to TB case finding interventions.

2. Demographic Considerations: Understanding the demographic composition of
a vulnerable community is crucial in identifying their unique health needs. Age,
gender, ethnicity, and cultural factors can significantly impact access to health-
care. For instance, interventions can be tailored to address specific health con-
cerns faced by elderly populations, pastoralist, prisoners, or vulnerable groups
within the community.

3. Epidemiological Indicators: Assessing the public health impact within a vulnerable
Urban women are

better educated than
rural women. Almost
half (48%) of women in
rural areas have never
attended school, as
compared with 25% of

urban women.

48% WOMEN

Arumus que occus a sunt demque placero ditatem

The prevalence of un-
derweight among TB
Bl 2337% patients was 57.17%;

the prevalence of
| underweight among

TB free residents was

23.37%.

15.75X

The odds of malnutrition were 15.75 folds
In Ethiopia, prevalence

of under nutrition
among TB patients was
ranged from 28.5% to

71.35%.

29% AG

Adolescent girls age 15-19 (29%) are most
likely to be thin

80% of women live in three

major regions: Amhara, Oromia,

and the Southern Nations, Na-
tionalities, and Peoples’ Region @

80%

80% No formal Education

(SNNPR). Four in 10 women
(40%) age 15-49 have no formal
education

CRCH RO



community helps to prioritize KVPs in resource limited settings. This can in-
clude analyzing data on disease prevalence, mortality rates, health behaviors,
and risk factors. Prioritizing interventions based on these indicators allows
for targeted efforts in prevention, treatment, and health promotion specific

to the community’s needs.

4. Health System: Evaluating the existing healthcare infrastructure and its capac-
ity to serve vulnerable populations is another crucial parameter. Insufficient
healthcare facilities, inadequate staffing, or limited resources can create sig-

nificant barriers to access.

Prioritizing interventions in areas with limited healthcare infrastructure will help
strengthen their capacity and improve accessibility for vulnerable communities. It
is essential to consider these parameters holistically to prioritize TB case finding
interventions effectively. Tailoring interventions based on human right perspec-
tives, demographics, health indicators, and human rights and gender sensitive
programing can lead to more equitable and impactful healthcare interventions for

vulnerable communities.

TB Prevalence per Most
KVPs Popn
P 100,000 Affected
1 Internally displaced 2.73 Million N?A Women and
people (IDPs) Children
2 Prisoners 130,680 458 Men
3 People living with HIV/ 610,000 4X N.V. Women
AIDS
4 Urban Slums 14.08 Million N/A All
5 Malnutrition 21.6 Million 31.1% of cases All
6 KhatChewers 19.55% N/A Men
7  Mega Projects N/A N/A Men
8  Diabetic Patients 1.6 Million 5.8% Men
9  Congregate settings N/A 74X N.V. All
10 Smoking and Alcohol 3.6 Million 20% of all cases Men
11 Migrants, refugees and  2.76 Million 1072 Women and
returnees Children
12 Miners 1.24 Million 3000-7000 Men
13 Pastoralists 13.5 Million 316 All
14 Homeless 24,000 1054 All
15 Health Care workers 273,601/Public 1.9 to 5.7X N.V. All
Only
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CHAPTER THREE
GENDER BARRIERS

TB and Gender Perspectives in Ethiopia
The gender perspective dimension of the right to health framework encompasses states’
obligation to “integrate a gender perspective in their health-related policies, planning,
programmes and research,” including the disaggregation of health data according to sex.
Indid Gender is relevant to all aspects of the TB response. It shapes who is at risk of in-
fection and disease, when and how diagnosis occurs, treatment access, the likelihood of
adherence and treatment completion, and the social and monetary consequences of TB
disease. A gender-based approach to TB acknowledges and responds to the social, legal,
cultural, and biological issues that underpin gender inequality and contribute to poor “ADDIS ABABA
health outcomes. Gender-based responses to TB are further built on the acknowledgment
that all TB interventions have the capacity to either reinforce or mitigate harmful gender HAS THE LOWEST
norms. This section outlines the legal and practiclal measures, and evaluates TB gender

PROPORTION OF

perspectives in Ethiopia for better policy action.

The 2019 UNDP human development report indicates that Ethiopia is among countries

with the least gender development index with female and male human development in-

dex (HDI) of 0.424 and 0.501, respectively. The country ranks 123rd among 162 countriesin FEMALES WITH NO
gender inequality index (UNDP Human Development Report 2020). Key inequalities, such

asin access to and control over assets and resources, education, financial and health ser- EDUCATION (190/0),
vices are reflections of the gender inequality in the country.

In both men and women, TB predominates in the younger age group, with more than WHILE SOMALI

70% of nationally notified all forms of TB in the age group of 15-44 years, with the highest

among 15-34 years of age (Final Draft TBL-NSP 2020). Analysis of service level data in some HAS THE HIGHEST
settings show that among persons with presumptive TB, those between 18-24 years of age

have more than 6.7 times and those aged 25 -34 years 4.5 times likelihood of being diag- 9
nosed with TB compared to those = 45 years of age. PROPORTION (650/0)'
There is gender disparity in TB case notification. Forty three percent of the 2018 notified
TB cases are female in contrast to 57% male. The greater share of TB cases among men
(with a ratio of 1.2) in Ethiopia is consistent with global reports and indicates higher TB
treatment coverage gap among men compared to women (Final Draft TBL-NSP 2020).

The TB treatment coverage gap is higher among adult men, compared to women. In both
men and women, the largest treatment coverage gap is among 15 to 34 years age group.
A multi-year synthesis of burden of TB in Ethiopia indicates that all-cause mortality, while
on TB treatment, is higher among men compared to women.

A longitudinal community-based intervention study in Southern part of Ethiopia shows
that HEWs identify more female than male patients with TB, while health centres identify
more men than women with TB (Datiko DG, Yassin MA, Theobald SJ, et al 2017). This may
signify gender differences in the choice of health facility visit for TB or health services in

higher among women, HIV positive men are lagging in terms of knowing their HIV status. In urban Ethiopia, 83% and 70% of women
and men knew their HIV status, respectively.

Work-related financial barriers accounts high in accessing TB services among men in Ethiopia. Several young men in the lower income
quantile work in the informal sector, tend to be migrant workers or employed in small businesses, where paid-sick leave is “a luxury”.
When sick, several have to choose between their daily income and visiting clinics. On the other hand, routine health services are pro-
vided during working hours, so are household visits for contact investigation. Outreach services will need to incorporate flexibility
and innovativeness to reach young men.

Women

Gender-related barriers in healthcare access in Ethiopia are complex and multifaceted, with several factors contributing to the dis-
parGender-related barieres in healthcare access in Ethiopia are complex and multifaced, with several factors contributing to the
disparities experienced by women. The key barriers include socio-cultural factours, health litracy, financial constriants, lack of gen-
der-responsive services,gender based violence, unequal power dinamics, and health infrastructure and transportation.

Women in Ethiopia generally access biomedical healthcare to a greater extent than men, largely because they start to engage with
the healthcare system through family planning and pregnancy. Due to involving female community health workers in TB screening
activities, more women are detected and successful treated (Datko DG. And Lindtjorn B 2009). However, women specially rural women
experience more challenges in accessing health services. Compared to men, women would be more affected by the high TB patient
cost. Economic barriers pose a significant challenge for women seeking healthcare services. Poverty rates tend to be higher among
women, making it difficult for them to afford transportation costs, consultation fees, medications, and other healthcare expenses.
Inadequate financial resources often force women to choose between healthcare and meeting their basic needs. Rural women, for
instance, are less likely to have disposable cash; hence, financial barrier (due to OOP at time of service use) might be more dismal to
them.

Additionally, experience from other health services highlight rural women’s differing experience in travelling long distance to reach
to the “nearest health facility”, both in terms of “lost time” and “travel costs”, partly due to their multiple social and household re-



general. It could also be related to the all-female HEWs
and HDAs more frequent contact with women at commu-
nity level to provide MNCH and family planning services.
Main national TB programme data are disaggregated by
gender. Further gender disaggregation, from the initial
TB screening across the care continuum, is essential to
better understand gender equity in access and reimagine
service delivery models that reach all. In Ethiopia, efforts
have been made to mainstream gender in the health sec-
tor with the objective of promoting equitable access to
services and empower women. National guidance and
support are provided to address structural issues and
institutionalize equity. Addressing gender inequality and
barriers with concrete gender-responsive interventions is
essential. There is a need for an in-depth analysis of role
of gender in TBL related health needs and preferences;
and explore opportunities to support various communi-
ties. The underlying reasons for gender-based differences
through the entire patient pathway and care continuum
need to be articulated in designing informed equitable
service delivery models.

Accessibility, Availability, Acceptabil-
ity, Quality of Services, Vulnerability
and Impact to infection

Men

In Ethiopia, there is a significantly increased TB risk
among men compared to women. There are several rea-
sons why men are at higher risk of TB infection and dis-
ease than women in Ethiopia. Men are at increased risk of
TBinfection due to higher rates of cigarette smoking com-
pared to women. Smoking prevalence among male adults
in Ethiopia is 7.3% compared to 0.4% in women (Ethiopia
STEPS Survey 2015), which increased there risk of TB in-
fection. Men also have higher levels of substance use,
including alcohol and drugs than women. Studies linked
alcohol consumption to increased TB risk and non-adher-
ence to treatment in Ethiopia (Matiwos Soboka et al. 2016;
Alemu YM et al. 2016). The percentage of men who engage
in heavy episodic drinking is higher (20.5%) compared
to women (2.7%)(Ethiopia STEPS Survey 2015). Diabetes
Mellitus (DM) which have a 3-4 times increased risk of de-
veloping TB, as compared to the general population, and

Male

i Female iii Family

also delays smear conversion and isassociated with increased mortality and
relapse after successful completion of TB treatment (A.D Harries et al. 2016), is
slightly higher among male than female adults (5.8% Vs 5.0%).

Men are also at increased risk of TB infection due to occupations with a high
risk of TB infection. Workplaces such as mines, mega development projects,
and constructions are traditionally dominated by men. For instance, there are
an estimated more than a million artisans in 40 woredas of five regions of Ethi-
opia (Ethiopia STEPS Survey 2015). The majority of traditional miners are young
men and migrant workers. Only six percent of miners are formally organized
(i.e. licensed); most are unlicensed and informally operating. A project-based
screening, from 2016-2018, of persons engaged in mining indicates a very high
TB notification per population.

The Ethiopian labour law provides all employees with the right to be protected
from occupationalinjury and disease and the right to compensation. In practice,
however, participants in this research seemed unaware of their rights to a safe
working environment, to compensation for occupational injury and disease and
to access to justice for rights violations.

Men’s number also tends to be higher in prisons and other congregated settings
(such as homeless shelters, police custody, and military camps). Several men
working in mines, mega development projects, and living in urban congregated
settings are young migrant workers. Though the HIV prevalence in Ethiopia, is

S
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Percent of women and men

Almost half (48%) of §
who own a mobile phone

women in rural areas have
never attended school, as
compared with 25% of urban
women.
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MEDIA ACCESS

Nearly three in four (74%)
women and 62% of men have
no access to radio, television,
or newspapers on a weekly
basis.

HEALTH INSURANCE

Overall, 95% of women and 94% of
men age 15-49 are not covered by
any type of health insurance

sponsibilities, and the high TB stigmatization in women than in men (Final Draft TBL-NSP 2020). The limited healthcare infrastructure,
especially in rural areas, coupled with inadequate transportation options, further restricts women’s access to healthcare services.
The lack of nearby clinics or hospitals forces women to travel long distances, resulting in increased costs, time constraints, and logis-
tical challenges.

Women also reported greater stigma with family members as well as psychosocial consequences, feelings of isolation, and lack of
proper care from the family. Furthermore, women were described as more likely to be stigmatized in communities where the level
of family stigma was reported as low, but the community perception of TB as associated with immoral behavior was high. Divorce as
a direct consequence of TB is more likely to affect females, and, TB-infected females are more likely than TB-infected males to face
difficult marital prospects.

Studies revealed the sociocultural context of women’s roles and status in society permeated the observed gender differences, clearly
demonstrating that norms of practice and social hierarchies lead men and women to face different barriers to accessing TB services.
For women, the primary barriers included the lack of autonomy, the need to seek permission from male partners or family memb
before accessing healthcare, the requirement to be chaperoned to a consultation, and lack of family support, leading to delay@
denial of necessary care. These unequal power dynamics within households and communities hinder women’s decision-making au-
thority concerning their own health. o
Inaddition, women generally wait longer than men to seek healthcare because of household duties. Families (including women the =
selves) often deprioritie women’s health needs in the long list of social and family/household responsibilities. Furthermore, the pri :'%’o
itization of men and children’s health, and the expectation that an ill wife must take care of her husband, but not vice versa are furtl o
barriers to accessing TB services.

Lack of gender-responsive services poses the other barriers to accessing TB services for women in Ethiopia. Healthcare systems o

fail to adequately address women’s specific health needs. Services are designed without considering gender dynamics, resultin
inadequate reproductive healthcare, limited access to contraceptives, and insufficient mental health support, among other issu
The lack of privacy in health clinics with the use of directly observed therapy (DOTS) posed a particular problem for women who
perienced greater embarrassment and anxiety than men and this pose a barrier to seeking treatment (Daniel G. Datiko , Degu Jer
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and Pedro Suarez 2020).

Gender-related differences in health literacy is the other barriers to accessing TB services.
Several studies reported that women in Ethiopia has lower levels of TB-related knowledge
than men (Daniel G. Datiko et al. 2019). This disparity corresponded with largely due to
higher male educational attainment and gender-related differences in general literacy. In
traditional Ethiopia, girls have been denied schooling opportunities in most regions and
societies. According to the Ethiopia Mini Demographic and Health Survey 2019, 43% of
females age 6 and older have never attended school and 40% of women age 15-49 have
no formal education. Among most of the female population, primary school is the highest
level of schooling attended or completed; 43% of females age 6 or older have complet-
ed some primary schooling, and 4% have completed their primary education. Only 1%
of women have completed secondary school, and 3% have more than a secondary edu-
cation. The median number of years of education for Ethiopian women is 0.6 years. Over
the past two and a half decades, while great progress has been made in increasing educa-
tion access and achieving gender parity, substantial barriers exist in terms of progression,
completion and learning outcomes, with girls in more rural and remote areas facing the
greatest difficulties. Level of literacy of women has an effect on there health literacy. In ad-
dition, both general literacy and health literacy are important predictors of health status
(Serensen K, Van den Broucke S, Fullam J. 2012). Poor literacy can affect health directly by
limiting personal, social and cultural development of individuals, as well as hindering the
development of health literacy(lbid). The lack of accurate TB-related knowledge impacts
individual and community perceptions of disease and can also perpetuate stigma (I. S.
Kickbusch 2019). The poor litracy of women in Ethiopia leading to lower health literacy
rates, which hinder their ability to understand and engage with the healthcare system.
Accordingly, community-level programs that provide education on TB symptomatology,
risks, and treatment options will continue to be important. However, to prompt more
women to seek TB diagnosis and treatment, existing strategies as a mode of TB education
delivery will need to be supplemented with novel genderspecific approaches. For exam-
ple, interventions that increase the general literacy of women might expand the uptake
and impact of existing TB education campaigns that use written materials to explain TB
disease mechanisms and treatment. In addition, to optimize the access and uptake of gen-
eral literacy and TB education programs among women, tailored health communication
strategies need to be developed that take into account the financial dependence, lack of
autonomy, deprioritization of care, and household roles that impact women'’s lives. In-
tegrating health education programs with innovative interventions that foster intrinsic
motivation and self-advocacy among women may also help overcome the substantial so-
ciodemographic challenges that women face when seeking TB care.

Furthermore, a strong correlation exists between women’s empowerment and health,
as measured in the EDHS by household decision-making and women’s reported accep-
tance of wife-beating in some circumstances. With increased empowerment, women’s
health-seeking behavior increase. The prevalence of gender-based violence in Ethiopia
creates significant barriers to healthcare access for women. Fear of stigmatization, lack
of legal protection, and inadequate support systems prevent many women from seeking
necessary care and support.

Legal and Policy Framework
Impacting on TB and Gender
equality

At international and regional levels, Ethi-
opia has ratified several binding conven-
tions relevant to protecting gender equali-
ty, many of which have been set out above.
The Beijing Platform for Action (1995),
though not legally binding, outlines a num-
ber of actions to respond to and prevent
gender-based violence against women. It
aims at removing all the obstacles to wom-
en’s active participation in all spheres of
public and private life via ensuring equal
share in economic, social, cultural, and po-
litical decision-making. It also calls for an
increase in the role of States in the elimi-
nation of violence against women, ending
discrimination, and promoting health, ed-
ucation, and economic opportunities for
women.

More recently the UN Millennium Devel-
opment Goal to which Ethiopia acceded,
on Gender Equality and Women Empow-
erment has become an effective way to
bridge the gender gap in education, com-
bat feminized poverty, and improve health
and HIV/AIDS, and other sectors to stimu-
late development.

At national level, a lot has been done in
Ethiopia in terms of putting in place a poli-
cy framework providing for the protection
of the rights of women that may have a di-
rectorindirect relevance to addressing the
vulnerability of women to TB. In addition
to the National Policy on Ethiopian Women
(NPEW) and the Health Sector Transforma-
tion Plan (HSTP-I, HSTP-II), the National
HIV/AIDS Policy, several setoral policy doc-
uments have attempted to address the is-
sue in different ways.

The last decade has also seen a significant
legislative reform endeavor directed at
providing better protection of the rights
of women in Ethiopia. In addition to the

ing women (Article 597), prostitution of another for gain (Article 634), and physical violence within marriage or in an irregular union
(Article 564), and abduction (Articles 587- 590). Traditional practices including Female Genital Mutilation (Articles 565-6), and early
marriage (Article 649) are also considered as harmful traditional practices and lead to a penalty for contraventions. Furthermore,
Where communicable disease has been transmitted to awomen who is victm of rape, articles of the code which creminalise intention-
al and negligent transmition of communicable human disease (includes TB) applys concurrently (Article 620(4) and Article 522(1) and
(2)). Thisis relevant in addressing factors increase women vulnerability to TB infection and disease. Indid, the fact that the criminal
code criminalized harmful traditional practices that cause injuries, health problems, and the deaths of human lives, and those forms
of violence against women, addresses the patriarchal social and cultural norms thatimpact women’s decision-making autonomy and
increase their vulnerability infection and disease, in general and specifically in context to TB.

The Ethiopian government also has recently amended its legislation by excluding rape crimes from pardon and amnesty laws as it
lengthened jail terms for sex offenders.

Sex work is not criminalised in Ethiopia. Considering that sex workers are at high risk of HIV exposure and its co-infections, including
TB; the fact that the law hasn’t criminalised sex work positively impact on their ability to access services - including health care ser-
vices.

The Labor Proclamation No0.1156/2019 is one of the laws that address discrimination at workplaces. The Proclamation affirms that
women shall not be discriminated againstin all respects based on their sex (Ar.87). The principle of equal remuneration for equal work
is recognized by the Labour Proclamation and women can’t be discriminated against, in matters of remuneration, on the grounds of
sex (Article 14(1)(b)). It also introduced a new regime to regulate workplace sexual harassment and sexual violence by prohibiting any
attempt to commit sexual harassment or sexual violence at the workplace and physically abusing anyone in the workplace (Article
(14)). Employees that have suffered sexual harassment or sexual violence will be entitled to terminate their contracts without notice,
and will also be eligible for severance payment and compensation. The law provides a higher amount of compensation payment for
employees who are forced to terminate their contract, without notice, for reasons of sexual harassment and sexual violence. Forced
termination of contracts by employees for reasons that are unlawful acts of the employer will entitle the employee to a one-month
compensation payment whereas sexual harassment and sexual violence victims will be granted three months of compensation pay-



FDRE Constitution of 1995 which has several provisions
relevant to women’s rights, many other laws have been
enacted and the existing ones have been revised in a par-
ticularly gender sensitive manner.

The first National Policy on Ethiopian Women was pro-
mulgated in 1993 with the objective of ensuring human
and democratic rights of women; modifying and nulli-
fying previous legal instruments, laws, regulations, and
customs which exacerbate discrimination against wom-
en. The policy also stated to safeguard women'’s rights
and did promise a step -by step elimination of the abuse.
Ensuring women’s right to have easy access to basic
health care facilities is one of the strategies for the imple-
mentation of the policy. The Policy is being revised in a
way that takes in to account the current economic, social
and political environment. The draft National Policy on
Gender equality and women empowerment policy in-
cludes transformative measures, such as the positive en-
gagement of men and women in the process of address-
ing gender inequality and enhancing social protection. It
also acknowledged and aimed to transform the structural
root of gender inequality, and the role of actors outside
the government in the process of implementing the pol-
icy. On the other hand the government is also preparing
Gender Based Violence Policy that can play a huge role in
systematic prevention and effective response to all the
gender based violence.

However, the National Policy on Ethiopian Women is con-
spicuously shy in addressing TB in general and the gender
dimension of the disease in particular. The Policy pre-
cedes the TB policy, the FDRE Constitution, the Revised
Family and Criminal Codes. It thus came at a time when
women’s rights were not fully implanted in the country’s
legal system and TB was not high on the agenda. There
have been significant changes since 1993 in addressing
gender issues in the context of TB. There is thus an abso-
lute need to revise the NPEW with a view to capture the
developments since 1993 particularly in relation to the
link between TB and women'’s rights. The ongoing revi-
sion of the national policy on Ethiopian women could pro-
vide a good opportunity to address the issue.

The notable provision of the FDRE Constitution (Article
35) is devoted exclusively to the rights of women and en-
lists the specific rights of women. These rights, which the
Constitution grants to women inter alia includes equal
rights in marriage; privileges to affirmative action/mea-
sures; protection from harmful traditional practices, right
to maternity leave with full pay, right to consultation in

ment.
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projects affecting their lives; property rights (to acquire, administer, control, use
and transfer); right to equality in employment (promotion, pay, pension, enti-
tlements) and the right to access to family planning education, information and
capacity building. To increase women'’s political participation the Constitution
(Article 38) addresses their right to vote and to be elected. To avoid dispropor-
tionate wages, the Constitution (Article 42) guarantees that women workers
have the right to equal pay for equal work. The fact that poverty has played its
role for women being subjected to all aspects of victimization, the Constitution
(Article 89) calls upon the government to ensure the participation of women
equal with men in all economic and social development endeavors.
Furthermore, the constitution provides the right to health for every one regar-
deless of gender and ethnisity. Article 41(4) provides the States obligation to al-
locate ever-increasing resources to provide public health. This right has been
interpreted to include the right to treatment and medicines, the right to health-
care services, the right to emergency medical treatment, and the right to be free
from stigma and discrimination on the basis of health status. It applies equally
to women in the context of TB, guaranteeing the right to healthcare services for
TB without discrimination.

The Ethiopian Federal Revised Family Law which is one of such laws enacted
in 2000 and is used to protect and safeguard equality between sexes in their
relation concerning marriages (Proc. No. 213/2000). The Revised Family Law has
played a great role and has influenced some of the parts of the Civil Code that
deal with marriages. Subsequently, it has abolished most of the discriminatory
articles in the 1960 Code concerning marriage. For instance, it abolished pro-
visions from the 1960 Code that naturalized gender hierarchy by stating that a
wife “owes [her husband] obedience on all lawful things which he
orders” (Article 635(2)), that “the husband was to give protection to his wife”
(Article 644(1)) and that the husband “watch over [the wife’s relations and guide
herin her conduct” (Article 644(2)).

The Revised Family Law also raised the legal age of marriage from 15 in the 1960
Code to 18, ensured women’s equal rights in selecting their family residence,
and granted them equal footing in family administration and decisions about
family property. The progress in the Family Law requires respect, support, as-
sistance, faithfulness between the couples and requires the joint management
of the family (Articles 49, 50 & 56).

Whilst the family law has not specifically mentioned TB, it has agreat relevance
for women in the context of TB, in which it addresses the patriarchal norms in
Ethiopia that limits women’s decision-making autonomy (includes health-relat-
ed decision-making autonomy), impede their access to health services(includes
TB health services), and increase their vulnerability to infections and diseases,
which includes TB.

The Criminal Code is another instrument that can be refereed to make judicial
measures and corrective justice on perpetrators in Ethiopia. The whole Chapter
Il of the Criminal Code of Ethiopia is dedicated to criminalizing harmful tradi-
tional practices that cause injuries, health problems, and the deaths of human
lives. Though the Chapter is of general application to men and women, it is
particularly relevant to women. The Criminal Code, therefore, has criminalized
those forms of violence against women including rape (Articles 620-28), traffick-

Anotherproclamation that considers gender-sensitive issues at the workplaceis the Federal Civil Servants Proclamation No.1064/2017.
The Proclamation under Article 48 obligates any government institution to take affirmative actions that enable female civil servants
to improve their competence and to assume decision-making positions. It also prohibits workplace sexual harassment and sexual
violence. Under Article 70(13) of the Proclamation, committing sexual harassment or abuse at the workplace is among the offenses

that entail rigorous penalties.

While both the Labor Proclamation No.1156/2019 and the Federal Civil Servants Proclamation No.1064/2017 prohibit discrimination
and sexual harassment in the work place, neither of these are penal law; thus they do not criminalize discrimination and sexual ha-

rassment.

Furthermore, both Labor Proclamations (1156/2019 and 1064/2017) provides every employee - including women employees with
TB - with the right not to be unfairly dismissed or subjected to an unfair labour practice. Which protect women employees with TB
from being treated unfairly or dismissed in the workplace simply on the basis of their TB status or TB history, without regard to their

capacity to work.

Under both proclamations, employees are entitled to annual leave with pay and paid sick leave (see section ....), which protects em-
ployees(both men and women) with TB from being dismissed from their work simply they got ill with TB, gives them job security, and
decreses the financial burden of TB both indirectly and directly because illness limited their ability as breadwinners, and seeking TB

treatment drained their financial resources.

In the case of Wizero Yewebdar Negatu v Genet Hotel the court found that Illness should be considered as a sufficient reason for ab-
sence from work and the right to receive sick leave is legal right eventhough the employee failed to notifi the employeer in person,
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notifing the employeer in other meanse suffice to receive sick leave. Though, the decision is not on TB, the decision would be a prec-
edent to all courts on any case including cases related to TB litigations. Thus, infected (getingill) with TBis considered as a sufficient
reason for bing absence from work. Where a worker absents himself from work due to sickness arised from TB, he shall, except where
the employer is in a position to be aware of the sickness or it is impractical, notify the employer on the day following his absence.

However, not required to notifay in person.
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Employment Exchange Services Proclamation No. 632/2009 regulates employment
and migration that provide a measure of protection against violence. However, the procla-
mation does not have strong mechanisms for following up on or enforcing the obligations
of employment agencies to protect migrant workers from discrimination and violence, nor
does it provide any protection to women workers affected by TB.

The Proclamation on the Prevention and Suppression of Trafficking and Smuggling
of Person No. 1178/2020 provides stricter punishment and better protection for women
and children victims of trafficking. Ethiopia has also made revision to its electoral frame-
work and enacted the Ethiopian Electoral, Political Parties Registration and Election’s
Code of Conduct (Proclamation 1162/2019). The proclamation states that gender repre-
sentation should be ensured for appointment of election officials as well as observers. In
addition, the amount of government support provided for political parties depends on the
number of female candidates it presents and the number of female members and females
in leadership positions in the party. The Civil Society Organization was also officially pro-
claimed in 2019 which has opened the space for civil society organizations working on
gender to operate in more freedom.

Definition of Powers and Duties of the Executive Organs of the FDRE Proclamation
No. 1263/2021 and National Risk Management Commission Establishment Council of
Minsters Regulation No. 363/2015:- Both men and women, particularly womean are at
risk of TB in situation of disaster and conflict. Approaches to assessing risks of TB and
designing mechanisms to respond to TB cases in situation of disaster and conflict should
be attuned to the impacts of being a women and the role of gender relations in these sit-
uations. As per Article 13 of the definition of Powers and Duties of the Executive Organs of
the FDRE Proclamation No. 1263/2021, the Ministry of Peace is the main federal executive
body responsible to disaster and conflicts in the country. On the other hand, inaccordance
to Article 36 of the Proclamation the the Ministry of Women and Social Affairs has the over-
all responsibility of protecting the rights of women in all activities. In accordance with
Article 19(11) of the proclamation, while all the Ministries including the Ministry of Peace
have the overall responsibility of protecting the rights of women in all activities, there is
no legal requirement for a gendered approach to disaster and conflict risk management
and response. This is also evident in the National Risk Management Commission Estab-
lishment Council of Minsters Regulation No. 363/2015.

While Ethiopia unveiled the Ten Years Economic Development Plan (2020-2030), the Min-
istry of Women, Children, and Youths prepared its own respective plans and programs.
The plan, which was prepared by the National Planning and Development Commission,
incorporated, among others, gender-sensitive strategies. However, it do not incorporate
prevention, protection and treatment of TB in context of women.

1.3.1. Health laws, plans, policies, guidelines, and
structures Impacting on TB and Gender equality

Different and unequal access to as well as use of preventive protective and promotive

health resources due to inequality, the major barrier to attain the highest standard of
attainable health among women, is well recognized within the Health Policy framework

of the country. In addressing this, guaran-
tees to women’s equal right to health are
provided forin the Constitution, subsidiary
legislation and health policy frameworks
such as the second Health Sector Trans-
formation Plan (HSTP-II), the Guidelines
for Clinical and Programmatic Manage-
ment of TB, TB/HIV, DR-TB and Leprosy
in Ethiopia, Reproductive Health Strate-
gic Plan (2021-2025), National Strategic
Plan for Elimination of Obstetric Fistula
2021-2025, Antenatal Care Guideline,
Obstetric Protocols for health centers
and hospitals and the Adolescent, Youth
Reproductive Health strategy has adopt-
ed as a strategic direction and a major fo-
cus area gender mainstreaming within the
health sector with the objective of promot-
ing gender equality & the empowerment
of women and increasing the utilization
of health services by women. Targets also
have been set in maternal, neonatal, child
and adolescent health.

The Second Health Sector Transforma-
tion Plan (HSTP-I11) (2020-2025) recogniz-
es the gender disparities in health, limited
enforcement of existing laws and policies
on the rights of women, limited capacity
among health care workers in designing
and implementing gender-responsive
health services. Ensuring equity in deliv-
ery of quality health services by creating
high-performing primary health care units,
ensuring active engagement of the com-
munity in service delivery, and continually
improving clinical care outcomes are one
of the priority issues identified as part of
the transformation agenda for HSTP-II. It
also stratises to mainstream gender in all
health programs and operations, and em-
power women by ensuring their represen-
tation at all levels.

The Reproductive Health Strategic Plan
(2021-2025) aims to improve the repro-
ductive health status of women and their

There is substantial gender-related programmatic, legal, and policy gaps in the national TB responses. These include the lack of
explicit legal prohibition of gender-based discrimination in health care and the failure to consider the role of gender in TB pro-
grams, policies, guidelines, and monitoring and evaluation frameworks. Furthermore there is limited availability of gender-sensi-
tive TB health services, due to the lack of gender-sensitivity training for TB health workers, among other things.

The Constitution and labour law provide all employees with the right to fair labour practices and to be protected from, and com-
pensated for, occupational injury and disease, as detailed in Section .... However, we heard no mention among our participants
about their rights to a safe working environment and to compensation for men who contracted TB at work. This suggests that
there is a need to increase awareness of their rights and support access to compensation. Constitutional and health law protects
the rights of all persons to equality and nondiscrimination, including within the healthcare setting and specifically in terms of
gender. However, it appears that this legal framework is inadequate to protect women from discrimination on the basis of TB sta-
tus. On the other hand, laws that not criminalized sex work are reported to positively contribute towards their access to services
- including health care services.

In addition, legal commitments towards promoting gender equality, including a clear commitment within the NSP to recognize
and respond to the gender dynamics in the national response to TB, have not resulted in adequate, gender-transformative health
responses. Given the clearly gendered dynamics of TB infection and treatment access, it is notable that there is an inattention to
the impact of gender in TB infection and treatment in policy, programming and data use. The National Guidelines for Clinical and
Programmatic Management of TB do not specifically refer to gender, other than providing guidance on the diagnosis and treat-
ment of pregnant and breastfeeding women. The policy guidelines for the treatment of drug-resistant TB only refer specifically
to females when warning to provide contraception to women of childbearing age, due to the damage that treatment can cause to
the fetus. Even though, the main national TB program data are disaggregated by gender, further gender disaggregation, from the
initial TB screening across the care continuum, is essential to better understand gender equity in access and reimagine service
delivery models that reach all.



families, new-borns, adolescents and youths through re-
alization of enhanced progress towards Universal Health
Coverage, protection of people from health emergencies,
and improvement of health system responsiveness. Gen-
der equality is one of the key guiding principles of the
strategic plan. Furthermore, integrating RH/HIV services
(FP, STI, TB, Ols) in to PMTCT service is one of the major
strategic Initiatives under the strategic plan.

Ethiopia has developed a system for a universal coverage
and a community based health insurance (CBHI) with a
recent report indicating a positive trend for the number
of areas and households covered (from 125,142 in 2012
to 6,944,784 in 2020). A large proportion of women from
CBHI member households reported that it encouraged
them seeking health services for their own and their chil-
dren’s without waiting for approval from their husbands.
The issue of public health insurance or other insurance
schemes of health services are important, as financial
barriers are a major hindrance to access to health ser-
vices in general and specifically to the context of TB in
rural areas, by women.

The current Guidelines for Clinical and Programmatic
Management of TB, TB/HIV, DR-TB and Leprosy do not
specifically refer to gender, other than providing guidance
on the diagnosis and treatment of pregnant and breast-
feeding women. The guidelines for the Provision of TPT
for special populations only refer specifically to females
when warning the potential risk of decreased contracep-
tive efficacy because of Rifampicin and rifapentine inter-
act with oral and hormonal contraceptive medications.
The MDR-TB guidelines do, however, include a PART on re-
sponding to healthcare workers affected by MDR-TB - the
majority of who are women.

Generally, Ethiopia has a very rich legal and policy envi-
ronment that should enhance gender equality and equity
and ensure access to health services. The major policy
documents on TB, while somehow recognizing the link
between TB and gender inequality, have failed to trans-
late this into specific programs. The link between TB and
gender inequality has not thus been clearly articulated in
TB prevention and control programs provided in the pol-
icies. In the face of growing evidence on the link between
TB and gender inequality, it is high time that the gender
dimension of TB be clearly and unequivocally addressed
in the different TB policy documents. The ongoing revi-
sion of the TB policy could provide a good opportunity

to address the issue. All stakeholders should actively participate in the revision
work with a view to ensuring that the link between TB and gender is well taken
care of in the policy.

The current legal framework is fragmented and lacks comprehensiveness and
coherence especially when addressing the rights of women in the context of TB.
This could be remedied by issuing specific laws dealing with TB where the issue
of the vulnerability of women is adequately addressed. To that end, stakehold-
ers should actively engage in the on-going drafting process of the TB legislation.
Limited enforcement of existing laws and policies on the rights of women are
also among the major challenges in the addressing gender disparities in context
of TB.

While the Constitution generally recognized the right to equality and non-dis-
crimination, existing laws lack specific provisions of clauses that explicitly pro-
hibits TB-related discrimination. Nor do existing laws establish mechanisms for
the judicial or administrative investigation and remedy of violations of the right
so equality and non-discrimination in context of TB. However, people affected
by TB have used the courts to combat employment discrimination with some
success using the constitution and other employment-related laws.

Discussion on the Gender Perspective of
TB Epidemic

Understanding gender-related differences in barriers and delays that limit ac-
cess to TB care is important to inform interventions designed to optimize the
impact of TB services. Our assesment revealed that the TB burden in Ethiopia
is distinctly gendered. Infection and disease rates differ by gender, as do expe-
riences of illness and treatment. Men have higher morbidity and mortality rates
than women and are more reluctant to enter into biomedical care.

In Ethiopia, the primary issue is the impact of patriarchal social and cultural
norms, including around domestic gender roles and household finances. Patri-
archal norms limit women'’s health-related decision-making autonomy, impede
theiraccessto TB health services, and increase their vulnerability to TB infection
and disease. Women affected by TB experience more frequent or more intense
stigma and discrimination than men in their families and communities, some-
times leading to abuse, gender-based violence, divorce, or abandonment. In
addition, women in Ethiopia lack access to information and are less knowledge-
able than men about TB disease and TB health services. Women specially, rural
women report differing experience of challenges in accessing health services,
including the high TB patient cost due to luck of disposable cash, travelling long
distance to reach to the “nearest health facility”, both in terms of “lost time” and
“travel costs”, partly due to their multiple social and household responsibilities.
Whereas men face unique challenges, in which they experience heightened risks
of exposure to TB infection, reduced access to TB health services, and higher
mortality rates from TB due to a host of factors, including employment insecu-
rity, occupational exposure, labor migration, and social and behavioral factors
such as smoking, excessive alcohol consumption, and problematic drug use.
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1. INTERNATIONAL, REGIONAL, AND NATIONAL
LAWS AND STANDARDS

This section contains information regarding the overarching legal
and regulatory framework that protects and promotes the rights of
all people, including vulnerable and key populations, in the context
of health - including TB - in Ethiopia.

The first section discusses those provisions relevant to all persons
and that apply broadly to protect and promote the right to health in
Ethiopia. And looks at specific international and regional commit-
ments as well as national laws and policies particularly relevant in
the context of gender. The second section sets out similar informa-
tion for the four key populations selected for priority focus in this
research. Legal, policy, and regulatory issues are raised and dealt
with in further detail, and discussion is made on the human rights
and gender-related barriers experienced by key populations, to
identify key gaps and challenges and make recommendations for

strengthened laws, policies, and access to justice.

Laws, Regulations, And Policies Impacting on
Gender Equality, Harmful Gender Norms And
Gender-Based Violence

At international and regional levels, Ethiopia has ratified several
binding conventions relevant to protecting gender equality, many
of which have been set out above. The Beijing Platform for Action
(1995), though not legally binding, outlines a number of actions
to respond to and prevent gender-based violence against wom-
en. It aims at removing all the obstacles to women'’s active partic-
ipation in all spheres of public and private life via ensuring equal
share in economic, social, cultural, and political decision-making.
It also calls for an increase in the role of States in the elimination
of violence against women, ending discrimination, and promoting
health, education, and economic opportunities for women.

At national level, a lot has been done in Ethiopia in ter/ms of put-
ting in place a policy framework providing for the protection of the

streaming within the health sector with the objective of promoting
gender equality & the empowerment of women and increasing the
utilization of health services by women. Targets also have been set
in maternal, neonatal, child and adolescent health.

The last decade has also seen a significant legislative reform en-
deavor directed at providing better protection of the rights of
women in Ethiopia. In addition to the FDRE Constitution of 1995
which has several provisions relevant to women’s rights, many
other laws have been enacted and the existing ones have been re-

rights of women and girls that may have a direct or indirect relevance
to addressing the vulnerability of women and girls to TB. In addition to
the National Policy on Ethiopian Women (NPEW) and the Health Sector
Transformation Plan (HSTP-I, HSTP-II), the National HIV/AIDS Policy,
several sectorial policy documents have attempted to address the is-
sue in different ways.

The first National Policy on Ethiopian Women was promulgated in
1993 with the objective of ensuring human and democratic rights of
women; modifying and nullifying previous legal instruments, laws,
regulations, and customs which exacerbate discrimination against
women. The policy also stated to safeguard women’s rights and did
promise a step -by step elimination of the abuse. More recently the UN
Millennium Development Goal to which Ethiopia acceded, on Gender
Equality and Women Empowerment has become an effective way to
bridge the gender gap in education, combat feminized poverty, and
improve health and HIV/AIDS, and other sectors to stimulate develop-
ment. However, TB has not specifically mentioned.

Ethiopia has developed a system for a universal coverage and a com-
munity based health insurance (CBHI) with a recent reportindicating
a positive trend for the number of areas and households covered (from
125,142in 2012 to 6,944,784 in 2020). A large proportion of women from
CBHI member households reported that it encouraged them seeking
health services for their own and their children’s without waiting for
approval from their husbands. The issue of public health insurance or
other insurance schemes of health services are important, as financial
barriers are a major hindrance to access to health services in rural ar-
eas, especially by women. This also has importance for women in the
context of TB

Different and unequal access to as well as use of preventive protective
and promotive health resources due to inequality, the major barrier to
attain the highest standard of attainable health among women, is well
recognized within the health policy framework of the country. In ad-
dressing this, guarantees to women’s equal right to health are provided
for in the Constitution, subsidiary legislation and health policy frame-
works such as the second Health Sector Transformation Plan (HSTP-
1), the Guidelines for Clinical and Programmatic Management of TB,
TB/HIV, DR-TB and Leprosy in Ethiopia, National reproductive health
strategy and the Adolescent, Youth Reproductive Health strategy has
adopted as a strategic direction and a major focus area gender main-

vised in a particularly gender sensitive manner. Chief among these
laws are the Revised Family Law and the Revised Criminal Code.

The notable provision of the FDRE Constitution (Article 35) is devoted
exclusively to the rights of women and enlists the specific rights of
women. These rights, which the Constitution grants to women inter
alia includes equal rights in marriage; privileges to affirmative ac-
tion/measures; protection from harmful traditional practices, right
to maternity leave with full pay, right to consultation in projects af-
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fecting their lives; property rights (to acquire, administer, control,
use and transfer); right to equality in employment (promotion, pay,
pension, entitlements) and the right to access to family planning
education, information and capacity building. To increase women’s
political participation the Constitution (Article 38) addresses their
right to vote and to be elected. To avoid disproportionate wages,
the Constitution (Article 42) guarantees that women workers have
the right to equal pay for equal work. The fact that poverty has
played its role for women being subjected to all aspects of victim-
ization, the Constitution (Article 89) calls upon the government to
ensure the participation of women equal with men in all economic
and social development endeavors. Despite the tremendous effort,
the Ethiopian Constitution has enabled in the march toward gender
equality, women are behind men in all parameters used to evaluate
the rights achieved.

The Ethiopian Federal Revised Family Law which is one of such
laws enacted in 2000 and is used to protect and safeguard equal-
ity between sexes in their relation concerning marriages (Proc.
No. 213/2000). The Revised Family Law has played a great role and
has influenced some of the parts of the Civil Code that deal with
marriages. Subsequently, it has abolished most of the discrimina-
tory articles in the 1960 Code concerning marriage. For instance, it
abolished provisions from the 1960 Code that naturalized gender
hierarchy by stating that a wife “owes [her husband] obedience
on all lawful things which he orders” (Article 635(2)), that “the hus-
band was to give protection to his wife” (Article 644(1)) and that the
husband “watch over [the wife’s relations and guide her in her con-
duct” (Article 644(2)).

The Revised Family Law also raised the legal age of marriage from
15 in the 1960 Code to 18, ensured women'’s equal rights in select-
ing their family residence, and granted them equal footing in family
administration and decisions about family property. The progress
in the Family Law requires respect, support, assistance, faithful-
ness between the couples and requires the joint management of
the family (Articles 49, 50 & 56).

The Criminal Code is another instrument that can be refereed to
make judicial measures and corrective justice on perpetrators in
Ethiopia. The whole Chapter Ill of the Criminal Code of Ethiopia is

dedicated to criminalizing harmful traditional practices that
cause injuries, health problems, and the deaths of human lives.
Though the Chapter is of general application to men and wom-
en, it is particularly relevant to girls and women. The Crimi-
nal Code, therefore, has criminalized those forms of violence
against women including rape (Articles 620-28), trafficking
women (Article 597), prostitution of another for gain (Article
634), and physical violence within marriage or in an irregular
union (Article 564), and abduction (Articles 587- 590). Tradi-
tional practices including Female Genital Mutilation (Articles

565-6), and early marriage (Article 649) are also considered as harmful
traditional practices and lead to a penalty for contraventions.

The Ethiopian government also has recently amended its legislation by
excluding rape crimes from pardon and amnesty laws as it lengthened
jail terms for sex offenders. Sex work is not criminalized in Ethiopia.
Considering that sex workers are at high risk of HIV exposure and its
co-infections, including TB; the fact that the law hasn’t criminalized
sex work positively impact on their ability to access services - including
health care services.

The Labor Proclamation No.1156/2019 is one of the laws that address
discrimination at workplaces. The Proclamation affirms that women
shall not be discriminated against in all respects based on their sex
(Ar.87). It also introduced a new regime to regulate workplace sexual
harassment and sexual violence by prohibiting any attempt to commit
sexual harassment or sexual violence at the workplace and physically
abusing anyone in the workplace (Article (14)). Employees that have
suffered sexual harassment or sexual violence will be entitled to ter-
minate their contracts without notice, and will also be eligible for sev-
erance payment and compensation. The law provides a higher amount
of compensation payment for employees who are forced to terminate
their contract, without notice, for reasons of sexual harassment and
sexual violence. Forced termination of contracts by employees for rea-
sons that are unlawful acts of the employer will entitle the employee to
a one-month compensation payment whereas sexual harassment and
sexual violence victims will be granted three months of compensation
payment.

Another proclamation that considers gender-sensitive issues at the
workplace is the Federal Civil Servants Proclamation No.1064/2017.
The Proclamation under Article 48 obligates any government insti-
tution to take affirmative actions that enable female civil servants to
improve their competence and to assume decision-making positions.
It also prohibits workplace sexual harassment and sexual violence. Un-
der Article 70(13) of the Proclamation, committing sexual harassment
or abuse at the workplace is among the offenses that entail rigorous
penalties.

While both the Labor Proclamation No.1156/2019 and the Federal Civ-
il Servants Proclamation No.1064/2017 prohibit discrimination and

sexual harassment in the work place, neither of these are penal
law; thus they do not criminalize discrimination and sexual ha-
rassment.

Employment Exchange Services Proclamation No. 632/2009
regulates employment and migration that provide a measure of
protection against violence. However, the proclamation does not
have strong mechanisms for following up on or enforcing the obli-
gations of employment agencies to protect migrant workers from
discrimination and violence, nor does it provide any protection to
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women workers affected by TB.

Definition of Powers and Duties of the Executive Organs of the FDRE Proclamation No.
1097/2018 and National Risk Management Commission Establishment Council of Minsters
Regulation No. 363/2015:- Women are particularly at risk of TB in situation of disaster
and conflict. Approaches to assessing risks of TB and designing mechanisms to respond
to TB cases in situation of disaster and conflict should be attuned to the impacts of be-
ing a women and the role of gender relations in these situations. As per Article 13 of the
definition of Powers and Duties of the Executive Organs of the FDRE Proclamation No.
1097/2018, the Ministry of Pease is the main federal executive body responsible to disaster

and conflicts in the country. In accordance with Article 10(3) of the proclamation, while ETHIOPIA HAS
the ministry of peace has the overall responsibility of protecting the rights of women in
all activities, there is no legal requirement for a gendered approach to disaster and con- RATIFIED A NUMBER

flict risk management and response. This is also evident in the National Risk Management OF INTERNATIONAL

AND REGIONAL HUMAN
RIGHTS TREATIES

Commission Establishment Council of Minsters Regulation No. 363/2015.

While Ethiopia unveiled the Ten Years Economic Development Plan (2020-2030), the Min-
istry of Women, Children, and Youths prepared its own respective plans and programs.
The plan, which was prepared by the National Planning and Development Commission,

incorporated, among others, gender-sensitive strategies. However, it do not incorporate THAT PROTECT RIGHTS
prevention, protection and treatment of TB in context of women. The current Guidelines

for Clinical and Programmatic Management of TB, TB/HIV, DR-TB and Leprosy do not spe- RELEVANT TO ALL
cifically refer to gender, other than providing guidance on the diagnosis and treatment PERSONS, INCLUDING
of pregnant and breastfeeding women. The guidelines for the Provision of TPT for spe-

cial populations only refer specifically to females when warning the potential risk of de- THE RIGHTS OF

creased contraceptive efficacy because of Rifampicin and rifapentine interact with oral

and hormonal contraceptive medications. The MDR-TB guidelines do, however, include a VULNERABLE AND KEY
PART on responding to healthcare workers affected by MDR-TB - the majority of who are POPULATIONS IN THE
women.

CONTEXT OF TB.
Policy and legal barriers:-In addition to the policy and legal barriers expressed under each
laws and policies above, in general, the major policy documents on TB, while somehow
recognizing the link between TB and gender inequality, have failed to translate this into
specific programs and strategies. The link between TB and gender inequality has not thus
been clearly articulated in TB prevention and control programs provided in the policies. In
the face of growing evidence on the link between TB and gender inequality, it is high time
that the gender dimension of TB be clearly and unequivocally addressed in the different
TB policy documents. The ongoing revision of the TB policy could provide a good opportu-
nity to address the issue. All stakeholders should actively participate in the revision work
with a view to ensuring that the link between TB and the rights of women and girls is well

taken care of in the policy.

The National Policy on Ethiopian Women is conspicuously shy in addressing TB in general and the gender dimension of the disease in
particular. The Policy precedes the TB policy, the FDRE Constitution, the Revised Family and Criminal Codes. It thus came at a time when
women'’s rights were not fully implanted in the country’s legal system and TB was not high on the agenda. There have been significant
changes since 1993 in addressing gender issues in the context of TB. There is thus an absolute need to revise the NPEW with a view to cap-
ture the developments since 1993 particularly in relation to the link between TB and women'’s rights. While the Constitution recognized
the right to equality and non-discrimination, existing laws lack specific provisions of clauses that help to define the scope and content
of these rights. Nor do existing laws establish mechanisms for the judicial or administrative investigation and remedy of violations of the
right so equality and non-discrimination. Such a law should recognize the intersectionality of gender and other factors of advantages
and disadvantage combine to create different experiences of discrimination and privilege. By recognizing the intersectionality of gender,
the law consciously acknowledges that other markers of social inclusion such as social and economic status, age, religion and disability
operate in tandem with gender to compound discrimination and oppression in context of TB.

The current legal framework is fragmented and lacks comprehensiveness and coherence especially when addressing the rights of wom-
enin the context of TB. This could be remedied by issuing specific laws dealing with TB where the issue of the vulnerability of women and
girls is adequately addressed. To that end, stakeholders should actively engage in the on-going drafting process of the TB legislation.
Limited enforcement of existing laws and policies on the rights of women and girls are also among the major challenges in the addressing
gender disparities in context of TB.

The Relevant Legal Framework

International, Regional, And National Laws And Standards

This section contains information regarding the overarching legal and regulatory framework that protects and promotes the rights of



all people, including vulnerable and key populations, in
the context of health - including TB - in Ethiopia. The first
section discusses those provisions relevant to all persons
and that apply broadly to protect and promote the right
to health in Ethiopia. And looks at specific international
and regional commitments as well as national laws and
policies particularly relevant in the context of gender.
The second section sets out similar information for the
four key populations selected for priority focus in this re-
search. Legal, policy, and regulatory issues are raised and
dealt with in further detail, and discussion is made on the
human rights and gender-related barriers experienced by
key populations, to identify key gaps and challenges and
make recommendations for strengthened laws, policies,
and access to justice.

Laws, Regulations, And Policies Relevant
For The Health Rights Of All Affected Popu-
lations

Ethiopia has ratified a number of international and re-
gional human rights treaties that protect rights relevant
to all persons, including the rights of vulnerable and key
populations in the context of TB. According to the Con-
stitution of the Federal Democratic Republic of Ethiopia
(FDRE Constitution) International instruments are an in-
tegral part of the laws of the land upon ratification. The
Constitution further elevates the horizon of human rights
through reference to international and regional human
rights instruments as thresholds, in which whenever a
fundamental right as contained in the FDRE Constitution
is relevant, it needs to be interpreted in such a manner
that no conflict arises with a human rights treaty provi-
sion. Hence, legislation and other acts of government
may indirectly be interpreted in the light of human rights
treaties, thus these international and regional commit-
ments play an important part in Ethiopia jurisprudence.
Various treaties ratified by Ethiopia, set out below are of
importance; although they do not make specific refer-
ence to TB, they require states to respect, protect, pro-
mote and fulfill fundamental human rights important for
all persons in the context of TB.

Ethiopia has ratified the International Covenant on Eco-
nomic, Social and Cultural Rights (ICESCR), which entails
provisions that carry importance to all persons in the
context of TB. While all of the provisions of the Covenant

of their TB status.

Male

i Female iii Family

cover all citizens of contracting State Parties, this document focuses on the right
to health (framework) which is a valuable tool in “aligning law and policy with
human rights, operationalizing the pledge to leave no one behind, [and promot-
ing] accountability and participation” to achieve the health-related SDGs.

The Committee on Economic Social and Cultural Rights (CESCR)(Monitoring
body of the Covenant) under General Comment 14 states that, the right to health
comprises the right to access to health facilities, goods and services, to healthy
occupational and environmental conditions, and protection against epidemic
diseases and rights relevant to sexual and reproductive health. The Commit-
tee also recognises that right to health is dependent on and contributes to the
realization of many other human rights. It includes a wide range of factors, the
“underlying determinants of health” such as safe drinking water, food, adequate
nutrition, housing, healthy occupational and environmental conditions, educa-
tion etc.

The rights enshrined in the Covenant, including the right to health, are general-
ly subject to progressive realization due to states’ resource constraints. While
Article 2(1) sets out the general obligation of progressive realization, the CESCR
clarified the nature and scope of the duty to progressively realize ESC rights
within General Comment 3. Here, the CESCR highlighted that the concept of
progressive realizing ESC rights demands the active effort to take necessary
steps to the maximum of its available resources, demanding that the State move
expeditiously and effectively towards realizing such rights. Thus, a right can be
translated into a series of obligations, some of which are immediate and oth-
ers of progressive nature. Accordingly, some rights under the Covenant, such
as freedom from discrimination in the enjoyment of all Economic Social and
Cultural Rights (ESC rights) and core obligations, give rise to obligations of im-
mediate effect. Accordingly, the right to health imposes certain obligations on
States that are ofimmediate effect. These include the obligations to ensure that
the right is enjoyed equally by all without discrimination of any kind and to take
“deliberate, concrete and targeted” steps toward fully realizing the right.

This assessment depends on seven dimensions of the right to health framework:
(1) availability, accessibility, acceptability, and quality (AAAQ); (2) nondiscrimi-
nation and equal treatment; (3) health-related freedoms; (4) gender perspec-
tive; (5) remedies and accountability (6) vulnerable and marginalized groups;
and (7), participation, which is discussed in detail in the next section.

Ethiopia also ratified The International Covenant on Civil and Political Rights
(ICCPR) which sets out the civil and political rights of all persons, including the
rights of all persons to life, equality and non-discrimination, privacy, freedom of
movement, freedom of expression, freedom from arbitrary arrest and detention
and right to a fair trial, among others. These rights protect people with TB in var-
ious ways, such as; people with TB have the right to be protected from ill health
and to access life-saving diagnostics and treatment. Key populations - such as
prisoners, health workers, and people who use drugs, should be provided with
diagnostics and treatment and not denied treatment. People with TB should
not also be refused medical treatment or denied and fired from jobs on the basis

Information related to an individual’s TB status and treatment must also be kept private and shall not be disclosed to any party,
unless approved by appropriate medical professionals under narrowly and expressly tailored circumstances enumerated in law,
including to protect third parties who are at serious and imminent risk of infection and to share essential health information with
medical professionals providing care to the patient. Furthermore, Information about a patient’s migrant, HIV drug use, or other

status should be kept confidential.

People with TB shall also be free to move within and outside the country and able to receive free treatment in the location where
they reside. They should not be unnecessarily isolated, quarantined or detained, or refused treatment because they are not in a
specific location or because they lack identity documents in a country.

The International Convention on the Rights of Persons with Disabilities (CRPD) aims to promote the equality rights of persons with

disabilities to ensure their meaningful participation in society and their development as persons. It provides, among other things,
for the health rights of persons with disabilities. The State’s obligation “in the case of vulnerable and disadvantaged groups is to take
positive action to reduce structural disadvantages and to give appropriate preferential treatment to people with disabilities in order
to achieve the objectives of full participation and equality within society for all persons with disabilities.” States are required “to
make available additional resources for this purpose and a wide range of specially tailored measures.”

While the approach to reasonableness and the review of policies for compliance with the Covenant will be different in the context
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of period reviews and General Comments than when it is situated in the context of particular rights claims, in the CESCR’s view
all reasonable strategies must be informed by equality framework, prioritizing the need of the disadvantaged group and ensuring
protection from discrimination. Furthermore, Article 5(2) prohibits all discrimination on the basis of disability and guarantees to per-
sons with disabilities equal and effective legal protection against discrimination on all grounds, providing for equal rights in health
care, education, and employment, among others, of all persons with TB who may experience temporary or permanent disability as

aresult of TB.
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the newborn, the infant, the pre-school child, the school-age child, and the adolescent, with a
particular focus on those children who are living in poverty or are in other ways marginalized,
economically and/ or socially excluded.

Article 2 of the CRC makes explicit the principle of non-discrimination for the overall imple-
mentation of the Convention. The grounds for discrimination mentioned in the Convention
are not an exhaustive list due to the reference in Article 2 to “other status”. The Committee
also identified additional grounds for discrimination in paragraph 8 of General Comment 15,
which refers to sexual orientation, gender identity, and health status. The application of the
principle of non-discrimination is thus key to addressing inequalities in the impact of TB.

The Convention against Torture and Other Cruel, Inhuman or Degrading Treatment protects
all persons and has been applied particularly to protect persons in detention, among others,
from cruel, inhuman, or degrading treatment or punishment committed by a public official
or other person acting in an official capacity. This provides prisoners and those hospitalized
with TB with the right to appropriate TB-related healthcare. Prisoners with TB and those at
risk of contracting the disease in prison should be provided with appropriate TB testing and
treatment during detention and appropriate prison conditions to avoid transmission of the
disease. People with TB who use drugs should also have access to substitution treatment
or other forms of drug treatment if hospitalized for TB treatment, so as not to be forced into
withdrawal.

The Convention on the Elimination of All Forms of Discrimination against Women and its op-
tional protocol, commits states to take various measures to end gender inequality, including
in access to healthcare, supporting gender-sensitive responses to TB that recognize the ways
in which gender, and gender inequality, impact on health care needs of women in the context
of TB. The duty of States to ensure, on a basis of equality of men and women, access to health
care services, information and education, implies an obligation to respect, protect and fulfill
human rights related to women’s health. States have the responsibility to ensure that legis-
lation, executive action and policy comply with these three obligations. They must also put
in place a system that ensures effective judicial action. The Covenant has a significant role
in placing a gender perspective at the center of all policies and programs affecting women’s
health, which include TB.

THE FDRE
CONSTITUTION
FURTHERMORE
PROTECTS OTHER
IMPORTANT HUMAN
RIGHTS THAT PROTECT
PEOPLE WITH TB,

VULNERABLE AND KEY
POPULATIONS FROM
DISCRIMINATORY
AND PUNITIVE LAWS,
POLICIES, AND
PRACTICES IN THE

The United Nations Standard Minimum Rules for the Treatment of Prisoners (the Mandela CONTEXT OF TB.
Rules) provide for the rights of prisoners to be treated with respect and dignity, to be pro-
tected from torture and other cruel, inhuman, or degrading treatment or punishment, and to
conditions of dignity, including reasonable accommodation that meets the requirements of
health , access to health care services at the same standards that are available in the com-
munity , transfer to specialized medical services where necessary and the right to medical
confidentiality , among other things. These Standards protect the health and related rights
of prisoners, including their right to be protected from TB infection and to receive treatment
for TB.

ILO Conventions

Ethiopia has been a member state of the ILO since 1923 and has ratified 19 conventions to date: Unemployment convention No.2/1919,
Rights of Association (agriculture) conv. 11/1921), Weekly rest (Industrial) Convention No.14/1921, Freedom of Association and protection
of the right to organize conv 87/1948, Employment service conv. No 88/1948, Fee-charging employment agencies Conv. No. 96/1948 which
is replaced by Convention No. 181 of 1997, The right to organize and bargain Collectively Convention No. 98/1948, Equal remuneration
Convention No. 100/1951 , Abolition of forced labour No.105/1957, Weekly rest commerce Convention No. 106/1957, Discrimination(em-
ployment) Convention No. 111/1958, Minimum age convention No. 138/1973, Occupational safety and health and working environment
Convention No 155/1981, Workers with family responsibilities /equal opportunity & treatment/ Convention No. 156/1981, Termination of
employment /employers initiative / Convention No 158/1982, Vocational rehabilitation and employment /disabled persons/ Convention
No 159/1983, Private employment agencies convention No. 181/1997, Forced labour convention No. 29/1990, and Worst forms of child
labour No. 182/1999 2 - 09 - 2003- promotes decent work for all by ensuring rights at work, right to employment, social protection and
social dialogue. Cross-cutting themes are poverty reduction and social inclusion, ensuring gender equity, communications, and interna-
tional partnership. The tripartite convention of ILO, adopted in 1981, and Involving representatives of governments and employers and
employees organizations, provides the institutional framework for the development of policies on health and the workplace.

ILO places emphasis on the issue of TB because besides being a global concern, it is a workplace issue and because workplaces can
contribute to the control of TB. ILO has therefore played an active role in TB control by formulating guidelines for TB Control activities in
the workplace in collaboration with WHO. The basic principles of a workplace policy are recognition of TB as workplace issue, non-dis-
crimination, and confidentiality, promotion of a healthy work environment, care and support, augmented by continuous social dialogue.
Regionally, the African Charter on Human and Peoples’ Rights provides for the rights of all persons in Africa. It contains several provisions
that protect the equality rights of all persons, including gender equality, and prohibit discrimination including on the basis of race, ethnic
group, color, sex, language, religion, political or any other opinion, national and social origin, fortune, birth or any status. Accordingly,
legal frameworks should prohibit discrimination against people with TB in both public and private settings, including, but not limited



to, health care, employment, education, and access to
social services. It also includes many of the key rights
that are important for people in the context of TB as in
the ICCPR, ICESCR, and other core international treaties
discussed above, including rights to liberty and securi-
ty, freedom of movement, health and fair labour prac-
tifces, among others, which are relevant of in the context
of TB.

The Protocol to the African Charter on Human and Peo-
ples’ Rights on the Rights of Women in Africa (the Ma-
puto Protocol): The Maputo Protocol provides for the
protection of women and girl children, as well as for
the eradication of discrimination against women. Sig-
nificantly, the Protocol includes commitments towards
the elimination of harmful cultural practices and spe-
cifically recognises the sexual and reproductive health
rights of women, which protects women from HIV and
its co-infections, including TB.

The African Charter on the Rights and Welfare of the
Child sets out the rights of the African child, including
the rights to equality, non-discrimination, education,
and health, among others. Article 14 guarantees every
child to enjoy the best attainable state of physical, men-
tal, and spiritual health. State Parties are also obliged
to ensure the provision of necessary medical assistance
and health care to all children reduce infant and child
mortality rates. Thus, the Charter has significance for
TB prevention and control in children, in helping to see
children affected by TB as rights holders, and urging
State Parties to incorporate the principles and stan-
dards of the CRC for the benefit of children affected by
TB.

Domestic Legal and Policy Framework

At the national level, the FDRE Constitution and nation-
al laws, including health laws, employment laws, and
criminal laws, among others, also contain important
provisions in the context of TB-related healthcare for
vulnerable and key populations.

The FDRE Constitution

The FDRE Constitution is the supreme law of the land and it forms the
baseline upon which the national TB response is based. It binds all parties
(public and private) and places an obligation on them to respect, promote,
protect, and fulfill the rights enshrined under the Bill of Rights. It also sets
out the standards that all laws, policies, and conduct must comply with.
These relevant provisions of the Constitution include:

Human dignity, equality, and non-discrimination

The Constitution preamble requires full respect for individual and peo-
ple’s fundamental freedoms and rights, to live together on the basis of
equality and without any sexual, religious, or cultural discrimination. Fur-
thermore, Article 25 recognizes the equality of all persons and guarantees
effective protection without discrimination on grounds of race, nation,
nationality, or other social origins, color, sex, language, religion, political
or other opinions, property, birth, or other status. While TB is not specif-
ically mentioned as a protected ground for non-discrimination, the term
‘other status’ under Article 25 includes TB. Moreover, there is ample evi-
dence of the protection of the rights of persons to non-discrimination on
the basis of their health status in Ethiopia jurisprudence.

The right to Health

Article 41(4) provides the States obligation to allocate ever-increasing re-
sources to provide public health. Thisright has been interpreted to include
the right to treatment and medicines, the right to healthcare services, the
right to emergency medical treatment, and the right to be free from stig-
ma and discrimination on the basis of health status. It applies equally to
people in the context of TB, guaranteeing the right to healthcare services
for TB without discrimination.

Rights of Labour

Article 42 of the Constitution provides workers the right to reasonable lim-
itation of working hours, to rest, to leisure, to periodic leaves with pay, to
remuneration for public holidays as well as a healthy and safe work envi-
ronment. These rights are the basis for protecting all people - including
employees such as farm workers, healthcare workers, and miners, among
others within the workplace. It also strengthens the right to a safe working
environment, necessary to prevent accidents and injuries and to protect
workers from contracting occupational diseases, which protects employ-
ees from exposure to TB within the working environment.

Right to legal remedy

Article 37 guarantees the right of every person (individually or collective-

ly) to access Justice. This guarantees access to justice for people living with TB, as well as vulnerable and key populations, whose
rights have been violated.

The FDRE Constitution furthermore protects other important human rights that protect people with TB, vulnerable and key popula-
tions from discriminatory and punitive laws, policies, and practices in the context of TB, including the rights to privacy, liberty, and
security of the person, protection from cruel, inhuman and degrading treatment of punishment, freedom of expression, freedom of
movement and the right to treatments respecting persons held in custody and convicted prisoners human dignity.

While the Constitution recognized the right to equality and non-discrimination, existing laws lack specific provisions of clauses that
help to define the scope and content of these rights. Nor do existing laws establish mechanisms for the judicial or administrative
investigation and remedy of violations of the right so equality and non-discrimination. This is also evident in the context of TB.
Human rights are interconnected, interdependent and indivisible, and the failure to realize a basic right - such as the right to infor-
mation, e.g. health information or information regarding legal rights and redress mechanisms - may impact on the realization of
other rights, such as the right to health or the right to access remedies for violations. An enabling legal and regulatory framework for
the rights of people in the context of TB requires recognition of the need to respect, protect, promote and fulfil civil, political, socio
economic and cultural rights, in order to protect and promote the health and well-being of all persons.

Several laws have been enacted in order to give effect to these constitutional rights. The section below sets out some of the main
pieces of legislation and important policies as they relate to health. However, since several rights are invoked, we also provide an
outline of non-health, but relevant legislation and policies. Laws, regulations, and policies relevant to gender and to specific key
populations are dealt with in separate sections, below.

Health laws, plans, policies, guidelines, and structures

The National Health Policy, upon which health sector strategies and plans are anchored, outlines the following as core principles:
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democratization and decentralization of health services; preventive and promotive health
service development; health service accessibility by all; inter-sectoral collaboration and
private sector involvement; and self-reliance in health development through mobilization
and efficient utilization of resources. Since the National Health Policy is issued in 1991, the
Government of Ethiopia has implemented five successive Health Sector Development Plans
(HSDPs). Each HSDP followed critical reviews and analysis of the nature, magnitude and root
causes of public health problems, with broader consideration of emerging challenges in the
country. Ethiopia is currently implementing a five-year Health Sector Transformation Plan
(HSTP-I1) 2020/21-2024/25, from which the national TBL strategic plan emanates.

To address the quality arm of the HSTP-1 agenda, the National Quality Strategy (NQS) was de-
veloped. It focuses on ensuring reliable, excellent clinical care, protecting patients, staff, and
attendants from harm, and improving the efficiency of the delivery of care, while increasing

access, equity, and dignity of care for Ethiopians. NQS prioritized five major areas, in which

HE FEDERAL PRISON communicable diseases is one of them. Accordingly, a number of service and/or program spe-

cific quality improvement initiatives were developed and implemented. However, a range of

PROCLAMATION NO. problems undermined implementation, including lack of coordination at national and sub-
1174/2019 PROVIDES national level, weak accountability mechanisms, sub-optimal quality measurement data and
tools, weak information use culture, shortage of a wide range of service inputs (including fi-

THAT PRISONERS SHALL nance, competent and compassionate workforce, medical supplies and public health infra-
structure). Community preference for higher-level care (secondary and tertiary) and lack of

BE TREATED WITH integration across service components along the continuum of care (such as poor referral and

follow-ups services) contribute to the challenges.

RESPECT TO THEIR

Despite intensive ongoing to address the equity gaps, disparities remain in delivery and cov-
HUMAN RIGHTS, DIGNITY, erage of high-quality health services, persisting across domains of geography, age, gender,
and disability. These disparities, in turn, contribute to inequities in use of health services,

AND HEALTH. health outcomes, and population-level impacts.

The second Health Sector Transformation Plan (HSTP-11) also includes Prevention and Con-
trol of Communicable Diseases strategies. This strategic direction focuses on the prevention,
control and management of major communicable diseases including tuberculosis. The pre-
vention and control strategy plan includes increasing TB detection rate from 71% to 81%,
increasing TB treatment success rate from 95% to 96% and increasing number of DR TB cases
detected from 720 to 1,365. The health system will focus on high-impact interventions aimed
at reducing the burden of these communicable diseases, and on health promotion and dis-
ease prevention; and will strengthen screening, diagnosis, and treatment of communicable
diseases.

Major strategic initiatives includes, enhance implementation of integrated, patient-centered
TB prevention and care (shift from a TB control to ending the TB epidemic mode), Strengthen
TB and leprosy case finding, contact tracing and screening services, Strengthen TB/DR-TB di-
agnostic services, including sample referral network and access to a more sensitive screening

tools such as chest X-Ray and GeneXpert, Enhance provision of Community TB screening and treatment support services, Engage private
facilities in TB diagnosis and treatment services, Strengthen and expand TB prevention therapy for HIV+ cases and household contacts,
Strengthen and expand universal drug susceptibility testing services, Strengthen and expand drug-resistant TB treatment initiating and
follow up sites and strengthen rehabilitation services for people with a major disability.

Ethiopia is also one of the signatories to the International Health Regulations (2005) (IHR) and is expected to take the necessary steps
to prepare and carry out appropriate national implementation plans to ensure the required strengthening, development, and mainte-
nance of the core public health capacities. Accordingly, in addition to the National Health Policy and Health Sector Transformation Plan
(HSTP-I1) 2020/21-2024/25, the government developed the National Action Plan for Health Security (NAPHS) aimed to improve the health,
social, and economic status by reducing health security threats through multi-sectorial coordination; quality human infrastructure and
financial resources; and health management system that assures continuous community participation and engagement. Several objec-
tives and activities have been planned under the 46 JEE indicators of the 19 thematic areas to improve national health security and are
expected to be implemented in one health approach.

Food and Medicine Administration Proclamation No.1112/2019 regulates the provision of health care in Ethiopia. It also sets out the
rights of health users, such as the right to equality in access to healthcare, the right to have full knowledge of one’s condition, to partici-
pate in decisions regarding one’s health, to consent to healthcare services, and the right to medical confidentiality, among other things.
It provides the right to lay complaints about unprofessional healthcare services as well.

According to the Proclamation the Ethiopian Food and Drug Control Authority (EFDA), a national regulatory agency, is mandated to en-
sure the safety, quality and efficacy of medicines and medicine devices by undertaking the major regulatory functions including market
authorization, quality testing/, regulatory inspection (Good manufacturing practice and supply chain inspection), pharmacovigilance,
market surveillance, and control and clinical trial monitoring. No medicine and medical devices, obtained either from local manufac-
turers or foreign sources, can be marketed and made available for use in the country without market authorization or permission from
EFDA. EFDA is authorizing marketing or availability for use of medicine and medical devices in the country after ensuring the safety,



efficacy, and quality of medicines and medical devic-
es through dossier evaluation, Good Manufacturing
Practice Inspection, and Laboratory Quality testing,
as well as issuing pre-import approval and port clear-
ance permit. EFDA is also undertaking and coordinating
post-market or use surveillance: including undertaking
regulatory inspection, marketing surveillance and con-
trol, and pharmacovigilance to ensure safety, efficacy
and quality of medicine and medical device after are
made available for use in the country.

The current Guidelines for Clinical and Programmatic
Management of TB, TB/HIV, DR-TB and Leprosy encom-
passes a strong coalition with communities, a human
rights-based, ethical and equitable approach to imple-
mentation, and adaptation of the strategy to end TB
strategy.

Labour laws

Labour Proclamation No0.1156/2019 regulates the em-
ployment relationship, providing for an employee’s
right to fair labour practices, prohibiting discriminato-
ry acts in the workplace, and protecting workers from
unfair dismissals - such as dismissals based on unfair
discrimination. Regarding civil servants, the Federal
Civil Servants Proclamation No.1064/2017 regulates the
employment conditions of employees within the public
service, ensuring their rights to fair labour practices.
The proclamations provides every employee - including
employees with TB - with the right not to be unfairly
dismissed or subjected to an unfair labour practice. Dis-
missals based on an arbitrary ground are automatically
unfair dismissals; other unfair dismissals are dismissals
that do not relate to a person’s conduct, capacity to
work or the operational requirements of the employer.
Unfair labour practices include unfair conduct relating
to promotions and demotions, unfair suspensions and
unfairly failing to reinstate an employee. These provi-
sions protect employees with TB from being treated un-
fairly or dismissed in the workplace simply on the basis
of their TB status or TB history, without regard to their
capacity to work.

The Labour Proclamation places a general obligation on
employers to provide and maintain a working environ-
ment that is safe and without risk to the health of their
employees. It sets out the rights of employees (which
would include farm workers and healthcare workers) to
a safe working environment and to receive information

and training on health and safety measures. Employers have a duty to provide
a safe environment, including organising work, equipment and machinery in
such a way that they are safe, providing information and training and enforcing
the necessary health and safety measures. In the context of TB, this means that
employers have a duty to take steps to ensure conditions at work do not place
employees at higher risk of TB infection - e.g. by reducing risks such as poor
ventilation and by providing equipment and training to support employees to
use infection control measures in the health care environment, for instance (de-
tailed further below in the section on healthcare workers).

Laws Regarding Persons Held
In Custody And Convicted

The Federal Prison Proclamation No. 1174/2019 provides that prisoners shall be
treated with respect to their human rights, dignity, and health. The premises
and compounds of prisons shall also not be hazardous to health, and they shall
have fresh air and sufficient lights. Thisisimportant due to the fact that the pris-
on environment and conditions - overcrowding, congestion, poor ventilation, -
may place prisoners at high risk of TB exposure and infection; prisoners have a
right to be protected from ill health within the prison environment. Thus, the
implementation of these provisions is vital to protect the health of prisoners and
to decrease their risk of exposure to TB. The Proclamation also provides that the
commission shall maintain prisoners’ health care, and provide prisoners with
free medical treatment. It also undertakes and encourages tasks, services, and
activities necessary for the physical and mental well-being of prisoners.

The Proclamation also established the Committee of Community Leaders which
combination of voluntary individuals recognized in the community, especially
religious leaders, cultural leaders, elders, human rights advocates, famous indi-
viduals, and the like. The Committee shall ensure the treatment of prisoners by
the Commission respects the Constitution, international human rights agree-
ments Ethiopia has accepted, the Proclamation, and other relevant laws, which
positively impact the respect of human rights of prisoners affected by TB and
enhance accountability.

The Treatment of Federal Prisoners Council of Ministers Regulations No.
138/2007 provide that the treatment of prisoners shall be treated based on
the basic principle of respect to their human dignity and no discrimination on
ground of gender, language, religion, political opinion, nation/nationality, social
status or citizenship (Article 3(1) and(2)). Prisoners are also subjected to medi-
cal examination when admitted to a prison and prisoners with communicable
diseases will have separate accommodation from other prisoners (Article 4(3)
and 5(3)(d)). The Directive also provides that the premises in which prisoners
live shall have windows large enough to allow adequate fresh air to circulate.
Prisoners are also should be provided with medical treatment free of charge
with adequate medical equipment and medical facility (Article 11). The imple-
mentation of these provisions is vital to protect the health of prisoners and to
decrease their risk of exposure to TB. New directive also under the way on the
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AVAILABILITY, ACCESSIBILITY, ACCEPTABILITY,
AND QUALITY (AAAQ)

The AAAQ dimension of the right to health framework encompasses the right to physical
and mental health facilities, goods, and services that are available, accessible, accept-
able, and of good quality. Availability requires that these facilities, goods, and services be
available in “sufficient quantity” in the country. Accessibility includes nondiscrimination
and physical, economic, and information accessibility. Acceptability requires that health
facilities, goods, and services be culturally appropriate, sensitive to gender and life-cycle
requirements, and respectful of medical ethics, including confidentiality. Quality requires
that they be “scientifically and medically appropriate” and administered by skilled health

workers. REMARKABLY, DESPITE
In Ethiopia lack of privacy and confidentiality in TB clinics and health services, is one of THE EVIDENCE
acceptability issue. A prohibitively long distance to TB clinics, a physical accessibility chal- OF WIDESPREAD

lenge, appears the other challenge. Acceptability problems with the standard TB treat-
ment, particularly the length of treatment, treatment side effects, and the nature of DOT, DISCRIMINATION AGAINST
all of which are also quality concerns. A low awareness and lack of access to information
about TB disease and TB health services are the leading information accessibility issues, PEOPLE AFFECTED
in Ethiopia. Furthermore the limited availability of trained TB health workers in TB centers,
primary health care and other clinics, and prisons. Additional availability issues include a BY TB, ETHIOPIA
lack or limited availability of TB treatment support services, particularly counseling and HASN’T EXPLICITLY
other mental health care. There is limited availability of rapid molecular diagnostics for
TB that is faster and more accurate than traditional sputum smear microscopy and detect PROHIBITS TB-RELATED
resistance to first-line TB drugs. First-line TB drug stock-outs.

DISCRIMINATION

The two principal discrimination accessibility challenges identified are discriminatory

treatment of TB key and vulnerable populations in health care and discriminatory adminis- IN LAW’ THUS LACK
trative barriers to health services. The latter includes residency and identification require- LEGAL PROHIBITIONS
ments to access TB health services, impacting mobile populations, internally displaced
persons, and people with a history of imprisonment. Lack of access to nutritional support TARGETING
during TB treatment is another major concern in Ethiopia. The additional acceptability
challenges related to operational issues, including limited hours, long wait times, and over- DISCRIMINATION AGAINST
crowding at TB clinics. These operational issues are also accessibility and quality concerns.

The primary quality issue in Ethiopia is the limited availability of trained TB health workers, PEOPLE AFFECTED BY TB.
which is noted above as an availability concern. The misdiagnosis or delayed diagnosis and
inappropriate treatment of people with TB are also major quality concerns.

Nondiscrimination and equal treatment

The nondiscrimination and equal treatment dimension comprises the prohibition against
discrimination in health care and the underlying determinants of health, and a positive di-
mension requiring states “to provide those who do not have sufficient means with ... health

groups” in the process and content of their public health strategies and action plans and to ensure that health workers are “trained to
recognize and respond to the specific needs of vulnerable or marginalized groups.”

Identifying groups who are especially vulnerable to TB infection or disease or who experience barriers to accessing TB health services is
a unique component of the CRG assessment. There is various programmatic, legal, and policy gaps and barriers that negatively impact
TB key and vulnerable populations in Ethiopia. These include an absence of policies, programs, and dedicated resources in national TB
programs recognizing and prioritizing these populations in national disease responses.

The national TB programs do not effectively disaggregate data for TB key and vulnerable populations to understand their size, locations,
and unique vulnerabilities. The fear of Criminal or administrative laws and policies and law enforcement deter the use of TB health
services among these populations, such as people who use drugs, sex workers, undocumented migrants, and people with a history of
imprisonment.

Remedies and accountability

The remedies and accountability dimension of the right to health framework embodies the importance of accountability and effective
remedies for health-related human rights violations, enabled by courts and non-judicial mechanisms at the national and international
levels. In Ethiopia, people affected by TB have limited access to justice and accountability mechanisms in the TB response. There are a
range of issues for which remedies and accountability were out of reach. These include discrimination in employment and health care,
violations of the rights to privacy and confidentiality, denial of health services, and compensation for occupational exposure to TB, in-
cluding for health workers. Furthermore, people affected by TB lack access to justice due to the absence or limited availability of legal
aid services. In addition, the limited use of courts by people affected by TBis due to low levels of legal literacy and knowledge about legal
rights. There also existed lack of accountability for preventable TB deaths, inappropriate medical treatment of people with TB, and other
issues of serious neglect of people affected by TB, including in prisons.

Participation



insurance and health-care facilities.”

In Ethiopia people affected by TB experience discrimi-
nation in health care, including when they seek TB care
but also in primary health care settings. People affect-
ed by TB experience employment discrimination at the
hands of both employers and coworkers. Discriminato-
ry and stigmatizing treatment of people affected by TB
in families and communities are exhibited as well. In the
family context, women affected by TB are sometimes di-
vorced or abandoned because of their experience with
the disease. Children and young people affected by TB
also experience discrimination in education, in both
schools and higher education.

Remarkably, despite the evidence of widespread dis-
crimination against people affected by TB, Ethiopia
hasn’t explicitly prohibits TB-related discrimination
in law, thus lack legal prohibitions targeting discrim-
ination against people affected by TB. However, the
law and policies governing the TB response in Ethiopia
does not contain stigmatizing and discriminatory termi-
nology. Instead the laws or executive decrees address
discrimination against all person, which includes and
some aspects of discrimination against people with TB,
including in employment.

Health-related freedoms

Health-related freedoms include the rights to privacy,
to confidentiality, and to be free from nonconsensual
medical treatment (i.e., the right to informed consent),
as well as the freedoms of association, assembly, and
movement.

The lack of protection for the privacy and confidential-
ity of people affected by TB in law, policy, and practice
is the central challenge to health-related freedoms in
Ethiopia. These include a lack of privacy and breaches
of confidentiality in health care that deter the use of TB
testing and treatment services and challenge treatment
adherence. The laws protect confidentiality in health
care more generally. In practice there existed privacy
concerns related to TB public health activities, includ-
ing contact tracing and disease notification procedures.
Furthermore, TB clinics’ infrastructure and operational
procedures impinge on privacy with exterior and in-
terior signs and waiting room practices. Involuntary
isolation and hospitalization of people with TB is also
the other concern. Ethiopia has laws authorizing the
quarantine or compulsory hospitalization of people
with infectious diseases which includes people with
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TB. There is arbitrary arrest, detention, or imprisonment of people with
TB or multidrug-resistant TB for posing a threat to public health or for
stopping treatment. Regarding testing or treatment of people affected
by TB, there is lack of protection of the right to informed consent for TB
treatment and testing or during the collection of personal health data
for public health purposes.
The Criminal Code of the Federal Democratic Republic of Ethiopia
(FDRE Criminal Code) under Article 514, criminalize the transmission
of a communicable human disease, that include TB, which discourage
health-seeking behavior among people affected by TB and created bar-
riers to health services for people affected by TB, including for TB key
and vulnerable populations.

Gender perspective

The gender perspective dimension of the right to health framework en-
compasses states’ obligation to “integrate a gender perspective in their
health-related policies, planning, programmes and research,” including
the disaggregation of health data according to sex..

In Ethiopia, the primary issue is the impact of patriarchal social and cul-
tural norms, including around domestic gender roles and household
finances. Patriarchal norms limit women’s health-related decision-mak-
ing autonomy, impede their access to TB health services, and increase
their vulnerability to TB infection and disease. Women affected by TB ex-
perience more frequent or more intense stigma and discrimination than
men in their families and communities, sometimes leading to abuse,
gender-based violence, divorce, or abandonment. In addition, women
in Ethiopia lack access to information and are less knowledgeable than
men about TB disease and TB health services.

Men affected by TB also face unique challenges. Men experience height-
ened risks of exposure to TB infection, reduced access to TB health
services, and higher mortality rates from TB due to a host of factors,
including employment insecurity, occupational exposure, labor migra-
tion, notions of masculinity, and social and behavioral factors such as
smoking, excessive alcohol consumption, and problematic drug use.

There is substantial gender-related programmatic, legal, and policy
gapsin the national TB responses. These include the lack of explicit legal
prohibition of gender-based discrimination in health care and the failure
to consider the role of gender in TB programs, policies, guidelines, and
monitoring and evaluation frameworks. Furthermore there is limited
availability or lack of gender-sensitive TB health services, due to the lack
of gender-sensitivity training for TB health workers, among other things.

Vulnerable and marginalized groups

The vulnerable or marginalized groups dimension comprises states’ ob-
ligation to “give particular attention to all vulnerable or marginalized

The participation dimension represents the right of affected communities to participate “in all health-related decision-making at
the community [and] national ... levels.”

In Ethiopia, there is significant lack of mobilization and meaningful engagement of people affected by TB and TB key and vulner-
able populations in the national TB responses. These includes low number of civil society and community groups working on TB,
limited influence of such groups, and limited financial and other support available to these groups to facilitate their meaningful
participation in the TB response. Furthermore, national TB programs fail to meaningfully engage people affected by TB in designing,
implementing, monitoring, and evaluating TB policies and programs. This gaps or barriers in law and policy hinder the meaningful
participation of communities affected by TB.

Legal and Policy Frameworks For Selected Key Populations
Healthcare workers

Healthcare workers (HCWs) are protected by the broad rights set out in the Constitution as well as by the range of general labour-re-
lated legislation and health laws, which are stated above. These protect the rights of HCWs to fair labour practices, non-discrimina-
tion in the workplace as well as protection from occupational injury and disease. The Ethiopian Constitution is the foundation for
the governance of OSH. It has numerous articles that ensure the protection of citizens and workers from environmental and work
related hazards. The Ethiopian Labor Proclamation No. 1156/2012 has established the provisions of OSH in work places. The proc-
lamation enforces that the employer has a legal obligation to protect workers from injuries and illnesses, including the provision of
occupational health services.

The National Health Policy of 1993. The policy has clearly indicated principles that directly deal with the issues of occupational
safety and health. Under Article 2(2) the policy states that emphasis will be made in order to the promotion of occupational health
and safety in industries and production sectors. It also states the development of environmental health which also include occu-
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pational health (Article 2(3)). Under strategies to implement the policy it is clearly stated that
inter sectorial collaboration shall be made in order to develop facilities and mechanisms for
workers health and safety in production sectors (Article 3(9)). The Federal Government also
approved National Occupational Health and Safety Policy 2014. However, a lack of local policy
statements at the enterprise level and the existence of inadequate awareness of the existing
regulatory provisions are challenges that still require immediate attention to reflect the Na-
tional level of OSH Policy.

Regarding healthcare professionals occupational health and safety specifically, these provi-
sions provides that health establishments must implement measures that minimize injury or
damage to the person or property of HCWs. This means that HCWs must be protected from
physical harm and their working environment made safe and free from any hazardous inci-
dents. The proclamation establishments to ensure compliance with these standards. Various
infection control policies have been developed in the healthcare sector to give effect to these

legal provisions. Specifically in relation to TB, the Guidelines On Programmatic Management THE FEDERAL
Of Drug Resistant Tuberculosis focus on the clinical management, referral mechanisms and
models of care and cover psychosocial support to ensure comprehensive management of pa- GOVERNMENT

tients, strategies for infection prevention and control, and occupational health services for

healthcare workers (HCWs). These guidelines provide, among others, that the management ALSO APPROVED
of MDR-TB will be conducted in dedicated MDR-TB units, in other health care facilities and in NATIONAL
the community by trained healthcare workers in an environment with appropriate infection
control measures to prevent nosocomial transmission of DR-TB. The health extension system OCCUPATIONAL
aims to support community health workers, working with health professionals, to form the
bridge between communities and health service provision within health facilities, to bring HEALTH AND SAFETY
healthcare closer to communities. It contains important guidelines for strengthening the
management and training of community health workers in various ways, including in terms of POLICY 2014.
improved occupational health and safety processes.

These Guidelines also provide additional protection for the labour rights of healthcare work-
ers who contract drug-resistant TB through work: they note that as a general rule, HCWs who
contract DR-TB through work should not be dismissed on the basis of incapacity at the expiry
of their paid sick leave. A fair procedure should be followed, including an investigation into
the nature and extent of the incapacity, the effects of treatment, and alternatives to dismiss-
al. This would usually result in extended sick leave being granted. The provision of extend-
ed sick leave to an employee, at least on an unpaid basis or at less than full pay, in order to
undergo treatment for MDR-TB would be regarded as fair. Fairness can only be tested in the
circumstances of each particular case, and factors such as disability insurance and ill-health
retirement benefits as alternatives would be relevant.” The Guidelines for Clinical and Pro-
grammatic Management of TB, TB/HIV, DR-TB and Leprosy stipulate that all staff and persons
residing in the congregate setting should be given information and be encouraged to undergo

periodic TB screening and diagnostic investigation if they have signs and symptoms suggestive of the disease. If diagnosed with TB and/
or HIV, they should be offered a package of prevention and care that includes regular screening for active TB.

People Who Use Drugs

Addressing any health disparity, including highly contagious yet highly manageable TB, is impossible without involving the communities
of people who use drugs (PWUD) and acknowledging their fundamental rights to health, dignity and life. Recognizing that PWUD as indi-
viduals and as a group have agency to take charge of their own health, while providing access to the necessary services and support, is
the only way forward for curbing TB in this population.

WHO have produced consolidated guidelines for an integrated package of HIV and TB care for people who use drugs, guiding national
health responses for people who use drugs. People who use drugs have the same rights as all persons, including the right to equality and
non-discrimination and the right to access healthcare services. However, national drug laws and policies in Ethiopia are prohibitionist
and punitive, supporting abstinence and justifying negative attitudes towards drug use and people who use drugs in the public health-
care sector. Newer policies and guidelines have started to move towards aligning with international standards for harm reduction for
people who use drugs.

At international level Ethiopian has ratified international conventions adopted by the UN to control drug abuse include; the 1961 Single
convention on narcotic drugs, the 1971 Convention on Psychotropic Substances, and the 1988 Convention against illicit traffic in psy-
chotropic and narcotic drugs offers legal apparatuses for implementing the former conventions and has also established organizational
structures such as Drug Administration and Control Authority of Ethiopia, the Illicit drug control units in the Federal and Regional police
commissions, drug treatment centers to deal with drug issues. Pursuant to Article 9 (4) of the FDRE Constitution all the three United Na-
tions Conventions on drug control are considered as the integral part of the national laws on drug control.

At national level, the Health Policy of 1993 mentions in its Information, Education and Communication Strategy to “discouraging the
acquisition of harmful habits such as cigarette smoking, alcohol consumption, drug use and irresponsible sexual behavior”. The Gov-



ernment promulgated The National Drug Policy of 1993
as a follow up to the health policy and commensurate
with the Transitional period charter and the economic
policy of Ethiopia. This policy provides the power to the
then Drug Administration and Control Authority (DACA)
of Ethiopia, now Ethiopian Food, Medicines and Health
Care Administration and Control Authority (EFMHACA)
provides to make the necessary efforts to deter the il-
legal manufacturing, distribution and consumption of
narcotic and psychotropic drugs and the control of pre-
cursor chemicals. In 2013, EFMHACA developed three
important guidelines that are being implemented cur-
rently. The National Drug Policy 2015 - 2020 reinforces
the provisions of the previous one.

The Food and Medicine Administration Proclamation
No: 1112/2019 regulates drugs and medicines in Ethio-
pia. In terms of drugs, the proclamation draws on the
UNODC 1961 Single Convention on Narcotic Drugs and
the 1971 Convention on Psychotropic Substances, de-
termining which substances are classified asiillicit drugs
and under what circumstances they are scheduled med-
icines. The Criminal Code criminalizes the use of certain
drugs in Ethiopia. It provides for the prohibition of the
use or possession of, or the dealing in, drugs, defining
illegal acts, the roles and processes of law enforcement
and penalties for drug use or possession. This code pre-
dominantly guides law enforcementand sets up an over-
arching legislative framework in which all drug use and
people who use drugs are criminalized. This have been
shown to create barriers to healthcare services for peo-
ple who use drugs; it would also impact on their access
to TB-related healthcare services and have a profound
impact on health-seeking behavior among people who
use drugs. Punitive drug policies and criminalization
also lead to complete disregard for the human rights
of PWUD, widespread harassment and violence by po-
lice, and the reinforcement of societal stigma. Both in
police lock-ups and in health settings, criminalization
translates into discrimination against PWUD, denial of
care and treatment, and other practices that can be
characterized as cruel, inhumane and degrading, such
as the use of withdrawal during interrogations or while
in pre-trial detention.

The National Mental Health Strategy addresses the
needs of those who suffer from common substance
abuse. The goal of this strategy addresses the mental
health needs of all Ethiopians(which includes peo-
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ple who use substance) through quality, culturally competent, evi-
dence-based, equitable and cost-effective care, along with accessibility,
the need to protect human rights, efficiency and sustainability, and com-
munity involvement and participation, are the principles and values from
which this strategy was developed.

The National Drug Control Master Plan (NDCMP) 2017-2022 under section
2.5.2.2 incorporated treatment, rehabilitation and social reintegration.
The master plan mandated the Ministry of Health to use its national in-
frastructure to bring quality and affordable drug use disorders treatment
closer to communities. It also mandated the Ministry to build the capacity
of its cadres of professionals to offer a spectrum of treatment services,
ranging from Brief Interventions, screening and diagnosis, psychosocial
support and pharmacological treatment when indicated.

The NDCMP objectives for the treatment, rehabilitation and social rein-
tegration priority area, includes to offer affordable and accessible treat-
ment for substance use disorders and improve the quality of life of people
who use drugs (PWUD), to intervene at the earliest possible pointin order
to reduce the negative consequences associated to drug use, to strength-
en the national capacity for the provision of rehabilitation and social re-
integration to people who use drugs, and to ensure the availability of the
relevant medication for the treatment of substance use disorders.

The NDCMP also uses human rights-based terminology in relation to drug
use and includes people who use drugs as a target population for stigma
and discrimination reduction measures.

The Guidelines On Programmatic Management Of Drug Resistant Tuber-
culosis provide TB healthcare services for people who use drugs but re-
quire “rehabilitation” for those who fail to adhere to treatment, in order
to continue treatment. However, drug treatment centers are unable to
accept patients with MDR-TB, so the policy is, in effect, exclusionary.

Mineworkers

Mineworkers are protected by the broad rights set out in the Constitu-
tion as well as by the range of general labour-related legislation, which
are stated above. These protect the rights of Mineworkers to fair labour
practices, non-discrimination in the workplace as well as protection from
occupational injury and disease.

The Constitution is the foundation for the governance of occupational
safety and health in work places. Article 42(2) stipulates that “Workers
have the right to reasonable limitation of working hours, to rest, to lei-
sure, to periodic leaves with pay, to remuneration for public holidays as
well as healthy and safe work environment”. Under Article 89(8) the con-
stitution states that “Government shall endeavor to protect and promote
the health, welfare and living standards of the working population of the
country.” It also has numerous articles derived from this Constitution
that ensure the protection of citizens and workers from environmental
and work related hazards.

The Economic Policy of 1992 indicate the need for a labour law that determines fair and applicable labour relation, occupational
safety and health and working conditions in the spirit of market economy. According to the policy, the labour law to be issued this
way will facilitate the development of private ownership as prime and sole actor in the economic development of the nation. Ac-
cordingly, The Ethiopian Labor Proclamation No. 1156/2012 has established the provisions of occupational safety and health in work
places. The proclamation enforces that the employer has a legal obligation to protect workers from injuries and illnesses, including
the provision of occupational health services.

The National Health Policy of 1993 has clearly indicated principles that directly deal with the issues of occupational safety and
health. Under Article 2(2) the policy states that emphasis will be made in order to the promotion of occupational health and safety in
industries and production sectors. It also states the development of environmental health which also includes occupational health
(Article 2(3)). Under strategies to implement the policy it is clearly stated that inter sectorial collaboration shall be made in order to
develop facilities and mechanisms for workers health and safety in production sectors (Article 3(9)).

The Federal Government also approved National Occupational Health and Safety Policy 2014. However, a lack of local policy state-
ments at the enterprise level and the existence of inadequate awareness of the existing regulatory provisions are challenges that still
require immediate attention to reflect the National level of OSH Policy.

Miners face numerous barriers to diagnosis and treatment. Small-scale and illegal mining operations most likely do not provide
healthcare services for their employees, who therefore rely on public services that may be difficult to access. Mine workers at larger
mines are likely to have access to occupational health services while they are working, but continuity of care, adherence, support
and access to diagnostic facilities are not always available once they return home. Furthermore, miners sometimes avoid seeking
diagnosis or treatment because of fear of stigma from family members and HCWs. Mineworkers often return or are sent home after
acquiring TB, where social networks and support systems may be stronger, to convalesce and possibly to die .

People returning to labour-sending communities tend to have poor treatment outcomes and carry their infections with them. More-
over, miners returning home sick places additional strain on the families and communities they come from who have to carry the
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burden and costs of care, as well as the risks of infection without the income that the miner
would have sent home as remittances. Women in rural labour-sending communities lose their
primary breadwinner and have the combined burden of having to look after the sick, care for
children and look for a job - causing not only physical distress, but also emotional distress in
many of these women and their families. The TB epidemic in peri-mining and labour-send-
ing communities is often exacerbated by misinformation, TB stigma and healthcare mistrust.
Additional barriers to care in these communities include lack of access to mine occupational
health services and having to travel long distances to access care.

¢ & IN ETHIOPIA TO

Compensation for occupational diseases such as silicosis and TB remains difficult for miners’

families to obtain. This compensation typically includes only work shifts lost due to hospi- THE SAME RIGHTS

talization, and requires evidence of second-degree tuberculosis or permanent lung damage

from a medical doctor. Families typically report no compensation or delayed compensation, AND FREEDOMS’

which contributes to poverty after the loss of the household breadwinner. This also means

that the families of disabled miners and ex-miners bear the direct costs of care. AND PROHIBITS
DISCRIMINATION

Prisoners/Inmates

BASED UPON RACE,

The Federal Prison Proclamation No. 1174/2019 provides that prisoners shall be treated with
respect to their human rights, dignity, and health. The premises and compounds of prisons NAT'ONAL'TY, GENDER,
shall also not be hazardous to health, and they shall have fresh air and sufficient lights. This
isimportant due to the fact that the prison environment and conditions - overcrowding, con- coLo R, LANGUAG E,
gestion, poor ventilation, - may place prisoners at high risk of TB exposure and infection; pris-
oners have a right to be protected from ill health within the prison environment. Thus, the RELIGION AND
implementation of these provisions is vital to protect the health of prisoners and to decrease

their risk of exposure to TB. The Proclamation also provides that the commission shall main- POLITICAL OPINION
tain prisoners’ health care, and provide prisoners with free medical treatment. It also under-

takes and encourages tasks, services, and activities necessary for the physical and mental (CHAPTER "I’ ARTICLE
well-being of prisoners. 25)_
The Proclamation also established the Committee of Community Leaders which combination
of voluntary individuals recognized in the community, especially religious leaders, cultural
leaders, elders, human rights advocates, famous individuals, and the like. The Committee
shall ensure the treatment of prisoners by the Commission respects the Constitution, interna-
tional human rights agreements Ethiopia has accepted, the Proclamation, and other relevant
laws, which positively impact the respect of human rights of prisoners affected by TB and
enhance accountability.

The Treatment of Federal Prisoners Council of Ministers Regulations No. 138/2007 provide
that the treatment of prisoners shall be treated based on the basic principle of respect to
their human dignity and no discrimination on the ground of gender, language, religion, po-

litical opinion, nation/nationality, social status or citizenship (Article 3(1) and(2)). Prisoners are also subjected to medical examination
when admitted to prison and prisoners with communicable diseases will have separate accommodations from other prisoners (Article
4(3) and 5(3)(d)). The Directive also provides that the premises in which prisoners live shall have windows large enough to allow adequate
fresh air to circulate. Prisoners are also should be provided with medical treatment free of charge with adequate medical equipment and
medical facility (Article 11). The implementation of these provisions is vital to protect the health of prisoners and to decrease their risk of
exposure to TB. A New directive is also underway on the health of prisoners.

The current Guidelines for Clinical and Programmatic Management of TB, TB/HIV, DR-TB and Leprosy stipulate that buildings in congre-
gate settings should comply with regulations for ventilation in public buildings as well as specific norms and regulations for prisons.
Relating to the management of tuberculosis in correctional facilities, it stipulates that TB identification must be conducted upon entry/
periodically and upon exit, separation, and effective treatment of those diagnosed with TB. Symptomatic inmates must provide sputum
samples for further investigation as well.

The guideline requires cough etiquette and respiratory hygiene to be implemented to decrease TB transmission in congregate settings
(prisons). This should be done with early identification, followed by separation and proper treatment of infectious cases. In particular,
all inmates of long-term stay facilities and inhabitants of other congregate settings should be screened for TB before entry into the
facility. People suspected of having TB should be diagnosed as quickly as possible. They should always be separated and/or isolated in
an adequately ventilated area, until sputum smear conversion. Directly observed therapy (DOT), while a patient is on treatment, is also
recommended. In short-term stay congregate settings, such as jails and shelters, a referral system for proper case management of cases
should be established. In congregate settings, patients living with HIV and other forms of immunosuppression have to be separated from
those with suspected or confirmed infectious TB.

People with Diabetes

A study documented the prevalence of diabetes (8.3%) among Ethiopian TB patients to be twice higher than the diabetes prevalence
(3.9%) reported in the general population. Another locally published study indicated that 5.8% of DM patients were reported to have



active TB. The rate of diabetes co-morbidity was more
than double the prevalence estimate in the general
population of Ethiopia.

The current Guidelines for Clinical and Programmatic
Management of TB, TB/HIV, DR-TB and Leprosy stated
the management principles of TB/DR-TB in patients
with diabetes similar to non-diabetic patients; However,
with reconsideration in view of the increased treatment
failure rates seen in patients with uncontrolled diabe-
tes. The guideline recommended aggressive treatment
for patients with uncontrolled diabetes since these pa-
tients have increased rates of relapse and recurrence.
It required very close monitoring of the patient to op-
timize glycemic control. It also states priority to be
placed on early detection of both diseases through ac-
tive screening, monitoring of adherence to medications
for both diseases, and integration of TB and DM man-
agement strategies that would facilitate the provision
of more comprehensive services that TB patients with
DM require.

However, the high proportion of people with DM and TB
remaining undiagnosed in Ethiopia or being diagnosed
at a late stage is mainly because of the lack of early de-
tection of the diseases which leads to more severe dis-
ease presentations, higher mortality, and higher cost of
treatment. If DM is diagnosed early in TB patients and
optimal glycemic control is maintained during TB treat-
ment, the treatment outcomes can be improved. How-
ever, data on the rate of undiagnosed DM, treatment
outcome and DM screening using risk scoring among TB
patients is limited in Ethiopia.

In Ethiopia almost all of TB clinics are not doing routine
screening for DM, requiring deliberate actions to initiate
the practice. However, the clinicians in the TB clinics
promptly learned how to do DM screening once training,
tools and test kits were made available. Ensuring con-
tinuity of this practice will depend on the longer-term
availability of resources including adequate funding
and technical expertise.

A fragmented healthcare system necessitated pa-
tients with TB-diabetes multi-morbidities to attend a
variety of different healthcare facilities, undermining
their health-seeking behavior. Often co-morbidity and
healthcare require that referrals be made to an appro-
priate facility for tuberculosis treatment.

National programs need to establish a coordinated re-
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sponse to these two diseases at both the organizational and clinical levels. Giv-
en the growing epidemic of DM, it is necessary to add DM prevention and control
strategies to TB control policies and programs and vice versa and to evaluate
their effectiveness.

Internally Displaced People (IDPS) and Refugees

TB is most severe in migrants, refugees, and displaced populations due to rea-
sons including poor shelter and living conditions, poor health and nutritional
status, overcrowding, and inadequate access to TB care and prevention. Thus,
these key populations face higher risk to TB infection and diseases progression,
contracting or developing MDR-TB, and unsuccessful TB treatment outcome.
Reports showed lower treatment success rate in TB patients among refugee
populations (74.2%) compared to surrounding communities (88.1%) in Gambel-
la region in Ethiopia.

Tuberculosis control programs are disrupted in conflict situations. Emphasis
is placed on ensuring early detection of cases, response and close follow up.
TB treatment in the initial phases of an emergency is provided at closer public
health facilities until the service is established in the refugee camps. AL TB cases
are linked to HIV prevention and treatment and are screened for HIV.

All the supplies to diagnose TB in the laboratory and treat cases are obtained
from the Ministry of Health, through the Regional Health Bureau and are provid-
ed to ARRA to run the health facilities, which provide the service free of charge.
ARRA is also a member of the Steering Committee for TB at the Ministry of
Health. In order to improve the health system’s ability to undertake proper case
detection, treatment and follow up, ARRA has discussed with the Ministry on the
possibility of organizing joint supervision of health facilities in the camps. This
joint supervision is expected to the TB program among the refugee population
by strengthening case detection, diagnostic capacities of the laboratories, the
treatment and follow up services.

Principles of equality and non-discrimination provide the foundations for the
realization of all other human rights, including the right to health. In keeping,
the Constitution entitles all people. in Ethiopia to the samerights and freedoms,
and prohibits discrimination based upon race, nationality, gender, color, lan-
guage, religion and political opinion (Chapter IIl, Article 25).

In addition, Refugee Proclamation No. 1110/2019 states that every recognized
refugee and asylum seeker shall have access to available health services in
Ethiopia (Part IV, Article 25), and is entitled to the rights and subjected to the
obligations contained in the International Refugee Convention, the OAU Refu-
gee Convention and other applicable international laws (Part IV, Article 22). The
Proclamation enables refugees in Ethiopia to be more independent and better
protected, and to have greater access to local solutions. It also has been praised
by many as “one of the most progressive refugee policies in Africa.”

The passage of Refugee Proclamation was followed by the development of a ten-
year National Comprehensive Refugee Response Strategy (NCRRS). The NCRRS
has been accompanied by a multi-sectorial RRP 2020-2021. The RRP 2020-2021 is
grounded in the spirit of the GCR and aims to contribute to the ten-year NCRRS.

In keeping, the RRP 2020-2021 outlines the collective response of concerned humanitarian and development partners in support of
registering all refugees in the country. Among its strategic objectives and operational priorities, the RRP 2020-2021 calls for improv-
ing documentation and strengthening refugee protection through the expansion of improved community-based and multi-sectorial
child protection and sexual and gender-based violence (SGBV) programs, as well as improving access to health related services.

In keeping with the RRP 2020-2021, the modality for improving refugees access to health services is intended to occur by strength-
ening existing health care facilities in refugee camps. To ensure sustainability, the plan is to integrate refugee health services into
health service delivery provided by RHBs and the MoH. The National Health Policy was under revision and incorporated into Section
Il was a mention of refugees as a specific population group, along with elderly, disabled and others. Given the National Health Policy
is a high-level strategic document that provides overall guidance and direction, having a focus on refugees is important and helps to
bring national policy in line with international commitments of the GoE and with the Refugee Proclamation No. 1110/2019.

In light revisions to the National Health Policy, it is reasonable to expect that Health Sector Transformation Plans (HSTPs) will be
more considerate of the country’s legal commitments to address the health needs of refugees, particularly those in humanitarian

settings, including women, children and adolescents. HSTPI, on which many of the current guidelines are based, never referred to
refugees; however, HSTPII 2021-2025 mentions refugees and IDPs in its SWOT analysis and risk mitigation sections. The strategy
outlined in HSTPII 2021-2025 is to establish service delivery points at IDP sites and refugee centers, and to strengthen health ser-
vices in these sites. The more challenging aspect of ensuring access to health services in humanitarian settings requires addressing
gender barriers embedded in legal and policy frameworks, particularly barriers that hinder demand and access to health services in
humanitarian settings. Although the GoE has made some progress to address barriers faced by refugees in accessing health services,
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there are barriers that remain at national, regional and local levels. Consultations with key stakeholders revealed some interesting
findings about barriers faced by refugees when it comes to accessing health services. Data from this assessment revealed a discrep-
ancy between policy and current practices in delivery of health services in humanitarian settings, as revealed in two refugee camps

in Gambella Region.

Advocating for the integration of refugee health care into the national health system, and working toward bridging the gap between
policy and local practices is a strategic and sustainable way to address and improve refugee’s access to health services. To this end,
legal and policy frameworks play critical roles in addressing the needs of refugees in humanitarian settings, either by facilitating or
serving as barriers to demand their rights and access to life-saving health services.



CHAPTER FIVE

CRG CASE STUDIES

“Empowering communities, upholding rights, advancing
gender equity, and promoting people-centered care are

vital for effective TB prevention, control, and treatment.”

TB Affected communities Focus group discussions were held in se-
lected health facilities. They were conducted during v-club experi-
ence sharing events. Attention was paid to their discussion to include
all concerns that had been made, which is related to CRG key assess-
ment quires. In addition, More than 50 survivors detail TB experience
and biographies were collected via informant interviews.

The process of conducting case studies involving vulnerable patients
begins with careful consideration of ethical guidelines and informed
consent. Our consultants ensure that appropriate measures are tak-
en to protect the confidentiality and privacy of participants. This in-
cludes obtaining permission from relevant ethical review boards and
requesting consent from the patients or their representatives. The
selection process for case studies should be comprehensive, taking
into account factors such as the specific vulnerability being studied,
the availability of suitable cases, and the potential benefits and risks
involved.

Once the cases have been identified, consultants began data collec-
tion. This typically involves a thorough review of the patient’s medical
records, interviews with the patient and relevant healthcare provid-
ers, and any necessary assessments or tests. It is crucial to approach
this process with sensitivity and empathy, as vulnerable patients may
have complex physical, emotional, or socio-economic circumstances
that influence their experiences. We tried to adapt our data gathering
methods to accommodate any special needs or limitations of the pa-
tients being studied. After collecting the necessary data, consultants
analyzed the information by identifying key patterns, themes, or
trends. This analysis often involves coding and categorizing the data
to identify common factors or issues related to vulnerability. Con-
sultants may use various analytical frameworks or theories to guide
their interpretation of the findings. It is important to acknowledge
the unique experiences and perspectives of each patient, while also
considering broader health disparities and social determinants that
contribute to vulnerability.

Finally, consultants developed a protocol or framework based on the
insights gained from the case studies. This protocol acts as a guide
for future healthcare interventions, policymaking, or educational ini-
tiatives aimed at addressing the needs of TB key and vulnerable pop-
ulations. The narration includes background, case details, specific
barriers and possible recommendations for tailored support systems,
targeted interventions, or improved access to care. Dissemination of
the findings and best practices is an essential part of ensuring that
the knowledge gained from the case studies can be translated into
practical improvements in healthcare delivery for vulnerable popu-
lations.

Case Study 1: Gemechu Terefe- Daily laborer

Background: Gemechu is a daily laborer in a small-scale mar-
ble producing company around Sululta city. Due to inadequate
safety measures and lack of healthcare access, he contracted
tuberculosis.

Case Study: Gemechu working in a dusty environment with lim-
ited safety precautions, faces exposure to various occupational
health hazards, including dust, toxic chemicals, and poor ven-
tilation. These conditions increase his risk of contracting respi-
ratory diseases, such as Pneumonia and tuberculosis. Further-
more, the lack of access to healthcare services specific to small
industries prevents Abebaw from receiving timely medical in-
tervention and preventive measures. His working conditions
and the absence of regular health screenings contribute to de-
layed diagnosis and treatment, may exacerbating the spread of
infectious diseases within the mining community.

Challenges: The lack of occupational health protections and
inadequate access to healthcare violate Gemechu’s human
rights and exacerbate his health risks. The infectious disease
negatively impacts his physical well-being, causing respiratory
symptoms, lung damage, and potential long-term complica-
tions. The absence of appropriate medical care and preventive
measures also heightens the risk of transmission to other min-
ers and their surrounding communities.

Recommendations: Cement and marble companies, regulato-
ry bodies, and healthcare providers collaborate to address the
occupational health hazards and healthcare needs of daily la-
borer. Strict enforcement of safety regulations and implemen-
tation of proper ventilation systems, protective equipment,
and regular health screenings aim to minimize the risk of infec-
tious diseases.

Accessible and specialized healthcare services are established
to provide comprehensive medical care to daily laborer, includ-
ing diagnosis, treatment, and preventive measures tailored to
their specific occupational health risks. Education and training
programs are conducted to raise awareness among miners
about the importance of safety precautions, early detection,
and seeking timely medical assistance.

Advocacy efforts focus on improving the rights and working
conditions of daily laborer, advocating for stricter regulations,
fair compensation, and access to quality healthcare. Collabo-
ration between companies, government agencies, healthcare
providers, and community organizations aims to address the
systemicissues contributing to the health risks faced by miners
and protect their human rights.




Case Study 2: TB, Disability and Stigma

Shimeles is 39-year-old man who lives alone in Slums called
Koshe. Due to his leprosy, he has limited mobility, relying on
a walker to move around. Since, he had no job; he is struggling
to put food in his table. On the top of that, having TB has made
him more vulnerable in terms of physical and psychological
well-being.

Physically, Mr. Shimeles faces challenges in performing daily
activities such as bathing, cooking, and cleaning. His limited
mobility and injuries make it difficult for him to complete these
tasks independently, increasing the risk of accidents or further
injuries. He requires assistance from family members or care-
giver to carry out these activities safely, but he doesn’t have
any.

Mr. Shimeles faced significant stigma and discrimination due to
misconceptions surrounding leprosy. Some community mem-
bers believed that leprosy was highly contagious, despite ev-
idence to the contrary, leading to fear and avoidance. People
treated him as an outcast, and his disability contributed to the
negative perception and exclusion.

The combination of the physical disabilities resulting from
leprosy and the social stigma surrounding TB had a profound
impact on Shimeles’s life. He faced barriers to employment, ed-
ucation, and social participation. The isolation and discrimina-
tion he experienced contributed to feelings of low self-esteem
and a diminished sense of belonging.

Recommendations: Disability rights organizations and health-
care providers collaborate to address the healthcare needs
of individuals like Shimeles. Efforts are made to ensure that
healthcare facilities are fully accessible, with ramps, elevators,
accessible examination tables, and appropriate signage.
Healthcare professionals receive training on disability sensitiv-
ity and inclusive care, improving their ability to meet the specif-
ic needs of individuals with disabilities. Accommodations, such
as sign language interpreters or alternative communication
methods, are provided to facilitate effective communication
between healthcare providers and patients with disabilities.
Advocacy initiatives focus on raising awareness about the
rights of individuals with disabilities to accessible healthcare
and the importance of removing physical and communication
barriers. The implementation and enforcement of disability
rights legislation ensure that healthcare facilities comply with
accessibility standards.

Case Study 3: Stigma and Discrimination
against TB affected individual

Sarah is a teacher who was diagnosed with DRTB two years
ago. She takes anti-TB medication, which helps manage her
condition and prevent transmission. However, she has faced
significant stigma and discrimination from various aspects of
her life.

Sarah worked as a teacher in a primary school. When her col-
leagues discovered her TB status, they started treating her
differently. They refused to share office or workstations with
her, fearing they would contract TB. Some even spread rumors
about DRTB, further fueling the stigma. Sarah’s work environ-
ment became hostile, impacting her mental health and force
to leave her Job. Sarah also faced discrimination in her com-
munity. Some neighbors shunned her, believing that living near
someone with DRTB would put them at risk.

The stigma and discrimination Sarah experienced took a toll
on her emotional well-being. She felt isolated, depressed, and
anxious. The hostile work environment caused her to consider
leaving her job, affecting her financial stability. The discrimi-
nation in her community led to social exclusion and strained
relationships with neighbors, adding to her overall distress.
Sarah reached out to local TB support organizations, where she
found counseling and support groups. These resources helped

her regain her confidence and cope with the emotional impact
of discrimination. She also collaborated with advocacy groups
to educate her colleagues and community members about TB
transmission and dispel misconceptions.

These case studies highlight the real-life experiences of individ-
uals who face stigma and discrimination due to factors beyond
their control. By understanding these examples, society can
work towards creating more inclusive and accepting environ-
ments for all individuals.

Case Study 4: Employee Contracted TB - Sick
leave policies

Zinash is a private bank employee who contracted drug resis-
tance tuberculosis. Following her diagnosis, she experienced
sever challenge because the paid number of days each year that
an employee is allowed to be away from work didn’t consider her
situation.

Zinash faced the unfortunate consequence of being fired from
her job due to having to miss work consistently as a result of
TB treatment follow-up. In order to prevent the infection from
spreading to other staffs, she had to quarantine herself and un-
able to take care of her workplace commitment for an extended
period.

When Zinash informed her employer about her condition, she felt
so pressured to come to work even when she is unwell, which can
negatively impact her productivity and basic human rights. On
the other hand, her boss faces difficulties in ensuring a healthy
work environment and managing absences effectively in the ab-
sence of clear regulations.

The lack of a legal framework to manage patients who are unable
to fulfill their workplace obligations due to illness can pose sig-
nificant challenges for both the employees and the employers.
Employers may find it difficult to handle such situations appro-
priately without clear guidelines in place. This can lead to confu-
sion, disputes, and potential legal implications.
Recommendations: A well-defined legal framework could help
address these issues by providing guidelines on employee rights,
sick leave policies, and workplace accommodation for individu-
als with illnesses or disabilities. It would outline the rights and
responsibilities of both employees and employers in managing
such situations, ensuring that employees receive the support
they need while maintaining the productivity and efficiency of
the workplace.

Having a proper legal framework in place is crucial for effectively
managing cases where employees are unable to fulfill their work-
place obligations due to illness. It provides clarity, protection,
and guidance for both employees and employers, helping strike
a balance between supporting the individual’s health needs and
maintaining a productive work environment.

Case Study 5: Zewednesh Assefa, PLHIV

Background: Zewednesh Assefa is a person living with HIV
(PLHIV) who contracted TB as well. She faces stigmatization and
discrimination due to her HIV status and TB.

Case Study: Zewednesh, already living with HIV, contracts an-
other infectious disease called tuberculosis due to a weakened
immune system. However, when she seeks medical assistance,
she faces stigmatization and discrimination from healthcare pro-
viders and the broader community.

Healthcare providers exhibit discriminatory behavior, refusing to
provide adequate care or maintaining unnecessary precautions
based on misconceptions about HIV transmission. Zewednesh
also faces stigmatization from the community, experiencing so-
cial exclusion, isolation, and denial of basic services.
Challenges: The stigmatization and discrimination experienced
by Zewednesh violate her human rights and have a detrimental
impact on her well-being. The combined effect of HIV stigma and
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discrimination related to TB contributes to increased emotional dis-
tress, mental health issues, and decreased self-esteem.

The stigmatization and discrimination also create barriers to access-
ing appropriate medical care and support, hindering her ability to
manage her health effectively. It further exacerbates the burden she
already experiences as a PLHIV, affecting her overall quality of life.
Recommendations: Efforts are made by HIV/AIDS organizations, ad-
vocacy groups, and healthcare providers to address the stigmatiza-
tion and discrimination faced by PLHIV like Zewednesh. Educational
campaigns and awareness programs are conducted to dispel myths
and misconceptions about HIV and TB transmission and emphasize
the rights and dignity of PLHIV.

Healthcare providers receive training on TB/HIV sensitivity, stigma re-
duction, and inclusive care practices. They are encouraged to provide
non-discriminatory, person-centered care that respects the rights
and autonomy of PLHIV.

Legal measures and policies are implemented to protect the rights
of PLHIV and ensure equal access to healthcare services without dis-
crimination. Complaint mechanisms and support systems are estab-
lished to address instances of stigma and provide recourse for indi-
viduals like Anna.

Community engagement initiatives aim to foster empathy, under-
standing, and social inclusion for PLHIV and those affected by TB.
Partnerships between HIV/AIDS organizations, healthcare providers,
and community groups work towards creating an inclusive society
that supports the rights and well-being of PLHIV.

Case Study 6: Birtukan Borru, exploitative labor
practices/ low wages

Background: Birtukan Borru works as a daily laborer in special zones
around the capital. Due to exploitative labor practices and inade-
quate living conditions, she contracted TB.

Case Study: Birtukan, employed in a mining operation characterized
by exploitative labor practices, faces numerous challenges that im-
pact her health. Long working hours, insufficient rest periods, expo-
sure to hazardous substances and inadequate access to clean water
and sanitation facilities contribute to her risk of contracting TB.

The living conditions provided by the mining company, such as over-
crowded and unsanitary dormitories, further exacerbate the spread
of infectious diseases among the miners. The lack of healthcare ben-
efits or limited access to medical care prevents Maria from receiving
necessary treatment and timely intervention for the infectious dis-
ease she contracts.

Challenges: The exploitative labor practices and substandard living
conditions violate Birtukan’s human rights and significantly impact
her health. The infectious disease affects her physical well-being,
causing discomfort, pain, and potential long-term complications. The
lack of access to adequate healthcare denies her the right to receive
timely medical assistance, exacerbating the spread of infectious dis-
eases within the mining community.

Furthermore, the exploitative labor practices, including low wages,
unsafe working conditions, and limited labor protections, contribute
to economic vulnerability and perpetuate cycles of poverty and in-
equality.

Recommendations: Efforts are made to address the exploitative labor
practices and improve the health and well-being of miners like Birtu-
kan. Advocacy initiatives focus on improving labor laws and enforce-
ment mechanisms, ensuring fair wages, reasonable working hours,
and improved working conditions for daily laborers.

Private companies are encouraged to implement responsible work-
ing practices that prioritize the health and safety of workers. Access
to clean water, sanitation facilities, and adequate living conditions
are essential in minimizing the risk of contracting TB.

Educational programs were conducted to promote understanding
and empathy among employees regarding TB. Birtukan Borru re-
ceived support through counseling and access to mental health re-
sources to address the emotional impact of the discrimination she
faced.

To restore a positive work environment, the company fostered inclu-

sivity and encouraged open dialogue about health issues. Mea-
sures were taken to ensure that all employees are treated with
respect and dignity, provide a nutritional support.

These case studies demonstrate.the importance of upholding
human rights in the workplace, especially when employees
contracted TB. Proper workplace protection, non-discrimina-
tion policies, privacy safeguards, and appropriate interven-
tions are crucial in creating a supportive and inclusive work
environment for all employees.

Case Study 7: TB and Divorce

Background: Aleganesh and Zebene have been married for 9
years and have two children. Aleganesh diagnosed with Resis-
tance Tuberculosis (DR-TB), with severe symptoms of TB, such
as persistent cough, fatigue, weight loss, and night sweats,
which affect her physical look. Over time, her symptoms wors-
ened, impacting her mobility and daily functioning. The strain
of illness on their marriage ultimately led to divorce.

Case Study: DR-TB brought significant changes to their rela-
tionship dynamics. She used to be bread winner as well as a
caregiver for the household, while Aleganesh grappled with the
emotional and physical challenges of her condition. The stress
of managing her medical needs and the financial burden of her
treatments caused tension between them. Aleganesh’s declin-
ing health affected their intimacy and communication, leading
to feelings of frustration and isolation for both partners.

As Aleganesh symptoms progressed, she required more assis-
tance with everyday tasks, such as bathing and dressing. Her
husband felt overwhelmed and struggled to cover her care-
giving role with other responsibilities. The constant strain
and lack of support led to increased resentment and marital
discord. Aleganesh experienced rejection from her spouse and
even pressured to undergo a divorce, experienced self-stigma,
and a fear of rejection or judgment from her spouse, hindering
open communication about her health status.

Sexual intimacy also affected due to concerns surrounding
transmission and the need for safer sex practices. The couple
may experience a decline in sexual satisfaction, as fear and
anxiety about TB transmission loom over their intimate en-
counters. These challenges can lead to a strain on the relation-
ship and a decrease in overall marital satisfaction.

The challenges posed by Aleganesh’s medical condition and
the subsequent strain on their marriage eventually became
unsustainable. The economic, emotional and physical toll on
both individuals led to a breakdown in their relationship. The
accumulated stress, lack of effective coping mechanisms, and
shifting dynamics ultimately contributed to their decision to
separate.

When a man divorces a woman solely because she is sick, it
not only exacerbates her physical and emotional struggles but
also adds to the psychological distress that comes with the
breakdown of a marriage. This act of abandonment can have
severe consequences on the overall well-being of the women
involved, resulting in feelings of isolation, helplessness, and
loss of dignity.

Recommendations: While her marriage ended in divorce, it is
essential to highlight that divorce is not the only outcome in
such situations. In some cases, In addition to the emotional
toll it takes on women, divorcing them when they are sick of-
ten leaves them financially vulnerable. Many women who be-
comeill face increased medical expenses and reduced earning
capacity, making it extremely challenging for them to sustain
themselves and maintain a decent standard of living. This fur-
ther exacerbates their already precarious situation and rein-
forces the inequalities and disadvantages they experience as a
result of their gender. Efforts need to be made at various levels
to address this problem. Education and awareness campaigns
that promote gender equality, empathy, and respect can play a
crucialrolein challenging the societal attitudes and norms that




perpetuate this harmful practice. Legal frameworks should be
strengthened to protect the rights of individuals who are sick
or disabled, ensuring fair treatment during divorce proceed-
ings and providing adequate financial support.

More importantly, the harmful cultural practice of men di-
vorcing women when they are sick highlights the urgent need
for broader social change, where women are valued as equal
partners and supported unconditionally during times of illness
and hardship rather than being abandoned or mistreated. It re-
quires collective efforts to challenge discriminatory practices
and promote a more compassionate and inclusive society for
all.

Case Study 8: Workplace Exposure - Lack of
Protective Measures

Mohamed is a TB focal in one of rural healthcare facility in Am-
hara region, He contracted TB while he was working, He thinks,
this is due to inadequate protective measures and safety pro-
tocols.

The healthcare professionals in this facility were providing care
to TB patients without sufficient access to personal protective
equipment (PPE) and proper infection control measures. As a
result, several healthcare workers are vulnerable and at great
risk, putting their own health and the health of their families
atrisk.

The lack of resources and training on infection prevention and
control compromised the health professionals’ safety. He was
exposed to coughing, worked in close proximity to TB patients
without appropriate barriers, and lacked access to regular test-
ing and prevention. These conditions contributed to the spread
of TB disease among the healthcare staffs.

Challenges: The exposure healthcare professionals for TB had
significant consequences. They experienced physical and emo-
tional distress, requiring medical treatment and isolation. The
infected healthcare workers had to take time off work, leading
to staffing shortages and disruptions in patient care. The situ-
ation also caused fear and anxiety among the healthcare staff,
affecting morale and overall job satisfaction.
Recommendations: The healthcare facility need to take urgent
measures to provide adequate PPE, train staff on infection
prevention protocols, and establish regular testing and moti-
vation programs for healthcare workers. Additionally, support
services, including counseling and mental health resources,
were made available to address the emotional impact on the
affected professionals.

Efforts were also made to improve working conditions, includ-
ing addressing staffing shortages and workload management.
Regular monitoring and auditing of infection control measures
were implemented to ensure ongoing compliance and the safe-
ty of healthcare professionals.

Case Study 9: TB and Homelessness

Background: Chuchu is a homeless individual living on the
streets of Addis. Due to his unstable living conditions and limit-
ed access to healthcare, he contracted TB.

Case Study: Chuchu, without a stable home, faces numerous
challenges in maintaining good health and Problems getting
enough food. Living on the streets exposes him to unsanitary
conditions, lack of food, and limited hygiene facilities. Addi-
tionally, his limited financial resources make it difficult for him
to access healthcare services.

As a result, Chuchu contracted tuberculosis, due to the unhy-
gienic environment and lack of preventive measures. However,
without a stable address or means to seek medical assistance,
timely diagnosis and treatment are delayed, leading to the
spread of the infection within the homeless community.
Challenges: The lack of access to healthcare and stable hous-
ing violates Chuchu’s human rights and exacerbates his health

risks. TB affects his physical health, leading to discomfort, pain,
and potential long-term complications. Moreover, the inability to
access timely medical care pushed him to the verge of death, fur-
ther endangering his physical health and well-being.
Recommendations: Homeless outreach programs, community
organizations, and healthcare providers collaborate to address
the healthcare needs of individuals like Chuchu. Mobile clinics
and healthcare vans are deployed to reach homeless popula-
tions and provide essential medical services, including diagno-
sis, treatment, and preventive measures.

Temporary shelters and housing programs are established to
provide stable accommodation for the homeless, ensuring ac-
cess to clean water, sanitation facilities, and a safer living en-
vironment. Outreach workers and social workers connect in-
dividuals with healthcare services; assist with navigating the
healthcare system, and advocating for the inclusion of homeless
population in community health insurance, so as to drive their
rights to receive medical care.

Awareness campaigns are conducted to educate the broader
community about the challenges faced by the homeless popula-
tion and to promote empathy, understanding, and support. Col-
laborative efforts are made to address the systemic issues con-
tributing to homelessness, such as poverty, affordable housing,
and healthcare disparities.

Case Study 10: TB Catastrophic cost

Having tuberculosis (TB) as a farmer can present several chal-
lenges for the individuals involved as well as their families and
communities. Here, we will discuss some of these challenges in
Mr. Takele Degefa scenario. In a typical rural setting, access to
healthcare facilities can be limited, with inadequate health in-
frastructure and trained medical professionals. This lack of re-
sources can hinder early detection and treatment of TB, leading
to delayed diagnosis and potentially worsening the condition.

In our case study, Mr. Takele is living in a remote village with
his wife. He has been diagnosed with TB, but due to the limited
healthcare facilities, they have to travel long distances to access
treatment, which may be financially burdensome and consume a
considerable amount of time. The economic impact of TB can be
significant, particularly in rural areas where livelihoods primarily
depend on agriculture or unskilled labor. In our case study, Mr.
Takele TB diagnosis resulted loss of income due to his inability
to work during treatments. The financial strain can further exac-
erbate the challenges, affecting not only the couple’s well-being
but also their ability to afford treatment and necessary support.
Stigma and discrimination was also significant challenges faced
by TB patients in any community. However, rural areas often have
close-knit societies, where everyone knows each other. This can
lead to heightened stigma towards TB patients and their fami-
lies. In our case study, the couple might face social ostracization,
judgments, and exclusion from community events or gatherings,
which can have severe psychological effects on their mental
well-being.

Additionally, rural communities often have a lack of awareness
and misconceptions about TB. People may associate it with be-
ing a highly contagious disease, causing fear and avoidance to-
wards those affected. Due to misinformation, affected individu-
als may not receive the support and understanding they require.
Therefore, in our case study, the couple may find it challenging to
educate and inform their family and community about the true
nature of TB and dispel any misconceptions.

Recommendations: It is important to note that the challenges
mentioned here may apply broadly to TB cases in rural mar-
riages, but specific circumstances may vary from case to case.
Addressing these challenges requires a multi-faceted approach,
including improved healthcare access, public awareness cam-
paigns, stigmatization efforts, and financial support for TB pa-
tients and their families.
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CRG KEY STRATEGIC INTERVENTIONS

Through our CRG assessment we came up with these ten key
strategic interventions, a systematic approaches used to
ensure people center care and reduce TB burden in key and
vulnerable communities. It involves the implementation of
evidence-based interventions that are tailored to specific,
measurable objectives. It aims to enhance collaboration
between stakeholders, optimize the allocation of resources,
and promote accountability to improve population health.
It is a proactive and collaborative process that enables
continuous quality improvement. Furthermore, these
strategic interventions help our national TB program to
adapt to changing affected community’s needs, such
as human right barriers, gender, catastrophic cost and
stigma. When health systems have a plan in place that
takes into account potential risks and challenges, they
can respond more effectively to emergencies while
ensuring the continuity of essential health services. It
requires a comprehensive approach involving multiple
stakeholders, including government agencies, TB affected
communities, private sectors, and healthcare providers.
These stakeholders need to work together to identify and
prioritize public health challenges, develop and implement
interventions, monitor progress, and adjust strategies as
necessary to drive more robust CRG initiatives. These are
prioritized and recommended interventions

INTERVENTIONS

o

B A8 xR 2as

Address human rights and gender related
barriers

Ensure Meaningful engagement of KVPs
Bold policies and supportive systems
Engage media, religious leaders and line
ministries

Eliminate TB stigma and discrimination
Effective and integrated CRG Programmatic
management

Community System Strengthening

Critical Enablers including Resource, part-
nership and collaboration

Addressing TB catastrophic healthcare costs
Community feedback mechanism or Com-
munity lead monitoring
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CHAPTER SIX WE CAN
CRGKEY STRATEGIC INTERVENTIONS pmsN{oal:3

1. ADDRESS HUMAN RIGHTS AND GENDER RELATED BARRIERS

Ensuring that policy frameworks and implementation of healthcare systems adopt a human right perspective when
considering key and vulnerable populations is essential to achieving equitable health outcomes. These policies must
address systemic factors such as discrimination, marginalization, and structural inequality, and promote access to
affordable and appropriate healthcare services for everyone. By prioritizing the needs of marginalized communities, we
can build healthier and more inclusive societies that benefit us all. Policies that affect key and vulnerable populations
should be grounded in a human rights perspective to ensure that their rights are protected and respected. Such policies
should promote equality, non-discrimination, and the right to access basic social services such as healthcare, education,
housing, and employment opportunities.

1.1 Human rights

Addressing human rights-related barriers to health access require a multifaceted approach that involves investment in
health infrastructure, addressing social determinants of health, and community involvement in advocacy efforts. By
working together, individuals, organizations, and governments can create a world where everyone has access to quality
health care services.

1.1.1 State need to make a commitment to ensuring that everyone has access to affordable, quality health care. It is
important to prioritize health as ahuman right and to invest in creating sustainable health systems that are accessible to all
individuals. By prioritizing the development of health infrastructure in marginalized communities and investing in health
education and awareness campaigns, governments can ensure that everyone can access needed healthcare services.

1.1.2 There is a need to be concerted efforts to address social determinants of health such as poverty, stigma, and other
barriers. These factors often lead to the marginalization of certain populations and further limit access to healthcare.
Addressing these root causes of health inequalities is key to promoting healthy outcomes and wellbeing for all vulnerable
populations.

1.1.3 Advocacy and mobilization: - there needs to be greater community involvement in advocating for health equity.
Community based organizations and affected community networks need to play an active role in advocating for better
access to healthcare for marginalized communities. This may include organizing outreach and educational campaigns
as well as engaging with policy makers and public health authorities to ensure that health concerns are brought to the
forefront of public discourse.

1.2 Gender

1.2.1 Increase awareness and education: There is a need to increase awareness and education among the community
about the importance of equitable healthcare access. In particular, there needs to be more education surrounding the
benefits of preventative care and the importance of addressing gender related socio-economic barriers. This will help
address cultural norms and ensure that women can access these services without stigma or discrimination.

1.2.2 Strategic leadership and accountability: To address gender-related barriers to health access, it is critical that
strategic leadership and accountability are established between the government, civil society, affected communities,
and the private sector. Inclusion of women leaders and feminist organizations is the key to design and implement
effective policies, programs, and interventions that take into account the social and cultural dimensions of gender in
TB care. Policy reforms should embed gender and human rights principles in health system governance and service
delivery, to provide leadership and accountability on this issue.



ADDRESSING
BARRIERS

2. ENSURE MEANINGFUL
ENGAGEMENT OF KVPS

Empowering affected communities in health-
careis critical if we are to ensure that everyone
has access to quality medical care, regardless
of their socioeconomic background. First and
foremost, we should prioritize patient-cen-
tered care that views patients as active partic-
ipants in their healthcare. Patients should be
given the necessary resources, tools, and in-
formation to effectively manage their health,
make informed decisions, and feel confident
about their healthcare choices. This can be
achieved through patient education initia-
tives, support groups, and providing easy ac-
cess to healthcare providers. Secondly, it is
important to address the social determinants
of health, such as poverty, access to healthy
food, and safe living conditions, which dis-
proportionately impact certain communities.
These factors can lead to a higher incidence

of chronic diseases, preventable hospital-
izations, and higher rates of mortality. Ad-
dressing these issues requires collaboration
between healthcare providers, community
leaders, and other stakeholders to identify
solutions that can improve the health out-
comes of affected communities. Ultimate-
ly, empowering affected communities in
healthcare means providing them with the
tools, resources, and opportunities they
need to take control of their health and
wellbeing in meaningful ways. Overall, by
ensuring that affected communities have
equitable access to healthcare, we can cre-
ate a healthier, more just society where ev-
eryone has the opportunity to reach their full
potential.

2.1 Ensuring meaningful engagement
of affected communities: - meaningful
engagement of affected communities in
healthcare will require a sustained effort
by all stakeholders including NTP, donors,
healthcare providers, policymakers, and
community members. It involves involving
communities in the entire health care plan-

ning process, ensuring trust-established channels of communication,
and empowering community affected community networks with ade-
quate training and financial support to foster better relationships with
affected communities.

2.2 Engage communities in designing and implementing health care
programs can ensure their needs are effectively addressed. Communi-
ties can provide valuable insights into their unique needs, values, and
priorities that can guide the development of effective healthcare inter-
ventions. This approach requires creating opportunities for communities
to participate in the planning process from the earliest stages, ensuring
that they have a voice in design, implementation, evaluation, and im-
provement.

2.3 Establish trust between affected communities and healthcare
providers: - Trust is essential in ensuring effective communication and
promoting community engagement in health care. Healthcare provid-
ers can establish trust by providing transparent information about their
services, policies, and decision-making processes. Lastly, Community
workers are key actors in ensuring meaningful engagements. Communi-
ty health workers play a critical role in bridging the gap between health-
care providers and affected communities through their interactions and
information dissemination among community members.

2.4 Prioritize funding: Governments must prioritize funding towards
affected communities networks and civil societies. This requires creat-
ing targeted funding streams, which can be used to implement specific
strategic interventions, such as providing contact tracing, social support,
advocacy or funding outreach activities specific to KVPs. It is equally im-
portant to ensure these funds are used effectively and monitored regu-
larly for impact. This will improves their ability to engage with affected
community, empower them to access healthcare, and act as the crucial
link between healthcare providers and vulnerable communities.

3. BOLD POLICIES AND
SUPPORTIVE SYSTEMS

To ensure bold policies and supportive systems in health, it is essen-
tial to prioritize the health sector’s provisioning. This prioritization
can be implemented through increased budget allocation to TB care
and prevention, ensuring universal healthcare access to all citizens,
and developing appropriate policies for effective healthcare deliv-
ery. Another way to ensure bold policies and supportive systems in
health is by promoting research and development. A CRG interven-
tion plays a vital role in expanding the understanding of the needs of
different population, ailments, their potential solution, and the de-
velopment of effective strategies. Therefore, investment in research,
the use of modern technology, and collaboration between different
research organizations, will improve the quality of healthcare. One
crucial method to implement bold policies and supportive systems
in health is increasing the number of healthcare professionals by
investing in upcoming and existing ones. There will be a need for
doctors, nurses, pharmacists, researchers, and other healthcare-re-
lated professionals as the world’s population continues to grow. By
improving the training and well-being of healthcare professionals,
societies can have better and accessible healthcare services. Lastly,
promoting public education programs and raising awareness of pre-
ventive healthcare measures that include regular checkups, hygiene,
and proper prevention measures against illnesses, diseases, and un-
healthy habits. Educating people about the best practices to main-
tain wellbeing is important to reduce healthcare costs while averting
future complications.
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CRG KEY STRATEGIC INTERVENTIONS

3. IMPROVING ENGAGEMENT OF
DECISION MAKERS IN THE FIGHT
AGAINSTTB

3.1 Capacity Building: It is essential to train high-ranking officials on
how to initiate, lead and monitor effective public health programs.
Investing in capacity building will enhance their knowledge and skills
in understanding the complexities of the health sector and how to
implement impactful strategies to fight diseases.

3.2 Advocacy: Involving influential personalities such as politicians,
celebrities, or influencers can help create awareness about the
importance of public health. Lobbying with these personalities can
promote advocacy for health causes, which in turn, will help galvanize
the support of high officials to increase their engagement.

3.3 Active Participation: Regular participation in TB related events,
forums, and campaigns can help high officials gain valuable insights on
the need for preventive measures and the potential impact of TB on the
community. They can leverage their position to make policy changes
that prioritize the health of citizens, provide necessary resources such
as funding, and build support systems to end TB.

3.4 Collaboration: Collaboration between private and public sectors
in the fight against TB can also help engage high officials. By working
together, they can establish common goals and strategies to fight TB,
which will demonstrate a unified approach toward improving public
health.

The implementation of bold policies and supportive systems in health
is attainable through increased budget allocation, promotion of
research and development, training and investing in more healthcare
professionals, and promoting public education programs to create
awareness about prevention and wellbeing. It is essential to promote
theimportance of health as it is essential to nation-building economies
and personal lives. By investing in capacity building, promoting
advocacy, encouraging participation, and building collaboration, we
can attract and engage high officials in the fight against TB effectively.

4. ENGAGE MEDIA, RELIGIOUS LEAD-
ERS AND LINE MINISTRIES

Engagement of different stakeholders in the fight against TB means
bringing together individuals, policymakers, organizations, and
institutions to actively participate in research, implementation,
and advocacy towards managing and controlling diseases. Im-
proving engagement requires incorporating various strategies that
encourage stakeholder participation at different levels. Different
approaches can be utilized, including promotion of awareness, in-
volving stakeholders early in the process, providing education and
training, and incentivizing stakeholder participation. Overall, stake-
holders should be treated as active participants and not as passive
recipients of information. Below are some of the ways:

4.1 promoting awareness of the health issues and providing tar-
geted communication. The stakeholders should prioritize creating
strong messages and campaigns targeting diseases that are prev-
alent in a community. This will help create awareness and provide
knowledge about the importance of healthy living and the signifi-
cance of disease prevention. Additionally, information about avail-
able resources and how their participation can make a difference
should be highlighted.

4.2 Engage at all level: involving the engagement of all relevant
stakeholders early in the process of planning, implementation, and
evaluation of health interventions. When stakeholders are involved,
it helps to increase their sense of ownership, promote accountabil-
ity, and also ensures inclusivity. Stakeholders should be given an
opportunity to voice their concerns and provide suggestions that
can streamline the efforts made toward disease management and
control.

4.3 Training and education to stakeholders; to improve en-
gagement in the fight against diseases, stakeholders need to have
constant training on health issues. This knowledge will equip them
with the necessary skills to engage in activities that will aid disease
prevention and control. Regular training can take the form of work-
shops, seminars, and peer-to-peer learning forums.

4.4 Incentivizing stakeholder participation: A core motiva-
tion for stakeholders to actively participate can be regular health
screenings, access to healthcare facilities, and provision of infor-
mation, and education on the prevention and control of diseases.
Stakeholders should also be rewarded for their active participation
through recognition programs or monetary incentives.




ASSESSMENT FINDINGS

7. EFFECTIVE AND INTEGRATED CRG
PROGRAMMATIC MANAGEMENT

Disease monitoring and evaluation are essential activities that
NTP use to track TB prevention, care and treatment progress.
Proper monitoring helps in identifying gaps, detecting their
causes, implementing preventive measures, and reducing their
impact on public health. A robust monitoring and evaluation
framework plays a critical role in TB as well as CRG control and
management. Below, we highlight some key strategic activities
that can improve CRG monitoring and evaluation:

7.1 Surveillance System Development: NTP and other key
stakeholders should optimize DHIS 2/ surveillance system to
monitor and track the progress. This system helps in early track-
ing of TB incidence and prevalence, alerts relevant authorities
about potential public health threats, and facilitates timely
interventions. An effective DHIS is based on a strong data in-
frastructure that includes various information sources such as
laboratory reports, hospital records, and community health cen-
ters’ data.

7.2 Data quality: To ensure high-quality data, NTP need to
adopt sound data management practices that involve collect-
ing accurate, complete and timely information from various
sources. They should also implement appropriate data gover-
nance processes such as data quality checks, data validation,
and data cleaning to maintain data accuracy and completeness.
This will enable NTP to make informed decisions, support ev-
idence-based treatments and develop targeted interventions
that improve patient outcomes. By prioritizing data quality,
healthcare providers can also enhance the reliability and va-
lidity of medical research findings, leading to better health out-
comes and improved public health policies.

7.3 Case based data management system: Digital and case-
based real-time surveillance systems for TB have several ad-
vantages over more traditional paper-based reporting of aggre-
gated data. These include enabling the use of automated data
quality checks, timely access to data and the availability of indi-
vidual-level data for people with TB infection or disease, from
the level of health facilities up to national level. These systems
also greatly facilitate data analysis (including by age, sex and lo-
cation) to inform adaptation and targeting of response efforts,
both geographically and for specific population groups.

7.4 Data disaggregation: Data disaggregation in TB and CRG
refers to the process of breaking down data into smaller com-
ponents and analyzing them separately. This technique allows
for a more sophisticated analysis of access barriers, taking into
account factors like age, gender, race, ethnicity, socio-economic
status, and geographic location. By disaggregating data along
these lines, researchers and policymakers can identify patterns
and trends, discover hidden disparities, and design targeted
interventions that meet the specific needs of different popula-

Male 2 Female -3oF- Family
p AL )

tions. One of the key benefits of data disaggregation in TBis that
it helps to reveal the underlying causes of health inequalities. For
example, by breaking down health data by KVPs, researchers may
discover that certain KVP groups have higher rates of disease or
worse health outcomes than others. This information can then
be used to develop more targeted programs and policies that ad-
dress the unique challenges faced by these populations. Addition-
ally, data disaggregation helps to ensure that healthcare resources
are allocated where they are most needed, and that interventions
are developed with a deep understanding of the populations they
are designed to serve..

8. CRITICAL ENABLERS

Domestic Resource Mobilization
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9. ADDRESSING TB
CATASTROPHIC COSTS

As out of pocket expenditure continue to raise, TB
affected communities’ are experiencing significant
economic struggle when seeking medical care. These
expenses can cause financial strain and even deter
some individuals from seeking necessary healthcare
services. To minimize these costs, key stakeholders can
implement several strategic interventions.

9.1 TB catastrophic cost survey is a crucial tool to
ensure people centered care, which helps to identify
and understand the financial burden that patients face
when accessing medical services. The survey provides
insights into the economic factors that affect patient
access to healthcare, which includes direct and indirect
costs incurred during treatment, such as out-of-pocket
expenses, transportation costs, lost income, childcare,
and other related expenses. By conducting cost
surveys, healthcare providers can develop strategies to
reduce the economic impact of healthcare for patients,
improve access and quality of care, and ensure that
Pealtl{wcare services are more affordable and accessible
orall.

9.2 Community based health insurance: to provide
educationandsupporttokeyandvulnerable population
regarding community health insurance coverage. In
many cases, patients may not fully understand their
insurance benefits and may be surprised by the costs
of their medical care. By providing education and
resources, patients can make informed decisions
about their healthcare and minimize any unexpected
expenses. It is important intervention is to increase
access to treatment and care services.
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whole, in turn improving the efficiency of
healthcare systems.

9.4 Social and economic support; Donors,
government and key stakeholders need
to develop programs and initiatives that
support patients in financial need. These
programs may include assistance with
insurance enrollment, subsidies for medical
expenses, food baskets or transportation
services to medical appointments.

Overall, implementing these strategic
interventions can help minimize patients’
out-of-pocket expenditure and improve
access to affordable healthcare services.
By working to reduce financial barriers,
healthcare facilities can improve the health
outcomes and overall well-being of their TB
patients.




10. COMMUNITY
FEEDBACK MECHANISM/
COMMUNITY LEAD
MONITORING

National TB program should involve TB affected
communities in decision-making processes related
to healthcare service delivery. TB focals can learn
from affected communities in their operational setup
and improve the quality of their offerings to suit their
needs. By obtaining regular feedback from affected
communities, healthcare providers can tailor
their services based on community input, thereby
improving the quality of care delivered. Here are
some ways that we can collect community feedback:

10.1 Surveys: One of the most effective ways to
collect community feedback is through surveys.
Surveys can be conducted online or in person and
should be designed to capture the opinions of the
community on the quality of services provided.

10.2 Focus groups: Focus groups are small
community gatherings where participants can
provide feedback on the quality of services provided.
Participants are encouraged to voice their opinions,
and moderators are present to ensure that the
conversation stays on track.

10.3 Call center or through media platforms: Many
organizations use social media platforms to gather
community feedback. These platforms provide an
opportunity for organizations to engage with the
community and receive immediate feedback on the
quality of services provided.

10.4 Community consultation: Community
meetings provide an excellent opportunity for TB
program to gather feedback from the community.
Organizations can ask questions, and community
members can share their thoughts and ideas on how
services can be improved.

10.5 Digital platform: One way to improve data
quality is to invest in modern technologies, including
Onelmpact community lead monitoring platform
(CLM), feedback registries, and electronic data
capture systems. These systems not only improve
feedback data accuracy but also enhance efficiency,
data sharing, and communication among key TB
control stakeholders.

TOLL FREE CALL 4

INYEAR 2022

VHS recived more than 674 call from TB communities
and other popullation looking for information.

9839 | TB COMMUNITIES

SUSTAINABILITY

Sustainability ensures that the monitoring efforts can continue over
along period of time. This allows for the collection of comprehensive
and accurate data, which is essential for making informed decisions
and implementing effective interventions.
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