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1Introduction

Tuberculosis (TB) remains one of the most serious health and 
developmental problems in the South-East Asia Region (SEAR) of 
WHO. The Region accounts for over a third of the global TB burden. 
It is estimated that about 3.2 million new cases of TB occur each 
year and about half a million people die of this disease annually, most 
of them in five countries; Bangladesh, India, Indonesia, Myanmar 
and Thailand. Of the 3.6 million people living with HIV(PLHIV) in 
the Region, roughly half are estimated to be co-infected with TB. 
Fortunately, levels of multi-drug- resistance are still low at under 
3%; however, this translates into nearly 180 000 new Multi-Drug 
Resistant MDR-TB cases each year. 

In terms of progress in TB control, all 11 Member States have 
sustained country-wide access to the Directly Observed Therapy 
Short Course (DOTS). Services have been restored in all districts in 
Timor-Leste and extended to districts in the northern and eastern 
parts of Sri Lanka following the cessation of civil strife. Each year, 
more than two million TB cases are being registered for treatment 
and over 85% successfully treated, thereby averting over 300 000 
deaths from TB every year. A case detection rate of 73% and a 
treatment success rate of 89% were reported in 2009. 

National TB control programmes have also made progress with 
implementing the additional components of the Stop TB Strategy. 
The Green Light Committee has approved programmes for the 
management of multi-drug resistant TB (MDR-TB) in nine countries. 
Seven of these countries are gradually expanding MDR-TB services 
to enrol an increasing number of patients with MDR-TB for treatment. 
TB/HIV activities are available country-wide in Thailand, and are being 
expanded in India and Myanmar, while Indonesia has established 
services in Papua and Java Bali. As a result, a comprehensive package 
of interventions for HIV- associated TB is now available to 600 million 
of the Region’s population. Private–public collaborative activities have 
been further expanded; over 360 medical colleges, 22 000 private 
practitioners, 1500 large public and private hospitals, 150 corporate 
institutions, 2 500 non-governmental organizations (NGOs) and 550 
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2 Regional Meeting of National TB Programme Managers

prisons are now working with national TB control programmes. The 
practical approach to lung health for the integrated management of 
respiratory diseases, including pulmonary TB, has been established in 
Nepal and planned in three other countries. Infection control policies 
and plans are being pursued in six countries. Newer diagnostics are 
being deployed with assistance from partners and clinical trials on 
the use of shorter treatment regimens are ongoing, mainly in India. 
At the same time, national programmes have continued to engage 
with communities, and several community-based TB care projects 
are in place in all 11 Member States. In addition, recognizing that 
the success of TB control depends on strong health systems, health 
system strengthening components were included in Global Fund(GF)-
supported plans in all 11 countries of the Region. As a result of this 
concerted action by national TB control programmes and all partners, 
over 15 million TB patients have been treated during the past 10 
years, thereby averting several thousand deaths. A steady decline 
in the burden of disease in the Region has been maintained. The 
estimates for TB prevalence and, mortality and steadily declining 
and there has also been a slow but gradual decline in TB incidence 
over the years in the South-East Asia Region. 

The annual meetings of the national TB programme managers of 
the Region with technical and in-country partners and World Health 
Organization (WHO) focal points continue to provide an opportunity 
to share technical and programmatic updates, review country 
experiences and develop plans of action for the implementation of 
proposed interventions in country-specific contexts. 

The Fourteenth Meeting of the National TB Programme Managers 
of the SEA Region was held in New Delhi, India from between 2-
5 November 2009. The meeting was attended by 81 participants 
including directors-general of health services, national TB programme 
managers and staff from all Member States, representatives 
from partner agencies (namely, Japan Anti-TB Association, PATH, 
International Union Against Tuberculosis and Lung Disease-UNION, 
FIND, GFATM, SAARC TB/HIV Center, World Vision, GDF), non-
governmental organizations (NGOs) from Bangladesh (Damien 
Foundation and Bangladesh Rural Advancement Committee [BRAC]), 
and WHO TB staff from headquarter, the Regional Office for South-
East Asia and country offices. 



3Inaugural session

The meeting was opened by Dr Jai P. Narain, Director, Department 
of Communicable Diseases, WHO-SEARO, who welcomed the 
participants and delivered the Regional Director’s message. In his 
message, the Regional Director said that while there had been 
encouraging progress in TB control, the Region carried the highest 
burden of tuberculosis among all six WHO regions, with an estimated 
3.2 million cases of TB occurring each year and half a million people 
dying of this disease annually. Of the 3.6 million people living with HIV 
(PLHIV) in the Region, roughly half are estimated to be co-infected 
with TB. Fortunately, levels of MDR-TB are still low at less than 3%. 
Due to the commitment and sustained efforts of ministries of health, 
national TB control programmes, WHO and partners, over two million 
TB patients were being diagnosed and registered for treatment every 
year. Treatment success rates of over 85% continued to be achieved. 
A case detection rate of 69% was achieved last year with almost  
15 million patients cured during the last 10 years and several 
thousand TB deaths averted in the Region. Given the nature of the 
TB epidemic, increased and sustained commitment is needed from 
all stakeholders, including national governments and national and 
international partners. Continued collaboration is critical to deliver 
services more effectively and efficiently, to reach all population 
groups and to overcome physical, social and financial barriers that 
prevent people from accessing care. (For full text of the message, 
see Annexe 4)

The main objectives of the meeting were to:

1. share information on the progress in TB control in countries of 
the Region;

2. review national plans for TB control and identify challenges 
and gaps to be addressed; 

3. identify actions required to enhance the implementation of 
these plans; and 
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4 Regional Meeting of National TB Programme Managers

4. agree on next steps to ensure optimum technical and 
financial support through partnerships for sustaining effective 
implementation of national TB control plans.

Dr Shah Monir Hossain, Director-General of Health Services, 
Ministry of Health and Family Welfare, Bangladesh, Dr L.S. Chauhan, 
Deputy Director General (TB), India and Dr Saw Lwin, Deputy 
Director-General, Ministry of Health, Myanmar were nominated as 
chairs for the successive days of the meeting. Dr A.S.K.B de Alwis, 
Director, National Programme for TB and Control of Chest Diseases, 
Sri Lanka was nominated as raporteur.



5Global and regional overview of TB, progress and challenges for TB control

Progress towards global targets for TB control

The estimated number of all forms of TB cases stands at 9.27 
million with the highest incidence in Asia. New smear-positive 
cases are estimated to be around 4.1 million; MDR-TB at  
511 000; and HIV-associated TB at 1.4 million. According to the 
WHO Global Tuberculosis Control Report, 2009, the SEA Region has 
25% of the world’s people and over a third of TB patients, with 4.8 
million cases. About 500 000 people are estimated to die of TB each 
year in the Region (Fig. A). 

The Stop TB Strategy is the basis for national TB control plans in 
all 11 Member States. The National TB Programme (NTP) manuals 
and modules are being updated in all the 11 Member States and 
human resource plans to support the implementation of national TB 
plans have been developed in six countries.

Surveillance, monitoring and evaluation (M&E) in the 11 Member 
States has been undertaken systematically. Reporting formats have 
been updated to be in line with revised WHO recording and reporting 
formats. Electronic data management systems are functioning in 
six countries and training on improving data analysis and use for 
programme management has been carried out in Bangladesh, India, 
Myanmar and Thailand. 

In the area of TB/HIV, considerable progress has been made. 
Services to deliver a comprehensive package of TB/HIV interventions 
have been made available to over 600 million people in the Region. 
Case finding has been intensified at HIV counselling, testing and care 
centres and integrated management of TB/HIV is becoming more 
widely available as HIV services expand. Infection control measures 
are being introduced in Bhutan, India, Indonesia, Myanmar, Nepal 
and Thailand. 

Global and regional overview of 
TB, progress and challenges for 
TB control
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6 Regional Meeting of National TB Programme Managers

Green Light Committee–approved programmes for the 
management of MDR-TB, have been expanded to nine states in 
India, while in Bangladesh, Indonesia, Myanmar and Timor-Leste, 
enrolment of patients started in 2009. Enrolment of patients with 
MDR-TB for treatment is expected to commence in Bhutan and  
Sri Lanka in 2010. 

Advocacy, communication and social mobilization (ACSM) activities 
are being scaled up and community-based interventions are in place in 
several countries. A regional framework on advocacy, communication 
and social mobilization is in the process of being drafted. 

Lack of documentation of ongoing efforts and their impact need 
to be addressed. Best practices should be replicated and involvement 
of targeted population groups stepped up. The issues that need to be 
addressed are:

 Urgently develop and pursue within national TB control plans 
the means to ensure: 

 adequate numbers of trained staff at all levels;

Source: 

Figure A: Global TB estimates and notified cases
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 laboratory capacity for diagnosis of MDR-TB and use of 
new, rapid diagnostics;

 quality drugs, meeting international pre-qualification or 
national regulatory standards;

 wider and effective involvement of hospitals, health centres, 
prisons, other care providers and the community;

 capacity building and accreditation of all providers; 

 attention to the needs of special populations such as PLHIV; 
and 

 implementation of infection control measures. 

 Take advantage of opportunities provided by GF, donors and 
expanded national investments in health systems to:

 improve logistics/supply management systems

 public and private laboratory services 

 strengthen surveillance mechanisms and routine notification 
systems.

 Ensure sufficient funding and technical assistance both in the 
medium and long term.
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“To halt and begin to reverse the incidence of TB by 2015” is Target 
8 of Millennium Development Goal (MDG) 6. Targets linked to 
MDGs, endorsed by the Stop TB Partnership, specify that by 2015, 
prevalence of and deaths due to TB should be reduced by 50% and 
by 2050, TB should be eliminated as a public health problem. The 
2005 target of detecting at least 70% of new sputum smear-positive 
TB has now ceased to be a target since most countries are expected 
to demonstrate this basic performance. 

Early case detection remains the key to successful TB control. 
Reducing delays from onset of symptoms to start of treatment can 
be achieved by optimizing diagnostic approaches, which include 
strengthening laboratories, ensuring better X-ray diagnosis and 
introducing new tools. This also entails identifying and involving 
health providers whom people approach first, through public-private 
collaboration and implementing a communication strategy that 
improves health-seeking behaviour.

More intensified case finding is needed especially for TB since 
screening among “chronic coughers” in health facilities could be 
insufficient. There is a need to expand the diagnostic algorithm 
to include case finding among clinical risk groups, namely, PLHIV, 
diabetes, smokers, alcoholics, malnourished, previously treated, 
infants and the elderly. Waiting for people to seek care is tantamount 
to delaying detection. It is imperative to find ways to also actively 
screen socially at-risk populations, such as contacts of individual TB 
cases, slum dwellers, migrants, prisoners and the homeless, finding 
feasible and cost-effective solutions, and identifying relevant and 
appropriate new diagnostic tools.

The diagnosis and treatment of TB in children is a neglected 
area. The actual magnitude of childhood TB is unknown. The 
recommendation to modify recording and reporting systems to 
capture cases disaggregated by age groups between 0-4 years 

Framework for improved and 
early case detection, including TB 
among children

4
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and 5-15 years, has not been implemented in many countries. The 
management of childhood TB has been poorly reflected in national 
guidelines and strategic plans. Contact tracing is an important 
measure to improve detection of active cases of TB among children. 
However, limited human and financial resources to implement contact 
investigation has been a deterrent. 

The following summarizes what NTPs can do to address TB in 
children:

 revise the recording and reporting system to capture childhood 
TB;

 ensure access to existing diagnostic tools (X-ray, culture, 
tuberculin) and ensure availability of child-friendly formulation 
drugs at health centre level;

 establish childhood TB working groups engaging relevant 
stakeholders (medical schools, professional associations, 
influential clinicians, NTPs, NGOs, etc);

 develop comprehensive approaches to include the diagnosis 
and treatment of childhood TB at all levels of the health 
systems; linking to maternal and child health services;

 develop algorithms for diagnosis and treatment for use at 
different care levels (including primary health centre (PHC) 
and community level);

 use community health workers for active contact tracing; and

 involve paediatricians working in hospitals and private sector.

Country perspectives on improved and early case 
detection

DPR Korea

Training for case detection is an important component of the TB 
prevention and treatment strategy in DPR Korea. Training of household 
doctors on the revised guidelines for TB diagnosis and treatment is a 
priority. Information, Education and Communication (IEC) activities 
are seen as an effective tool of reaching the target group with the 
right set of messages.
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Early detection is through a process of selective check-ups among 
high-risk groups such as household and occupational contacts of 
known TB cases and through regular visits to households to seek TB 
suspects with more than two weeks cough and fever.

Mass check-ups are being undertaken to detect TB suspects, and 
sputum examinations and mobile X-rays undertaken for adults with 
symptoms. Regular check-ups are undertaken for persons who were 
more apt to transmit TB such as nursery school and kindergarten 
teachers, primary school teachers, paediatricians and others 
working in public places. Detection of TB among children was done 
by household doctors, in collaboration with paediatricians. 

Myanmar

The National Tuberculosis Programme of Myanmar has focused on 
hard-to-reach areas where people face overwhelming physical, social 
and financial barriers. 

Some of the initiatives undertaken have included:

 developing a cadre of new public health staff; 

 engaging all partners including private practitioners; 

 training these health staff and private providers on quality 
diagnosis and treatment of cases;

 integrating services with other programmes such as antenatal 
care, HIV, expanded programme of immunization to expand 
services and improve access;

 developing and implementing an effective communication 
strategy in the community;

 focusing on strengthening public-private/public-public mix 
DOTS;

 identifying vulnerable groups such as diabetics, chronic 
smokers at clinics/hospitals and examining them for TB; 

The programme is also undertaking operational research on 
various options to overcome barriers, including gender barriers faced 
by different population groups.
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Improving case detection also requires attention to refining existing 
laboratory techniques, and introducing new technologies. 

Lack of diagnostic capacity is one of the most crucial aspects 
in mobilizing an effective response to challenges of drug-resistant 
TB, with fewer than 5% existing MDR-TB cases estimated being 
diagnosed at present. Less than 1% of MDR-TB cases were confirmed 
by a laboratory and officially reported in the Region.

Well-planned actions are needed at the country level there 
needs to be recognition and acknowledgment of the importance 
of laboratory systems in TB control and commitment for adequate 
human and financial resources. Staff have to be hired, goods and 
equipment purchased and support sought from institutions and 
NGOs. It was emphasized that health sector plans must include 
adequately conceptualized budget components for comprehensive 
laboratory capacity development. 

The two regional SNRLs in the Region are engaged in external 
QA of NRLs, organizing regional training workshops and supporting 
in-country training for NRL staff on QA, C&DST and laboratory 
network management. They also support DRS protocol development 
for implementing DRS surveys in selected countries, assisting in 
evaluation and introduction of newer diagnostics (liquid culture & LPA 
for rapid diagnosis of MDR-TB) supported by FIND and UNITAID.

New tools/techniques such as LED microscopy, which are less 
complicated, require less maintenance and a simpler level of technical 
skills, need to be considered. The way forward to scale up laboratory 
services for management of MDR-TB and early and improved case 
detection will require close coordination between NTP and laboratory 
experts in the country and coordinated planning that takes into 
account all aspects of scaling up, including sustainability. 

Each programme will need to carefully consider which of the 
available new technologies such as BACTEC, MGIT 960 liquid culture 
systems etc. need to be deployed. 

Strengthening laboratory networks
5
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The analytical process must quantify or estimate the burden 
of TB, TB/HIV and MDR-TB, the diagnostic needs to identify the 
cases; estimate the budget required for comprehensively expanding 
laboratory services and factor in core elements such as laboratory 
infrastructure and equipment maintenance; specimen referral and 
transport mechanisms; policy frameworks for implementing new TB 
diagnostics; laboratory commodity and supply chain management; 
laboratory information and data management systems; laboratory 
quality management systems and laboratory human resource 
development.

Country perspectives on strengthening laboratory 
network

Thailand

The national laboratory infrastructure of Thailand is fully integrated 
into the country’s public health system under the Ministry of Public 
Health and the Department of Disease Control. The programme works 
with the National Reference Laboratory, 12 regional laboratories, 
provincial laboratories, and 63 district laboratories. 

Thailand’s laboratory network includes public and university 
laboratories that can perform smear and culture. District and regional 
laboratories perform microscopy and culture while the national TB 
reference laboratory and Bangkok municipality’s laboratory perform 
microscopy, culture, species identification and drug-susceptibility 
testing (DST) for both first and second-line drugs. 

Several regional laboratories have also been accredited for DST. 
In 2009, the country had 1 081 microscopic centres, 65 culture 
centres and 15 DST centres. The functions of the national TB 
reference laboratory (NRL) include AFB microscopy using both Ziehl-
Neelsen as well as fluorescent microscopy, culture using both solid 
and liquid media, DST for first and second-line drugs, quality control 
for microscopy, culture & DST; molecular techniques for diagnosis, 
species identification and DST; training; supervision/monitoring, 
evaluation and research. This laboratory is also a designated 
supranational reference laboratory and provides technical assistance 
to NRLs in Bangladesh, Myanmar and Bhutan. 
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Much progress was achieved in TB control globally, following the 
widespread implementation of the DOTS strategy. The Stop TB 
Strategy launched in 2006 builds upon and enhances the achievements 
of DOTS. The strategy calls for universal access to patient-centred 
treatment and the protection of populations from TB/HIV and MDR-
TB. Given this wider scope of TB control, it became necessary to 
revise the WHO treatment guidelines.

With inputs from international experts, the Guidelines Group 
of WHO identified seven key questions, and systematic reviews 
were conducted to answer each question based on evidence. The 
Guidelines Group based its recommendations on the quality of the 
evidence (assessed according to the GRADE methodology), patient 
values, and costs, as well as judgements about trade-offs between 
benefits and harm. The following recommendations emerged from 
this analysis:

Question 1: Should new pulmonary TB patients be treated with 
the six-month rifampicin-containing regimen (2HRZE/4HR) or the 
two-month rifampicin regimen (2HRZE/6HE)?

Recommendations

New patients should receive a regimen containing six months of 
rifampicin, 2HRZE /4HR, and the treatment regimen with 2HRZE/
6HE should be phased out, given that shorter rifampicin regimens 
are associated with significantly higher relapse and failure rates.

Question 2: What is the optimum dosing frequency?

 daily throughout

 daily intensive/3x weekly or 3 x weekly throughout.

Recommendations

 Where feasible, the optimal dosing frequency for new TB 
patients is daily throughout the course of therapy. 

Revised WHO TB treatment guidelines
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 New patients should receive a daily intensive phase followed 
by a thrice-weekly continuation phase. 

 Thrice-weekly dosing throughout therapy [2(HRZE)3/4(HR)3] 
is another alternative as long as:

 the patient is directly observed for every dose, and 

 the patient is NOT living with HIV or living in an HIV 
prevalent setting. 

 new patients with TB should not receive twice-weekly dosing 
for the full course of treatment.

These recommendations are based on the following:

 No significant increase in failure, relapse, or acquired drug 
resistance has been observed in pan-susceptible patients when 
comparing daily dosing throughout therapy with intermittent 
regimens.

 Patients receiving three times a week doses throughout therapy 
had three times higher rates of acquired drug resistance than 
patients who received daily treatment.

 Patients with INH resistance receiving thrice-weekly doses 
during the intensive phase had a significantly higher risk of 
failure and acquired drug resistance. 

Question 3: In areas with higher levels of isoniazid resistance, 
is there value in adding ethambutol in the continuation phase to 
"protect rifampicin"?

Recommendations

While there is inadequate evidence to quantify the ability of ethambutol 
to “protect rifampicin” in populations with known (or suspected) high 
levels of INH resistance, new TB patients may receive HRE in the 
continuation phase.

Question 4: What is the length of treatment and dosing frequency 
in the presence of HIV?

Recommendations

 TB patients living with HIV and TB patients living in high HIV 
prevalent settings should receive daily TB treatment (at least 
during the intensive phase).
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 For the continuation phase, the optimal dosing frequency is 
also daily for these patients.

 If a daily continuation phase is not possible, thrice-weekly 
dosing during the continuation phase is acceptable. 

 TB patients living with HIV should receive treatment for the 
same duration as HIV-negative TB patients.

These recommendations are based on the following:

 The rates of failure and relapse double if intermittent regimens 
are administered throughout treatment;

 There is no change in failure, relapse and death rates if 
regimens are prolonged to nine months;

 The use of Anti-Retroviral(ARV) significantly reduces failure, 
relapse and death rates.

Question 5: How often should sputum smears be performed (at 
two months and later)?

Recommendations

 For smear-positive pulmonary TB patients, sputum smear 
microscopy should be performed at completion of the intensive 
phase (end of two months).

 If at the end of two months the patient is smear positive, a repeat 
smear should be performed at the end of three months.

 If at the end of three months the smear is still positive, a 
specimen should be sent for culture and DST.

Supporting evidence:

 Sputum smear at month two or three of treatment has limited 
utility in predicting relapse.

 The quality of evidence in most studies that assessed failure was 
very low. The main rationale for recommending the addition of a 
three-month sputum smear is to detect a possible poor response 
to therapy (due to DR or MDR) earlier than the fifth month. 

Question 6: TB treatment extension

 What is the value of extending the intensive phase or the 
continuation phase in reducing failure or relapse?
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Recommendations

 In patients treated with regimens containing rifampicin for six 
months, if a positive sputum smear is found at completion 
of the intensive phase, the extension of the intensive phase 
is not recommended. This recommendation is based on 
preliminary results from one moderate quality study which 
showed only a modest benefit in decreasing the risk of relapse. 
Historically, when the regimen included only two months of 
RIF, the extension of the intensive phase meant an extra 
month of RIF. This extra month is less important now, when 
the recommended regimen is six months of rifampicin. 

Question 7:

 Which groups of patients should receive a re-treatment 
regimen with first-line drugs?

 What is the best regimen for previously treated patients, so 
that if they have MDR, they receive effective treatment?

Recommendations

 All previously treated TB patients should have culture and DST 
done before or at the start of treatment. 

 In settings where rapid DST is available, the results should 
guide the choice of regimen.

 In settings where rapid DST results are not routinely available, 
empiric treatment should be started as follows:

 TB patients whose treatment has failed or other patient 
groups with high likelihood of MDR-TB, should be started 
on an empiric MDR regimen. 

 TB patients returning after defaulting or relapsing from 
their first treatment may receive re-treatment regimen 
containing first line drugs 2HRZES/1HRZE/5HRE.

 As soon as DST results are known, regimens should be 
adjusted.

 NTPs should obtain and use their country-specific drug 
resistance data of failure, relapse and default patient 
groups to determine the levels of MDR. 
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There has been a significant upward revision in the estimates for TB/
HIV. This is due to the availability of better data from 2007 onwards. 
The estimated incidence of HIV-infected TB cases doubled from 1.37 
million incident HIV-infected TB cases in 2007 as compared to the 
estimate of 0.7 million in 2006. The number of deaths doubled; 456 
000 of the 2 million HIV deaths were attributed to TB, i.e., 23% of 
estimated HIV deaths in 2007.

An estimated 3.4 million persons are living with HIV/AIDS in the 
South-East Asia Region. The Region is distinguished by a complex, 
heterogeneous HIV epidemic at different stages across different 
countries and geographical areas within individual countries. For 
example, approximately two-thirds of the estimated HIV burden in 
India is in six states in the South and North-East, which make up only 
a third of the country’s population. In four states in southern India, 
the HIV prevalence appears to be slowly decreasing. In Indonesia, 
where the overall prevalence of HIV is low, three provinces have 
been reported to have much higher rates of HIV. In other countries, 
such as Bangladesh and Nepal, increasing HIV prevalence among  
high-risk groups such as Injecting Drug Users(IDUs), has raised 
concerns about the potential risk of a generalized HIV epidemic.

Two decades into the HIV epidemic, there has been a dramatic 
shift in perceptions on TB/HIV. HIV programmes are implementing 
intensified TB case finding (ICF); exploring isoniazid preventive 
treatment (IPT), and recognizing that infection control in HIV care 
settings requires urgent action. TB case finding and treatment 
activities are being included among the routine activities of HIV 
programmes, which are also extending TB services among most at 
risk populations (MARPs) such as sex workers and IDUs, as part of 
harm reduction services.

TB programmes in Asia are viewing TB/HIV interventions as core 
activities. Efforts are being made to find TB patients who are HIV-
infected and linking them to HIV care and ART. Suggested next steps 
include:

TB/HIV: Situation and plans for 
scaling-up

7
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 improving collaboration between programmes at all levels;

 strengthening recording systems in programmes to better 
capture case-finding and treatment;

 creating stronger and better partnerships with communities, 
civil society, and the private sector to increase awareness and 
reduce stigma; 

 improving uptake of available services and extending the reach 
of public health services; 

 improving communication, especially in support of ICF and IPT 
(addressing decision-makers, professional bodies experts and 
beneficiaries);

 expanding advocacy and communication to providers and 
affected communities; and

 taking advantage of opportunities provided by the Global Fund, 
donors and expanded national investments in health systems 
to improve logistics/supply management; infection control; 
laboratory services; quality of HIV testing; and expanding 
diagnostic capacity for TB. 

Country perspectives on TB/HIV

India

HIV in India peaked in the late 1990s and has since stabilized. There 
are an estimated 2.3 million people living with HIV/AIDS (2007). HIV 
surveillance indicates wide variations in HIV sero-prevalence among 
TB patients in different parts of the country, creating operational 
challenges for designing collaborative TB/HIV interventions. State 
level estimates vary from 0.5%–13.5%. In low HIV prevalence areas, 
>95% of TB patients were HIV-negative. HIV testing and care is still 
quite centralized and to extend HIV testing to all TB patients will 
generate substantial operational difficulties with possibly minimal 
additional yield.

A policy framework for comprehensive TB/HIV services in India 
has been developed. This includes coordination at all levels, TB/
HIV training for field staff, intensified TB case finding at Integrated 
Counselling and Testing Centres (ICTCs) and in all HIV care settings, 
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provision of HIV care (including CPT and ART) for HIV-infected TB 
patients, and airborne infection control in ART centres.

The intensified TB/HIV package incorporates additional 
interventions such as provider-initiated voluntary HIV testing of all TB 
patients, CPT for HIV-infected TB patients and enhanced monitoring, 
which includes recording and reporting of HIV status, CPT, and ART 
for all TB patients. This package has been deployed in the high HIV 
prevalent states and districts in the country. Nationwide scale-up of 
the intensified TB/HIV package by 2012 is a national goal. The need 
to reduce the risk of TB transmission in ART centres was highlighted 
as an important priority.

The way forward should include management of infection 
control in HIV care settings; gathering operational evidence on IPT; 
strengthening the implementation of the intensified package through 
training, supervision and monitoring; mainstreaming TB/HIV into 
routine training; and delivering TB/HIV interventions to MARPs 
through targeted interventions.



20 Regional Meeting of National TB Programme Managers

Globally, over 511 000 new MDR-TB cases are estimated to emerge 
on an annual basis. XDR-TB is now being reported from more than 50 
countries. Nearly 5% of MDR-TB cases are projected as having been 
treated in 2009, but only 3% in line with WHO standards. About 85% 
of the global MDR-TB burden is in just 27 countries. While the link 
with HIV is not fully understood, it could be potentially devastating. 
The management of M/XDR-TB is demanding, costly and complex. 
There are numerous bottlenecks to scale up M/XDR-TB prevention and 
management. Apart from major financial gaps, the capacity of national 
programmes for the management and care of M/XDR-TB is currently 
insufficient. There is a serious health workforce crisis. Inadequate 
laboratory capacity and absence of adequate infection control measures 
compound the difficulties in addressing drug resistant TB. 

At the Sixty-second World Health Assembly in 2009, Member 
States were urged to enhance quality and coverage of DOTS to 
achieve universal access to care and treatment for all TB patients, 
including those with MDR-TB. As of September 2009, the Green Light 
Committee (GLC) has approved 59 274 treatments in 108 projects 
in 68 countries. Till date, however, only 19 637 MDR-TB cases have 
been enrolled in 44 countries. 

At the seventh Meeting of the MDR-TB Working Group and first 
Green Light Committee Forum in October 2009, it was pointed out 
that despite the ongoing response by countries, scale-up was slow 
since most countries were heavily dependent on external support. 
There was the threat of imbalance between the capacity to diagnose 
and treat and the availability of resources. New models for provision of 
technical assistance, engaging with the private sector, and procuring 
adequate quantities of drugs outside of the Green Light Committee 
mechanism were urgently needed. A significant step in this context 
has been the establishment of a new TB Laboratory Strengthening 
team in the WHO Stop TB Department. 

In the SEA Region, well-functioning NTPs achieving high cure rates 
have ensured that MDR-TB rates remain low at 2.8% (1.9%-3.9%) 

MDR/XDR-TB: Progress and 
next steps
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among new cases; however, higher levels of 18.8% (13.3%-24.3%) 
are being reported among previously treated cases and XDR-TB has 
been reported in Bangladesh, India, Indonesia, Myanmar, Nepal and 
Thailand (Table1). 

While much has been achieved, NTPs in the Region face several 
operational challenges. Laboratory services for diagnosis and follow-
up of patients have to be more widely established and optimal 
treatment regimens decided upon. Steps have to be taken to handle 
and manage adverse reactions in peripheral settings. Considerable 
technical capacity and strengthening of facilities at field level are 
also required.

Challenges at the field level include resistance from health 
professionals who resist the extra workload and fear contracting drug 
resistant TB. They are unwilling to manage MDR-TB patients without 
strict isolation facilities. There are demands for separate facilities such 
as isolation rooms and beds, extra human resources and additional 
incentives or stipends. Detailed consultation, assessment and planning 
before implementation and careful supervision and monitoring after 
beginning during the process of implementation are needed. 

Table 1: Estimated MDR-TB cases and rates in SEAR 
Member States, 2008

No. of 
incident  
MDR-TB  
cases 

estimated

MDR-TB rates 
among all 

new TB cases 
(%)

MDR-TB 
rates among 
previously 
treated TB 
cases (%)

No. of incident 
smear positive 
MDR-TB cases 

estimated

Bangladesh 14 506 3.6 20 7 694

Bhutan 67 3.0 20 41

DPR Korea 7 183 3.9 23 5 407

India 130 526 2.8 17 86 163

Indonesia 12 209 2.0 20 6 427

Maldives 5 2.7 21 3

Myanmar 4 181 4.0 16 2 331

Nepal 1 937 2.9 12 1 164

Sri Lanka 152 0.2 21 141

Thailand 2 774 1.7 35 1 923

Timor-Leste 118 2.9 20 58

173 658 2.8 18.8 111 352
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Activities that WHO/SEARO undertook during 2008-09 included 
providing assistance to all countries in preparation of Green Light 
Committee applications; supporting the development of costed 
national plans and guidelines for the programmatic management 
of MDR-TB (PMDT); providing assistance with SLD procurement 
and supply management with GDF and Green Light Committee; 
organizing monitoring missions with GLC to Bhutan, Bangladesh, 
India, Indonesia, Myanmar and Timor-Leste; training NTP staff and 
participating NGOs in PMDT; promoting the adoption and widespread 
dissemination of the International Standards for TB care (ISTC) 
at country level, and establishing a regional expert group on M/
XDR-TB to review and provide guidance on the implementation of 
interventions for M/XDR-TB in countries. 

Country perspectives on managing M/XDR-TB

Nepal

Nepal has successfully implemented MDR-TB management since 
2005. According to the National DRS survey in 2007, multi-drug 
resistance among previously treated cases was 11.7% and among 
new cases 2.9%. Treatment regimens are in two phases. The first 
phase is the intensive phase which is for 8-12 months and the second 
phase is the continuation phase, which is for 16-20 months. 

Policy-level planning at the highest level helped give a strong 
direction to the programme. Key policies include provision of free 
quality-assured second-line TB drugs; fully supervised treatment; 
clinical monitoring and documentation of side-effects (monthly 
during intensive phase, bi-monthly during continuation phase); 
regular sputum and culture monitoring (monthly during intensive 
phase, bi-monthly during continuation phase); and community 
support to patients through village DOTS committees, clinics and 
other mechanisms. A standard system of recording and reporting for 
monitoring of treatment results and evaluating programme progress 
through cohort analysis has been established. Human resource 
development is a priority in the context of managing MDR-TB.

Key achievements of the MDR-TB programme in Nepal include 
registering 632 cases by the end of September 2009. The programme 
has doubled the number of treatment centres and sub-centres 
during 2008. The programme helped develop effective public-private 
partnership models that led to the setting up of five treatment centres 
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and eight diagnostic centres in the private sector with a treatment 
success rate of 71.4% (2005 cohort). The provision of socio-economic 
support from the government through grants of US$ 19/month for 
each patient for transport has proved very beneficial.

However, the programme faces some constraints. The level of 
socio-economic support for MDR-TB patients is not sufficient and 
the lack of hospital beds or hostels for MDR-TB patients requiring 
accommodation is a problem. Infection control measures need to be 
put in place. The central laboratory needs to be upgraded to function 
as a National Reference Laboratory, and culture facilities need to be 
set up in some regions.

Plans for 2010-15 include:

 expanding MDR-TB programme sites from 42 to 80;

 revising MDR-TB management guidelines;

 establishing a protocol for treatment of XDR-TB cases and 
initiating XDR-TB management;

 developing and implementing infection control policy and 
guidelines;

 providing hostel accommodation for patients on treatment;

 upgrading central NTP laboratory to NRL status; 

 establishing culture facilities at regional level; and

 expanding collaboration with public and private sector partners.
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Impact targets for TB prevalence and mortality have been set at 
50% of the 1990 level to be achieved by 2015. There are numerous 
tools for measuring impact: population-based surveys which look at 
the prevalence of TB disease; tuberculin surveys to determine the 
annual risk of infection: verbal autopsies to determine TB mortality 
rate; mathematical-epidemiological modelling analysis of routine 
surveillance data of TB control programmes; and using information 
from national health management information, vital registration 
systems and hospital records.

Planning a national disease prevalence survey is complex. It 
includes selection of a representative population at the national and 
sub-national level; planning resources such as funds, mobile X-ray 
units, laboratory equipment, transport and personnel; training field 
staff; determining the duration and schedule of activities to achieve 
high coverage; ensuring quality sputum microscopy and culture 
facilities; eliciting sustained community participation; and planning 
simultaneous data entry and analysis. 

Estimating trends in incidence using routine surveillance data will 
need to be based on accurate and complete data through improving 
recording and reporting from national programmes. It is necessary 
to capture cases that are diagnosed in hospitals, other public sector 
units, private health facilities and through NGOs. Strengthening 
analysis and linking data from different sources to eliminate double 
counting and strengthening surveillance of HIV among TB patients 
are critical.

WHO has set up a Task Force on impact measurement that has 
also recommended the need to evaluate TB deaths through cohort 
reporting, improving vital registration systems, and establishing the 
reliability of verbal autopsies in evaluating TB deaths within general 
cause-of-death surveys.

Measuring TB incidence, 
prevalence and mortality
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Country perspectives 

Bangladesh

The national TB prevalence survey in Bangladesh was carried out 
with BRAC, Damien Foundation, WHO, KNCV, International Centre for 
Diarrhoeal Disease Research, Bangladesh (ICDDR, B) among others 
as implementing partners. The primary objective of the TB prevalence 
survey was to determine the prevalence of smear-positive TB. The 
secondary objectives were to identify factors associated with non-
detection and to identify factors associated with trends in prevalence 
of TB in different parts of the country.

The survey was carried out in 40 clusters; 20 rural and 20 urban 
clusters were included. A pre-survey visit was carried out to contact 
local authorities (administrative, health, local policy-makers). This 
was followed by enlisting community consent, finalizing the sites 
and finding a place for the laboratory diagnosis. It also entailed 
identifying a DOTS centre and other resources such as X-ray facilities 
and communication systems.

Field activities included census-taking where details were 
put together on the selected mouza/muhallah, population, location, 
prominent places, contact persons in the community, and households 
to be surveyed. A case was defined as any person with either two 
slides positive on microscopy or one slide positive in combination 
with a chest X-ray suggestive of pulmonary TB.

Quality assurance involved intensive training of participants; 
random checks on collected data; daily checks on collected specimens; 
confirmation of test results; and double data entry.

Further studies have been recommended to look for more details 
such as shifts in age distribution. Research is recommended for 
identifying the true prevalence of TB among slum dwellers and lower 
socio-economic groups in urban areas. It was also decided to analyse 
why few districts found more positive cases while others did not.
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Country experiences were presented by national programme managers 
on progress, plans, challenges and gaps in implementing the Stop TB 
Strategy through well-planned and illustrated poster presentations. 
Each country shared how it had achieved targets for case detection and 
treatment, and highlighted its successes and challenges. The poster 
presentations highlighted country plans and how quality of service 
delivery was being prioritized, MDR-TB addressed, HIV co-infection 
brought down by working with National AIDS Control Programmes, 
and engagement with other sectors including private and public health 
providers, and communities scaled up. All countries reported that the 
number of TB patients registered for treatment each year had increased 
as the NTPs continued to improve access to DOTS services.

Following the poster presentations, countries worked on updating 
their national plans on subsequent days focusing on the following 12 
key components. Along with outlining plans for 2010 and 2011, they 
specified their requirements for technical and financial assistance in 
the following areas:

1. Early and higher case detection

2. Laboratory strengthening

3. Improving TB treatment success rates

4. Improved procurement and supply management

5. ACSM

6. Monitoring and Evaluation

7. TB/HIV collaborative activities

8. MDR-TB: Prevention and control

Country presentations: progress 
and plans for TB control
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9. Infection control

10. Health system strengthening

11. Budget and financing 

12. Operational research

The country plans are as shown Annex 1.
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11.1 Achieving early and improved case detection

Participants worked in their country groups to review programmatic 
interventions that could lead to early and improved case detection. 
All countries drew attention to challenges on reaching far-flung areas 
and ensuring treatment to floating populations.

Challenges in case detection were attributed to inadequate 
coordination between sectors, insufficient training, finance and 
human resources. Clinical and medical risk groups such as alcoholics, 
smokers, TB contacts, HIV patients, those suffering from diabetes 
mellitus, malnutrition, and social risk groups like prison inmates, 
immigrants and industry and factory workers were felt to be 
neglected.

Inadequate capacity for diagnosis of childhood TB needed to be 
urgently addressed. Most countries lacked capacity to diagnose extra-
pulmonary and smear-negative cases. It was felt that the indigenous 
medicine systems ought to be used more effectively. Another topic of 
concern related to cross-border areas.

Priority activities listed were the need to evolve a effective 
diagnostic algorithms for all forms of TB; reduce barriers to access 
through more patient-friendly services; explore the use of incentives 
and enablers via existing social welfare schemes for the poor and 
vulnerable; engage other healthcare providers including midwives 
and nurses, commission operations research on new ways of 
engaging healthcare providers in other sectors; and strengthening 
contact screening.

Using the “Onion” model, the participants estimated the proportion 
of cases missed by NTPs in the respective countries. However, such 
estimates on the proportion of cases missed at each level (rings 2-6) 
were based on rough estimates. Thus, it was suggested that studies 
to measure the accessibility of health services, knowledge, attitude 
and care seeking practices, studies on patient and provider delays 
and operational research on the use of diagnostic algorithms and the 

Group work 
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additional yield of cases through contact tracing and community-
based activities could be carried out to arrive at better estimates of 
cases missed at each stage.

Participants from most countries were of the view that all 
the reporting units most regularly report to NTPs. Systems for 
electronic transmission of NTP reports from district to national level 
are in place in India and Indonesia. There was a possibility that 
notification reports could miss some cases diagnosed at the lowest 
administrative levels due to administrative errors. Also, a large 
proportion of public sector hospitals and non-NTP health providers 
have not yet been brought into the recording and reporting systems 
of the respective NTPs. In many countries, hospitals are involved in 
the DOTS programme but only a minority of them report regularly 
to NTPs. Similarly, cases diagnosed by the private sector, other 
collaborating agencies, prisons and workplaces are not included in 
the reports from most of the countries. In many countries there 
is no system to monitor the completeness of reporting from the 
districts to the national level.

Figure B: The “onion” model
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11.2 Scaling up MDR-TB and TB/HIV interventions, 
including infection control measures

The status in each country with respect to whether national policies 
had been established, plans and necessary tools such as guidelines 
and training materials developed in each of these areas was reviewed. 
The progress made in each of these areas, the major constraints 
and challenges that required to be addressed were reviewed. The 
milestones to be achieved, (e.g., number of laboratories to be 
established and quality assured, number of sites where MDR-TB 
would be managed, how many patients would be enrolled over the 
next two years) were discussed.

Participants then worked in country-wise groups using a template 
to review the situation in their countries with respect to implementing 
interventions for MDR-TB, TB/HIV and infection control, and to make 
plans for interventions that needed to be put in place over the next 
two years, including the technical assistance that would be required 
to facilitate these plans. In many cases, the milestones for 2010 and 
2011 were revised.

The output from the group work is summarized for each country 
and presented in Annexe 1.
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Participants undertook visits to three TB treatment sites in New 
Delhi, namely the Ram Babu Institute of Pulmonary Medicine and 
TB, Kingsway Camp; New Delhi Municipal Council (NDMC) Polyclinic; 
and Guru Teg Bahadur Chest Clinic, Dilshad Garden. 

The Ram Babu Institute of Pulmonary Medicine and TB was upgraded 
to a full-fledged Institute of Pulmonary Medicine and Tuberculosis in 
2008. It is the largest site in the capital for programmatic management 
of MDR-TB patients. The Kingsway Chest Centre is a District TB Centre 
that caters to six million people and is responsible for implementing 
the Revised National TB Control Programme (RNTCP) activities and 
has an ICTC for HIV; Tobacco Cessation Clinic; Social Welfare Centre 
for providing vocational training to poor patients; crèche facility for 
children of admitted patients; and a Homeopathic Research Centre 
for alternative medicine management of TB patients. 

The NDMC Polyclinic in New Delhi has a District TB Centre and 
ICTC along with other facilities. The TB Centre is located in an urban 
area with 4-5 slum pockets. Operational since 1998, the Centre has 
registered around 9000 TB patients on DOTS, of whom 85% have 
been successfully treated. The Chest Clinic caters to a population of 
0.8 million. The ICTC in the polyclinic has been functional since 2001 
and is the first centre in Delhi to start TB/HIV coordination activities 
for 0.5 million people. 

The community outreach programme of St. Stephen’s Hospital 
reaches a large population of underprivileged communities. The 
programme works closely with the RNTCP programme in Delhi and 
at the grassroots level through neighbourhood DOTS and community 
providers as per patient convenience. Its IEC facilitation cell operates 
through a team of health education facilitators responsible for IEC 
activities at field level for the entire state. Also, it works with RNTCP 
Delhi to provide home-based psychosocial support services to MDR-
TB patients on DOTS Plus treatment regimen in the capital. 

The visiting teams saw facilities and services provided for 
treatment of respiratory diseases, TB and MDR-TB. They interacted 

Field visits
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with patients, treatment providers and medical professionals 
observing maintenance of uniform management system allowing 
systematic, consistent data collection and analysis to facilitate 
appropriate supervision and effective monitoring of activities at the 
peripheral levels of the health systems and in the community.
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The Global Stop TB Partnership

The Partnership is working towards reaching MDG 6, Target 8, by 
2015 and aims at 50% reduction in TB prevalence and deaths by 
2015 and elimination (<1 case per million population) by 2050. 
It also developed the Global Plan to Stop TB for 2006-2015 which 
details the actions and resources needed to implement the Stop TB 
Strategy and to make an impact on the global TB burden.

National Stop TB Partnerships

This is a voluntary alliance between different organizations that 
work towards TB prevention, care and control. They pool in their 
core competencies, share resources, risks and responsibilities, and 
benefit from achieving overall partnership goals. One such example 
is that of the GERDUNAS TB in Indonesia founded in 2000. Through 
this coalition, the government formed a partnership between the 
public health system and numerous groups including private doctors 
to diagnose TB, NGOs to help people get treatment, and community 
health workers to support people complete treatment.

The Partnership for Tuberculosis Care and Control, India, was 
established to support and strengthen India’s TB control efforts, 
harnessing the strengths and expertize of multiple partners in various 
technical and implementation areas, and empowering affected 
communities for TB care and control. The partnering process is based 
on three continuously evolving components—partnership exploration, 
building and maintenance. WHO and the Stop TB Partnership secretariat 
provide technical support to replicate good practices developed in 
other countries. Resources are mobilized through contributions from 
partners at country level and inclusion of partnership operations in 
proposals submitted to Global Health Initiatives.

TB Technical Assistance Mechanism: TB TEAM 

TBTEAM was created by Stop TB Partners in 2007 and is managed by 
a secretariat hosted by the WHO Stop TB Department. The goal of 

Partnerships for TB control
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TBTEAM is to render technical assistance to countries in a coordinated 
way. The functions of TBTEAM are:

 facilitate access to high-quality assistance;

 coordinate technical assistance through a one-stop window; 

 encourage the development of technical assistance plans at 
country level based on a gap analysis;

 facilitate mission assessments to ascertain whether needs 
have been met;

 help identifying funding sources in a timely manner; and

 promote capacity-building of consultants through a process of 
mentoring.

Not all technical assistance needs can be anticipated. TBTEAM 
thus helps countries and partners with adhoc requests for assistance 
and to find consultants within a large pool of qualified experts and 
technical partners. Most of these are drawn from a global roster 
of experts to which consultants apply according to their technical 
expertize. If required, TBTEAM also provides funding for adhoc 
missions, although funding is limited. TBTEAM seeks to ensure the 
quality of technical assistance and facilitate capacity-building by 
asking countries to complete a Post-Mission Quality Assessment 
for each mission conducted in their country. One of the major 
achievements of the TBTEAM in 2009 was increased coordination 
of technical assistance by TBTEAM partners and the formation of 
regional TBTEAMs.
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The vision of the ACSM framework is “Equitable access to quality 
diagnosis, treatment and care with dignity for all TB patients”. Its 
goal is to strengthen the capacity of TB control programmes and 
stakeholders to plan, implement and monitor activities leading to 
adequate resources, enhanced awareness and support structures 
within communities. The overall objectives of the ACSM framework 
contribute to implementing the Stop TB Strategy, through expanding 
ACSM activities, with inclusion of active participation from all 
stakeholders to optimize synergies and strengthening ACSM capacity 
in the Region.

Advocacy-specific strategies of the ACSM framework include 
resource mapping and mobilization for TB control with a specific focus 
on policy-makers and partners, strengthening collaboration between 
stakeholders and multiple sectors, addressing programme policy 
gaps, advocacy for early uptake of newer strategies and technology, 
and supporting countries to have national and sub-national strategic 
plans for TB control.

Strategies specific to communication include identification and 
utilization of opportunities for message delivery. These include specific 
events accompanied by regular, synchronized and widespread media 
campaigns, involving socially influential personalities, local opinion 
leaders and celebrities and brand ambassadors; strengthening 
interpersonal communication; ensuring coherence of messages from 
contextual, culturally appropriate, gender sensitive and socially 
acceptable sources; and drawing examples from other successful 
communication programmes.

Social mobilization roles revolve around community and patient-
centred services and expected outcomes/outputs are improved 
treatment adherence, promoting patient focus of services (improved 
outcome) and patient-friendly services.

Framework for advocacy, 
communication and social 
mobilization (ACSM)
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Country-level stakeholders such as UN bodies, development 
partners, international technical organizations, programme managers, 
public and private health-care providers, NGOs, community based 
organization(CBOs), health-care organizations, media, professional 
bodies, the corporate sector and other health programmes play 
significant roles in TB care and control. The overall expected outcome/
output of these partnerships can be defined as sustained services, 
improved standards of care and accountability and transparency.

With reference to monitoring and evaluation of these activities, 
indicators have been developed for all three components to measure 
their output/outcome against select activities.

A focused effort to document and share ACSM success stories in 
the Region is a priority since available information is limited.

Country perspectives in ACSM

Sri Lanka

The success of ACSM efforts in Sri Lanka is reflected through the 
performance of the National Programme of TB Control and Chest 
Diseases (NPTCCD) whose strategies are based on its cultural and 
ethnic situation. Its vision is to have a “TB-free Sri Lanka” and its 
mission is “To contribute to socio-economic development through 
formulation of policies, planning, coordinating and monitoring of all 
TB and chest disease activities in the country”. The objective of the 
communication strategy is to ensure that every citizen has access 
to free, adequate and easy-to-understand information on TB. Key 
activities of NPTCCD and stakeholder details are elaborated in the 
Table 2.

Other activities of NPTCCD include developing a website, producing 
tele-dramas, TV and radio jingles, provincial and district review with 
political authorities and policy-makers, bringing out newsletters 
and producing display material. Next year it will develop a five-year 
communication strategy, create a separate website, conduct research 
on the effectiveness of communication activities and train staff to 
improve communication.

Timor-Leste

Timor-Leste has healthcare centres at the district, sub-district and 
community levels. Social mobilization activities are carried out 
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through Servisu Integradu da Saúde Communitária (SISCa), Caritas 
Diocesana Dili and Klibur Domin. The SISCa focuses on community 
involvement in integrated health service delivery and Suco (village) 
level involvement in health decision making. The programme is 
implemented through community health centres with family health 
promoters (PSF) playing a central role. PSFs are local volunteers 
who promote health at the community level under the basic service 
package (BSP). Over 4000 PSFs have been recruited and trained in 
delivering the BSP.

Monthly clinics are held at designated Sucos to identify suspects, 
refer them for sputum examination and provide health education. In 
2008, Caritas trained 136 community TB volunteers, who reached 
out to 4 729 families and 18 747 individuals, collected sputum in 588 
cases and found 206 new smear positive cases.

Table 2: Key activities of NPTCCD and stakeholders

Stakeholder Activities

Policy-makers Advocacy programmes by the NTP 
at central, provincial, district and 
MOH area levels

Health professionals District and institutional level 
sensitization programmes, booklets, 
leaflets, flow charts 

Private health service providers and 
parallel health services (army, navy, 
police)

Sensitization programmes, 
booklets, treatment guidelines 

Education sector including school 
teachers and children

Awareness programmes, 
exhibitions, booklets, leaflets and 
posters

Estate sector (tea, coffee, plantation 
including their management and 
workers)

Street dramas, screening clinics, 
awareness programmes

Industrial sector including 
management and employees

Screening clinics, awareness 
programmes, street dramas and 
other IEC

Service sector Awareness programmes and other 
IEC activities

Internally displaced populations Screening clinics, street drama and 
other IEC activities
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Many technical and developmental agencies are partnering TB 
control efforts in countries of the Region. PATH is currently working 
to promote and build capacity in countries in the areas of ACSM, PPM 
and implementation of PAL. The agency has developed tools for use 
in countries and also supports trainings for MDR-TB implementation 
and monitoring as well as integrated management of TB/HIV.

The Foundation for Innovative New Diagnostics (FIND) is actively 
participating in the EXPAND-TB project globally and in the Region 
to help countries develop laboratory policies and plans for the 
introduction and deployment of newer diagnostics, particularly for 
MDR-TB, through a process of in-country missions to assess and build 
the capacity of national TB reference laboratories, supporting the 
procurement of equipment for liquid culture and line probe assays, 
and reagents and consumables through UNITAID.

The Global Fund is a global financing mechanism mandated to 
raise and disburse substantial funds for achieving a tangible impact 
on HIV/AIDS, TB and malaria. The Global Fund fills funding gaps in 
support of national efforts for the prevention, care and treatment 
of HIV/AIDS, TB and malaria among all population groups and 
particularly among most-at-risk population (MARPs). The extent of 
funding made available for TB in the SEA Region was US$ 57 996 
708 until the end of 2009.

The Japan Anti-TB Association works mainly in the areas 
of laboratory strengthening in countries and organizes several 
international training courses in TB control.

The SAARC TB and HIV/AIDS Centre is a WHO collaborating centre 
and works in the area of prevention and control of TB and HIV/AIDS 
in the Region. It supports national programmes in the areas of human 
resource development, information exchange, public awareness and 
advocacy, research and strengthening laboratory capacity.

The South-East Asia office of the UNION is responsible for 
management training in TB and tobacco control; human resource 
development; procurement and logistics; communication and 

Contributions from partners
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advocacy; and monitoring and evaluation. The agency is currently 
piloting tobacco cessation interventions for TB patients in India.

World Vision mainly works in countries on developing approaches 
and interventions for ACSM in TB prevention and control. These 
include involving civil society for early case detection and increased 
treatment adherence, organizing communities and facilitating 
volunteers, TB task forces or support groups within the community 
to contribute to national TB control efforts.
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Recommendations for National TB Control 
Programmes

Early and higher case detection

 Adopt the target of universal case detection.

 Include in national TB control plans measures to address active 
case finding through intensified screening, prioritizing groups 
that must be reached first and linking with related programmes 
such as HIV/AIDS, MCH, rehabilitation programmes and social 
support organizations.

 Prioritize interventions among identified social and clinical 
risk groups, in congregate settings and among migrant 
populations.

 Link with related programmes and consider integrated 
approaches such as PAL.

 Work with professional paediatric associations and MCH 
programmes to scale-up diagnosis and treatment of TB among 
children.

 Expand access to DOTS through wider community involvement 
linkages with primary health posts and use of patient enablers 
wherever appropriate.

Laboratory strengthening

 Develop/review/update plans for expanding the reach and 
scope of laboratory services based on the burden of TB in the 
country and existing laboratory capacity including for culture 
and DST.

 Introduce newer diagnostics, such as liquid culture and line 
probe assays, for improving diagnosis of TB, drug-resistant TB 
and TB among HIV-infected persons, in line with the national 
laboratory expansion plan.

Recommendations
16
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Increasing treatment success rates

 Expand access to DOTS through wider use of primary health 
facilities/posts, greater involvement of community-based 
providers and volunteers and securing patient enablers, 
wherever appropriate.

 Strengthen internal referrals within large hospitals and links 
with DOTS centres at community level to improve outcomes 
from patients attending large hospitals.

 Ensure adequate treatment capacity for treatment of childhood 
TB, MDR-TB and TB/HIV as capacity for diagnosis expands.

 Adapt/adopt new WHO TB treatment guidelines after due 
consideration of the country context.

Public-public and public-private mix

 Build capacity and accredit providers in other sectors to 
effectively deliver quality services on a wider scale in order 
to have an impact on case detection and treatment success 
rates at national level and to expand capacity for diagnosis, 
treatment and care of TB, MDR-TB and TB/HIV.

Infection control

 Establish national coordinating bodies for TB or airborne 
infection control with specific terms of reference and mandates 
for integrated national planning for airborne infection control.

 Develop national guidelines for infection control for preventing 
transmission of TB in health facilities and begin capacity building 
of programme officers and healthcare facility administrators 
by 2010.

Systems strengthening

 Develop and update national costed scale-up plans until 2015, 
to fully benefit from available financing mechanisms including 
the recently introduced National Strategy Applications and 
“single-stream financing” mechanisms of the Global Fund.

 Ensure that necessary technical assistance and human resource 
development (HRD) requirements are included and costed in 
national TB control plans.
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 Review human resource development plans in line with 
the document “Planning the Development of HR for the 
implementation of the Stop TB strategy”.

 Establish national partnerships and/or TBTEAMs for better 
coordination between NTPs, in-country and external technical 
and development partners, to optimize technical and financial 
support for implementation of national plans for TB control.

 Engage with national drug regulatory authorities and 
professional medical associations to promote rational use of 
anti-TB drugs. 

 Focus attention on communication and social mobilization 
approaches to ensure a patient-centred approach and overcome 
psychosocial, cultural and financial barriers to ensure better 
case finding and treatment outcomes.

 Focus on improving quality of routine case notifications for all 
forms of TB, data analysis and use within national programmes 
and strengthen programme monitoring and supervision of 
implementation.

 Engage with national HMIS and other integrated/joint M&E 
systems in the long-term.

 Engage in research in operational approaches for improving 
case detection and treatment outcomes, deploying newer 
diagnostics and improved treatment regimens.

Recommendations for ministries of health

 Commit necessary support for achieving universal access to 
diagnosis and treatment of all forms of TB including TB/HIV 
and M/XDR-TB by 2015, and in line with the resolutions on TB 
control adopted by the Sixtieth and Sixty-second World Health 
Assembly.

 Strategically allocate domestic and external resources to build 
systems capacity for delivery of all priority health programmes 
including TB control services, in a sustainable manner.

 Facilitate collaboration between NTPs and NAPs to scale-up 
diagnostic HIV testing of TB patients and take steps to improve 
access for HIV-infected TB patients to ART and CPT; ensure 
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health facilities with TB services are prioritized for expansion 
of HIV counselling, testing and treatment services. 

 Strengthen cross-border collaboration for control of priority 
communicable diseases including TB, utilizing Regional 
associations, SAARC and ASEAN.

 Encourage and support in-country manufacturers of anti-TB 
drugs to comply with national/international pre-qualification 
standards to expand manufacturing base of quality-assured 
anti-TB drugs in the Region. 

Recommendation for member states

 Member States to take the lead in developing cross-border 
referral mechanisms. 

Recommendations for WHO and technical partners

 Convene a meeting of SEAR Technical Working Group on 
TB (TWG) to discuss implications of recently revised or new 
guidelines, including revised WHO TB treatment guidelines, 
for countries of the Region.

 Promote mechanisms such as national partnership forums and 
national TBTEAMs for closer coordination, communication and 
sharing of information between respective NTPs, in-country 
and external partners, to optimize support and avoid potential 
imbalances or duplication of efforts. 

 Advocate for and assist in strengthening procurement 
mechanisms and for strengthening drug regulatory authorities 
for effective pharmacovigilance and rational use of first and 
second-line anti-TB drugs. 

 Coordinate and provide requested technical assistance for 
each year, to support implementation of national TB control 
plans, including for resource mobilization, towards reaching 
targets set for 2015.

 Support NTPs to improve routine surveillance through 
strengthening notification systems and undertake necessary 
population-based surveys/studies to monitor impact of 
interventions on trends in the epidemic. Support efforts to 
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accurately estimate burden of TB (including childhood TB), 
TB/HIV, M/XDR-TB.

 Develop a road map for phased scaling-up of laboratory 
services in countries and assist countries in developing their 
national laboratory expansion plans.

 Work with NTPs to more accurately forecast requirements of 
first and second-line drugs in the immediate and longer term 
to boost global manufacturing and strengthen procurement 
and supply management processes to ensure uninterrupted 
supplies of quality-assured drugs at all levels in countries.

 Summarize evidence from on-going projects in the Region, on 
effectiveness and feasibility of IPT among PLHIV and facilitate 
in-country implementation of IPT in HIV care settings.

 Define research priorities in consultation with national 
programmes and their national and support research activities 
in countries. Document and disseminate research outcomes to 
strengthen evidence to inform national policies and guidelines 
to improve implementation of TB control interventions.

 Finalize and disseminate guidelines and training materials 
on newer areas, including infection control for prevention of 
nosocomial transmission of TB and ACSM, for adaptation and 
use in countries.
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Bangladesh: Action Plan for 2010-2011
Early and higher case detection

 Focus on slums and elderly population among social risk groups
 Focus on HIV positives, diabetics and malnourished children (in 

coordination with NNP)  
 Focus on garment workers and prison populations
 Establish contact tracing for all smear-positive cases
 Ensure provision of INH prophylaxis for children under five years (local 

technical assistance (TA) needed)
 Finalize  operational guidelines on childhood TB
 Initiate PAL pilot projects
 Initiate links with maternal and child health programmes/clinics
 Undertake a national drug resistance survey (TA needed)
 Re-estimate the burden of TB/HIV  (TA needed) 

Laboratory strengthening

 Commence accreditation of private labs
  Establish three more culture and DST labs
  Introduce LED/FM microscopy at selected sites

Improving TB treatment success rates

  Strengthen participation of health assistants
  Establish contact tracing for all smear-positives through cured patients
  Develop childhood TB treatment regimens based on newly published 

guidelines (TA needed)

Improved procurement and supply management

 Identify funds for procurement of first line drugs
 Procure LED microscopes for selected sites  
 Identify funds for laboratory consumables
 Improve procurement and supply management system at all levels

Annex 1

Country action plans for  
2010-2011: Proposed next steps
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ACSM: Advocacy, communication and social mobilization 

 Obtain BMA endorsement of the International Standards for TB Care 
(ISTC) (local TA needed)

 Continue to observe World TB Days in collaboration with the Ministry of 
Health and local authorities (Local TA needed)

 Establish cross-referral with other health related departments/divisions 
(Local TA needed)

 Distribute short IEC films in rural areas
 Strengthen  DOTS coverage in workplaces

M&E: Monitoring and evaluation

  Pilot the use of an electronic recording and reporting register 
  Ensure peer supervision of programme implementation in the different 

districts
  Train staff to make more use of available data for programme 

improvements
  Undertake a mortality survey

TB/HIV: Collaborative activities

 Introduce IPT for HIV positives in HIV settings

MDR-TB: Prevention and control of multi-drug resistant TB

 Strengthen patient categorization for choosing treatment regimen (TA 
needed)

 Strengthen smear microscopy to identify late converters and failures (TA 
needed)

 Develop a national MDR-TB expansion plan (TA needed)

Infection control

 Develop a strategic plan for infection control (TA needed)

Health system strengthening 

 Develop strategic plan for human resource development
 Establish national TBTEAM
 Effectively utilize existing human resources to improve programme 

management (TA needed) and work with MoH to fill vacant positions    
 Conduct leadership and management course on TB (TA needed)
 Strengthen supervision from central level to improve programme 

supervision (TA needed)

Operational research

 Undertake OR on TB prevalence among high risk groups 



47Annexures

Bhutan: Action Plan for 2010-2011
Early and higher case detection

 Plan and undertake a cross-border awareness campaign
 Establish screening of immigrant labour workers at main entry points in 

Bhutan
 Sensitize physicians to screen for active TB among relevant clinical risk 

groups
 Develop guidelines for contact tracing of sputum smear-positive cases at 

household/community levels  
 Organize a consultation with the NACP to establish effective cross-

referral and links between the two services
 Develop guidelines to establish linkage between HISC and district 

hospitals
 Estimate the burden of MDR-TB through a drug resistance survey (TA 

needed)

Laboratory strengthening

 Establish culture and DST facilities at two regional referral hospitals 
(RRHs) 

 Procure Florescent microscopes for three high burden district hospitals

Improving TB treatment success rates

 Re-orient Gewog (Village) DOTS Committees towards community-based 
TB activities  and train local leaders and voluntary healthy workers 

Improved procurement and supply management

 Assess procurement and supply management system needs 
 Train pharmacists and pharmacy technicians on procurement and supply 

management systems

ACSM: Advocacy, communication and social mobilization

 Initiate advocacy on TB/HIV with stakeholders                  
 Undertake advocacy/awareness campaigns aimed at the national 

workforce (NWF); train stakeholders and religious leaders

M&E: Monitoring and evaluation

 Link TB reporting with Bhutan Health Management Information System 
 Train TB focal persons on data analysis and use (TA needed)

TB/HIV: Collaborative activities

 Screen all TB patients for HIV in hospitals and BHU Grade I
 Counsel and screen all HIV positive cases for TB in three Regional 

reference hospitals (RRHs) and in high TB burden districts
 Improve cross-referral between HIV and TB programmes recording and 

reporting to capture TB/HIV co-infections

MDR-TB: Prevention and control of multidrug-resistant TB

 Improve recording and reporting of MDR-TB



48 Regional Meeting of National TB Programme Managers

Infection control

 Implement existing infection control plan in three RRHs

Health system strengthening 

 Train doctors and health workers on revised guidelines including 
recording/reporting

 Establish national TBTEAM mechanism
 Capacity building of programme staff

Budgeting and financing

 Train finance and programme staff on budgeting and financing

Operational Research

 Undertake Operational Research  on TB among children
 Undertake Operational Research  on TB among nomadic or mobile 

population 
 Undertake Operational Research on TB and stigma 
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DPR Korea: Action Plan for 2010-2011
Early and higher case detection

 Provide training on possible association  between TB and alcohol 
consumption for general physicians and household doctors

 Provide training on smoking cessation strategies for TB care providers
 Undertake a study on use of household doctors and community 

volunteers for contact tracing and its impact on increasing case detection
 Provide training on rapid and patient-friendly diagnostic algorithm of 

international standard for paediatricians and TB doctors at all levels 
targeted at homes of SS+ cases

Laboratory strengthening

 Establish EQA at national reference laboratory (NRL) level
 Undertake analysis and protocol development of resistance survey 

completed to identify resistance pattern and standardization of country-
specific regimen, in collaboration with SNRL, Hong Kong

 Pursue accreditation of NRL by SNRL, Hong Kong
 Provide training on newer diagnostic tools available globally in 

collaboration with FIND (LED-based fluorescent microscopy, liquid 
culture, species identification by speedier method and molecular-based 
diagnosis for detecting TB and MDR-TB)

 Undertake a feasibility assessment and development of plan for setting 
up culture free(or rapid) diagnostic settings in NRL, in collaboration with 
FIND

 Develop proficiency measures for culture and FLD/ DST at NRL
 Complete drug resistance survey for XDR-TB in collaboration with SNRL, 

Hong Kong

Improving TB treatment success rates

 Ensure regular supervisory activities intensified for health settings by 
NTP and PTP

 Develop and print DOTS manual for general population
 Develop certificate for recognition of 100% DOTS adherence  
 Pilot training on prevention of TB for volunteers (KAP, action points 

designated for relationship with TB doctors and patients) 

Improved procurement and supply management

 Identify potential funding sources for procurement of first-line anti-TB 
drugs

 Complete GLC application by first half of 2010 for procuring 2nd second 
line anti-TB drugs

 Place order by year-end for procuring second-line anti-TB drugs
 Train NTP staff on management and coordination mechanism established 

for improving drug and supply management
 Enrol MDR-TB cases and provide second-line drugs 
 Computerize drug stock management in connection with TB 
        e-surveillance system
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ACSM: Advocacy, communication and social mobilization

 Coordinate mechanism established between NTP and mass media
 Develop and print DOTS manual, brochures, video materials (age and 

occupation specific) for general population 
 Observe World TB Days in different provinces

M&E: Monitoring and evaluation

 Train staff on use of software developed for central and provincial level 
(APW with IT institute in DPRK) and expand the system

 Pilot  TB data management system on LAN-based Infrastructure (S&E)
 Integrate GIS into existing software
 Provide training on epidemiological methods for central and provincial 

level staff

TB/HIV: Collaborative activities

 Establish one sentinel screening site at central level TB care centre and 
two provincial level TB care centres in collaboration with NTP and NAP

MDR-TB: Prevention and control of multidrug-resistant TB

 Submit application to Green Light Committee 
 Train health staff on MDR-TB management at approved sites

Infection control

 Develop guidelines on infection control in TB care settings
 Train medical staff and patients at sanatoria on infection control  
 Develop pilot curriculum for training of professionals working on MDR-TB 

(TA at regional level) 

Health system strengthening 

 Establish national TBTEAM
 Provide training for all household doctors and doctors in other sectors in 

TB management
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India: Action Plan for 2010-2011
Early and higher case detection
 Map diabetic clinics and develop/pilot active case finding interventions
 Develop/pilot active CF activities in prisons
 Resolve PPD supply issue for childhood TB (TA needed from WHO and 

SSI Copenhagen)
 Establish linkages with PAL by including activities like piloting PAL in 

Kerala (TA needed from WHO, WHO CC (NTI)
 Undertake rapid surveys for R and FQ resistance in new TB cases for re-

estimating burden of MDR-TB (TA needed) 
 Revise DRS survey protocols to provide representative MDR-TB estimates 

amongst different Cat II types on entry to treatment (TA needed)
 Scale-up interventions based on results of proposed pilot studies (TA 

needed from WHO and WHO CCs (NTI and TRC)
 Scale-up PAL interventions based on results of pilot in 2010

Laboratory strengthening
 Introduce LED FM for routine use at designated microscopy centres with 

high workload (TA needed: FIND, GLI, WHO)

Improving TB treatment success rates
 Revise TB treatment regimens and implement four drug “New” (previous 

Cat I regimen) and five drug “Previously treated” (previous Cat II 
regimen) regimens proposed (TA needed from WHO, WHO CC (NTI)

Improved procurement and supply management
 Ensure pre-qualified FP for FLD procurement under GF for procurement 

of first-line drugs (TA needed from GDF, WHO)
 Explore utilization of procurement mechanisms outside GLC mechanisms 

(Stream B & C mechanisms) during future grant negotiations with GF for 
second-line drug procurement (TA needed from GDF, GLC and WHO)

 Establish  electronic SLD management systems for improving drug and 
supply management (TA needed from GDF, MSH and WHO)

ACSM: Advocacy, communication and social mobilization 
 Develop tools for improved communication with MDR-TB suspects and 

patients (TA from WHO and WHO CC (NTI))
 Increase representation of community in all relevant forums (via civil 

society partners) (TA needed from STP, PATH and the Union)

M&E: Monitoring and evaluation
 Develop software for integrated information system for DR-TB services 

which links lab, in-patient and ambulatory treatment service and 
management sites (TA from MSH, WHO and WHO CC (NTI)) 

 Undertake RCT for shortening treatment regimen for (24 to 15 month 
regimen) for MDR-TB (TA requested from WHO, WHO CC (TRC) and GLC) 

 Pilot IPT in ART centres (TA requested from WHO and UNAIDS)
 Undertake RCT for shortening of treatment regimen (24 to 15 month 

regimen) for MDR-TB (TA requested from WHO, WHO CC (TRC) and GLC) 
 Pilot IPT in ART centres (TA requested from WHO and UNAIDS)  
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Infection control
 Pilot airborne IC guidelines in two states and scale up based on results of 

the pilot with TA from PATH, CDC and WHO

Health system strengthening 
 Strengthen HR at all levels to effectively utilize external support to be 

taken up in 2010 with TA requested from WHO

Operational research
 Concentrate on new diagnostics and drugs with TA from FIND, WHO, 

WHO CCs (NTI, TRC) 
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Indonesia: Action Plan for 2010-2011
Early and higher case detection

 Strengthen case finding in slum areas and in areas with high HIV 
prevalence

 Include HIV positives in all VCT clinics and diabetics in health facilities 
with DOTS units

 Screen TB patients in prisons and workplaces 
 Continue household contact tracing activities
 Continue childhood TB diagnosis activities 
 Household contact of positive TB cases
 Pilot PAL at central and province-level hospitals 
 Expand TB/HIV collaboration in VCT and CST centres

Laboratory strengthening

 Develop national reference laboratory 
 Expand intermediate labs in seven new provinces 
 Involve non-NTP labs for quality assured smear microscopy
 Establish culture and first-line DST activities in five labs for lab 

strengthening through culture and first-line DST 

Improving TB treatment success rates

 Continue use of incentives for health workers for treatment success 
outcomes 

Improved procurement and supply management

 Organize high level inter-sectoral meetings in provinces to ensure 
realization of govt. commitment for drug procurement with reference to 
procurement of  first-line anti-TB drugs, lab equipment and supplies

 Coordinate TA amongst partners for improving drug and supply 
management

ACSM: Advocacy, communication and social mobilization 

 Proposed plan for training of province and district ACSM teams (TA 
needed)

 Finalize advocacy toolkits 
 Start a national TB campaign
 Update TB website/evaluate TB campaign 
 Produce and distribute Gerdunas bulletin
 Disseminate patient charter, support community organizations and pilot 

village TB posts in remote areas 
 Constitute a Journalist Award and documentation of partnership in annual 

TB report and Gerdunas

M&E: Monitoring and evaluation

 Pilot online TB surveillance system as part of improving data 
management software

 Train M&E staff on data management/analysis
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TB/HIV: Collaborative activities

 Establish TB/HIV working group in high burden areas 
 Train TB workers on HIV-related issues
 Train HIV workers on TB-related issues 
 Implement TB/HIV surveillance system in high-burden areas

MDR-TB: Prevention and control of multidrug-resistant TB

 Develop guidelines and training modules 
 Implement pilot site at Surabaya hospital 
 Expand coverage area of Jakarta pilot site

Infection control

 Train and assess two hospitals for infection control standards

Health system strengthening 

 Revise training material for district coordinator and health facility staff for 
human resource development

 Scale-up HDL and TB/HIV training for 100% coverage 
 Regular planning and M&E to improve programme management 
 Routine quarterly supervision 

Budgeting and financing

 Finalize implementation tool and planning for budgeting

Operational research

 Capacity building at province level for conducting OR for TB 
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Maldives: Action Plan for 2010-2011
Early and higher case detection

 Screen all diabetes patients for TB
 Conduct workshops for rehab and prison workers on transmission/

prevention of TB
 Conduct training workshop for community health workers on TB case 

management and contact tracing. (Funds required) 

Laboratory strengthening

 International training for TB lab workers on culture sensitivity (TA 
needed) 

 Establish connection with SNRL in Chennai for DST (TA needed) 

Improved procurement and supply management

 Procure limited amount of loose drugs through GDF (TA needed) 
 Procure INH for prophylaxis through GDF (TA needed) 
 Conduct workshop for regional hospitals and main DOTS centres on drug 

supply management (funding needed) 

ACSM: Advocacy, communication and social mobilization 

 Conduct workshop to sensitize political leaders on community 
engagement in TB prevention

 Educate expatriate recruiting agents on TB prevention and control 
through one-day workshop 

 Develop and print IEC information package on transmission and 
prevention of TB for school children

M&E: Monitoring and evaluation

 Integrate TB surveillance information into SIDAS system (TA needed) 

TB/HIV: Collaborative activities

 Carry out awareness programme and active case finding on World TB 
Day 

MDR-TB: Prevention and control of multidrug-resistant TB

 Adopt WHO guidelines on treatment of MDR at national level

Infection control

 Develop guidelines for infection control 

Health system strengthening 

 Establish national TBTEAM (funds required)
 Provide international training for two staff members of DOTS centres on 

DOTS (funds required)
 Supervise visits to three regional DOTS centres (funds required)
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Myanmar: Action Plan for 2010-2011
Early and higher case detection

 Continue coverage of social risk groups 
 Expand to newer sites depending on availability of funds specific to risk 

groups.
 Pilot coverage of clinical risk groups in 100 sites (funds for X-ray 

diagnosing needed) 
 Continue and improve existing system of contact tracing to proceed more 

systematically including household contacts and contacts of previous 
year’s positive cases (financial support needed for all these activities)

 Expand use of paediatric formulation, including training of basic health 
staff (BHS) for childhood TB 

 Develop new reporting system and training to BHS on its use 
 Expand linkages with HIV and MCH programmes 
 Improve estimates for paediatric TB

Laboratory strengthening

 Improve infrastructure of 20 labs through quality-assured smear-
microscopy (financial support needed) 

 Expand new microscopy centres —10 per year as proposed under GFATM 
Round 9 

 Introduce fluorescent microscopes in all states and divisions 
 Establish national TB reference lab in Mandalay for lab strengthening 

through culture and second-line DST and two new sites proposed (TA 
needed)

 Use FIND project funds to secure equipment and additional TA 

Improving TB treatment success rates

 Scale-up community involvement in projects implemented through 
INGOs like Three  Diseases Fund and GFATM Round 9

Improved procurement and supply management

 Procure first-line anti-TB drugs planned through Three Diseases Fund 

ACSM: Advocacy, communication and social mobilization 

 Increase case detection in some townships
 Form TB Team (tasks committee) to discuss ACSM and its scope at 

different levels of project implementation 
 Start partnering process by mobilizing potential partners to establish 

national Stop TB Team 

M&E: Monitoring and evaluation

 Expand DHIS software to improve data management software 
 Train township-level facilitators to improve database analysis and its use 
 Prevalence survey and KAP is in progress
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TB/HIV: Collaborative activities

 Expand collaborative activities to three new townships every year till 
2015. 

 Continue TB/HIV sentinel surveillance
 Ensure that 3 000 eligible TB patients are treated for HIV in 2010 and 8 

860 of estimated eligible TB patients treated for HIV in 2011

MDR-TB: Prevention and control of multidrug-resistant TB

 Targets set for MDR-TB control for 2010:175 patients 
 Targets set for MDR-TB control for 2011: 200 patients

Infection control

 Strengthen infection control measures to decrease nosocomial 
transmission of TB in township implementing TB/HIV collaborative 
activities and MDR-TB programme management (through 22 TB/HIV  
sites, 26 MDR-TB sites, seven of which overlap between TB/HIV and 
MDR-TB) (TA needed)

Health system strengthening 

 Provide training in lab equipment maintenance and repair (TA needed)

Budgeting and financing

 Budgetary allocation of US$ 869 000 and budgetary allocation of US$ 
815 500 for next two years

Operational research

 Explore possibility of implementing a nine-month regimen for MDR-TB 
(TA needed)
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Nepal: Action Plan for 2010-2011
Early and higher case detection
 Address cross-border issues with border districts in India; document 

and quantify problem and conduct meetings with India (TA and WHO 
facilitation needed)

 Conduct OR and tobacco cessation activities for TB patients (TA needed 
from WHO and The Union) 

 Focus on systematic screening, treatment and infection control for 
prisoners 

 Develop clear operational guidelines for contact tracing among household 
contacts of smear-positive cases and MDR-TB (TA needed) ; conduct OR 
on yield and further expansion (TA needed)

 Develop guidelines for childhood TB (TA needed)
 Strengthen and scale up PAL (TA and financial assistance needed) 
 Link up with maternal and child health services (TA needed)
 Conduct TB/HIV training for staff (TA needed)

Laboratory strengthening
 Scale-up quality assurance sampling (LQAS)  based external quality 

assessment (EQA) for smear microscopy (TA and funds needed) 
 Develop national lab capacity and set up provincial level labs for lab 

strengthening through culture and first-line DST (TA needed) 
 Introduce liquid culture (equipment already available) and fluorescence 

microscopy 
 Introduce line probe assay (TA needed)

Improving TB treatment success rates
 Pilot a mix of family DOTS and health facility DOTS to improve TB 

success rates through DOTS and patient support. 

Improved procurement and supply management
 Address issues related to fund transfer for first-line drug procurement 

between GF, PR and GDF
 Train and monitor drug logistics management to improve drug and supply 

management (TA needed)

ACSM: Advocacy, communication and social mobilization 
 Develop a comprehensive national ACSM plan and (TA needed) 

M&E: Monitoring and evaluation
 Replace Epicentre software with something simpler to improve database 

management software (TA needed)
 Organize MIFA training for data management (TA needed)
 Undertake a prevalence survey (TA needed along with outsourced 

implementation by an agency)

Infection control
 Develop guidelines for infection control (TA needed)
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Health system strengthening 
 Organize training on programme management (TA needed) 
 Organize training to develop counselling skills (TA needed) 
 Organize training on laboratory techniques (TA needed)
 Organize training on TB/HIV (TA needed)
 Organize training to improve supervision strengthening (TA needed)

Budgeting and financing
 Manage new GF grant including consolidation of grants (TA needed)
 Utilize WHO planning and budgeting tool as routine practice (TA needed) 

Operational research
 Evaluate PAL (TA Needed)
 Evaluate contact tracing (TA needed)
 Evaluate treatment delays (TA needed)
 Evaluate alternative DOT models (TA needed)
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Sri Lanka: Action Plan for 2010-2011
Early and higher case detection

 Target slum/internally displaced/elderly and estate populations for active 
case finding through intensified screening

 Develop guidelines for screening and mapping of diabetic clinics (TA 
needed from WHO) 

 Develop active case finding in prisons 
 Review guidelines for contact training and household contacts (TA needed 

from TBTEAM and The Union)
 Finalize TB/HIV guidelines (TA needed from WHO)
 Link with HIV, NCD and programmes for elderly people (TA needed from 

WHO)
 Re-estimate burden of MDR-TB, TB/HIV and paediatric TB (TA needed 

from WHO)

Laboratory strengthening

 Organize training on maintenance of microscopes (TA needed from GLI 
and FIND) 

 Introduce newer diagnostic tools for rapid culture and DST as 
recommended (TA needed from GLI)

 Introduce training for LED and fluorescent microscopy, establish 
laboratory information system and networking between laboratories (TA 
needed)

Improving TB treatment success rates

 Introduce counselling training for health personnel for improved DOT and 
patient support (TA needed from WHO) 

Improved procurement and supply management

 Transfer funds directly to GDF; register FDCs; establish QA for 
procurement of first-line anti-TB drugs in collaboration with GDF and 
GFATM to (TA needed from GDF) 

 Transfer funds directly to GLC from GFATM for procurement of second-
line drugs (TA needed from GDF and GFATM)

 Drug and supply management training through GDF 

ACSM: Advocacy, communication and social mobilization 

 Develop ACSM plan with M&E plan (TA needed from partners) 

M&E: Monitoring and evaluation

 Improve existing data management software and GIS (TA needed from 
WHO) 

 Train TB programme managers at all levels for data analysis (TA needed 
from WHO) 

MDR-TB: Prevention and control of multidrug-resistant TB

 Finalize guidelines for MDR-TB management (TA needed from WHO) 
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Infection control

 Review National Infection Control Policy and guidelines (TA needed from 
WHO) 

Health system strengthening 

 Train staff in programme management and planning for district level 
managers (TA needed from WHO) 

 Develop skills in counselling for TB staff (TA needed from WHO/FHI) 
 Train district level managers on programme management (TA needed 

from WHO)
 Improve supervision tools (TA needed from WHO) 

Budgeting and financing

 Train staff on planning and budgeting tool  (TA needed from WHO) 
 Secure support for preparation of GFATM R10 proposal on TB (TA needed 

from WHO) 

Operational research

 Undertake OR on diabetes and TB; prevalence of TB among contacts; 
and on treatment delays 
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Thailand: Action Plan for 2010-2011
Early and higher case detection

 Continue focus on elderly population 
 Focus on migrants to assess initiatives for verbal screening of 

documented migrants during registration 
 Ensure screening and chest X-rays for prisoners 
 Strengthen contact tracing, mainly among close contacts, for household 

contacts
 Build capacity of paediatricians and GPs on case detection for early and 

higher case detection for childhood TB 
 Revise R&R formats to include 0-4 years and strengthen R&R of children 

with TB
 Review and establish procedures in collaboration with private hospitals 

and non-MoPH GO hospitals (military, university etc.) 
 Establish linkages with selected hospitals to pilot PAL 

Laboratory strengthening

 Strengthen EQA system at regional level and initiate EQA system in 
private hospitals for lab strengthening through assured smear microscopy

 Set up QC system of FLD-DST at regional level and monitor quality of 
established liquid culture facilities to strengthen laboratories for culture 
and first-line DST 

 Maintain capacity in performing culture and second-line DST at national 
level 

Improving TB treatment success rates

 Strengthen role of district TB coordinators to facilitate the increased role 
of primary care units in providing DOTS

 Supervise DOT providers through health services
 Capacity enhancement of community-based DOT providers
 Increase proportion of community-based non-family member DOT 

providers (Village Health Volunteers, community health leaders, 
neighbours) to provide quality DOTS

 Provide food coupons and transportation costs to TB patients
 Provide monetary incentives to DOTS partners for treatment success case 

Improved procurement and supply management

 Procure first and second-line drugs through National Health Security 
Office under  management of GPO

 Procure lab equipment and supplies under NHSO management 
 Improve drug management through Vendor Mandatory Inventory System  
 Strengthen monitoring of drug supply at health facility level
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ACSM: Advocacy, communication and social mobilization 

 Integrate TB monitoring into regular health inspector’s checklists 
 Establish MoUs between Ministry of Public Health (MoPH) and Ministry of 

Justice and MoPH and Bangkok Metropolitan Administration for facilitating 
TB control services among specific population groups/targeted areas

 Rent air time to provide key messages on TB to local radio stations and 
village broadcasting system

 Mobilize potential partners from civil society and the private sector to 
establish national TB partnerships

 Start joint monitoring missions between various TB stakeholders 
including civil society and private providers in monitoring the programme 
(TA from STOP TB Partnership needed) 

M&E: Monitoring and evaluation

 Develop and utilize national M&E plan at national, regional and provincial 
levels including other TB stakeholders (TA from STOP TB Partnership and 
WHO needed)

 Revise existing electronic data management software (current SMART TB 
programme) by NHSO 

 Conduct training on Management of Information for Action (MIFA) for 
regional TB coordinators and other partners 

 Re-estimate burden of MDR-TB, TB/HIV and paediatric TB; prevalence 
survey in 2011 (TA needed from WHO) 

TB/HIV: Collaborative activities

 Strengthen collaborative mechanisms between HIV-TB at national, sub-
national and provincial levels

 Strengthen collaborative mechanisms 
 Revise and distribute PITC handbooks to all service providers including 

private hospitals
 Develop training curricula for providing ART for TB/HIV patients 
 Distribute HIV/TB ICF handbook to all health facilities 

MDR-TB: Prevention and control of multidrug-resistant TB

 Submit GLC application for three MDR-TB pilot sites 
 Provide second-line drugs to selected vulnerable populations like 

migrants 
 Expand MDR-TB pilot site across the country

Infection control

 Pilot three components of IC in 35 provincial hospitals 
 Expand IC to more provincial hospitals
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Health system strengthening 

 Develop national training curriculum on TB/HIV case management 
 Revise training curricula for TB management with training of government 

service providers on  revised curricula
 Enhance capacity of TB control programme in Bangkok to improve 

programme management
 Include TA agenda in national STOP TB Partnership 
 Establish pilot site of routine data verification system for improving 

programme supervision

Budgeting and financing

 Find sources of funding though Royal Thai Government, National Health 
Security Office, and Global Fund

Operational research

 Undertake a multisectoral study of MDR-TB, situational analysis of 
childhood TB in Thailand 

 Undertake study on factors affecting treatment adherence among 
migrants (WVFT) 
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Timor-Leste: Action Plan for 2010-2011
Early and higher case detection

 Strengthen public-private mix (PPM) activities for case finding and case 
holding

 Revise TB guidelines to include IC, TB/HIV and paediatric TB (TA needed)

Laboratory strengthening

 Provide training and quality control for lab workers (TA needed)

ACSM: Advocacy, communication and social mobilization 

 Expand ACSM activities to include SISCA programme in poor performing 
districts (TA and funding needed)

M&E: Monitoring and evaluation

 Strengthen monitoring and supervision to develop skills in M&E and data 
analysis (TA needed)

TB/HIV: Collaborative activities

 Establish national coordination framework for TB/HIV at national level 
(TA needed)

Health system strengthening 

 Retrain programme personnel on current issues
 Develop plan for HR development (TA needed)

Operational research

 Develop research agenda and generic research protocol (TA needed)

Others

 Develop national level “Joint Working Committee” for TB
 Round 10 proposal development (TA needed) 
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Annex 2

Agenda

1. Global and regional overview of TB, progress and challenges for 
TB control

2. Framework for improved and early case detection, including TB 
among children

3. Strengthening laboratory networks

4. Revised WHO TB treatment guidelines

5. TB/HIV: Situation and plans for scaling-up

6. MDR/XDR-TB: Progress and next steps

7. Measuring TB incidence, prevalence and mortality

8. Poster presentations: progress and plans for TB control

9. Group work

10. Field visits

11. Partnerships for TB control

12. Framework for advocacy, communication and social mobilization 
(ACSM)

13. Updating national plans: Implementing the Stop TB Strategy

14. Conclusions and Recommendations
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Annex 3

List of Participants

Country participants

Bangladesh
Dr Shah Monir Hossain
Director General 
DGHS
Mohakhali
Dhaka

Dr Md Nazrul Islam 
Programme Manager TB
NTP
DHGS
Mohakhali
Dhaka

Bhutan
Dr Tapas Gurung
Medical Superintendent
Mongar Eastern Regional Referral 
Hospital
Mongar

Mr Chewang Rinzin
Programme Officer
TB Programme
Ministry of Health
Thimphu

DPR Korea
Dr Hong Sung Il
Official in No 2 Dept in charge of 
TB Management
Ministry of Public Health 
Pyongyang

Dr Kim Son Yong 
Doctor in No 3 hospital 
Ministry of Public Health 
Pyongyang
Ms Kim Hye Yong
Translator in Population centre 
Ministry of Public Health
Pyongyang 

India
Dr L.S. Chauhan
Deputy Director General (TB)
Ministry of Health and Family 
Welfare
Nirman Bhawan
New Delhi

Dr D. Behera
Director 
LRS Institute of TB & Respiratory 
Diseases
New Delhi

Indonesia
Mr F.X. Agus Budiyono
SKM, M. Kes
Ministry of Health
Republic of Indonesia
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Indonesia
Dr Ida Bagus Nyoman Banjar
MKM, Field Manager of Health 
Case Control
DKI Jakarta Provincial Health 
Office
Ministry of Health
Republic of Indonesia
Jakarta

Maldives
Ms Fathmath Reeza
Programme Officer
Centre for Community Health 
and Disease Control
Ministry of Health and Family
Male

Dr Mohamed Faisham
Medical Officer
Indira Gandhi Memorial Hospital
Ministry of Health and Family
Male

Myanmar
Dr Saw Lwin
Deputy Director General  
(Disease Control)
Ministry of Health
Nyapitaw

Dr Moe Zaw
Assistant Director (TB)
Department of Health
Ministry of Health
Nyapitaw

Nepal
Dr Pushpa Malla
Director
National Tuberculosis Centre
Ministry of Health and Population
Kathmandu

Mr Kabiraj Khanal
Under Secretary
Policy, Planning & International 
Cooperation Division
Ministry of Health and Population
Kathmandu

Sri Lanka
Dr U.A. Mendis
Director General Health Services
Ministry of Healthcare & 
Nutrition
Colombo

Dr A.S.K.B.de Alwis
Director
National Programme for TB 
Control and Chest Diseases
Colombo 

Thailand
Dr Sasithorn Tangsawad
Medical Officer, Expert Level
Office of Disease Prevention and 
Control, Region 6
Department of Disease Control
Ministry of Public Health
Tivanond Road, Nonthaburi
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Dr Suksont Jittimanee
Public Health Technical Officer
Professional Level
Bureau of Tuberculosis
Department of Disease Control
Ministry of Public Health
Tivanond Road
Nonthaburi

Timor – Leste
Mr Raul Sarmento
Regional Supervisor
Ministry of Health
Dili

Mr Placido da Conceicao
District TB Coordinator Aileu
Ministry of Health
Dili

Temporary advisers/
resource persons

Dr K.K. Jha
Director
SAARC TB and HIV/AIDS Centre
Kathmandu 
Nepal

Dr Prahlad Kumar
Director
National Tuberculosis Institute
Bangalore
India

Dr V. Kumaraswami
Director
Tuberculosis Research Centre 
Chennai, India

Mr Somsak Reinthong
Head
Regional Supranational Reference 
Laboratory, TB and TB/HIV
Bangkok, Thailand

Ms Blessina Kumar
Community Treatment Action 
Group, New Delhi
India

Partners

Dr Riris Andono Ahmed
Centre for Tropical Medicine
Faculty of Medicine
Gadjah Mada University
Bulaksumur, Yogyakarta
Indonesia

Dr Jenny Amery
Regional Health Advisor
South Asia DFID
B-28, Tara Crescent Qutab 
Institutional Area
New Delhi, India

Dr J.N. Banwalikar
Medical Superintendent
Rajan Babu Institute of Pulmonary 
Medicine and TB
Kingsway Camp, Delhi
India

Dr P.C. Bhatnagar
Chairperson of the Steering 
Committee
STOP TB Secretariat
The Union, South East Asia
C-6, Qutub Inst Area, New Delhi
India
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Dr Vineet K. Chadha
Sr Epidemiologist, National TB 
Institute, No 8, Bellary Road
Bangalore
India

Dr L.P. Chandradasa, Director
Lanka Jathika Sarvodaya 
Shramadana 
Sangamaya 155A “Nagarodaya”, 
Danister Siva Mawatha, 
Colomobo
Sri Lanka 

Mr Tilak S Chauhan 
Asia Representative, TB Alert
F-216, Vaishali Garden Apts
Nagarjuna Nagar, Tarnaka 
Secunderabad
India

Dr Fahim Ahmed Chowdhury
Quality Assurance Specialist
TB Control Programme
BRAC, 75 Mohakhali, Dhaka
Bangladesh

Dr Laurent Le Danois
Adviser-Public Health/Gender
Development Cooperation
Delegation of the European 
Commission 
to India, Bhutan and Nepal
65, Golf Links, New Delhi
India

Mr Manoj Gopalakrishna
Managing Director
5th Floor, Singnature Tower B
South City I, Gurgaon
India

Dr Maria Guevara
Country Representative
MSF-Holland
No. 62/A, Bawdi Yeiktha Road
Bahan Township, Yangon
Myanmar

Dr Satish Kaipilyawar
Project Director – India TB 
Programme, PATH
2nd Floor, State Immunization 
Complex, DM & HS Campus, 
Sultan Bazaar, Koti, Hyderabad
India

Dr K. Hemachandran
Project Management Specialist-TB
Office of Population, Health and 
Nutrition, USAID

American Embassy
Chanakyapuri, New Delhi
India

Dr Michelle Lang-Alli
Catholic Relief Service (CRS)
Dili
Timor-Leste

Dr Ota Masaki
Japan Anti TB Association
3-1-24 Matsuyama, Kiyose
Tokyo
Japan

Ms Anushree Mishra
Director 
PANOS Global AIDS Programme 
A-1/404, Uniworld City,  
Sector 30, South City-1, Gurgaon
India
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Dr Jean-Louis Mosser
Country Health Coordinator
Malteser International, Yangon
Myanmar
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Programme Officer
Global Fund to Fight AIDS, TB 
and Malaria
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Switzerland

Dr Khin Myo My
Project Mana
MRCS (Myanmar Red Cross Socie
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Yangon
Myanmar

Dr A.T.M. Nasir Uddin
Project Manager 
Dhaka City Corporation Area -8
Mirpur, Dhaka
Bangladesh

Dr C.N. Paramasivan
Head of TB Laboratory Support
Foundation for new innovative 
diagnostics, Avenue de Budé 16
Geneva
Switzerland

Dr Sharon Perry
Stanford School of Medicine
Division of Infectious Diseases 
and Geographic Medicine
300 Pasteur Drive, Stanford
USA

Dr M. Lutfor Rahman 
Programme Consultant (GFATM)
UPHCP II, Nagar Bhaban, Dhaka
Bangladesh

Ms Nirupa Rangaiah
Manager Projects-Documentation
New Concept Information 
Systems Pvt. Ltd., ‘Darshan’ Plot 
No. 5, Institutional Area Sarita 
Vihar, New Delhi

Dr. Rajeswari Ramachandran
Independent Consultant
10/25 ,First Seaward Road,  
GC Dharanija Apartments, 
Valmiki Nagar, Chennai 
India

Ms Taru Bahl
Sr Communication Consultant
New Concept Information 
Systems Pvt. Ltd.
‘Darshan’ Plot No. 5, 
Institutional Area Sarita Vihar 
New Delhi

M. D’Arcy Richardson 
Technical Director, TB Program
PATH, 1800 K Street, NW, Suite 
800, Washington, DC 
USA

Dr Md Abdul Hamid Salim
Country Director and Medical 
Advisor 
Damien Foundation, Damien 
Foundation Coordinating Office
House 24, Road 18, Block A
Banani, Dhaka
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US Agency for International 
Development
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Association India
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Dr Sidharth Singh
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Global Fund Round 6 
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World Vision Foundation of 
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Mr Joaquim Soares
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Mr Billy Stewart
Programme Manager (National 
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Institutional Area New Delhi
India

Sister Ydalia Taveras
Director, Caritas Diosezana Dili
Dili
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Dr Daw Ti Ti
National Consultant
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Annex 4

Message from Dr Samlee Plianbangchang, 

Regional Director, WHO South-East Asia Region, at the

Meeting of the National TB Programme Managers of SEA Region, 

2- 5 November 2009

WHO SEARO, New Delhi, India

I am pleased to welcome you all to the Meeting of the National TB 
Programme Managers of the WHO South-East Asia Region on behalf 
of our Regional Director, Dr Samlee Pliangbangchang. 

As you are all aware, the South-East Asia Region has the highest 
burden of tuberculosis among all six WHO Regions, with an estimated 
4.9 million cases, or one in every three cases of tuberculosis in the 
world. Over one-quarter of all avoidable deaths among adults, or 
over 500 000 deaths in the Region, are due to TB. What is of grave 
concern is that younger people in their most productive years are the 
most affected. In addition to the personal loss, these lives and work 
would otherwise contribute to social and economic progress.

With an estimated 3.6 million people living with HIV, the Region 
is the second-hardest hit by HIV, following the African Region. The 
overlap in the age groups affected by TB and HIV highlights the need 
to further scale up interventions for HIV/TB in the Region. Indeed 
with mortality rates in excess of 50% among those co-infected with 
HIV and active TB, this is an urgent public health issue. 

Fortunately, the incidence of multidrug-resistant TB (MDR-TB) is 
still low in the Region, at under 3% among newly detected TB cases. 
However, given the high overall number of cases, this makes for a 
large number with MDR-TB. Extensively drug-resistant TB has also 
been reported from five countries in the Region.

Despite this very high burden of disease, significant progress 
has been made in TB control in the Region. Due to the commitment 
and sustained efforts of ministries of health, national TB control 
programmes, WHO and partners, over 2 million TB patients are being 
diagnosed and registered for treatment every year. Treatment success 
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rates over 85% continue to be achieved, while a case detection rate 
of 69% has been achieved in the last year. Almost 15 million patients 
have been cured during the last 10 years and several thousand TB 
deaths averted in the Region. 

The Millennium Development Goals call for halting and reversing 
the incidence of TB through reducing TB prevalence and mortality 
by 2015. WHO estimates that TB prevalence has been halved while 
mortality due to TB reduced by a third. These figures indicate that 
the Region is on track to reach the MDG targets set for TB. 

Following the launch and adoption of the WHO Stop TB Strategy 
by all countries in the Region in 2006, significant progress has also 
been achieved in implementing the five components additional to the 
DOTS strategy. 

Several countries have established services to diagnose and treat 
cases of multi-drug resistant tuberculosis; Nepal was the first to 
expand these services country-wide. National TB and AIDS control 
programmes in seven countries are jointly expanding a comprehensive 
package of interventions for those affected by both HIV and TB. 

Recognizing that TB services delivered through public health 
systems alone cannot reach all TB patients, national TB programmes 
in the Region began engaging with a wide range of partners starting in 
the early 1990s. As a result, several thousand private practitioners, 2 
500 international and national NGOs, 1500 public and private hospitals, 
360 medical schools, the health services of defence forces, railways, 
state-run industries, 150 corporate houses and 550 prisons are now 
working with NTPs in the Region, through public-private initiatives. 
Where such measures are in place, the number of cases notified has 
increased by up to 25%, with treatment success rates over 90%. 

National TB programmes have also focused on working with 
civil society. Community-based TB services are expanding and 
have demonstrated cost-effectiveness, higher utilization of services 
and better outcomes. Social support that entitles TB patients to 
community-based poverty alleviation schemes is beginning to 
address social and economic barriers to access to treatment. The 
implications of social support programmes for TB, as a disease of 
poverty, are clear. 

While much has indeed been achieved, national TB programmes 
still face several challenges. Expanding services to a population of 
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1.3 billion, with language and cultural diversities, and faced with 
poverty, rapid urbanization, and large population displacements in 
many countries, is a major task. At least a third of cases estimated 
remain unreported. These cases are of concern from the point of 
view of continuing disease transmission, risk of drug resistance, and 
higher TB mortality. 

Almost all national TB control programmes have identified 
laboratory capacity as the major constraint to scaling up diagnosis 
and treatment of MDR-TB cases. Ensuring uninterrupted supplies of 
quality second-line drugs to treat patients with MDR-TB, especially in 
the larger countries, is proving to be a difficult task. This issue has 
therefore been the focus of attention at the ministerial meeting on 
MDR and XDR/TB in Beijing, China in March, and at the Sixty-second 
session of the World Health Assembly in May this year. 

HIV-associated TB is a major concern not only for TB control 
programmes, but also for HIV programmes. A biregional meeting 
was held in August this year with the aim of addressing the needs of 
co-infected people. At the meeting, mechanisms by which the two 
programmes could rapidly scale up the provision of integrated services 
were discussed. We recognize that in order for this to happen, further 
decentralization of HIV counselling, care and treatment centres, as 
well as the establishing of TB diagnostic and treatment services at 
every HIV service delivery point, are essential for integrated care of 
those with both HIV and TB. 

Central to all these efforts is the recognition that weaknesses in 
health systems must be addressed if we are to deliver an essential 
package of primary health-care services. Primary healthcare is 
the best way to achieve concerted action by multiple sectors for 
equitable access to services, including TB services, and to reach the 
most vulnerable and those who find it hardest to seek care.

Fortunately, TB control is receiving significant support, with 
increased funding currently available in several Member States. We 
acknowledge the commitment of several development and technical 
agencies, national and international NGOs for the implementation 
of TB programmes in the Region. The Global Fund to Fight AIDS, 
Tuberculosis and Malaria is the single largest funding source for TB 
control programmes in eight Member States. The Global Drug Facility 
is supporting nine countries either through grants in kind or through 
its direct procurement mechanisms. 
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The long-term goal is to eliminate tuberculosis as a public 
health problem. Given the nature of the TB epidemic, increased and 
sustained commitment will be needed, from all stakeholders, including 
national governments and national and international partners. Our 
continued collaboration is critical to deliver much-needed services 
more effectively and efficiently, to reach all population groups and 
to overcome the physical, social and financial barriers that prevent 
people from accessing care. 

This meeting can play an important part in working towards 
this goal, by addressing common challenges and constraints, and 
planning for effective implementation of interventions to combat this 
major communicable disease in the Region. 

I wish you all fruitful deliberations and a pleasant stay in Delhi.
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