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AIDS acquired immune deficiency syndrome

CBNAAT Cartige Based Nucleic Acid Amplification Test (Gene Xpert)

CDR case-detection rate

C&DST culture and drug-susceptibility testing

DOTS directly observed treatment, short-course

DST drug-susceptibility testing

GF Global Fund to fight HIV/AIDS, TB and Malaria

HIV human immunodeficiency virus

IC infection control

MDG Millennium Development Goal

MDR-TB multidrug-resistant tuberculosis

M&E monitoring and evaluation

NTP National Tuberculosis Programme

NGO nongovernmental organization

RNTCP Revised National Tuberculosis Control Programme (of India)

SDG Sustainable Development Goal

SEAR WHO South-East Asia Region

SEARO WHO Regional Office for South-East Asia

TB tuberculosis

USAID United States Agency for International Development

WHA World Health Assembly 
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XDR-TB extensively drug-resistant tuberculosis
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1. Background

Globally, an estimated 9.6 million people fell ill with tuberculosis (TB) in 
2014, including 1.2 million people living with HIV. In the same year, 1.5 million 
people died due to TB, including 0.4 million who were HIV-positive. TB is one of the 
top five killers of women, especially among adult women aged 20–59 years. A total 
of 480 000 women died from TB in 2014, including 140 000 deaths among HIV-
positive women. Moreover, 890 000 men died from TB and 5.4 million fell ill with 
the disease. An estimated 1 million children became ill with TB and 140 000 children 
died from TB in 2014.

The South-East Asia (SEA) Region of the World Health Organization (WHO), 
home to 26% of the world's population, accounts for 41% of the global burden of TB 
incident. In 2014, there were an estimated 5.4 million prevalent and 4 million 
incident case of TB, and about 460 000 people died due to TB in the South-East Asia 
Region. India and Indonesia have among the largest number of TB cases (23% and 
10% of the global total respectively). An estimated 340 000 children in the Region 
developed TB in 2014. Tuberculosis still remains one of the largest causes of 
morbidity and mortality among Member States in this Region.

Global TB control efforts need more than the approach of business as usual. 
There are 3 million missing cases and a significant proportion of drug-resistant TB 
cases that either do not receive treatment or receive treatment in unknown settings 
and unsure quality. This means that the disease will not only keep spreading but also 
develop more and more resistance unless urgent attention is paid at the highest level.

The funding required for a full response to the global TB epidemic in low- and 
middle-income countries was estimated at US$ 8 billion annually in 2015, excluding 
research and development. Based on reporting by countries, US$ 6.6 billion was 
available for TB prevention, diagnosis and treatment in 2015, leaving a funding gap 
of US$ 1.4 billion. International donor funding dominates in low-income countries 
(81% of total funding available). Both domestic and international funding needs to 
be enhanced. Global cooperation and support would define the future of TB control 
and whether we are able to address this issue in a decisive manner.
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The year 2016 marks the beginning of implementation of the WHO End TB strategy 
based on the principles and targets enshrined in the Sixty-seventh World Health 
Assembly resolution WHA67.1. The three pillars of the End TB strategy include: 
integrated, patient-centred care and prevention; bold policies and supportive 
systems; and intensified research and innovation. There is a reinvigorated emphasis 
on ending the global TB epidemic, and this is the time to lay the foundation for TB 
control globally as well as in the South-East Asia Region.

The Government of India is embarking on a bolder approach to address the 
challenge faced by TB. It is considering newer policy approach, introducing new 
medicine and taking positive steps towards enhanced political commitment, 
involvement of non-health sectors and innovations in service delivery to fast-track 
the TB response. 

On 21 March 2016, the Government of India, in collaboration with WHO 
Regional Office for South-East Asia (SEARO), held a high-level meeting titled “Fast 
tracking access to quality diagnosis and treatment: International Meeting for Ending 
TB” in New Delhi. Participants observed World TB Day 2016 at this high-level 
meeting with the objective of reinforcing leadership commitment for “Ending TB” 
through launching bolder policy announcements and new initiatives; sharing 
common challenges among countries of the SEA Region; highlighting the weakness 
of current TB strategies in achieving critical reduction of TB incidence and 
catastrophic costs associated with TB treatment; and sharing successful experiences, 
specifically in improving access to newer diagnostics and medicine.
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, Director, National Rural Health 
Mission, delivered the welcome address. He said that this 
is a unique event where WHO, Ministry of Health and 
Family Welfare (MOHFW), and development partners 
are taking the initiative together to end TB. He laid strong 
emphasis on quality service, newer initiatives, testing for 
drug-resistant TB, communications and research across 
the country. The world is moving from the Millennium 
Development Goal (MDGs) to the Sustainable 
Development Goal (SDGs) and hence the slogan for Ending TB was adopted. Much 
work needs to be done. There is a strong need of partnership between the 
government, international nongovernmental organizations (NGOs) like WHO and 
the private sector.

 Executive Secretary, Stop TB 
Partnership, in her inaugural speech, said that this is the 
first generation that has the opportunity to exhibit power 
and the will to end TB. In 2014 there was a WHA 
resolution to end TB by 2035. To achieve the ambitious 
goals, we need the right direction and right approach 
with accelerated efforts. The path is not easy but possible
with bold leadership of the Ministry of Health & Family

Mr C. K. Misra

Dr Lucica Ditiu,

2.Inaugural session
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Welfare and WHO. Stop TB Partnership has come up with a 'Global Plan to End TB 
(2016–2020)', which details actions required as well as resources needed to reach 
these goals.

 United States Agency for 
International Development (USAID), said that USAID is a 
strong partner in TB control in India through the “Call to 
Action” initiative. Collective action is needed from all 
stakeholders, and multiple partners. Eradication of polio 
from India can serve as a guide. Mr Addleton emphasized 
the importance of leadership. Resources need to be 
combined to reach out to remote places and 
populations. There is need for a collective commitment.

 Chief of Staff, The Global Fund to Fight AIDS, 
Tuberculosis and Malaria (GFATM), reminded the 
audience of the slogan “Yes we can” that was popular a 
few years back when elections were being held in the 
United States. We need similar zeal to overcome the 
burden of TB. GFATM is a major source of external 
funding, and US$ 4.7 billion has been disbursed for TB 
programmes up to 2015. Much has been achieved. 
However, there is no room for complacency. There is a 
need to mobilize more resources and to innovate. 
GFATM believes in creating resilient sustainable systems 
of health that are based on collaboration and coordination with the private sector, 
affected communities, and are based on a human rights-
based approach.

 a multidrug-resistant TB (MDR-
TB) survivor, underwent six years of treatment and later a 
surgery for her disease. She narrated her story of struggle 
with the disease. She said that patients alone cannot fight 
TB. They face stigma and discrimination. Patients need 
psychological support as well as nutritional support. 
Programmes must involve the affected communities in 
planning, monitoring and implementing stages.

 Director General, Directorate 
General of Health Services, India, mentioned the End TB 
strategy. He said that India has achieved the MDGs. 
Incidence and prevalence of disease have decreased. He 
expressed optimism for being able to reduce them 
quickly further. He said, however, that tribal populations 
are not being reached. There is a need for patient, family 
and nutritional support.

Mr Jonathan Addleton,

Dr Marijke Wijnroks,

Ms Deepti Chavan,

Dr Jagdish Prasad,
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 Director General, Indian Council of Medical 
Research, narrated a few stories of patients who fought 
TB but did not survive. This included MDR-TB and TB-
HIV coinfected individuals. She highlighted the suffering 
of these patients and the work of frontline health workers 
in difficult circumstances. Compassion in treatment is 
required. She also mentioned the need for research in 
optimization of tools, developing point of care tests, use 
of right combinations of drugs and the need for clinical 
trials. A recent development is that of host-directed 
strategies, which stimulate the immune response. However, more work needs to be 
done in these areas. There is also a need for new vaccines for TB control.

 Secretary Health, said that the Revised National Tuberculosis 
Control Programme or RNTCP is a successful programme in India. The programme 
has made impact on TB incidence, prevalence and mortality. However, the glass is 
only half full. There is a need for adequate funding that is 
sustained and increased. There is also a need for early 
diagnosis of cases. He hoped that Indian Council of 
Medical Research will soon be able to launch a cheaper 
version on Cartridge Based Nucleic Acid Amplification 
test machines to decrease the cost of tests. He 
emphasized the need for uniform quality of treatment 
across public and private sectors. The programme needs 
to be backed by a strong procurement and logistics 
management system. We cannot afford stock-outs. There 
have been some recent developments in private sector collaboration. NTPC, TCI, 
Jubilant Foodworks, J&J, DLF have extended their support in screening and 
diagnostics, linkages with RNTCP for treatment, reaching vulnerable populations 
and at-risk groups, and providing nutritional support. 

 Regional Director, WHO Regional Office for 
South-East Asia, in her speech said that we need courage 
to recognize that to end TB, business as usual is not an 
option. Our Region is home to 26% of the world's 
population, but accounts for 41% of the global burden of 
TB incidence. In 2014, there was an estimated TB 
prevalence rate of 5.4 million and an incidence rate of 4 
million. About 460 000 people died of the disease. Given 
the Region's outsized burden, delays in progress in this 
Region will affect efforts at the global level. These delays 
also increase the risk of greater MDR-TB transmission, 
which would, in turn, result in higher mortality.  

Dr Soumya Swaminathan,

Mr B. P. Sharma,

Dr Poonam Khetrapal Singh,
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The South-East Asia Region has achieved the 2015 Millennium Development 
Goal of halting and reversing TB incidence. It has also achieved the Stop TB 
Partnership's target of halving the TB mortality and prevalence rates compared with 
1990 levels. Access to TB care has expanded substantially. Almost 22 million TB 
patients have been treated in the past 10 years.

However, the following challenges remain:

First, alongside providing integrated, patient-centred care and prevention, 
achieving universal health coverage must be prioritized.

Second, we must remove the social determinants of TB. This disease remains a 
disease of the poor and marginalized, with a disproportionate number of TB cases 
found among people living with HIV, migrants, refugees and prisoners. Addressing 
poverty and other determinants will have a dramatic effect on the disease burden.

Third, to end TB, we must reach out to and engage with communities directly. 
Overcoming stigma, increasing awareness and obtaining community buy-in at the 
grassroots is as valuable as any assemblage of experts and policy-makers can ever be. 

Finally, we must also not forget that along with political commitment, out-of-
box resource mobilization is necessary.

The RD's speech was followed by a digital launch of documents and new 
initiatives. 
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3. Documents that were launched

4. Initiatives launched

ØWHO Regional Strategic Plan 2016–2020: Ending TB in the South
East Asia Region 

ØTB India 2016: Annual report

ØTechnical and Operational guidelines for Tuberculosis Care in India 2016

ØHealth-care workers' surveillance for tuberculosis in India

ØPreventing and management of adverse reactions to anti-TB drugs

ØGuidelines for use of bedaquiline in RNTCP through conditional access
under the programmatic management of drug-resistant TB.

ØBedaquiline conditional access programme

ØLaunch of 500 Cartige Based Nucleic Acid Amplification Test (CBNAAT)
machines

ØThird-line ART drugs

ØMedia campaign with audioclips of Amitabh Bachchan's messages.



 Health Minister, Ministry of Health and Family Welfare, 
Government of India, said that the ministry is very closely monitoring  progress in the 
fight against tuberculosis and seeing to it that the programme does not deviate or get 
diverted. We will not leave any stone unturned. He said that the targets are 
cumbersome but can be achieved. There is a need for seriousness of the situation 
and all key stakeholders must come together. There is also a need to create a 
conducive and compassionate environment for all TB patients.

 WHO Representative to India, made a presentation on India's 
programmatic achievements in TB control. He said that the MDG TB targets has 
been achieved. However, TB is still the third cause of Years of Life Lost to premature 
mortality in India, and India is still the highest TB burden country. The epidemic of TB 
in India is as diverse as the country. There is a spectrum of TB epidemiology in India:

ØPrevalence range: 170 to 470 per 100 000

ØMDR TB notification: <1 to 35 per 100 000 

ØHIV/TB: <1% to 30%.

The revised operational technical guidelines launched have the following
new features:

ØTB screening and diagnostics (X-Ray and GenXpert) 

ØAdherence tools in addition to DOTS (electronic card – mobile)
ØImproved drug regimen, including newer drugs like bedaquiline.

His key messages were:

ØPartnership is key to end the TB epidemic;

ØDevelopment of the TB strategic plan (2017–2022);

ØJoint annual review of implementation, epidemiological updates and
detailed planning for the next year.

 Principal Secretary, Department of Public Health, 
Government of Maharashtra, presented the situation of MDR-TB and new initiatives 
for its control in Maharashtra. Annually, about 10% of drug-sensitive TB patients of 
the country are from Maharashtra. Twenty-five per cent (6000) of MDR-TB patients 
registered in the country are from Maharashtra and 60% (3500) of the MDR TB 
patients of Maharashtra are from Mumbai, indicating a high-burden of DR TB in the 
city. The State has the highest number of culture and Drug Susceptibility Testing 
(C&DST) laboratories (10) in partnership with three private sector
laboratories in Mumbai. The laboratories have been established in five medical 
colleges. The State's commitment is shown through the procurement of two 
CBNAAT machines from State funds and one CBNAAT machine procured from 
corporation funds (Mira Bhayender).

Mr J. P. Nadda,

Dr Henk Bekedam,

Dr Sujata Saunik,

5.Pre-lunch technical sessions
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In response to the reports of extensive drug-resistant TB patients in Mumbai in 
2012, the Mumbai Mission for TB Control is being implemented, which is helping in 
an effective response. The Mumbai Mission for TB Control is being reviewed and a 
revised action plan for the next three years (2016– 2018) is being prepared by 
Mumbai Corporation focusing on some of the following key deliverables for drug-
resistant TB.

Some of the new initiatives in the State include:

Øprovision of counsellors for improving adherence;

Ønovel drug for treatment of MDR/XDR TB- bedaquiline;

ØOne of the first States to implement the baseline second

line DST for MDR TB patients across the State;

Ønutritional support;

ØTB notification from the private sector;

Ø universal access to TB care.

 Advisor, Health Care Financing, National Health System 
Resource Centre, Ministry of Health and Family Welfare, made a presentation on 
“Moving towards zero catastrophic costs by 2025 – what it takes”.

Catastrophic health expenditure (CHE) is defined as households incurring more 
than 10% of monthly consumption expenditures out-of-pocket (OOP).
The consumer expenditure survey (CES) demonstrates that between 2005 and 
2012, CHE increased from 14.6% to 17.9%. In 2013–2014, the government spent 
1.2% of gross domestic product (GDP) on health. If people are paying more than 
10% of their average annual expenditures, then additional health expenditures need 
to be borne by the government. In 2014, the government contributed 0.5 % of GDP 
of a total of 1.7% of GDP. On an average INR 400 per person could have made CHE 
zero.

Øincreased total spending on health;

Øincreased government spending on health;

Øimproved efficiency of government spending.

ØAdequate resources are needed: government spending on health to
increase to 2.5% of GDP.

ØImprove access for free medicine and diagnostics under the public system.
Access to vulnerable and marginalized population to be improved.

Dr Charu C. Garg,

Some of the suggestions to reduce CHE include:

Key messages were:
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ØEnsure community participation/ownership/engagement and social support
for TB care.

ØReduce the private sector utilization for TB patients (currently about 45%
(37% in in-patients and 53% in out-patients) of TB patients use private
facilities). 

ØInsurance coverage for TB can help to reduce the households facing CHE.

 Chief of Staff, The Global Fund, made a presentation on 
'Global Fund TB Investments and Impact'. She said that US$ 4.7 billion has had been 
disbursed since 2002 for TB so far. The aims of the fifth replenishment are to:

Øsave up to 8 million lives through programmes supported by the Global
Fund, leading to 30–32 million lives saved cumulatively by 2020; 

Øavert up to 300 million new infections across the three diseases; 

Øbring down deaths from the three diseases to 1.6 million in 2020, a
reduction of more than one third compared with the 2014 level of 2.5
million; 

Ølead to a drop in incidence and mortality that puts the world within reach to
end the epidemics by 2030;

Øallow the Global Fund to make substantial contributions towards building
resilient and sustainable systems for health; 

Øsupport strengthened responses for women and girls, key populations and
human rights.

According to partner estimates, these results would lead to economic gains for 
countries of up to US$ 290 billion over the coming years and decades.

ØTB deaths could be reduced by 21% from 1 million in 2014 to 813 000 in
2020. This represents a significant acceleration in reduction of deaths
relative to past trends. 

ØIncidence could be reduced by 21% between 2014 and 2020 to a level of
6.5 million new cases by 2020 compared with 8.2 million in 2014. 

ØCase-detection rate (all forms of TB) could be increased to 75% by 2020. 

ØIn contrast, if the current level of coverage were maintained, the number of
new TB cases (all forms) and TB deaths (excluding HIV-positive) would not
come down, and instead would remain close to 2014 levels.

 Deputy Executive Secretary of the Stop TB Partnership, 
introduced the Global Plan to End TB (2016–2020) called the 'Paradigm Shift'.

This is a costed investment plan for the first five years of the End TB Strategy and 
provides a roadmap for accelerating the impact on the TB epidemic and moving 

Dr Marijke Wijnroks,

Dr Suvanand Sahu,
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towards the targets of the WHO End TB Strategy and the SDGs. This plan was 
requested by the World Health Assembly in 2014.

Øled by a Task Force appointed by the Stop TB Board;

Øfour consultations on the plan with a wide range of partners took place in
Addis Ababa, Bangkok, Buenos Aires and Istanbul;

Øweb consultations were also conducted by hosting the plan online;

Øfeedback letters by organizations were another mode of improving the plan;
ØA Stop TB Board discussion took place in April 2015; and approval was

reached in the November 2015 board meeting.

ØMindset

ØRights and gender-based approach 

ØChanged and more inclusive leadership

ØCommunity- and people-driven approach 

ØInnovative TB programmes equipped to end TB

ØIntegrated with health systems, fit for purpose

ØNew, innovative and optimized approach to funding

ØInvestment in socioeconomic actions.

During 2016–2020, a total of US$ 65 billion investment is required. Of this, US$ 
56 billion is needed to implement TB programmes and US$ 9 billion to fund research 
and development for new tools.

An accelerated investment scenario would lead to 29 million treated for TB; 45 
million TB cases prevented; and 10 million lives saved. Hence, there is a need for 
urgent action from all partners. The investments are huge but so are the returns.

Director General of Health Services, Ministry of Health, Sri 
Lanka, shared the Sri Lankan experience in universal health coverage in TB control. 
He said that health care in Sri Lanka has been free since 1930. Specifically for TB, 
there are 735 beds in the country. A total of 401 579 sputum smear microscopy 
examinations and 11 071 sputum cultures were conducted in the last year. There 
were also 5561cultures done on other biological samples. The total number of X-rays 
done in 2014 were 151 051. 

TB screening is based on history of anorexia, fatigue, weight loss and night 
sweats. Patient examination may show emaciation, bronchial breathing and lymph 
nodes. The diagnostic tests include sputum examination, newer tests like the 

The process of development was as follows:

As per the Plan, the eight areas of the paradigm shift included:

Dr P.G. Mahipala, 
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geneXpert and culture. Other tests that could be of help are tuberculin skin test and 
chest X-rays. There is now a need for screening of high-risk cases like those with HIV, 
diabetes mellitus, drug addicts, end stage renal disease, the elderly, chronic diseases 
and malnutrition.

 Global Head, Global Public Health, and 
 Compound Development Team Leader, Johnson & Johnson, presented 

on newer drugs for the treatment of drug-resistant tuberculosis. Johnson & Johnson 
and Janssen have a long-standing commitment in addressing public health 
challenges, including infectious and neglected diseases: new and simpler HIV 
treatments, medicines to treat neglected tropical diseases, including worm-based 
diseases, Ebola vaccines and the development of diagnostics. The company recently 
launched the enterprise-wide Global Public Health Organization, which builds on 
more than 125 years of commitment to working with partners to improve the health 
of individuals, families and communities worldwide, including the most vulnerable. 
The speakers said that their work and partnerships on TB in India are an important 
part of the new enterprise-wide Global Public Health Organization and they 
represent a step in a journey to end TB that began many years ago. The speakers 
announced that that the company is pleased to join in the initiation of the 
bedaquiline Conditional Access Programme, and to be working with the Revised 
National TB Control Programme and other partners to make bedaquiline available to 
patients in India. Due to the unique nature of MDR-TB and public health landscape, 
all concerned must effectively partner with global stakeholders to ensure appropriate 
use of current and new treatment options, incentivize additional research and 
development, and explore alternate business and advocacy models. Through the 
Conditional Access Programme in MDR-TB, the company is exploring a range of 
innovative partnerships and programmes. As part of its commitment to advance 
global health, Janssen has signed an agreement with the United States Agency for 
International Development to help address the global health threat of antibiotic-
resistant bacteria and tackle the threat of MDR-TB in low- and middle-income 
countries.

Introduction of bedaquiline under the Revised National Tuberculosis Control 
Programme will provide approximately 600 patients with free access to bedaquiline 
through six public hospitals and institutions of national importance in the treatment 
of MDR-TB. After reviewing the experience gained from this Conditional Access 
Programme, RNTCP will explore opportunities for expanded access to bedaquiline. 

Mr Jaak Peeters, Ms Myriam 
Theeuwes,
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6. Experience sharing session by SEAR Member States
on fast-tracking End-TB strategy

The post-lunch session began with the launching of the “WHO SEAR
Annual TB Report 2016: Tuberculosis control in the South-East Asia Region” by
Dr Poonam Khetrapal Singh, Regional Director, WHO South-East Asia Region,
in the presence of participants from Member States.

Discussions during the session were led by , Director, 
Communicable Diseases, WHO South-East Asia Region, and co-moderated by

, WHO Representative to Sri Lanka. The panelists included 
heads of country delegations, Executive Secretary of the Stop TB Partnership, Chief 
of Staff of the Global Fund, Regional Adviser-TB (SEARO) and community 
representatives. It was conducted as an informal session.

The moderators said that ending TB may not be that easy. They asked the 
panelists: are there some particular overarching barriers that need to be addressed 
and what should be done to address them? 

High-burden countries: There has always been talk of tailoring TB responses 
to the national and local contexts. However, there has been an underlying tendency 

Dr Swarup Sarkar

Dr Jacob Kumaresan
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to use a 'one-size-fits-all' approach. The high-TB-burden countries of the Region are 
also countries with high populations. What are the strategic implications of this 
duality? 

Low-burden countries: Designing strategies and approaches to end TB in
small countries poses quite a different range of challenges, but also some 
opportunities due to the limited TB burden and smaller size of the countries. What in 
your view is required as changed approaches for designing strategies to end TB in 
small countries?

ØThere is considerable talk about the need for strong political commitment
and engagement to drive the end TB agenda, but what does this mean in real 
terms and how do we measure it?

ØHow can we ensure commitment to a time-bound implementation plan
that is directly monitored by, and accountable to, say the Prime Minister's
Office? 

ØThere seems to be lack of a sense of urgency for TB. At the same time, the
End TB targets are extremely ambitious. How can we build urgency for TB?
Are there lessons from HIV/AIDS and polio eradication programmes that
one can learn from?

ØFor garnering political commitment, we often target all our efforts at high-
level political leadership at the national level. Yet, much of the decision-
making and implementation is driven by subnational leadership, 
particularly in countries that have a decentralized system of governance. 
This can become a serious barrier, but can also be a major opportunity. How 
can we mobilize political commitment at the subnational levels in such 
contexts?

ØHow can the TB service delivery model be changed to dramatically improve 
speed and efficiency? To bend the TB curve in an ambitious manner, 
programme managers and staff need to have autonomy and flexibility to 
coordinate and respond effectively to particular localized contexts. The 
National AIDS Control Organisation or NACO model for HIV/AIDS in India 
catalysed a real sense of urgency and visibility for the HIV response in India. 
What were the inherent characteristics of this model and architecture that 
were able to deliver this? 

The moderators discussed POLITICAL COMMITMENT with panelists:

The next domain discussed was IMPLEMENTATION MANAGEMENT:
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ØThere is thinking emerging that much can be gained in terms of 
programmatic efficiencies, cost-effectiveness and cross-fertilization of 
ideas, by bringing about convergence in service delivery. Consider, for 
example, the establishment of a single platform and a common architecture 
for driving the elimination set of communicable diseases -- HIV, TB, malaria, 
and leprosy. What synergistic impact could it have for TB and national 
development as a whole?

ØThere has always been talk that private businesses and the corporate sector
can play a strong role in TB control and elimination. Yet, there continues to
remain some barrier to leveraging greater involvement of the private sector.
Going beyond improving diagnostics or new drugs discovery, what are some
of the successful models of private sector engagement, and how can they
best contribute to significantly bending the TB curve?

ØToday, new technologies and mechanisms – e.g. eHealth and mHealth using 
mobile telephony and the Internet – have made data gathering and 
feedback loops fast and cheap, as well as decision-making, which is now 
being done on a near-real-time basis. This is definitely the case in the 
business and sales/marketing sectors. But how rapidly are such tools and 
methods being embraced by TB? What impacts have such tools brought for 
TB? 

ØOne of the long-standing problems of TB data has been the realistic 
estimation of denominators. How critical are prevalence surveys in this 
regard, and how can they help in pragmatic terms for bending the TB curve? 
How do we fund these surveys, given that they can be very resource 
intensive? 

ØBesides surveillance and communicating diagnostics results, how else are 
such tools being used? How can these new technologies be used in 
innovative ways (e.g. real-time dashboards) to keep policy-makers informed 
and the political leadership engaged? 

ØThere have been many examples of how engagement of community and 
patient groups can impact TB outcomes. Community engagement has been 
shown to influence early case detection and treatment adherence in 
particular. However, these community-based initiatives have often been 
isolated and fragmented. What impact can such initiatives bring to meeting 
the end TB targets? 

Moderators also discussed MICROPLANNING AND MONITORING with panelists:

Another area of discussion was COMMUNITY ENGAGEMENT:
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ØBangladesh has built up a truly grassroots level and participatory approach to 
end TB, with strong community engagement. How has this impacted the 
achievement of TB targets, and what does it take to build and sustain such 
engagement?

ØThe participants were asked to give 1–2 examples of strong community 
engagement and the role of governments and civil society organizations in 
building that.

ØEnding TB will definitely require large funding gaps to be closed. Are there 
ways by which we can make currently available resources achieve greater 
impact?

ØAn oft-cited barrier to treatment seeking is the potentially catastrophic costs 
to communities in terms of out-of-pocket expenditures. What are some of 
the innovative mechanisms that are being put in place today to tackle this 
issue?

ØFor next steps, to end TB, what changes need to be made in terms of 
allocations within TB budgets and what areas of work are likely to require a 
greater proportion of investments? 

Voting was also conducted on specific areas to understand the opinion of 
participants on various issues ranging from validity of the current strategies to what 
interventions need to be strengthened to fast-track TB control. The majority of the 
participants believed that current approaches will not lead to the targets of the End 
TB programme. There is a need for out-of-the--box thinking. The biggest barriers 
were lack of political commitment and non-availability of fast/reliable diagnostics 
and treatment. Enhancing community engagement will make a huge difference to 
TB control services. The countries would need WHO and partner support in 
technical areas. 

The meeting ended with a vote of thanks from Dr Swarup Kumar Sarkar, 
Director, Department of Communicable Diseases, WHO/SEARO.

Final discussions were around FINANCIAL PLANNING:
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Annex 1

 Honourable Minister of Health and Family Welfare,
Government of India, Experts on TB Control from countries of the South-East Asia 
Region, our valued partners in the fight against TB, Excellencies, ladies an gentlemen,

As public health advocates and practitioners, we often use words and slogans 
to advocate for public health results. 

Inevitably, after much repetition, the meaning of these catch-all statements 
can become diluted. What were once galvanizing words of courage and vision 
become mantras devoid of inspiration. 

As we enter a new era in TB care and control, the word ''bold'' has 
increasingly come to define our thoughts, words and policy prescriptions. It is a term 
used in WHO's Global End TB Strategy, which was endorsed by the World Health 
Assembly in May 2014. And it is a term used in WHO SEARO's Regional Strategic 
Plan, which will come into effect this year. As we at this meeting prepare to end TB, 
and to align national policies with the regional and global plans, it is worthwhile to 
pause and reflect on this important concept: To Be Bold. 

Indeed, what exactly does it mean to be bold? Moreover, how and why is it 
desirable and what does it look like in real terms to be bold?

Ladies and gentlemen,

As we gather here today, being bold means acknowledging that to end TB, business 
as usual is not an option. 

The numbers in the South-East Asia Region are alarming. 

Our Region is home to 26% of the world's population, but accounts for 41% 
of the global burden of TB.

Given the high disease burden of TB in our Region, delays in progress here will also 
impact progress at the global level. These delays also risk increasing MDR-TB 
transmission, which would, in turn, result in higher mortality. 

Make no mistake, however. We have made progress.

The South-East Asia Region has achieved the 2015 Millennium 

Address of Dr Poonam Khetrapal Singh, 
Regional Director, WHO South-East Asia Region

Mr J. P. Nadda,
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Development Goal of halting and reversing TB incidence. It has also achieved the 
Stop TB Partnership's target of halving the TB mortality and prevalence rates 
compared with 1990 levels. Access to TB care has expanded substantially. Almost 22 
million TB patients have been treated in the past 10 years. 

But this is not enough. Recognizing that these gains are inadequate is 
essential to pursuing bold new policies to accelerate progress. Current trends clearly 
show that without such policies and approaches, the SEA Region, including India, 
will fail to meet the SDG targets to End TB by 2035. In a Region with a high TB burden 
and high at-risk populations, we must think out-of-the-box to find innovative ways to 
tackle the problem of TB. 

I suggest the following four ways to move ahead.

First, alongside providing integrated, patient--centred care and prevention, 
achieving universal health coverage is a priority. Universal health coverage means 
unreached and marginalized populations can access TB screening, and, if infected, 
can receive the care that they need. With approximately 1 million missing cases in 
the Region, increased screening and treatment will also prove critical to stopping TB 
transmission, particularly of the disease's drug-resistant strains. Universal health 
coverage also allows the opportunity to implement more robust regulatory 
frameworks for case notification, vital registration, and rational use of medicines. In 
essence, it is indispensable in the battle against TB. 

Second, we must address the social determinants of TB. TB remains a disease 
of the poor and the marginalized, with a disproportionate number of TB cases found 
among people living with HIV, migrants, refugees and prisoners. Addressing poverty 
and other determinants will have a dramatic effect on the disease burden. Policies in 
this regard could include increasing access to safe housing and providing viable 
social security among other options. TB is not only a health problem. Therefore, its 
solutions must also encompass the full range of multisectoral dimensions and multi-
stakeholder engagement. It is one of those diseases that requires health in all policies, 
coupled with strengthening the full spectrum of human rights that guarantees a TB 
patient the right to the best treatment possible.

Third, to end TB, we must reach out to and engage with communities 
directly. Overcoming stigma, increasing awareness and obtaining community buy-in 
at the grassroots is as valuable as any assemblage of experts and policy-makers. 
Community engagement is essential for case detection, treatment completion and 
addressing out-of-pocket expenditures. Forging partnerships with civil society 
groups and between public- and private-care providers will likewise ensure that 
present gaps are closed, and that a societywide movement to end TB develops. 
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And fourth, political commitment at the highest level, which is already 
strong, must be reinforced. The mission-like zeal with which polio and HIV/AIDS 
have been fought must be reproduced in the battle against TB, and must lead to 
organizational and programming shifts. TB programmes must be given a special 
place within the health sector; structural and operational efficiencies maximized so 
that a strong, efficient and effective control programme exists in every country. Our 
commitment to these changes and the wider mission can only be expressed and 
measured via real-time programme delivery. In this regard, we are all on notice. 

Ladies and Gentlemen, 

Finally, we must not forget that along with high-level commitment and a 
strong programme, effective resource mobilization is essential to accelerate and 
sustain TB control activities. The funding required for a full response to the global TB 
epidemic in low- and middle-income countries was estimated at US$ 8 billion per 
year in 2015. This figure excludes research and development. Based on reporting by 
countries, in 2015, US$ 6.6 billion was available for TB prevention, diagnosis and 
treatment, leaving a funding gap of US$ 1.4 billion. International donor funding 
dominates in low-income countries. To bridge the funding gap, both domestic and 
international funding needs to be enhanced. 

We must all renew our commitments.

To this end, the opportunity that this meeting provides for countries to share 
experiences – both positive and negative – on TB control and prevention is 
immensely important. As Member States strive to align their national TB policies with 
WHO SEARO's Regional Strategic Plan, I can assure you of WHO's unflagging 
support. As part of the End TB strategy, WHO is intensifying TB-related research and 
innovation. The discovery, development and rapid uptake of new tools, 
interventions and strategies will optimize the impact of the strategy, and will thereby 
enhance efforts to combat the disease.

On this occasion, I would also like to congratulate the initiative of India's 
Ministry of Health in convening this meeting and providing us this important forum. 
On the eve of World TB Day, India's commitment to addressing the TB problem and 
to working with other high TB-burden countries in the Region to share technical 
knowledge and best practices is heartening. With such a strong showing of senior 
health ministry officials and leaders from across the Region, I am sure that the 
sessions will prove immensely informative and stimulate much-needed thought, 
discussion and action. 

We must unite to end TB. 

Thank you.
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Annex 2

(1) Inaugural session

(2) Launch of the WHO Regional Strategic Plan and New Initiatives in India 

(3) by H.E. Mr J.P. Nadda, Union Minister for Health and Family Welfare,
Government of India, and Dr Poonam Khetrapal Singh, Regional Director,
WHO South-East Asia Region

(4) Release of TB publications (e-books) 

(5) Regional technical session 1: TB care and prevention: Urgency to move
forward with newer approaches to End TB

— India End TB: Optimism and challenges

— Maharashtra state experience on management of drug-resistant TB

— Research and innovation for ending TB

— Bold policies and health system strengthening towards ending TB

— Moving towards zero catastrophic costs by 2025: What it takes

— Global Fund investment for TB control: The Global Fund perspective

— Global Plan to End TB

— The unfinished agenda in TB control: Time for a new approach

(6) Regional technical sessions: 

(a) Parallel session I: Country sharing experiences

·Launching of the WHO SEA Region TB Annual Report 2016 by the WHO
Regional Director 

·Aligning NTP strategies and plans with End TB/Regional Strategy in
countries of the SEA Region

·Country preparedness for achieving milestones and targets as in the
Regional Strategic Plan (based on WHO End TB Strategy)

(b) Parallel session II: India country session

(7) Closing session

Agenda
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In addition, for the inaugural session and pre-lunch technical sessions, more than 400 participants 
were present from India.
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The WHO SEA Region is home to 26% of the world’s population and 
accounts for 41% of the global burden in terms of TB incidence. 
Tuberculosis affects the most economically productive age group of 15-49 
years and remains one of the largest causes of morbidity and mortality 
amongst SEAR Member Countries. SEA Region has achieved Millennium 
Development Goals of halving and reversing the TB incidence, halving the 
1990 level of TB prevalence and mortality rates. The year 2016 also marks 
the beginning of implementation of the WHO End TB strategy based on 
the principles and targets enshrined in the World Health Assembly 
resolution WHA67.1.

On 21 March 2016, the government of India in collaboration with 
WHO/SEARO held high a level meeting called “Fast tracking access to 
quality diagnosis and treatment International Meeting for Ending TB” in 
New Delhi and observed the World TB Day 2016 at this high level 
meeting. This international meeting reinforced leadership commitment 
for Ending TB in the region through bolder policy announcement and 
launching new initiatives. Member countries deliberated on the fast 
tracking TB decline and moving towards Ending TB in the region through 
renewed political commitment, bolder policies, enhanced partnership 
and community engagement.
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