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SUMMARY 

1. Introduction 

The First Stop Tuberculosis (TB) Meeting in the Pacific Islands was held 
in Noumea, New Caledonia from 26 to 29 June 2000 after a tuberculosis 
crisis in the Western Pacific Region was declared during the 50th session of 
the Regional Committee in September 1999. The Stop TB special project 
was launched as a response. 

It followed the first Regional Technical Advisory Group (TAG) to Stop 
TB in the Western Pacific Region in February 2000, which endorsed the 
targets of the Regional Stop TB Strategic Plan in the Western Pacific, to 
reduce the morbidity and mortality due to tuberculosis in the Region by half 
by 2010. 

In 2002, the Pacific Small Island States (SIS) proposal TB component 
was developed in 10 Pacific countries in order to reduce TB burden by one 
third in those countries and areas by 2007, through the full expansion and 
implementation of the Directly observed treatment, short-course (DOTS) 
strategy within the health system, using the established Pacific SIS network 
regionally and nationally. 

The Second Stop TB Meeting in the Pacific Islands was convened jointly 
by the World Health Organization (WHO) and the Secretariat of the Pacific 
Community (SPC) in Noumea, New Caledonia from 30 March to 2 April 
2004 with the following aims and objectives: 

(1) to follow up on the progress made in DOTS implementation since 
the First Stop TB Meeting in the Pacific Islands; 

(2) to review and finalize the two-year national action plans (2004-2005) 
in the Pacific island countries and areas; 

(3) to discuss technical issues, including the implementation of quality 
assurance of sputum-smear microscopy and surveillance; 

( 4) to strengthen the collaboration between countries and areas and 
international partners in tuberculosis control; and 



(5) to review the status of the current progress in the 10 countries and 
areas which have received support from the Global Fund, especially 
in terms of implementation, monitoring and evaluation of the project. 

2. Conclusions and main recommendations 

2.1 General conclusion 

Managers from national TB programmes (NTPs) and from the TB 
laboratory services from Pacific island countries and areas, together with TB 
and laboratory experts, met for four days in Noumea to discuss the progress 
that has been macie in the implementation of DOTS since the launching of 
the Pacific Stop TB initiative in June 2000. The participants to the meeting 
discussed solutions for the constraints that Pacific island countries and areas 
face in their fight against TB. 

In 2002, the Global Fund to Fight AIDS, Tuberculosis and Malaria 
(GFATM) approved a multi-country Pacific Global Fund proposal. This 
proposal includes a component to address the problem of TB in 10 Pacific 
island countries. The current meeting was the first opportunity for NTP 
and TB laboratory managers since the start of the implementation of the 
GFATM Project to discuss progress and constraints in the implementation 
of the Project. 

With less than two years before reaching the 2005 Stop TB targets, 
countries and areas have made significant progress in the implementation of 
DOTS. Many countries and areas have reached 100% DOTS coverage and 
are close to reaching the 70% case detection target. However, the meeting 
shared some concern about the quality of DOTS implementation, including 
the quality of TB laboratory services. 

2.2 Case detection 

Conclusions: 

Current TB estimates in the Pacific island countries and areas do not 
accurately reflect the TB burden in each individual country. 

Poor laboratory performance and poor recording and reporting of 
detected cases in some countries and areas have a negative impact on case 
detection rates. 

Stigma and a lack of understanding of TB among the general public 
hamper case detection efforts. 



Recommendations: 

Countries and areas should ensure a high level of continuous public 
awareness of TB/DOTS through community awareness programmes. 

Countries and areas should provide high-quality laboratory services. 

Countries and areas should improve the quality, timeliness and accuracy 
of recording and reporting for TB. 

Countries and areas should improve monitoring and supervision of case 
finding activities. 

Technical partners should provide technical assistance in collaboration 
with national programmes for the review of TB estimates. 

2.3 Drug management 

Conclusions: 

Participants of the meeting expressed concern over recent shortages of 
drug supplies in several countries and areas. 

Some countries and areas do not currendy use fJXed-dose combination 
treatment for TB. 

Recommendations: 

Countries and areas and technical partners should raise and discuss the 
issue in detail at the next regional TB workshop. 

Countries and areas should include fJXed-dose combination drugs in their 
TB treatment regimens. 

2.4 Monitoring, supervision and information systems 

Conclusion: 

Supervision activities in countries and areas are severely constrained by 
insufficient human and financial resources. 

Recommendations: 

Countries and areas should increase capacity for supervision and mobilise 
the necessary resources to ensure regular and effective supervision. 

Countries and areas should provide monitoring and supervision training 
at national and subnational levels for national TB programme staff. 



2.5 Surveillance 

Conclusion: 

There is a need to increase the amount of data available, and improve 
the quality of data available on the burden of disease, drug resistance and 
human immunodeficiency virus (HIV) infection rates among TB patients in 
many countries and areas in the Pacific. 

Recommendations: 

NTPs in countries and areas with the highest numbers of notified 
HIVcases, namely New Caledonia, the French Polynesia, Fiji and Guam, 
should implement HIV surveillance among TB patients in collaboration with 

HIV /AIDS programmes. 

Technical partners should develop TB-HIV surveillance plans based on 
the Regional framework to address TB-HIV co-infection. 

Technical partners should ensure that TB patients are included as a sentinel 
group within the planned HIV surveillance programme in the Pacific. This 
surveillance is proposed for Fiji, Solomon Islands, Vanuatu, Kiribati, Samoa, 

Tonga, Nauru and Tuvalu. 

Technical partners should carry out tuberculin surveys in selected 
countries and areas in order to study the prevalence of infection and better 
understand the burden of disease. High priority should be given to countries 
and areas which have previously conducted tuberculin surveys, and to 
countries and areas with relatively low Bacille Calmette-Guerin (BCG) 
coverage. 

SPC and WHO should further discuss the implementation of Pacific 
Regional Information System (PRISM). 

2.6 Action Plan Development 

Conclusion: 

A two-year (2004-2005) plan of action was successfully produced by all 
participating countries and areas, including all Global Fund-supported 
countries and areas, with the assistance of the core group members of the 

Technical Working Group (TWG), together with other attending experts. 



Recommendations: 

Countries and areas should implement the action plans developed in this 
meeting. 

Technical partners should support the implementation of the action 
plans developed in this meeting. 

2. 7 Global Fund 

Conclusions: 

The 10 GF-supported countries and areas incorporated successfully their 
GF workplan in the 2004-2005 country action plan developed during the 
meeting with few reprogramming. 

The GF programme management principles and performance-based 
approach were emphasized and TB programme managers gained a clearer 
idea of their role and responsibilities in reporting to the Global Fund. 

Recommendations: 

The Global Fund principal recipient (PR) should critically review the 
current reporting issues, and take appropriate actions. 

TB programme managers should be added to the electronic "Country 
Co-ordinating Mechanism (CCM)-Forum" as well as to the disease-specific 
Technical Working Group electronic forum. 

The National TB programmes should implement the two-year work plan 
in timely manner. 

The Technical Working Group (TWG), especially SPC and WHO, should 
continue providing support and guidance to principal recipient and sub 
recipients. To that effect, more interactions should take place between the 
TWG and the Sub-Recipients. 

2.8 Laboratory 

Conclusions: 

Effective collaboration between WHO, SPC and the United States of 
America's Centers for Disease Control and Prevention (CDC) has contributed 
to sputum smear microscopy being performed locally in the majority of 
Pacific island countries and areas. Many laboratory technicians have not 
received training on DOTS strategy. The most effective training programmes 
for technicians are those conducted in-country. 



Reference laboratories in Australia (2), the United States of America and 
New Zealand, and Pasteur Institute, Noumea, confirmed their commitment 
to providing technical assistance to Pacific island laboratories through the 
Pacific TB Laboratory Initiative (PATLAB Initiative). 

Recommendations: 

WHO/Western Pacific Regional Office, CDC and SPC should continue 
to support training (in-country) of TB laboratory technicians in the Pacific 
island countries and areas including their role in implementing DOTS. 

TB laboratories in the Pacific island countries and areas should implement 
quality assurance in accordance with Quality Assurance of Sputum 
Microscopy in DOTS Programmes - Guidelines for Pacific Island Countries 
and Areas. 

As part of the PATLAB Initiative, each Pacific island country should 
form a partnership with one of the Pacific TB Reference Laboratories. 
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1 
INTRODUCTION 

The First Stop TB Meeting in the Pacific Islands was held in N oumea, 
New Caledonia from 26 to 29 June 2000 after a tuberculosis crisis in the 
Western Pacific Region was declared during the fiftieth session of the Regional 
Committee in September 1999. The Stop TB special project was launched as 
a response. 

It followed the first Regional Technical Advisory Group (fAG) to Stop 
TB in the Western Pacific Region in February 2000, endorsed the targets of 
the Regional Stop TB Strategic Plan in the Western Pacific, to reduce the 
morbidity and mortality due to tuberculosis in the Region by half by 2010. 

In 2002, the Pacific Small Island States (SIS) proposal TB component 
was developed in 10 Pacific countries in order to reduce TB burden by one 
third in those countries and areas by 2007, through the full expansion and 
implementation of the Direcdy observed treatment, short-course (DOTS) 
strategy within the health system, using established Pacific SIS network 
regionally and nationally. 

The World Health Organization (WHO) and the Secretariat of the Pacific 
Community (SPC) in Noumea, New Caledonia from 30 March to 2 April, 
convened the Second Stop TB Meeting in the Pacific Islands joindy. 

1.1 Aims and objectives 

(1) To follow up on the progress made in DOTS implementation since 
the First Stop TB Meeting in the Pacific Islands held in Noumea, 
New Caledonia in June 2000. 

(2) To review and finalize the two-year national action plans (2004-2005) 
in the Pacific island countries and areas. 

(3) To discuss technical issues, including the implementation of quality 
assurance of sputum-smear microscopy and surveillance. 

(4) To strengthen the collaboration among countries and areas and 
international partners in TB control. 



(5) To review the status of the current progress in the 10 countries 
which have received support from the Global Fund (GF), especially 
in terms of implementation, monitoring and evaluation of the project. 

1.2 Organization 

Forty-one health professionals and officials from 20 Pacific island 
countries and areas namely, American Samoa, Cook Islands, the Federated 
States of Micronesia, Fiji Islands, the French Polynesia, Guam, Kiribati, 
Marshall Islands, Nauru, New-Caledonia, Niue, Northern Mariana Islands, 
Palau, Samoa, Solomon Islands, Tokelau, Tonga, Tuvalu, Vanuatu and Wallis 
and Futuna attended the meeting as well as four representatives from partner 
agencies, including laboratory experts and 13 other experts, temporary 
advisers and secretariat/ resource persons. 

Annex 1 shows the timetable of the meeting and Annex 2 contains the 
list of participants. 

1.3 Opening ceremony 

Ms Lourdes Pangelinan, Director General of the Secretariat of the Pacific 
Community (SPC), welcomed the meeting participants. Ms Pangelinan 
highlighted the recent progress of Pacific island countries and areas towards 
the Stop TB goals and emphasized that the meeting would provide an 
opportunity to accelerate Pacific island countries' and areas' efforts towards 
achieving Regional TB control targets by 2005. The burden of TB in the 
Pacific Region has been on the rise since 1995 until recently. The TB case 
notification rate for the Pacific as a whole is slightly lower than the average 
for the Region but some countries and areas have very high tuberculosis 
prevalence rates. The DOTS strategy was endorsed four years ago and covers 
nearly all the population in Pacific island countries and areas; 17 countries 
and areas reached 100% DOTS population coverage; eight countries and 
areas achieved more than 85% treatment success rate; and 10 countries and 
areas reached 70% case detection rate. Issues of concern are HIV and multi
drug resistance (MDR). The first meeting called for strong collaboration 
among the SPC, CDC and WHO, and a good partnership has been established 
for mobilizing and maximizing resources. The Global Fund against AIDS, 
TB and Malaria (GFATM) allowed securing new funds for TB control. 
Partnership for providing good quality microscopy services is also being 
developed. Ms Pangelinan expressed confidence that countries and areas 
would leave this second meeting with a clear two-year plan of action to 
accelerate efforts towards the 2005 targets. 



Dr Chen Ken, WHO Representative for the South Pacific, welcomed 
the participants and thanked the SPC for co-organizing this meeting as well 
as the government of New Caledonia. Dr Chen stressed that there is less 
than two years to reach the 2005 performance targets for TB control of 
100% DOTS coverage, 70% case detection and cure rate of 85%. Pacific 
island countries and areas have made significant progress towards the regional 
targets for TB control. Almost all or 98% of the population of the Pacific 
now has access to DOTS. Case detection rate for new smear positive stands 
at 70% and the reported treatment success rate is 92%. 

Dr Chen stressed that partnership among SPC, CDC and WHO has 
already achieved impressive results and there is a strong spirit of collaboration 
among the 10 Pacific island countries and areas that have already received 
funding for TB control from the GFATM. 

Dr Chen stressed the importance for all countries and areas to perform 
smear microscopy and develop laboratory quality assurance for maintaining 
the quality of DOTS implementation and praised the joint meeting of TB 
programme managers and laboratory managers. 

Dr Chen expressed also his confidence that participants would finalize a 
clear two-year plan of action for accelerating efforts to reach all three targets 
in all countries and areas on time. 

The following office bearers were elected for the strategy and technical 
sess10ns: 

Tuesday Chairperson: Dr Bernard Rouchon, Prevention Committee, Direction des Affaires 
30th March Sanitaires et Sociales, Noumea, New Caledonia 

Wednesday NTP Technical Session (10): Laboratory session (11) 
31 March 

Chairperson: Dr Cecilia Teresa T. Chairperson: Mr Paulino Rosario, Federated 
Arciaga, CDC Programme States of Micronesia 
Coordinator, Guam (session 11) 

Rapporteur: Dr Kaitani (Fiji) Rapporteurs: Ms Lea T.Nisay, 
Microbiologist, Guam 

Dr Jean Francois Yvon, pharmacist biologist, 
Wallis & Futuna 

Thursday Chairperson: Mr Tebuka Toatu, Acting Director of Laboratory Services, Kiribati 
1 April 

Friday Chairperson: Dr Godfrey Waidubu, Nauru Acting Director of Public Health 
2 April 





2 ____ _ 
PROCEEDINGS 

2.1 Summary of country reports (Session 6) 

TB managers from 20 Pacific island countries and areas delivered 
presentations on TB control activities in their countries and areas, providing 
updated indicators on DOTS population coverage, case notification data in 
2002 and treatment success rate of the new smear positive patients. TB managers 
shared also their main challenges in implementing TB control programmes as 
well as gave an update on TB microscopy and TB /HIV co-infection surveillance. 
Annex 3 table summarizes the TB control data reported for each country. 

American Samoa 

The population was 60 000 in 2002. Two TB cases of all types and one 
new smear positive case (new smear positive) were reported in 2002 
(respectively 3.3 and 1.6/100 000). DOTS coverage is 100%. HIV testing is 
available for TB patients. Case detection rate for new smear positive cases is 
85% and treatment success rate is 100%. The programme carries out 
systematic screening of migrants and treatment of PPD positive contacts. 
One laboratory technician in one laboratory examined 133 slides in 2003. 
The Mycobial Diseases Laboratory (MDL), California performs quality 
assurance and culture. 

Cook Islands 

The population was 18 027 in 2002. DOTS coverage is 100%. One new 
smear positive case (6/100 000) was reported in 2002. Treatment success 
rate is 100%. Four laboratory technicians in one laboratory examined 
16 smears during the last quarter 2003. Quality assurance is provided through 
Pacific TB Reference Laboratory (PTRL) in Wellington and TB culture is 
performed locally. 



Federated States of Micronesia 

The population was 119 551 in 2002. There were 109 TB cases of all 
types (91 /100 000) reported in 2002 including 22 new smear positive 
(18/100 000). DOTS population coverage progressed from 58% in 
1999 to 90% in 2002 and DOTS enrolment rate of new smear positive 
increased from 70% to 93%. The treatment success rate reached 82% (from 
78% in 1998) while defaulter rate was 11% and death rate 5%. Case detection 
rate of new smear positive was estimated at 61%. Major constraints for TB 
programme remain the low commitment of the local governments, the 
poor access to services for outer islanders and the lack of public TB awareness 
and education. Smear examination and cultures are sent to Berkeley with 
delays in receiving the reports. Laboratory technicians from four laboratories 
examined 254 smears during the last quarter 2003. Quality assurance is done 
in collaboration with CDC. 

Fiji 

The population was 875 500 in 2002. There were 150 TB cases, all types, 
(17 /100 000) including 76 new smear positive cases (8.6/100 000) notified. 
DOTS coverage is 100%. All TB cases are tested for HIV as a routine. In 
2002, treatment success increased to 84% (compared to 78% in 1999), death 
rate was 5%; and defaulter rate 10%. Laboratory technicians seem reluctant 
to do smear examination. There are human resources problems with lack 
of staff and frequent turnover. First evidence of drug resistance was noted 
in 2003. All technicians in four laboratories are trained for TB microscopy 
and performed 200 to 300 smear examinations every quarter in 2003. There 
is no ongoing quality assurance process, while culture is performed locally. 

French Polynesia 

The population was 246 000 in 2002. There were 51 TB cases all forms 
(21/100 000) including 21 new smear positive cases (9/100 000) notified in 
2003. DOTS population coverage is 100%. Treatment success rate was 
81 %; death rate 11% and defaulter rate 8%. Efforts are made to improve 
the quality of the directly observed treatment (D01). Active detection 
among contacts of the TB cases is limited by the lack of personnel. One 
case of combined resistance to Isoniazid and Ethambutol was found in six 
years. Twenty trained laboratory technicians in four local laboratories have 
performed 407 sputum examinations during the last quarter 2003. Quality 
assurance as well as culture is performed locally. 

Guam 

The population was 160 794 in 2002. DOTS population coverage is 
100%. There were 65 TB cases, all forms, (21/100 000) including 21 new 
smear positive cases (6/100 000) notified in 2003. Notification of new 



smear-positive decreased progressively from 40/100 000 (62 cases) in 1996 
to 30/100 000 (48 cases) in 2002. Case detection rate is 74%. Reported 
treatment success rate is 71%, with a very high death rate of 23 %. All 
active TB cases have access to HIV voluntary counselling and testing. 
Contact tracing of all household and work contacts is performed. Main 
constraints are the lack of manpower, problems in sustainability of the 
laboratory and drug supply and unreliable data system. One trained 
laboratory technician performed 138 sputum examination in last quarter 
2003 with locally prepared reagents. The College of American Pathologists 
provides proficiency testing and TB culture is available locally. 

IGribati 

The population was 84 494 in the 2000 census. DOTS population 
coverage is 100%. There were 186 TB cases, all forms, (or 220/100 000) 
notified in 2002, including 82 new smear-positive cases (97 /100 000). In 
2002, treatment success rate was 94%, 3% died and 3% failed. Confidential 
HIV testing is offered to all TB patients. Community awareness programmes 
are conducted. Main constraints are difficult communication between 
scattered islands, changes of address of patients, lack of trained personnel 
for directly observed treatment, frequent staff turnover and lack of beds for 
hospitalisation. Four laboratory technicians in two laboratories examined 
4 7 5 sputum smears during the last quarter 2003. Pacific Paramedical Training 
Centre (PPTC), New Zealand organizes quality assurance. Culture is not 
performed locally. 

The Republic of the Marshall Islands 

The population numbers 56 369. A total of 60 cases (10/100 000) were 
notified in 2002, including 20 new smear positive (35/100 000). DOTS 
population coverage has increased from 68% in 1999 to 100% in 2002. 
Treatment success rate is 100%. HIV testing is not currently available for 
the TB Patients. Contact tracing and Isoniazid (INH) prophylactic treatment 
to children under five years old are performed. Constraints include limited 
number of trained nurses and difficulty to organize the registration of the 
tuberculosis cases and difficulty to expand TB screening to remote islands. 
In 2003, four staff in Majuro laboratory examined 363 sputum smears. The 
laboratories participate in quality assurance. Culture is not performed locally. 

Nauru 

The population was 9 615 in 2002. One TB Unit covers the whole 
population. Ten TB cases of all forms and five new smear positive cases 
have been reported since 2002. DOTS population coverage is 100%. HIV 
testing is available. In 2002, between two treated cases, one completed 



treatment and one died. Two trained staff can perform microscopy in one 
laboratory with locally prepared reagents without quality assurance 
programme; TB culture is not performed locally. 

New Caledonia 

The population was 217 441 in 2002. After the tuberculosis register 
was established in 1989, the notification rate decreased progressively from 
a peak 91/100 000 TB cases, all forms, in 1993 to 16/100 000 in 2003 
The highest incidence is in Northern Province. DOTS population coverage 
is 100%. Among cumulated number of 263 HIV cases notified since 1986, 
18 have developed tuberculosis. TB culture is done locally. There is no 
TB-specific quality assurance programme. Major constraints are difficulties 
in identifying referral centres and treatment partners, population movements, 
incomplete DOTS training, absence of an official DOTS protocol, and 
DOTS not being recognized by the medical insurances. 

Niue 

The population was 1700 in 2002. Three TB cases including one new 
smear positive case were notified in 2002 (compared to respectively 2 and 1 
in 1999). AJl population has access to DOTS and HIV testing is available. 
Cure rate is 100 %. The laboratory was destroyed by the cyclone Heta and 
will be rebuilt. Two smears have been examined during last quarter 2003 by 
two trained laboratory technicians. A quality assurance programme is followed 
and culture is not available. 

Northern Mariana Islands 

The population was 69 719 in 2002. A total of 45 TB cases all forms 
(64/100 000) were notified in 2002 including 18 new smear positive 
(26 /100 000). DOTS coverage of 100% has already been achieved. All 
active TB cases are tested for HIV through the CDC/HIV programme. 
Treatment success rate was 70%. Case detection rate is estimated at 70% 
with an active case finding among migrant people. The reference laboratory 
in Hawaii examined 112 smears during the last quarter 2003. On site smear 
microscopy would be available by middle of 2004. 

Palau 

The population was 19 000 in 2000 census. Thirteen, all TB cases 
(68/100 000), were notified in 2002 (64/100 000 in 1999) including nine 
new smear positive cases (47 /100 000). The entire population has access 



to DOTS and all TB cases can be tested for HN. Five laboratory technicians 
examined 99 smears (including seven positive) during the last quarter 2003 
with locally prepared coloration. Quality assurance is performed in 
collaboration with PPTC, New Zealand. Specimens are sent for culture to 
Richmond Laboratory in California. 

Samoa 

The population was 176 000 in 2001 census. DOTS was introduced in 
1995. Twenty-seven TB cases all forms (16/100 000) were notified in 2002, 
including 12 new smear positive (7 /100 000). The entire population has 
access to DOTS. HIV testing is not available. Treatment success was 85% 
and death rate was 15%. Challenges include a low positivity rate, with only 
42% of the TB suspects having the recommended three sputum smear 
examinations for diagnosis. A high number of cases are notified in age 
groups 15 to 45. Four laboratory technicians in two laboratories have 
performed 90 smears during the last quarter 2003 with locally prepared 
reagents. Quality assurance is performed in collaboration with PPTC. 

Solomon Islands 

The population was 444 373 in 2002. DOTS was introduced in 1995. A 
total256 TB cases, all forms, (57.6/100 000) were notified in 2002 including 
108 new smear positive cases (24.3/100 000). The entire population has 
access to DOTS since 1998. In 2002, treatment success of new smear positive 
was 90% and death rate was 4%. Case detection rate of new smear positive 
is estimated at 40%. The main challenges are inadequate support from 
government, lack of funds for maintenance of equipment, lack of transport 
for supervision visits and transport of sputum, lack of personnel with frequent 
changes of provincial coordinators. Ten laboratory technicians from nine 
laboratories have performed 312 smears during the last quarter 2003 with 
locally prepared reagents. The laboratories participate in quality assurance 
programme. Culture can be performed locally while specimens are sent to 
Australia for sensitivity testing. 

Tokelau 

All the 1500 population have access to DOTS. No cases were detected 
in 2002. HIV testing is not available. Two TB suspects were referred to 
Samoa for smear examination. Tokelau is considered a DOTS country with 
sputum microscopy performed in Samoa. 



Tonga 

The population was about 100 000 in 2002. DOTS was introduced in 
1997 and covers 100% of the population. HIV testing is not available. 
Sixteen TB cases of all forms, including 11 new smear positive cases, were 
notified in 2002 (versus 21 and 10 respectively in 1999). Treatment success 
was 76% in 2002. The major constraint is the lack of TB manager. One 
laboratory with 25 trained staff examined 52 smears during the last quarter 
2003 with locally prepared reagents. Quality assurance is done in 
collaboration with PPTC. Culture is not available locally. 

Tuvalu 

The population was 9 561 in 2002 census. DOTS is not fully implemented, 
as sputum smear examination was not performed in Tuvalu in 2002 and 
2003. HIV testing is not available. Twenty TB cases, all forms, 
(209/100 000) including eight new smear positive cases (83.6/100 000) were 
notified in 2002. The treatment success was 50%. One laboratory started 
sputum examination in 2004 and is participating in a quality assurance 
programme. Culture is not performed locally. 

Vanuatu 

The population was 195 553 in 2002. Fully 100% DOTS population 
coverage was reached in 2003, a rapid progress from 45% in 1999. HIV 
testing is not yet available. There were 111 tuberculosis cases of all forms 
(57 /100 000) notified in 2002, including 38 new smear positive cases 
(19/100 000). Treatment success in 2002 was 79% with a high death rate at 
10%. The case detection rate of new smear positive progressed to 52% in 
2002 (from 36% in 1999). Major constraints include government budget 
cuts in 2004, stafflng problems, hospitals doctors being reluctant to follow 
the DOTS policies, including procurement policy for TB drugs, low output 
of the TB laboratory and patient delay for diagnosis and treatment. Five 
laboratories with five fully trained technicians have examined 603 smears 
during the last quarter 2003 with locally prepared reagents. No quality 
assurance programme is followed and culture is not available locally. 

Wallis and Futuna 

All the 14 944 citizens (in 2002) have access to DOTS. HIV testing is 
available. Sixteen TB cases of all forms (1 07/100 000) including two new 
smear positive cases (13/100 000) were notified in 2002. Treatment success 
was 69% with death rate at 6% and high default rate at 12.5%. The supply of 
anti-TB drugs has been identified as a constraint. Four laboratory technicians 
have been trained on TB microscopy but the Pasteur Institute in New 
Caledonia examines the specimens. 



2.2 Summary of discussions 

2.2.1 Global and regional overview of Stop TB 

Presented f?y Dr Dong II Ahn1 Regional Adviser for Tuberculosis and Lepro!J in the 
WI-:lOs Western Pacific Regional Office. 

Dr Ahn provided an overview of the global and Regional tuberculosis 
situation. He noted that two major challenges are multi-drug resistant (MDR) 
TB, and the threat of HN, which has contributed to increases in the TB 
burden in some countries and areas in the Region. The Western Pacific 
Region bears one third of the global burden of TB. Case notification rates 
(all types) rose from 45.7 in 1993 to 49 in 2000. This reflects the progress 
made in expanding DOTS in the region, which has led to increased case 
detection. 

The Region's Stop TB targets call for 100% DOTS coverage, 70% case 
detection rate and 85% cure rate in the Region by 2005 in order to reduce 
the prevalence and mortality related to TB by 50% by 2010 while the 
millennium development goal (MDG) calls for the incidence of TB to be 
halted and reversed by 2015. Dr Ahn explained how success in reaching the 
2005 targets was necessary if the later targets were to be achieved. 

Dr Ahn shared data on progress on DOTS implementation in the Region 
during 2001 and 2002. DOTS coverage in the Region expanded from 65% 
of the population to 77% in this period. The cure rate in DOTS areas 
remained high at over 85%, exceeding the 2005 goal. However the case 
detection rate at 40% was still far below the target of 70%. 

The Pacific Stop TB Initiative was launched in June 2000 at the First 
Stop TB Meeting in the Pacific. Dr Ahn shared information on the progress 
and changes which had occurred since June 2000. He highlighted the strong 
commitment shown by countries and areas to stopping TB; the success of 
the global Stop TB Partnership in improving collaboration among partners 
involved in the fight against the disease; the emergence of the GFATM 
which has seen significant improvement in the amount of funding available 
for TB programmes; and the effects of the recent severe acute respiratory 
syndrome (SARS) and avian flu outbreaks, which have led to increased 
resources for disease surveillance measures in many countries and areas in 
the Region. 

Dr Ahn outlined the challenges remaining in TB control in the Region. 
Case detection remains a high priority, with the most important element in 
the Pacific being improvement of laboratory provision. Surveillance is also 
vital in order to monitor progress towards the 2010 and 2015 goals, to increase 
the amount of quality data available on the TB burden in the Region, and to 
monitor the effects of MDR-TB and TB-HIV The Global Fund project 
involving 10 Pacific island countries and areas must be implemented. Finally, 
the human resource crisis in TB must be addressed. WHO has led the way 



by appointing seven new TB staff in the Western Pacific Region since 2000 
and SPC has strengthened their capacity for TB as the principal recipient of 
the Global Fund for the Pacific project. CDC has provided additional support, 
particularly in the area of laboratory expertise. However, the countries and 
areas of the Pacific still need to explore how they can increase their human 
resource capacity for TB programmes at the national and provincial levels. 

In conclusion, Dr Ahn reminded in the meeting that progress has been 
promising but TB remains a serious problem in the region including the 
Pacific island countries and areas. The support and collaboration of partners 
such as Australian Agency for International Development (AusAID), New 
Zealand Agency for International Development (NZAID), United States 
Agency for International Development (USAID), CDC, WHO and SPC is 
essential in the Pacific. 

2.2.2 TB situation in the Pacific island countries and areas 

Presented f?y Dr Janet 0 'Connol) Stop TB Officel) Secretariat for the Pacific Community 
( SPC) 

Dr O'Connor reminded the participants that the First Stop TB meeting 
in twenty Pacific island countries and areas in Noumea in 2000 endorsed the 
targets of the Pacific Strategic Plan to Stop TB, to halve the burden of 
tuberculosis by 2010 with DOTS by reaching 100% population access to 
DOTS, 85% cure rate and 70% case detection rate for the smear positive 
cases. 

In Pacific island countries and areas, with a total population of 
2.8 million (excluding Papua New Guinea), 1600 people are estimated to 
become sick with tuberculosis each year and around 700 are detected. 
Notification of all TB cases after being erratic from 1995 to 2000 showed a 
slow decrease from 46/100 000 in 2000 to 42/100 000 in 2002. Meanwhile, 
the notification of new smear positive cases increased from 1995 to 2000 
and remained around 1 7/100 000 since then. 

Average notification rate for TB, all types, was 42 per 100 000 in 2002, 
which is lower than the Western Pacific Region's average (47 per 100 000) 
but some countries and areas like Kiribati, Tuvalu and the Federated States 
of Micronesia exceed rates of high burden countries and areas. The average 
notification rate for new smear positive cases is 17 per 100 000 compared to 
the Region's 21/100 000. The proportion of new smear positive among all 
cases is lower than 50%. The higher proportion of smear negative pulmonary 
cases and extra pulmonary TB cases could be due to over reliance on clinical 
and x-ray diagnosis. 

Dr O'Connor reviewed the progress of TB control in Pacific island 
countries and areas as of 2002. Three countries and areas (the Federated 
States of Micronesia, Tonga and Vanuatu) are yet to achieve full DOTS 
coverage; the average treatment success rate was 84% and four countries 
and areas (the French Polynesia, Guam, Northern Maria!lla Islands and 



Samoa) have not reached 85% treatment success rate. A low proportion of 
follow up sputum are examined in Marshall lslands, Northern Marianna 
Islands, Samoa, Guam, Tonga, Vanuatu and Solomon Islands. The average 
case detection rate of new smear positive cases was 70%, with 11 countries 
and areas under 70% and five countries and areas above 100% (due to probable 
under estimation of the TB incidence). 

Dr O'Connor suggested that Pacific island countries and areas could 
improve TB control by focusing on the following: a) improving case 
management in order to increase treatment success rate; b) increasing case 
detection in 11 countries and areas; c) ensuring good quality TB drugs; 
d) and establishing a reliable monitoring and evaluation and data 
management system. Pacific island countries and areas would be able to 
address the existing gaps and reach the regional targets through intercountry 
collaboration, continued partnership with CDC, WHO, SPC, New Zealand, 
France, Community Health and Tuberculosis Australia (CHATA) and the 
GFATM. The Global Fund TB component has started in 10 countries and 
areas (Cook Islands, the Federated States of Micronesia, Kiribati, Niue, 
Palau, Samoa, Solomon Islands, Tonga, Tuvalu, Vanuatu) and is addressing 
keys issues like case detection, drug management, monitoring and evaluation 
and surveillance (including TB/HIV co-infection, tuberculin survey, MDR). 

2.2.3 Laboratory services for TB in Pacific island countries and 
areas 

Presented f?y David Dawson, Honorary Consultan~ TVHO Collaborating Centre, The 
Prince Charles Hospita~ Brisbane, Queensland, Australia 

Laboratory services providing sputum smear microscopy are an essential 
component of DOTS programmes. Support for TB laboratory services in 
the Pacific is provided by WHO, SPC and CDC, and includes personnel, 
equipment, reagents, and visits by consultants. Laboratory services for DOTS 
are now provided in all but a few Pacific island countries and ares. In the 
typical setting, the only laboratory performing sputum smear microscopy is 
located within the public hospital of the main population centre. Workloads 
are usually small, and positive cases are seen infrequendy. Furthermore, 
technicians are rotated through many areas of the pathology laboratory, and 
only some have received specialised training in TB microscopy. Work is 
therefore performed with varying proficiency, and few laboratories practice 
quality assurance. Microscopes are generally of good standard, and staining 
reagents are usually obtained from commercial sources. Culture for 
mycobacterium tuberculosis is available at only a few locations, due to the 
more complicated procedures and specialised facilities required. 

Wider application of quality assurance is essential for maintenance of 
high standard laboratory services supporting DOTS in the Pacific. The 
WHO Western Pacific Regional Office has recendy facilitated publication of 



'Quality Assurance of Sputum Microscopy in DOTS Programmes -
Guidelines for Pacific Island Countries'. Quality control is covered in detail, 
and it is recommended that these guidelines be adopted in all laboratories. 

2.2.4 Global Fund update 

Presented ~y Mr Stephane Rousseau, WHO Western Pac!fic Regional Office and 
Mr Bill Parrj Secretar£at of the Pacific Community 

Globally, the Global Fund Board has approved US$ 2.1 billion for 
224 programmes throughout the World in 121 countries and three territories, 
including 60% for HIV and acute immunodeficiency deficiency syndrome 
(AIDS) projects, 23% for malaria, and 17 % for tuberculosis. The Western 
Pacific Region (including the Pacific island countries and areas) makes up to 
7% of the funds committed. The breakdown per expenditures is 46% for 
drugs and commodities, 25% for human resources and training, 15% for 
physical infrastructure, 4% administration, 5% for monitoring and evaluation 
and 5% other. 

In the Western Pacific Region, breakdown by component is 46% for 
HN-AIDS, 28% for malaria, and 26% for tuberculosis (US $37 677 180). 
China (43%), Cambodia (17%) and VietNam (16%) had the biggest share. 
To date, the Global Fund committed nearly US $1 billion worldwide over 
five years to TB and HN /TB programmes, including grants to 19 of the 22 
countries that account for 80% of the world's TB burden. Expected outcomes 
for rounds one, two and three after five years are to treat successfully three 
million additional tuberculosis cases with DOTS as well as to treat over 8000 
MDR TB cases. In the Pacific, TB share is around US $1.7 million,which is 
24% of the overall budget for the Pacific. Global Fund has recently 
demonstrated its commitment to enforcing its fundamental principles of 
accountability, partnership and transparency. 

Mr Bill Parr, GFATM Project Coordinator for the Regional Pacific island 
countries and areas project, presented an informative overview of the 
background leading to the successful submission of the TB project to the 
Global Fund in late 2002. The Global Fund Board approved a five year 
project totalling US $3.036 million, with the first two years of programme 
funding secured, and the rest will be subject to satisfactory performance. 

The remainder of the presentation then focused on ensuring that 
participants had a common overview of the major components of the project, 
and the requirement to achieve some tangible results by the end of December 
when the continuation to phase 2 will be negotiated. 



2.2.5 Quality assurance (QA) for sputum smear microscopy 

Presented ry Ms Linda Kuo, California State Health Department Microbial Diseases 
Laboratory. 

A quality assurance programme is a process to ensure accuracy, 

reproducibility, and efficiency in the laboratory. Case detection by sputum 

smear microscopy is one of the five components of DOTS. Sputum 

microscopy is the fastest, easiest and least expensive tool for rapid 

identification of TB patients. The sensitivity of microscopy is often influenced 

by factors such as severity of disease, quality of specimens, staining technique 

and the quality of examination. The sources and consequences of false 

negative and false positive in acid-fast microscopy can be attributed to 

specimen quality, smear preparation and reading, errors in handling and 

reporting and lack of technical training. 

Quality assurance (QA) has three key elements: quality control (QC), 

quality improvement (QI) and external quality assessment (EQA). 

QC (internal) is needed to ensure laboratory operation controls from 

administration, specimen submission to microscopy. 

QI has three key components: 1) data collection, data analysis and creative 

problem solving; 2) continued monitoring, identifying defects followed by 

remedial action; and 3) effective on-site evaluation. 

EQA is performed through three methods: 1) on-site evaluation; 

2) panel testing; and 3) blinded rechecking of slides. Each method has its 
own advantages and disadvantages. 

In summary, QA ensures accuracy in lab activities, improves quality of 

testing, evaluates performance in the laboratories, and achieves excellence in 

the laboratory performance. 

2.2.6 Drug resistance surveillance (DRS) 

Presented ry Dr Christopher Gilpin, Chiif Scientist, Queensland Mycobacterium Reference 
Laboratory, Brisbane, Australia. 

WH 0 and the International Union against Tuberculosis and Lung Disease 

(IUATLD) launched a global project in 1994 to measure the prevalence of 
and monitor trends of anti-TB drug resistance. In 2003, the second edition 

of guidelines for drug resistance surveillance was published. Drug resistance 

is essentially a man-made problem as wild strains of MTB are almost never 

clinically resistant. Resistant populations of organisms can emerge when 

patients are exposed to single drugs or when patients' treatment is poorly 

managed. Patient non-compliance, irregular drug supply or poor quality 

drugs, interrupted drug supply, and lack of a standard treatment regimen are 

factors that can contribute to the emergence of drug resistance. 



Acquired drug resistance refers to patients who have been diagnosed 
with tuberculosis, begin treatment and acquire resistance. A proxy for this 
form of resistance is resistance among previously treated patients. Previously 
treated patients may include those who fail treatment, relapse and return 
after defaulting treatment or chronic cases. 

Primary drug resistance occurs among new cases. New cases are defined 
as patients who have not previously received more than one-month treatment. 
It is expected that there is a higher prevalence of resistance among previously 
treated cases than new cases. 

Drug resistance surveillance requires the country to have a commitment 
to facilitating surveillance, a functional culture laboratory linking different 
collection centres and programme management. In addition, a partnership 
with a reference laboratory with the capacity and proficiency to perform 
drug susceptibility testing (DS1) is essential. 

For the majority of Pacific island countries and areas where the number 
of tuberculosis cases is small, a drug resistance survey would sample 
100% of all diagnostic centres for an intake period of one year. 

2.2.7 TB and HIV co-infection 

Presented l!J Dr Pieter van Maaren, Medical Officer for the Stop TB Unit rif W'HO, 
Western Pacific Regional Office 

Overall, the prevalence of HIV in the Pacific is still low, but all countries 
and areas have reported HIV-positive cases to WHO, with the exception of 
Pitcairn, Niue and Tokelau. The largest number of HIV positive cases can 
be found in New Caledonia, the French Polynesia, Fiji and Guam. There is 
little information on the extent of TB/HIV in the Pacific. Several countries 
and areas provide routine, voluntary testing for HIV of all TB cases. No 
systematic surveillance of HIV among TB patients takes place. 

The Regional framework is responding to the specific characteristics of 
the HIV /TB epidemic in the Region, taking into account the varying degrees 
of HIV prevalence in countries and defined areas within countries, the strong 
commitment to TB of governments and the fact that AIDS partnerships 
and programmes are still developing. The Region, therefore, promotes active 
collaboration with HIV /AIDS programmes, rather than integration between 
the two programmes. The Regional framework includes chapters and annexes 
on HIV surveillance, intensified case finding, treatment and care and sets 
criteria for commencing collaborative TB /HIV activities. The recommended 
level of collaboration would be decided on reviewing the severity of the 
problem, categorizing countries and areas in one of three groups, depending 
on the national adult HIV prevalence rate, the level of HIV prevalence in 
distinct administrative areas and the national HIV prevalence among TB 
patients. 



Important questions that need to be addressed by countries and areas 
include the most practical and feasible method of HIV surveillance among 
TB cases, the identification of operational problems and formulation of 
plans to address them and the defining of responsibilities and resource 
allocation for joint interventions. Proposed next steps include the 
introduction of the regional framework at the country level, and the 
establishment and expansion of collaborative HIV / TB pilot projects, which 
would include anti-retroviral (ARV) treatment as part of the comprehensive 
care package. WHO, SPC and CDC, would need to provide support and 
technical assistance to countries and areas in setting up surveys and surveillance 
of HIV among TB, while in some countries and areas support may be needed 
to set up TB /HIV pilots. 

2.2.8 NTP technical session 

a) Case detection 

Dr Pieter van Maaren gave a brief overview of the case detection situation 
in the Pacific and then presented the concept of the "onion model" as an 
approach to locate missing TB cases and to identify corresponding 
interventions to increase case detection. In the "onion model", the rings of 
the onion represent the areas where TB cases should be identified, while at 
the same time these rings point at the areas where countries and areas are 
missing TB cases. 

The thickness of the onion rings varies considerably by countries. In 
the Pacific, the major reasons for a low case detection rate lie in three of the 
rings, summarized as poor TB estimates, poor diagnostic practices and 
inadequate recording and reporting. There is a need to provide countries 
and areas with a better estimate of their TB burden. Aside from poor TB 
estimates, the main barriers to increasing case detection were identified as 
being lack of system responsiveness, physical constraints, economic costs 
and lack of knowledge. It was concluded that to reach the 2005 target of 
70% case detection in the Region, it is necessary to fully implement high 
quality DOTS. It was suggested that each country should determine the 
thickness of the onion rings, in order to help in developing specific strategies 
to increase case detection. 

b) Drug management 

Dr Ichiro Itoda, WHO South Pacific, emphasized that the TB 
Programme must ensure that patients receive high-quality drugs in the right 
dose at the right time. The TB drug management cycle, which was developed 
by Management Science for Health's Centre for Pharmaceutical Management 
in collaboration with WHO, was explained. This cycle comes from effective 
selecting, procuring, distributing and using TB drugs. The importance of a 
management support system as the centre of the cycle was emphasized. 
New opportunities including frx:ed-dose combinations (FDCs) and blister 



packs attracted some countries and areas. The possibility of bulk purchase 
of drugs also interested some countries and areas but required further 
discussion for its implication and feasibility in the Pacific. The meeting was 
concerned by recent shortages of drugs in some Pacific island countries and 
areas: (1) Seven countries and areas are not involved in drug selection; (2) half 
of countries and areas are not estimating drug quantification based on TB 
notification or consumption; (3) stock report is of poor quality in half of the 
countries and areas; and (4) FDCs are used in seven countries and areas. 

c) Monitoring and supervision 

Dr Jacques Sebert presented monitoring and supervision as a means for 
ensuring patient and provider compliance to treatment as well as for measuring 
the progress of TB control through DOTS. Organization and planning of 
supervision, use of recommended definitions, proper use of the TB information 
system, feed back for improvement after supervision visits have been identified 
as the main constraints in many Pacific island countries and areas. 

Supervision visits in health units aim at monitoring all TB control activities 
and at identifying and solving problems together with the health staff. 
Supervision visits are more effective and cost-efficient if they are planned 
and prepared in advance. The supervision checklist is an indispensable tool 
for ensuring a comprehensive review of all activities as well as for collecting 
and analyzing key information. For cohort analysis, it is important to collect 
data on notification and treatment results by entire quarters. Proper use of 
the information system include reviewing available data before visiting a TB 
unit, as well as crosschecking the forms and registers during the supervision 
visit in order to ensure the validity of data and the reliability of the indicators. 

DOTS helps to ensure patient and provider compliance. It should be 
always used during the intensive phase of treatment and, if possible also 
during the continuation phase. To implement directly observed treatment 
in the national programmes requires: (1) updating guidelines; (2) training of 
TB supervisors and nurses; (3) planning and conducting supervision ; 
(4) identifying and training local partners (community leaders, groups, 
associations); (5) providing resources for home visits to TB patients; 
(6) conducting community awareness campaigns on TB; and (7) the 
availability of free TB treatment. Directly observed treatment for each TB 
patient and effective supervision are therefore keys to high quality DOTS. 

d) Surveillance 

Dr Philippe Glaziou, WHO Consultant, presented the session on 
surveillance, which focused on three particular topics: TB/HN surveillance; 
tuberculin surveys; and how to improve estimates of the burden of disease 
using existing surveillance data. 



TB/HIV surveillance is necessary to inform the targeting of resources 
and the planning of activities for people with HIV and tuberculosis, and for 
monitoring the effectiveness of these activities. It also aims at increasing 
political awareness and highlights the need for collaboration between HIV / 
AIDS and TB programmes. 

Pacific island countries and areas have a low-level HIV epidemic and 
would most benefit from periodic cross-sectional HIV seroprevalence surveys 
in all new registered TB cases. Countries and areas with higher numbers of 
notified HIV cases include Fiji, the French Polynesia, Guam and New 
Caledonia. 

Tuberculin surveys may help better understand the burden of disease in 
the Pacific island countries and areas. Current estimates should be refined 
and some countries and areas could undertake tuberculin surveys. However, 
tuberculin surveys suffer from many limitations and are most useful to assess 
trends of the prevalence of infection. Kiribati and FSM would be possible 
candidates for conducting tuberculin survey because of lower coverage of 
BCG. 

It is felt essential to improve the analysis of all the available surveillance 
data and conduct discussions between NTP managers and experts from 
international agencies to make educated guesses of the corrections that should 
be applied to the current estimates. 

2.2.9 TB laboratory 

Rapporteur Ms Lea N isqy 

a) Pacific TB reference laboratory network 

Five reference laboratories offered assistance in providing technical 
support, in particular for quality assurance and drug resistance surveillance, 
to the TB laboratories in the Pacific island countries and areas. The five 
laboratories comprise the Pacific TB Reference Laboratory Network 
(PTRLN) and representatives of each laboratory provided an overview of 
the services provided, and experience in providing external technical support 
to DOTS laboratories. 

Mycobacterium Reference Laboratory> Queensland Health Pathology Service~ The Pn'nce 
Charles Hospt'ta~ Bn'sbane> Ql~ Australia - Dr Chris Coulter 

The Mycobacterium Reference Laboratory, The Prince Charles Hospital, 
serves the state of Queensland, and provides the full range of 
mycobacteriology services (microscopy by Ziehl-Neelsen, culture by solid 
and liquid media, identification by phenotypic and molecular methods, drug 



susceptibility testing, and genotyping). The laboratory is a WHO 
Collaborating Centre in TB Bacteriology. External quality assessment has 
been provided to selected Pacific island countries and areas by panel testing 
and blinded slide rechecking. Informal drug resistance surveillance has been 
carried out in Fiji. 

Microbial Diseases Reference Laboratory, California Department of Health Services, 
RidJmond California, United States rf Amerit"a- .Ms Linda Kuo 

The Microbial Diseases Reference Laboratory (MDL) serves the state 
of California and provides the full range of mycobacteriology services 
(microscopy by Ziehl-Neelsen and fluorescence, culture by solid and liquid 
media, identification by high performance liquid chromatography and 
molecular methods, drug susceptibility testing, and genotyping). For almost 
10 years, MDL has been funded by CDC, Atlanta, Georgia, to provide external 
reference services to the United States of America-affiliated Pacific island 
countries and areas (American Samoa, the Federated States of Micronesia, 
Guam, Northern Mariana Islands and Palau). Support has taken the form 
of full range testing on referred clinical samples, drug susceptibility testing 
on referred isolates, panel testing, blinded slide rechecking, on-site 
assessments, and training in TB diagnosis and dangerous goods shipping. 

Pacific Paramedical Training Centre, Wellington, New Zealand - Mr John Elliot 

The primary role of the Pacific Paramedical Training Centre (PPTC) is 
to provide general training of laboratory technicians, and external quality 
assessment to Pacific laboratories. PPTC is a WHO collaborating centre in 
laboratory quality assurance. Staff provide consultancy services and on-site 
assessments to many Pacific island countries and areas, and in recent years 
PPTC has become involved in TB panel testing and blinded slide rechecking 
for Cook Islands Kiribati, Niue, Samoa, and Tonga. 

Mycobacterium Reference Laboratory, Institute of Medical and Veterinary Science, 
Adelaide, SA, Australia - Mr Richard Lumb 

The Mycobacterium Reference Laboratory, Institute of Medical and 
Veterinary Science, serves the state of South Australia, and provides the full 
range of mycobacteriology services (microscopy by Ziehl-Neelsen and 
fluorescence, culture by solid and liquid media, identification by phenotypic 
and molecular methods, drug susceptibility testing, and genotyping). 
Staffmembers are also responsible for national TB laboratory data collection, 
and have extensive international experience. More recently, training and on
site assessments have been provided to Indonesia, as well as some countries 
and areas in the Western Pacific. Staff members have collaborated in 
preparation of a handbook on Laboratory Diagnosis of Tuberculosis by 
Sputum Microscopy. 



Pasteur Institute of New Caledonia, Noumea, New Caledonia -Dr Benoit Garin 

The Pasteur Institute is the national TB laboratory for New Caledonia 
and provides mycobacteriological testing by microscopy by Ziehl-Neelsen 
and fluorescence, culture on solid medium, identification by phenotypic 
properties and DNA probes, and drug susceptibility testing. In addition, the 
laboratory serves as a TB referral centre for samples from patients from 
Wallis and Futuna. To date the Instirute has not provided quality assurance 
services to other Pacific island countries and areas but is keen to work as 
part of the PTLRN. 

b) Quality control 

Facilitator: Mr David Dawson 

Quality control refers to a process of systematic internal monitoring of 
working practices, technical procedures, equipment, and materials, including 
quality of stains. 

Discussion of the various standards and relevant quality control checks 
provided participants with background information and instruction in 
performing quality control on a regular basis. 

Administration, specimen submission (including quality of sputum, 
transportation and handling procedures) and microscopy (including smearing, 
staining, smear examination and reporting) are the three main areas that are 
subjected to quality control and are well detailed in the Guidelines, 
pages 8-11. 

c) External quality assessment (EQA) 

Panel testing 

Facilitator: Ms Linda Kuo 

Panel testing refers to the process by which the testing laboratory 
performs acid-fast microscopy on a set of prepared slides received from the 
reference laboratory. Panel testing should be performed annually or more 
frequently if indicated. It can provide a measure of the laboratory's stain 
performance as well as proficiency in examining slides for acid-fast bacilli. 
The set of slides should include smears covering a range of positivities. 
(Usually the slides will be unstained, but the panel can include stained slides.) 
The slides can be examined by more than one technician in the testing 
laboratory, and therefore are potential teaching aids. The major disadvantage 
of panel testing is that it does not measure routine performance. For the 



reference laboratory, there are also logistical problems in preparing many 
panels of uniform positivity, and transport must ensure that slides are 
protected from damage in transit. Panel testing will be of maximum value if 
the slides are returned to the reference laboratory along with the results 
from the testing laboratory. 

On-site evaluation 

Facilitator: Dr Ivan Bastian 

The main purpose of on-site evaluation is to observe the laboratory 
under routine working conditions in order to check that it is operating in 
accordance with standards set by the NTP. Laboratory experts or personnel 
such as TB controllers can perform them. 

On-site evaluations should be carried out in a methodical manner, using 
standard checklists developed by the NTP. The "Pacific Quality Assurance 
Guidelines", Appendices F and G, contain examples of checklists which 
can be adapted to suit individual countries and areas. The checklists are set 
out in identical format to the tables of quality control standards. 

The remote locations of many TB laboratories in Pacific island countries 
and areas will mean that visits by laboratory experts will be infrequent. It is 
recommended that each laboratory perform a self-assessment using a standard 
checklist in collaboration with one of the Pacific TB Reference Laboratories. 
The Pacific Quality Assurance Guidelines contain an example of a self
assessment checklist (refer to Appendix, Annex for Pacific Island Countries.) 

Blinded slide rechecking 

Facilitator: Mr David Dawson 

Mr Dawson noted that international experts considers: " ... blinded 
rechecking as the only EQA method that provides reliable assurance that a 
country has an effective AFB microscopy network supporting DOTS and 
that all programmes should strive to implement a blinded rechecking 
programme." 

Blinded rechecking refers to the process by which a random selection of 
slides collected from the routine workload of the testing laboratory is re
examined at a reference (controlling) laboratory. For the Pacific island 
countries and areas, the Pacific TB Reference Laboratory Network will carry 
out rechecking. 

Blinded slide rechecking has significant resource implications for the 
controlling laboratories. Slides must be examined by skilled technicians, and 
preparation of reports is a time-consuming exercise. In an attempt to reduce 
the workload due to the previous recommendation of examining all positives 



and 10% of negatives, a new system of sampling, Lot Quality Assurance 
System (LQAS)has been recommended by a committee of laboratory experts. 
LQAS is most relevant to laboratories with significant specimen numbers. 
In some laboratories in Pacific island countries and areas only a few samples 
are received each week, and it may be necessary to re-examine all slides to 
obtain an assessment that is statistically valid. 

As part of the discussion on blinded slide rechecking, the Facilitator 
distributed correlation tables of results from various hypothetical-testing 
laboratories. Participants worked with resource persons in order to gain 
experience in interpreting feedback reports. 

Pacific TB laboratory (PATLAB) initiative 

Considering the fact that majority of laboratories are not yet involved in 
EQA, the PATLAB Initiative was established as a means of ensuring regular 
technical support, in particular for quality assurance and drug resistance 
surveillance, to TB laboratories in the Pacific island countries and areas. 

Five Pacific TB Reference Laboratories (PTRL) in Adelaide, Brisbane, 
Noumea Pasteur, Richmond and Wellington, are available to some extent 
for developing partnership with a grouping of countries and areas proposed 
after consideration of factors, such as existing collaboration and PTRL 
capacity. 

Laboratories of the Pacific island countries and areas will be referred to 
as participating laboratories. 

A proposed grouping of countries and areas with supporting agency 
and nominated PTRL for either EQA or DRS was discussed during the 
meeting and was presented as part of the conclusions and recommendations. 

2.2.1 0 Informal Session on the Global Fund 

Mr Stephane Rousseau, Regional Coordinator, Global Fund, WHO, 
Western Pacific Regional Office presented the key principles and concepts 
that drive the implementation of the GFATM project. These principles 
include: encourage community participation; support the health system as a 
whole, consider gender issues; work for sustainability; integrate activities; 
work in partnership; involve civil society; consider both capital and recurrent 
costs; be accountable; keep the balance between curative and preventive 
efforts; consider cost-effectiveness; implement performance-based 
approaches; ensure national ownership; and ensure additionality of the 
funding by recommending continued advocacy with existing donors and 
securing ongoing support from national governments. In their Global Fund
related activities, CCM members, principal recipients and sub-recipients are 
asked to apply these principles and concepts. Yet, the latter are often complex, 
and people are unequally acquainted to them. Meanwhile, wrong 



understanding or sheer negligence of these principles may simply lead projects 
to failure or hamper results and their sustainability. It is therefore 
recommended to design qualitative indicators to monitor the application of 
these principles, aside from quantitative indicators to monitor project progress, 
and impact. 

Mr Bill Parr, Global Fund Coordinator, presented a project overview, 
slalus atul mujur cuHslraiuLs .it1 ltu1->letueHL.it1g Lhe GluLal-funJ SUl->1->0tleu 
activities in the Pacific. The project overview provided the participants with 
a concise snapshot of what the project is, the multi-country nature of the 
project, and its funding base. He presented the two-year workplan and the 
principal recipient's work in establishing the Project Information Management 
System database accessible via the internet. 

Phase II funding was the subject of the next presentation, which 
highlighted the recendy approved framework and timetable that the Global 
Fund has adopted for accessing Phase II funding submissions, which is due 
by December 2004. 

Reporting was highlighted by the principal recipient as a continuing 
concern, as it is through reports that the project will initially be assessed in 
terms of its performance towards meeting the desired results for phase I. 

TWO-YEAR WORKPLAN FOR THE PACIFIC GLOBAL FUND "PROJECT" 

1st six months 2nd six months 3'd six months 41
h six months 

• Heavy emphasis on • Inter-country and • Further emphasis on • Community 
procurement and in-country laboratory procurement participation and 
renovations training awareness continues 

• Community • Community • Community • Regional DOTS 
participation participation and participation and training 
established awareness continues awareness continues • Inter-country NTP 

• Regional Stop TB • Regional DOTS • Regional Stop TB Managers TOT 
meeting training meeting training 

• In-country training of • Inter-country NTP • In country TOT • Sub-national training 
trainers (TOT) Managers TOT training • Monitoring, 
training training evaluation and 

• Sub-national training • Sub-national training supervision 
• Sub-national training • Monitoring, 
• Monitoring, • Monitoring, evaluation and • Reference 

evaluation and evaluation and supervision laboratories 
supervision supervision established 

• Quality assurance • Reference • Reference • TB surveys 
and guidelines laboratories laboratories conducted 
established established established 

• TB surveys 
• Reference conducted 

laboratories 
established 



3 
CONCLUSIONS 
AND 
RECOMMENDATIONS 

3.1 General conclusions 

Managers from the NTP and from the TB laboratory services from 
Pacific island countries and areas, together with TB and laboratory experts, 
met for four days in Noumea to discuss the progress that has been made in 
the implementation of DOTS since the launching of the Pacific Stop TB 
initiative in June 2000. The participants to the meeting discussed solutions 
for the constraints that Pacific island countries and areas face in their fight 
against TB. 

In 2002, GFATM approved a multi-country Pacific Global Fund proposal. 
This proposal includes a component to address the problem of TB in 10 
Pacific island countries. 

With less than two years before reaching the 2005 Stop TB targets, 
countries and areas have made significant progress in the implementation of 
DOTS. Many countries and areas have reached 100% DOTS coverage and 
are close to reaching the 70% case detection target. However, the meeting 
shared some concern about the quality of DOTS implementation, including 
the quality of TB laboratory services. 

The current meeting was the first opportunity for NTP and TB laboratory 
managers since the start of the implementation of the GFATM project to 
discuss progress and constraints in the implementation of the project. 



3.2 Case detection 

Conclusions: 

It is felt that the current TB estimates in the Pacific island countries and 
areas do not accurately reflect the TB burden in each individual country. 

Poor laboratory performance and poor recording and reporting of 
detected cases in some countries and areas have a negative impact on case 
detection rates. 

It is recognized that stigma and lack of understanding of TB among the 
general public hamper case detection efforts. 

Recommendations: 

To countries and areas: 

A high level of continuous public awareness of TB/DOTS should be 
ensured through community awareness programmes. 

High quality laboratory services should be provided. 

The quality, timeliness and accuracy of recording and reporting for TB 
should be improved. 

Monitoring and supervision of case-finding activities should be improved. 

To technical partners: 

Technical assistance in collaboration with national programmes should 
be improved for the review of TB estimates 

3.3 Drug management 

Conclusions: 

The meeting expressed concern over recent shortages of drug supplies 
in several countries and areas. 

Some countries and areas do not currently use fixed-dose combination 
treatment for TB. 



Recommendations: 

The issue should be raised and discussed in detail at the next Regional 
TB workshop. 

It is recommended that countries and areas include fixed-dose 
combination drugs in their TB treatment regimens. 

3.4 Monitoring, supervision and information 
systems 

Conclusion: 

Supervision activities in countries and areas are severely constrained by 
insufficient human and financial resources. 

Recommendations: 

To countries and areas: 

The capacity for supervision should be increased and the necessary 
resources should be mobilized to ensure regular and effective supervision. 

Monitoring and supervision training should be provided at national and 
sub-national levels for national TB programme staff. 

3.5 Surveillance 

Conclusion: 

There is a need to improve the amount and quality of the data available, 
on the burden of disease, drug resistance and HIV infection rates among 
TB patients in many countries and areas in the Pacific. 

Recommendations: 

To countries and areas: 

NTPs in countries and areas with the highest number of notified HIV 
cases, namely New Caledonia, the French Polynesia, Fiji and Guam, should 
collaborate with HIV programmes within their countries and areas in order 
to ensure that HIV surveillance among TB patients is implemented. 



To technical partners: 

TB-HIV surveillance plans should be developed based on the Regional 
framework to address TB/HIV co-infection in the Pacific island countries 
and areas. 

It should be ensured that TB patients are included as a sentinel group 
within the planned HIV surveillance programme in the Pacific. This 
surveillance is proposed for Fiji, Solomon Islands, Vanuatu, Kiribati, Samoa, 
Tonga, Nauru and Tuvalu. 

Tuberculin surveys should be carried out in selected countries and areas 
in order to study the prevalence of infection and better understand the 
burden of disease. High priority should be given to countries and areas 
which have previously conducted tuberculin surveys, and to countries and 
areas with relatively low BCG coverage. 

The implementation of PRISM will be further discussed between SPC 
and WHO. 

3.6 Action plan development 

Conclusion: 

A two-year (2004-2005) plan of action was successfully produced by all 
participating countries and areas, including all Global Fund-supported 
countries and areas, with the assistance of the core group members of the 
Technical Working Group, together with other experts. This plan takes into 
consideration all guidelines and strategies that have been reviewed through 
the meeting, and the existing Global Fund-supported work plan. 

Recommendations: 

To countries and areas: 

It is recommended that countries and areas implement the action plans 
developed in this meeting. 



To technical partners: 

It is recommended that partners support the implementation of the 
action plans developed in this meeting. 

3.7 Global Fund 

Conclusions: 

The Global Fund introductory session, as well as the Global Fund 
informal session, followed by the action plan working session represented a 
good opportunity for all country TB managers to share experiences, and 
their respective challenges and constraints in the implementation of their 
TB strategies. It was also an opportunity for the principal recipient (SPC) 
and WHO to strengthen their collaboration notably in identifying the area 
of mutual and respective intervention in Global Fund related activities. 

Global Fund-supported countries and areas successfully incorporated 
their Global Fund workplan in the 2004-2005 country action plan developed 
during the meeting. 

_TB programme managers have a clearer idea of their role and of their 
responsibilities vis a vis the Global Fund project, notably in terms of reporting 
requirements (financial and narrative) and data collection. The participants 
fully recognized the importance of timely reporting. 

Disbursements from principal recipient to sub-recipients have now 
started, and in most countries and areas implementation has commenced. 

Some delays in the reporting are a matter of concern. 

Recommendations: 

It is recommended that the principal recipient critically review the current 
reporting issues, and take appropriate actions. 

It is recommended that in order to improve sharing of information, TB 
programme managers be added to the electronic "CCM-Forum" as well as 
to the disease-specific Technical Working Group (IWG) electronic forum. 

It is recommended that the respective national TB programmes now 
implement the two-year work plan in timely manner. 

It is recommended that the TWG and, in particular, the core group 
(SPC and WHO) continue providing support and guidance to principal 
recipient and secondary recipient in all related technical matters. To that 
effect, more interactions should take place between the TWG and the sub
recipients. 



3.8 Laboratory 

Conclusions: 

Effective collaboration between WHO, SPC and CDC has contributed 
to sputum smear microscopy being performed locally in the majority of 
Pacific island countries and areas. Small workloads, low frequency of positives 
and rotation of laboratory technicians within general pathology laboratories 
increase the requirement for in-country training and re-training of technicians. 
It was observed that many laboratory technicians have not received training 
on the elements of the DOTS strategy. The most effective training 
programmes for technicians are those conducted in-country. 

At present, there is limited quality assurance of microscopy services in 
laboratories in Pacific island countries and areas. The publication, Quality 
Assurance of Sputum Microscopy in DOTS Programmes - Guidelines for 
Pacific Island Countries by WHO Western Pacific Regional Office provides 
practical guidelines suited to TB laboratories in the Pacific island countries 
and areas. 

No formal drug resistance surveillance has been performed to date in 
the countries and areas. Available data is generally not representative, to the 
extent that proper statistical analysis is not possible. 

Reference laboratories in Australia, the United States of America and 
New Zealand, and at the Pasteur Institute, Noumea, confirmed their 
commitment to providing technical assistance to all TB laboratories in the 
countries and areas in developing formal quality assurance activities, and, 
where appropriate, implementing drug resistance surveillance projects. It 
was proposed that these activities be referred to as the PATLAB Initiative. 
It was agreed that the reference laboratories would comprise the Pacific TB 
Reference Laboratory Network and that laboratories in the Pacific island 
countries and areas would be referred to as participating laboratories. 

Recommendations: 

It is recommended that WHO/Western Pacific Regional Office, CDC 
and SPC continue to support training of TB laboratory technicians in the 
Pacific island countries and areas. It is further recommended that, so far as 
is practicable, such training is carried out in-country and include the role of 
laboratory staff in implementing DOTS. 

It is recommended that TB laboratories and areas implement quality 
assurance in accordance with Quality Assurance of Sputum Microscopy in 
DOTS Programmes - Guidelines for Pacific Island Countries. 



It is recommended that, as part of the PATLAB Initiative, each country 
in the Pacific form a partnership with one of the Pacific TB Reference 
Laboratories, giving consideration to existing collaborations and capacity 
of the respective PTRLs. 

It is recommended that WHO document and analyse available data on 
drug resistance with a view to implementing formal drug resistance 
ourveillancc in Pacific i3lund countries and area~ a~ ~ckcLcJ .in wllaLu1aL.iu11 
with SPC. 

It is recommended that WHO /Western Pacific Regional Office, in 
collaboration with SPC, CDC and the five PTRLs, develop an action plan 
for the PATLAB Initiative by mid-2004. 

Country PTRL groupings 

The following country groupings by TB reference laboratories were 
proposed after consideration of factors such as existing (historical) 
collaborations and PTRL capacity. 

Countries and areas Supporting Agency PTRL 

Fiji 
Nauru* 
Pitcairn 
Vanuatu 
Tuvalu 
Solomon Islands 
Cook Islands 
Kiribati* 
Nil lA 

Samoa 
Tokelau 
Tonga 

American Samoa 
Federated States Micronesia 
Guam 
Marshall Islands 
Northern Mariana Islands* 
Palau 
French Polynesia 
New Caledonia 
Wallis and Futuna 

*For further discussion/ clanjication: 

EQA 

WHO PTRL -Brisbane 

WHO PTRL- Wellington 
WHO PTRL -Adelaide 

SPC PTRL- Wellington 

CDC PTRL - Richmond 

SPC/WHO PTRL- Noumea 

Nauru is currently working with PTRL-Wellington on non-TB quality assurance. 

DRS 

PTRL-Brisbane 

PTRL - Adelaide 
PTRL -Adelaide 

PTRL • Adelaide 

PTRL - Richmond 

PTRL - Noumea 

Kiribati has some full range TB testing currently referred to Victorian Infectious 
Diseases Laboratory, Melbourne, Victoria, Australia. 

Northern Mariana Islands has full range TB testing on all suspects currently performed 
at Hawaii State Public Health Laboratory, Honolulu, Hawaii (funded by CDC via 
PTRL Richmond). 





ANNEX I 

TIMETABLE 
SECOND STOP TB MEETING IN THE PACIFIC ISLANDS 

Noumea, New Caledonia, 30 March- 2 April2004 

Time Tuesday, 30 March Time Wednesday, 31 March Thursday, 1 April Friday, 2 April 
0800 Registration 0900- (7) Quality assurance of smear microscopy 0800- (12) Informal GFATM session 0830 (17) Presentation country 

0830- Opening ceremony 0930 0900 (continued) Actiol Plan 

0930 Opening remarks 0930- (8) Drug resistance surveillance 0900- (13) Report NTP technical session 1030 
1000 1030 ( 14) Report Laboratory technical 
1000- (9) TB/HIV session 
1030 (15) PRISM: health data 

management 

0930 PHOTO- TEA BREAK 1030 TEA BREAK 1030 TEA BREAK 1030 TE.4 BREAK 
1000- (1) Aims and objectives 1100- (10) NTP technical (11) Laboratory 1100- ( 16) Development 2-year country - 1100 (18) Conclusions and 
1200 (2) Global & Regional TB 1230 session session 1230 Action Plan recommendations 

situation (a) Case detection (a) Reference lab 1230 Closing ceremony 

(3) TB situation in the Pacific (b) Drug management network 

(4) Laboratory services in (c) Supervision & DOT, (b) Quality control 

PIC Info system 

(5) Global Fund update 

1200 LUNCH BREAK 1230 LUNCH BREAK 1230 LUNCH BREAK 
1330- (6) Country presentations - 1400- NTP (continued) Laboratory 1400- (16) Development country Action 
1500 (5 minutes each) 1530 (d) Surveillance (continued) 1530 Plan (continued) 

- TB/HIV (c) External quality 
-Tuberculin survey assessment (EQA) 

TEA BREAK 1530 TEA BREAK 1530 TEA BREAK 
1530- (6) Country presentations 1600- (12) Informal GFATM session 1600- Secretariat meeting 
1630 (continued) 1700 1700 
1800 Cocktails 1900 Dinna-
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ANNEX3 

Key indicators of tuberculosis control in the Pacific Island countries 
Second Stop TB Meeting in the Pacific Islands, Noumea, New Caledonia, 30 March - 2 April 2004 

Country Population Case Notification DOTS CDR Cure Treatment Laboratory HIV 

coverage NewS+ rate% success rate testing 

% % S+ % 

All Rate per NewS+ Rate per No. of No. of Sputum ZN QA Culture 

100 000 2002 100 000 Labs Lab tech 
exam. in locally 
04 2003 made 

pop pop trained 

American 60 000 2 3.3 1 1.6 100% 85% 100% 1 1 133 No Yes No Yes 
Samoa2002 

Cook Islands 18027 1 6 1 6 1DD% - 100 100% 1 4 16 No Yes Yes Yes 

2002 

FSM2003 121942 98 80 30 25 90% 61 % 20 82% 4 8 254 No Yes No 

Fiji 2002 875 500 150 17 76 8.6 100% 73.7% 83.6% 4 All 194 Yes No Yes Yes 

French 246 000 51 21 21 9 100% 81% 4 20 407 Yes Yes Yes Yes 

Polynesia 2003 

Guam 2003 160 794 61 40 48 19.3 100% 73.8% 57.1% 71 .4% 1 1 138 Yes Yes Yes Yes 

Kiribati 2002 84 494 186 220 82 97 100% 268% 94% 2 4 475 No Yes No Yes 

(2003) 

Marshall 56 639 60 10 20 35 100% 85% 100% 2 6 363 No Yes No No 

Islands 2002 

Nauru 2002 9 615 10 5 since 100% 50% among 1 2 6 Yes No No Yes 

(in 2002) since 2002 2 cases 
2002 

New Caledonia 218 977 36 16 15 7 100% 90.5% 3 15 1250 Yes No Yes Yes 

(2003) 
Pasteur 
+7 

rivate 



ANNEX3 

Key indicators of tuberculosis control in the Pacific Island countries 

Second Stop TB Meeting in the Pacific Islands, Noumea, New Caledonia, 30 March - 2 April 2004 

Country Population Case Notification DOTS CDR Cure Treatment Laboratory HIV 

NewS+ 
rate% testing 

Rate per New Rate per 
coverage S+ success 

No. of All No. of Sputum ZN QA Cultur 
% % rate% 

100 000 S+ 100 000 Labs Lab tech exam. in locally e 

pop 2002 pop trained Q4 2003 made 

Niue 1,700 2 118 1 59 100% 370% 100% 100% 1 2 2 No Yes No Yes 

North 69 719 45 64 18 26 100% 70% 70% Hawaii 0 112 No No No Yes 

Marianna PHL 

Islands 2003 

Palau 19 000 13 68 9 47 100% 0% 78% 1 8 99 Yes PPTC No Yes 

Samoa 176 000 27 16 12 6.8 100% 27%(in 85% 85% 2 4 90 Yes PPTC No No 
2003) 

Solomon 444 373 256 57.6 108 24.3 100% 40% 71 .3% 89.8% 9 10 312 Yes Yes Yes No 

Islands 

Tokelau 1 500 0 0 0 0 100% 0 0 0 No No No No 

Tonga 100 000 16 16 11 11 100% 76% 1 25 52 Yes PPTC No No 

Tuvalu 9561 20 209 8 84 25% 50% 1 2 1 No Yes No No 

Vanuatu 195 553 111 57 38 19 100% 52.1% 63.2% 79% 5 5 603 Yes No No No 

Wallis& 14 944 16 107 2 13 100% 19% 69% 1 4 "90 No No No Yes 

Futuna 
(I Pasteur) 
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