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1. INTRODUCTION 

The Regional Office for the Eastern Mediterranean (EMRO) of the World Health 
Organization (WHO), in collaboration with the Ministry of Public Health of Lebanon, held a 
meeting of national managers of tuberculosis control programmes in the Eastern 
Mediterranean Region in Beirut, Lebanon, from 28 to 31 May 2001. The objectives of the 
meeting were as follows: 

?? review progress made in Member States and the new regional targets for tuberculosis 
control; 

?? develop national strategic plans for the achievement of new tuberculosis control targets; 

?? prepare Joint Programme Review Mission (JPRM) plans for the 2002–2003 biennium. 

The participants included national tuberculosis programme (NTP) managers from all the 
Member States in the Eastern Mediterranean Region, except Djibouti, Kuwait and Palestine, 
representatives of nongovernmental organizations (NGOs) and other agencies, including JICA 
(Japan International Cooperation Agency), UNRWA (United Nation Relief and Works Agency 
for Palestinian Refugees in the Near East) and WB (World Bank) Pakistan. 

Dr Habib Latiri, WHO Representative, Lebanon, read a message from Dr Hussein A. 
Gezairy, WHO Regional Director for the Eastern Mediterranean. In his message the Regional 
Director welcomed the participants and thanked the Government of Lebanon and His 
Excellency Mr Sleiman Franjieh, Minister of Public Health, for the kind offer to host the 
meeting in Beirut. He explained that during the previous year’s meeting of national managers 
of tuberculosis control programmes in Jordan, in September 2000, DOTS promotion activities 
were critically reviewed and the progress made was considered encouraging. DOTS ALL 
OVER would be achieved in 20 countries by the end of 2000. Countries had taken innovative 
approaches such as partnership development, particularly with the private health sector, 
operational research activities and in many other relevant areas. Other challenges in 
tuberculosis control needed to be addressed, however. The first was the quality of DOTS 
activities, including case detection and treatment success rates. Case detection rates in many 
countries were currently lower than the global target of 70%. The second was the 
comprehensiveness of DOTS ALL OVER with regard to the involvement of all health 
partners in DOTS activities. The third challenge was the two high burden countries, 
Afghanistan and Pakistan, which accounted for 12% and 43% of the regional burden 
respectively, where DOTS expansion was still slow. 

Dr Gezairy informed the meeting that at its Forty-seventh Session in October 2000 the 
Regional Committee for the Eastern Mediterranean had endorsed the new targets set at the 
previous year’s NTP managers meeting. The main aim of the present meeting was critically 
and constructively to review activities with regard to DOTS expansion, DOTS quality and 
comprehensiveness of DOTS ALL OVER, and discuss medium-term strategies, and plans and 
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activities at regional and global levels. Another important task was to specify the levels of 
prevalence and mortality of tuberculosis in each country.  

Dr Ibrahim El Hajj, Director of Preventive Care, Ministry of Public Health, read a 
message from Mr Sleiman Franjieh, Minister of Public Health of Lebanon. In his message, Mr 
Franjieh welcomed the participants to Lebanon and thanked the Regional Director for holding 
the meeting in Beirut. He said tuberculosis remained a public health problem and high priority 
disease for action in Lebanon. Lebanon’s national tuberculosis programme had made 
significant progress by achieving DOTS ALL OVER and global case detection and treatment 
success targets for tuberculosis. There was good working collaboration with other partners in 
the field of tuberculosis control in Lebanon, an example of which was the collaboration of the 
national tuberculosis programme, the private sector and medical institutions. He reaffirmed 
his government’s commitment to maintaining tuberculosis control as a priority. 

With the help of the WHO Secretariat, the participants reviewed the objectives of the 
meeting and agreed on methods of work. They then reviewed the recommendations of the 
previous year’s meeting. The programme and list of participants are in Annexes 1 and 2. 

2. ACTIONS TO DATE 

2.1 Regional progress 

By September 2000 a total of 13 countries had achieved DOTS ALL OVER, namely, 
Bahrain, Cyprus, Djibouti, Egypt, Jordan, Kuwait, Lebanon, Morocco, Oman, Palestine, 
Qatar, Syrian Arab Republic and Tunisia. DOTS cove rage was 96% in the Islamic Republic of 
Iran, 85% in the Republic of Yemen, 72% in Sudan, 70% in United Arab Emirates, 67% in 
Iraq, 56% in Somalia and 48% in Saudi Arabia. The two countries with the highest 
tuberculosis burden in the Region were lagging behind in DOTS expansion: 31% in 
Afghanistan and 8% in Pakistan. In the Libyan Arab Jamahiriya all the elements of DOTS, 
including treatment observation, are in place, but the recording and reporting system is not in 
line with DOTS strategy recommendations. The country is in the process of revising its 
recording and reporting system. 

The progress made in achieving the global targets for tuberculosis control, i.e. 85% 
treatment success rate and 70% case detection rate among the estimated number of new 
smear-positive tuberculosis cases, is shown in Figure 1. In general, almost all DOTS areas 
have achieved reasonably good treatment success rates. However, the case detection rates are 
still low in almost all countries. 
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Figure 1. DOTS activities in the Eastern Mediterranean Region 

In some cases, low case detection rates could be the result of incorrect estimates of 
tuberculosis incidence (e.g. Iraq, Jordan and Syrian Arab Republic). In Jordan, the figure for 
total population used by United Nations agencies may not reflect the actual population of the 
country. In Iraq and the Syrian Arab Republic, tuberculosis incidence rates may be 
overestimated: actual incidence rates may be lower than those used for calculating case 
detection rates. It was therefore agreed that countries should provide WHO with further data 
in order to modify the epidemiological information for recalculating case detection rates. 

In the light of this progress, countries and EMRO need to identify areas for future 
action, including setting national targets, planning to improve the quality and 
comprehensiveness of DOTS, which should be reflected in the Joint Programme Review 
Mission for the 2002–2003 biennium. In addition to this, the issues of private–public mix and 
tuberculosis laboratories for drug resistance surveillance should be focused on as areas for 
future action. The EMRO website is under development and expected to be launched by July 
2001. It will be developed further and should be a useful resource in the Region and 
elsewhere. 
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2.2 Progress in high burden countries 

2.2.1 Afghanistan 

In Afghanistan, the tuberculosis incidence rate is one of the highest in the world, at 340 
cases per 100 000 population annually; every year 80 000 people develop tuberculosis and 
23 000 die of it. Seventy per cent of reported tuberculosis cases are among females and 75% 
among people of working age. Tuberculosis control activities are limited in Afghanistan and 
run with the assistance of WHO, NGOs and international agencies. At present, 31% of the 
population has access to DOTS services. The programme is implemented in 47 (14%) of the 
country’s 330 districts. Some progress has been made since September 2000: case detection 
has increased from 12% to 15% and the proportion of districts with DOTS programme 
services from 10% to 14%. In the central region, the community-based DOTS programme has 
been expanded and two new centres have been established. The Ministry of Public Health and 
Medair have conducted a tuberculin survey in Kabul city. A number of major challenges will 
have to be overcome if DOTS is to be expanded in Afghanistan. There is an urgent need to 
establish coordination among tuberculosis partners and strengthen programme monitoring 
activities. The laboratory network also needs to be strengthened to ensure good quality smear 
microscopy. The DOT component of the programme in Afghanistan was properly 
implemented by NGOs but weak in the WHO-supported areas. The participants concluded 
that the tuberculosis situation in Afghanistan was at a critical stage and that, without DOTS 
expansion, it might continue to deteriorate. It is crucial to adhere strictly to all the components 
of DOTS strategy, in particular direct observation, in order to implement a sound tuberculosis 
programme in the country and avoid multidrug resistance. 

2.2.2 Pakistan  

Pakistan has the highest burden of tuberculosis in the Region (43%), and the sixth 
highest in the world. There are 250 000 new cases every year and multidrug resistant 
tuberculosis is a serious threat to tuberculosis control in Pakistan. 

?? Pakistan has set the following targets for tuberculosis control: 

?? DOTS ALL OVER by 2005; 

?? detection of 70% of all tuberculosis cases and their successful treatment by 2005; 

?? fifty per cent reduction of prevalence of, and deaths from, tuberculosis by 2005. 

In order to reach these targets, the national tuberculosis programme has identified a 
number of tasks, including the development of managerial capacity at all levels, and 
strengthening the human resources, partnership, logistical management, the laboratory 
network, advocacy and the operational research components of the programme. 

The national tuberculosis programme has made considerable progress since last year. 
The NTP unit has been strengthened by the appointment of a full-time NTP manager with 
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some support staff. Funds have been secured for the programme at national and provincial 
levels. Provincial strategic frameworks and operational plans have been drawn up, in addition 
to the national and provincial DOTS expansion plan. New DOTS pilot sites have been started 
in Punjab and Sindh provinces. At present, 22 million people, i.e. 14% of the total population, 
have access to DOTS services. According to the present plans, DOTS ALL OVER will be 
achieved in Baluchistan province by 2002, North-West Frontier Province by 2003, Punjab by 
2005 and Sindh by 2003. Azad Jammu and Kashmir and Northern areas have already 
achieved DOTS ALL OVER. 

WHO and the IUATLD (International Union Against Tuberculosis and Lung Disease) 
are providing technical assistance; the Governme nt of Italy and international agencies such as 
the British Department for International Development (DFID) and World Bank are providing 
financial assistance. JICA (Japan International Cooperation Agency) and RIT (Research 
Institute for Tuberculosis, Japan)  are also assisting the national tuberculosis programme. An 
IACC (Inter Agency Coordination Committee) has been formed to coordinate donor 
assistance. 

The Government of Pakistan declared tuberculosis a national emergency in the 
Islamabad Declaration on Wor ld TB Day, March 242 001, reaffirming its commitment to 
making tuberculosis control a priority.  

3. VISION FOR THE FUTURE 

3.1 EMRO medium-term (5 -year) Plan of Action 

So far, the Region has made good progress in DOTS expansion, with 20 countries 
expected to achieve DOTS ALL OVER by the end of 2001. In addition to the challenges of 
DOTS expansion, programme quality and comprehensiveness of DOTS are the main 
challenges for tuberculosis control in the Region. In this regard, new regional targets have 
been adopted to boost tuberculosis control in the Eastern Mediterranean Region. Similarly, a 
Strategic Plan for the years 2002–2005 has been drawn up with a vision that tuberculosis 
elimination will be achieved by 2050. The aim of the proposed plan is therefore to cure all 
tuberculosis patients and protect vulnerable populations through high quality, sustainable 
DOTS programmes integrated into health systems. DOTS programmes should be 
comprehensive and involve all relevant partners in health, social and economic deve lopment. 

The Strategic Plan includes the following targets: 

?? detect 70% of all cases in the Region and successfully treat 85% of them by 2005; 

?? bring all detected cases in the Region into the DOTS strategy by 2005; 

?? reduce prevalence of, and deaths from, tube rculosis by 50% by 2010. 
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Country-specific targets: 

?? For all countries, except Afghanistan, Pakistan and Somalia: 

–detect 70% of all cases in the Region and treat 85% of them successfully by 2003.  

?? For intermediate incidence countries: 

–reduce tuberculosis incidence by 50% by 2010. 

?? For low incidence countries: 

–achieve the elimination targets by 2010. 

The main objective of the Strategic Plan is to achieve a high quality, comprehensive 
DOTS programme in the Region. High quality will be achieved by integrating DOTS into 
general health services so it is available nationwide. High quality means achieving 70% case 
detection and 85% treatment success rates and the development of effective DOTS models for 
urban, mobile populations and complex emergency situations. In a high quality tuberculosis 
programme national surveillance should be integrated into national communicable disease 
surveillance, while tuberculosis drugs should be available free of charge to all tuberculosis 
patients and only through DOTS. The national logistical system should ensure regular supply 
of high quality drugs, preferably in patient-friendly forms such as fixed dose combination and 
blister packs. Comprehensive DOTS programmes will be achieved by making DOTS an 
essential part of national health sector development. An important objective for developing 
national partnership with all health care providers is to ensure that all tuberculosis patients are 
covered by DOTS and that medical schools include DOTS in their curriculum. 

Another essential component of the Strategic Plan is the development of a Beyond 
DOTS strategy and its implementation in a few countries as a model. The Beyond DOTS 
strategy also proposes surveys on drug resistance in all countries and tuberculosis prevalence 
surveys in some. The development of a regional operational research network is also a key 
component of the Beyond DOTS strategy.  

With respect to partnership, an important objective is to establish IACCs (Inter-Agency 
Coordination Committees) at regional level and in high burden countries. It is also proposed 
to set up a TAG (Technical Advisory Group) at regional level to provide technical advice. 

Country support, human resource development and partnerships are the main 
components of the Regional Strategic Plan. For country support purposes Member States are 
grouped as follows: DOTS lagging countries (Afghanistan, Pakistan, Somalia, Sudan and 
Republic of Yemen), other high burden countries (Djibouti, Egypt, Islamic Republic of Iran, 
Iraq and Morocco), intermediate incidence countries (Lebanon, Palestine, Syrian Arab 
Republic and Tunisia) and tuberculosis elimination (Cyprus, Jordan, Libyan Arab Jamahiriya 
and six GCC countries). 
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In DOTS lagging countries, priority will be given to intensified and comprehensive 
support for DOTS expansion, in-depth review of the national tuberculosis programme, 
national partnership development, drug management and international partnership through the 
establishment of national Inter -Agency Coordination Committees, the development of a 5-
year strategic plan and collaboration with global initiatives such as the Global TB Drug 
Facility (GDF). 

For other high burden countries, the emphasis will be on improving DOTS quality 
through comprehensive assistance and in-depth NTP review, DOTS model development, 
national partnership development, national health sector development, drug management, the 
development and implementation of a Beyond DOTS strategy and epidemiological surveys. 

For intermediate tuberculosis incidence countries, additional support will be provided 
for the development and implementation of a Beyond DOTS strategy in all countries in the 
group and tuberculosis epidemiological surveys in at least two. 

For the tuberculosis elimination group, additional support is proposed for the 
development and implementation of a Beyond DOTS strategy in all countries. The 
Tuberculosis Elimination Initiative should be adopted by national health sectors and 
tuberculosis epidemiological surveys conducted in two countries. 

Human resource and tool development is an important part of the regional strategic 
plan. The following activities will be carried out: regional and national capacity development, 
focused meetings, laboratory network development, subregional initiatives, regional 
surveillance, operational research, publication and advocacy.  

For partnership development the regional strategy is for a regional tuberculosis Inter-
Agency Coordination Committee (IACC) to be established as a sub-committee of the regional 
DCD (Division of Communicable Diseases) IACC. Similarly, a regional tuberculosis 
Technical Advisory Group committee will be formed, which will include experts from other 
technical agencies such as the International Union Against Tuberculosis and Lung Disease 
(IUATLD). Forming national IACCs and operational research networks is another important 
part of the partnership development component of the regional strategy.  

The major challenges anticipated with respect to implementation of the strategy include 
lack of proactive political commitment and weak health services. It will be essential to make 
tuberculosis a high priority in health sector development by endorsing the resolutions of the 
Regional Committee for the Eastern Mediterranean and establishing regional and national 
IACCs. Promoting operational research activities will also facilitate implementation of the 
strategic plan.  

In order to ensure supply of high-quality anti-tuberculosis drugs, support from the 
national drug regulatory authority and collaboration with the Global TB Drug Facility will be 
needed. Similarly, in order to promote an integrated approach, it is essential to integrate 
tuberculosis control into communicable disease control.  
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In countries with security problems, it is essential to promote the Somali model and 
mobilize resources through the IACC. 

3.2 Stop TB strategies and activities 

The structure of the Stop TB initiative includes working groups on DOTS expansion, 
TB/HIV, DOTS Plus (multidrug-resistant tuberculosis), the Global Alliance for TB Drug 
Research and Development, the TB Diagnostics Initiative and the TB Vaccine Development 
Coalition. These working groups and WHO forums, such as the WHO Technical Advisory 
Group, and the Global TB Fund/Global TB Drug Facility are coordinated through a 
Coordination Board Partnership Secretariat, as are the Advocacy and Communication Task 
Force and the Financing Task Force. 

The Global Plan to Stop TB (2001–2005) was discussed. Participants agreed that, if 
DOTS expansion is not rapidly accelerated, the global target to halve deaths from tuberculosis 
will not be reached until 2013. At a meeting in Amsterdam in March 2001, countries with 
high tuberculosis burden made a commitment to reach global targets for tuberculosis control 
by 2005. A Global Partnership to Stop TB and a Global TB Drug Facility were therefore 
formed and a Global Plan for DOTS expansion developed. The Global Plan to Stop TB aims 
to achieve the following: 

?? in the short term: rapid DOTS expansion; 

?? in the medium term: to develop and scale up strategies for TB/HIV, multidrug-resistant 
tuberculosis and DOTS in the private sector; 

?? in the long term: to develop new diagnostic tools, drugs and vaccines. 

The estimated costs of the plan are shown in Table 1.  

Table 1. Estimated costs of the Global Plan to Stop TB for 2001–2005  

 Total cost (US$) Current funding Funding gap 

DOTS expansion 5500 3500 2000 

Develop and scale up strategies for 
TB/HIV, multidrug-resistant tuberculosis 
and DOTS in the private sector 

2000 200 1800 

Research to develop new tools 1000 310 690 

Total 8500 4010 4480 

Additional funding required: US$ 900 million per year 
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The Global TB Drug Facility has been established to increase access to anti-tuberculosis 
drugs. It is housed by WHO and managed by the Stop TB Unit. The initial funding came from 
the Canadian government. The GDF requires US$50 million a year for 5 years. 

Stop TB has also developed a Global DOTS expansion plan which describes financial 
and technical resources needed rapidly to accelerate DOTS expansion in order to reach global 
targets by 2005. This plan was launched in May 2001.  

Stop TB partners have developed mechanisms for accelerating tuberculosis research. 
The Global Alliance for TB Drug Development was launched in November 2000 with US$40 
million from the Bill and Melinda Gates and Rockefeller Foundations. The Alliance has been 
operational since January 2001. Furthermore, the TB Diagnostic Initiative which was 
launched in 1996 received US$10 million from the Bill and Melinda Gates Foundation in 
March 2001. 

In addition to a vision, mission, objectives and targets, the Global Plan to Stop TB will 
outline strategic activities for countries and partners over the next five years. The plan will 
clearly identify activities, partners, time-frame and costs. A proposed framework for the plan 
has been developed. Stop TB working groups will prepare plans of action for 2001–2005 in 
consultation with countries and partners. It is envisaged that the final draft will be presented 
to the Stop TB Partners Forum in October 2001. 

Countries and partners are encouraged to become involved in the preparation of the plan 
by participating in Stop TB working groups, responding to surveys, endorsing the Global Plan 
and calling for increased investment in effective action to Stop TB. 

The objectives of the Strategic Plan to stop TB include DOTS expansion, resource 
mobilization, partnership, advocacy/communications, the development of strategies and 
models to address the issues of HIV/TB, multidrug-resistant tuberculosis, new tools for 
diagnosis and new anti-tuberculosis drugs and vaccines. 

3.3 Private–public mix (PPM) 

Thirteen countries of the Region report collaboration with the private sector but PPM 
collaborative activities are limited and small-scale. Various factors account for the low level 
of interaction between the private and public sectors. The main obstacles in national 
tuberculosis programmes are ideological opposition, lack of information about the private 
sector, lack of clear guidelines and policies for interaction, and a weak regulatory system. The 
main constraints in the public sector are inadequate training and lack of information, lack of 
economic advantage of collaborating with the NTP, and limited confidence in it. 

In recent years, several countries in the Region have established good PPMs which set 
the example for countries still lagging behind in this respect. NTP Syrian Arab Republic 
promoted the promulgation of a ministerial decree banning the sale of anti-tuberculosis drugs 
in 1998. The decree was recognized as an important step towards limiting the widespread use 
of anti-tuberculosis drugs and reducing the risk of multidrug resistance in the country. NTP 
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Egypt has established good collaboration with health insurance organizations by training 
physicians, distributing NTP guidelines and appointing tuberculosis coordinators in each 
governorate. Collaboration with the prison sector started in 1997 with active screening of 
prisoners and prison staff, treatment of affected cases strictly in line with DOTS, and a 
reporting and recording system according to NTP guidelines. 

WHO recognized the progress made in the above countries and stressed the need to 
advocate and highlight the issue of private provision of tuberculosis care throughout the 
Region. Operational research on PPM should be promoted and technical assistance provided 
to NTPs for implementation of PPM policies. WHO also invited countries to initiate and 
maintain dialogue with private providers at all levels, decentralize tuberculosis control 
activities to allow development of locally relevant PPM models, and revise national 
tuberculosis control frameworks to include guidelines on the involvement of private 
providers. 

4. FUTURE ACTION 

4.1 Global epidemiological situation and targets for tuberculosis control 
Dr C. Dye, Medical Officer, WHO/HQ 

The total number of expected new tuberculosis cases in 2000 was 8.4 million, 3.7 
million of which were smear -positive. There were 630 000 TB/HIV+ cases, while the number 
of co-infected people was almost 12 million. There were more than 1.8 million deaths from 
tuberculosis. 

In general countries have made good progress with respect to DOTS implementation, 
treatment success rates and case detection rates, but projections on tuberculosis incidence for 
2005 showed an increase in all regions of the world, except the most industrialized countries. 
At the current rate of progress, the WHO target of 70% case detection will be reached only in 
2013. WHO is therefore calling for greater efforts in order to accelerate progress and reach the 
target by 2005. 

4.2 Situation in the Eastern Mediterranean Region 

In the Eastern Mediterranean Region the targets for 2005 are to detect 70% of all cases 
in the Region and successfully treat 85% of them. The participants provided the most recent 
data on case detection and treatment outcome for all countries of the Region. The data were 
plotted in a chart (see section 2.1). 

Several countries, including Morocco and Oman, have already reached the proposed 
targets. The majority of the other countries have reached or are close to the target for 
treatment success rate but are still behind with regard to case detection.  

The data presented by the representatives of Afghanistan and Pakistan caused great 
concern, especially considering the low level of DOTS coverage in the countries. 
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In the light of the present situation of tuberculosis control in the Region, WHO stressed 
the importance of establishing high quality programmes in all countries. It is vital to achieve 
regional targets for case detection and treatment success as soon as possible. All countries, in 
particular the high burden countries, therefore made a commitment to reach the regional 
targets. 

Comprehensiveness is the second goal of DOTS programmes in the Region. 
Collaboration with national and international partners should be strengthened in all countries 
and partnership with higher institutions sought. 

4.3 Quality of DOTS activities 

High quality DOTS means tuberculosis programmes detecting at least 70% of cases and 
successfully treating at least 85% of them. According to the data provided by the countries of 
the Region, the case detection rates (CDR) are still below target in several countries. In DOTS 
lagging countries like Afghanistan and Pakistan, low DOTS coverage explains why the CDR 
is below 20%. Low levels of smear examination and weak surveillance systems may also play 
an important role in low CDR. In countries like Iraq and the Syrian Arab Republic, the annual 
risk of infection (ARI) used to define the expected incidence may be higher than the actual 
one, thus leading to low CDR. In countries like Jordan and Somalia, low CDR may be related 
to excessive estimates of the population of the country.  

As far as treatment success rates (TSR) are concerned, the outcome is reasonably good 
when the number of evaluated cases is used as a denominator for the calculation of the TSR. 
When the number of registered cases is used instead, some gaps are evident in countries like 
Afghanistan, Bahrain, Egypt, Saudi Arabia, Somalia and Tunisia. In countries where the 
surveillance system is good (e.g. GCC countries and the Syrian Arab Republic), no major 
gaps are evident. 

Since surveillance systems are key to guaranteeing high CDR and TSR, it was 
recognized that surveillance should be strengthened at all levels in all countries in order to 
ensure timely and accurate monitoring of DOTS activities. It was also stressed that national 
tuberculosis surveillance should be integrated into communicable disease surveillance. High 
quality DOTS also refers to tuberculosis programmes where models for effective DOTS 
implementation are established for different settings, e.g. urban and mobile populations, 
complex emergencies, etc. 

Another essential component of high quality DOTS is drug management. In high quality 
DOTS programmes, tuberculosis drugs should be available only for DOTS activities and 
should be free of charge for all tuberculosis patients. The national logistic system for 
tuberculosis drugs should be operational within the national drug management system and 
ensure regular supply of high quality tuberculosis drugs to all tuberculosis patients 
undergoing DOTS. 
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4.4 Comprehensiveness of DOTS activities 

A comprehensive DOTS programme should establish links with the public health sector, 
medical schools, and various ministries; partnership among all health care providers is key to 
guaranteeing cure to all tuberculosis patients undergoing DOTS. The participants were 
therefore asked to complete a simple questionnaire in order to evaluate the level of 
collaboration with other sectors. The results of the survey showed that tuberculosis cases are 
diagnosed and treated in the ministries of the interior and defence in only ten countries. NTP 
regimens in the ministries of the interior of these countries are generally in line with the NTP 
and DOT is fully implemented. Outcome is not always reported for all cases. In only six 
countries does the ministry of defence have a treatment regimen in line with the NTP with 
DOT fully implemented. Tuberculosis cases are notified by the ministry of defence in only 
three countries. The survey showed that few NTPs collaborate with the private health sector 
which has treatment regimens in line with the NTP in only two countries. Moreover, no 
country is reported as having a private sector that fully implements DOTS. The results of the 
survey caused great concern among participants and showed the need for promoting 
partnership and collaboration within the government and with the private health sector. 

Another important aspect of comprehensive DOTS is partnership with medical schools. 
Collaboration with medical schools is essential for promoting DOTS and raising awareness in 
the medical community. Participants acknowledged the progress made in several countries, 
e.g. Lebanon, where the teaching of tuberculosis control has been strengthened in two courses 
in the third and fourth years of medical training. 

Pakistan presented the results of a survey of young doctors undertaken to assess their 
knowledge of tuberculosis. According to the results, only 25% were aware of the estimated 
incidence of tuberculosis in Pakistan and only 35% identified sputum microscopy as the most 
appropriate means of diagnosis. They were not familiar with DOTS and only 50% were aware 
of multidrug resistance. The results emphasized once again the need for continuous education 
on tuberculosis in all medical schools in the Region. 

4.5 Development of national plans of action to set targets for Joint Programme Review 
Missions for the 2002–2003 biennium 

In order to identify the actions needed in the next biennium (2002–2003) to reach the 
targets set for each country, each NTP manager was provided with a template by the Stop TB 
Unit and asked to make a situation analysis of tuberculosis control in his or her country, 
define the main objectives for the next biennium and list the products and activities required 
to achieve them. 

For DOTS ALL OVER countries, particular emphasis was placed on activities aimed at 
sustaining high quality, comprehensive DOTS and developing national Beyond DOTS 
strategies. For DOTS lagging countries the expansion of DOTS programmes towards regional 
targets was identified as the main target. 
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The information was gathered under the supervision and with the assistance of regional 
staff and entered onto an electronic database to be used for the development of Joint 
Programme Review Missions for the 2002–2003 biennium. 

4.6 Strengthening national tuberculosis reference laboratories 
Dr R. Urbanczik, WHO Temporary Adviser, WHO/EMRO 

The laboratory network in the Region is illustrated in Figure 2. As shown in the figure, 
the national reference laboratory should be part of a supranational laboratory network and 
closely linked to the central reference laboratory for microbiology and the NTP manager. The 
national reference laboratory should supervise the activities of district regional laboratories, 
which should, in turn, monitor activities at the peripheral level, ideally in both the public and 
private sectors. 

 

 

 

 

 

 

 

 
 

 
 

Figure 2. Laboratory network in the Eastern Mediterranean Regions  
 
National reference laboratories are expected to produce manuals for standardized work 

in tuberculosis bacteriology countrywide. They should be responsible for training, supervision 
and quality control; they should also have a (limited) routine tuberculosis bacteriology 
assignment. As far as operational research is concerned, national reference laboratories are 
responsible for surveying drug resistance levels, calculating the positivity rates of sputum 
microscopy, monitoring the number of specimens collected per tuberculosis suspect, etc. 

Supranational laboratories network
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General Microbiology 
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4.7 Promoting drug resistance surv eys 
Dr M. Aziz, Medical Officer, WHO/HQ  

The Global Project on Anti-tuberculosis Drug Resistance Surveillance has been running 
since 1994. Global coverage of the project is around 20% and particularly low in the Eastern 
Mediterranean Region. Data are available for only 7% of the regional population affected by 
tuberculosis. Ongoing surveys are supposed to cover an additional 3% of the population.  

The Global Project is expected to expand rapidly to cover as many countries as possible. 
Surveillance of drug-resistant tuberculosis should be prioritized as part of regional and 
country tuberculosis control plans. Moreover collaboration between WHO/HQ, regional and 
country offices and NTPs should be strengthened, with particular emphasis on planning, 
monitoring and budgeting for anti-tuberculosis drug resistance surveillance. 

NTP Egypt presented the preliminary results of the pilot drug resistance survey 
conducted in Cairo. The survey started in 1999 and its results will be published as soon as the 
supranational laboratory confirms the culture samples. The extension phase of the survey will 
include the whole country. NTP Egypt confirmed that the second phase started in February 
2001. 

4.8 The new EMRO/TB website  

EMRO’s Stop TB Unit presented the preliminary version of  the new tuberculosis 
website (www.emro.who.int/stb) which will be officially launched in July 2001. The website 
should become a useful reference on tuberculosis, its epidemiology in the Region and 
activities (conferences, meetings etc.) taking place worldwide. It is designed to improve 
communication among the key players in tuberculosis control and will serve to increase the 
visibility of the Stop TB Unit. The target audience includes the general public, medical 
students, health personnel, NTP officers in the Region and WHO officers. 

The website is reliant on the contributions of national programmes and countries are 
invited to send their input and comments for improving the current version. NTP managers 
are also asked to develop national programme websites that could be hosted on the Stop TB 
website. In the future, the majority of documents posted on the web will be translated into 
Arabic in order to increase accessibility in Arabic -speaking countries. An archive for success 
stories and a bulletin board to serve as an active forum for discussion of tuberculosis -related 
subjects will also be created.  

5. THE GLOBAL TUBERCULOSIS DRUG FACILITY 

The Global TB Drug Facility (GDF) is a mechanism for ensuring universal 
uninterrupted access to quality tuberculosis drugs for DOTS implementation. It has been 
created to address the shortage of quality tuberculosis drugs resulting from lack of resources 
and national financial crises, escalating tuberculosis epidemics, including those that are HIV-
related, limited capacity in countries for the procurement, storage and distribution of drugs 
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and quality control problems. The functions of the Global TB Drug Facility are to mobilize 
funds for drug procurement and supply, review requests from countries, procure quality drugs 
through transparent competitive bidding, provide procurement services for governments and 
their partners and work with Stop TB partners to provide monitoring, evaluation and problem-
solving. The operating principles  of the GDF are to: 1) support DOTS expansion to achieve 
global targets (GDF will not support non-DOTS activities); 2) ensure the quality of anti-
tuberculosis drugs; 3) provide additional support, rather than replace existing health financing 
or duplicate the work of other organizations; and 4) lay sustainable foundations for 
tuberculosis control and eventual elimination. 

The following two criteria have been established for application for in-kind grant 
assistance: GNP under US$1000 and estimated tuberculosis cases above 100 per 100 000. 
Five countries were accepted in the first round; applications were being invited for the second 
round. A technical review committee consisting of 12 tuberculosis experts meets to review 
and shortlist applications three times a year. Applications are approved either straightaway or 
subject to conditions being met, or rejected or no decision is taken pending further 
information. 

Countries which have qualified for GDF are visited by a team which briefs the country 
on GDF support and the implications of the grant. Assistance is given in fulfilling conditions, 
including developing a plan. The team confirms the fulfilment of conditions for GDF support, 
drugs requirements and date of delivery. A grant agreement is prepared by the vis iting team. 

For procurement of the drugs, GDF creates a menu of high quality tuberculosis drugs, 
and determines the technical specifications and packaging in accordance with WHO 
guidelines. GDF uses drug producers that have been vetted. Procedures are established for 
selecting the procurement agent, either by tender or contract, and for inspection prior to 
shipment, insurance, shipping tracing and tracking. Countries receive drugs annually through 
the agent, subject to performance monitoring by an independent technical agency, compliance 
with GDF terms and conditions, and progress reviews and reports. The Technical Review 
Committee decides whether or not to continue support. 

It is estimated that by 2005 approximately 10 million patients will have been treated 
through GDF and, by 2010, 45 million, thus averting 25 million tuberculosis deaths and 
preventing 50 million tuberculosis cases by 2020. GDF will prevent the emergence of drug 
resistance, improve the quality of tuberculosis drugs worldwide, rationalize procurement 
mechanisms to improve cost–effectiveness of drug purchasing, and create a successful model 
of commitment and cooperation to confront a global epidemic. 

The Global TB Drug Facility is housed by WHO and managed by the Stop TB Unit; 
initial funding has come from the Government of Canada. The GDF requires US$50 million a 
year for five years. Considerations are under way for GDF and Stop TB to be part of the 
Global AIDS and Health Fund (US$7 to 10 billion). 
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6. CONCLUSIONS 

The participants acknowledged that the Regional Committee for the Eastern 
Mediterranean had endorsed the new regional targets for tuberculosis control at its Forty-
seventh Session in October 2000. In this regard, the participants appreciated the continued 
progress in the countries of the Region. Twenty countries will achieve DOTS ALL OVER by 
the end of 2001. Countries and the Regional Office have continued to take innovative 
approaches, including promotion of operational research, partnership development, and 
creation of the EMRO/STB website. The participants also fully supported the regional and 
global vision on tuberculosis control, including the Strategic Plan for TB Control in the 
Eastern Mediterranean, the EMRO initiative on an integrated approach to communicable 
disease control, and the Global Plan to Stop TB. 

At the same time, the participants recognized that there are still a number of challenges 
in tuberculosis control, which can be summarized under five headings: 1) DOTS quality, 
where the case detection rate is still far from the set target of 70%; 2) comprehensiveness of 
DOTS, since national tuberculosis programmes have yet to build active, comprehensive 
partnerships with health care providers in the public and private sectors; 3) DOTS is lagging 
in the two high-burden countries, Pakistan and Afghanistan, which account for 55% of 
tuberculosis in the Region, and in which DOTS coverage and case detection rates are still 
very low; 4) shortage of sufficient information for accurate estimation of the burden of 
tuberculosis, such as prevalence, mortality and incidence at country and regional levels; 5) 
limited information on the prevalence of anti-tuberculosis drug resistance in the countries of 
the Region. 

With a clear understanding of the progress made and remaining challenges, the 
participants prepared national plans of action on tuberculosis control for the next biennium 
(2002–2003), which will be used as drafts for the forthcoming Joint Programme Review 
Mission (JPRM). The participants reaffirmed their commitment to implementing the national 
plans so as to reach the new regional targets in their countries. 

7. RECOMMENDATIONS 

To Member States 

1. Give due priority and support to tuberculosis control during the forthcoming Joint 
Programme Review Missions (JPRM). 

2. Adopt in full national plans of action for the next biennium (2002–2003) which focus on 
improving the quality and comprehensiveness of DOTS activities. 

3. In DOTS lagging countries, provide the maximum support for tuberculosis control for 
the rapid expansion of DOTS in order to reach regional targets by 2005. 
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4. Promote and provide the support necessary for developing active partnerships among all 
health care providers. Full involvement of all providers in the public sector, such as 
ministries of defence and higher education (universitie s), should be brought about 
immediately. The promotion of private–public mix (PPM) should also be given high 
priority in countries with a flourishing private health sector. 

5. Help the national tuberculosis programme improve its surveillance system so as 
accurately to monitor and evaluate DOTS activities at all levels in the country and 
facilitate the collection of epidemiological information on tuberculosis and 
implementation of tuberculosis epidemiological surveys, as appropriate. 

6. Support operational research activities to address key issues in tuberculosis control and 
partnership development. 

7. Take appropriate measures to begin anti-tuberculosis drug resistance surveys to monitor 
the prevalence and trend of the anti-tuberculosis drug resistance pattern. 

To WHO 

8. Give due priority to national plans of action on tuberculosis control for the next 
biennium in the forthcoming JPRM exercises, since tuberculosis is a WHO priority 
programme. 

9. Provide support to countries to initiate anti-tuberculosis drug resistance surveys with the 
aim of beginning surveys in several countries in 2002. 

10. Provide support to countries to collect and analyse epidemiological information on 
tuberculosis so as to make more accurate estimates of the tuberculosis burden, including 
its prevalence, mortality and incidence. 

11. Finalize the Strategic Plan for TB Control in the Eastern Mediterranean Region for the 
next five years and submit it to the next session of the Regional Committee for the 
Eastern Mediterranean Region in October 2001.  

12. Continue to support operational research activities in tuberculosis control through the 
EMRO Small Grants Scheme. 

Relating to subregional initiatives 

GCC tuberculosis Elimination Initiative 

13. Propose a meeting of the GCC Executive Council Committee responsible for 
tuberculosis control to review achievements and constraints in the implementation of 
the Initiative. 
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14. Hold an NTP managers meeting by the end of 2001 to discuss important technical 
issues, including tuberculosis in expatriates, active case detection and BCG vaccination. 
The GCC Executive Council and WHO should be represented in the meeting. 

Maghreb Tuberculosis Control Initiative 

15. Invite Egypt to join MATCI and thus expand MATCI into a North African TB Control 
Initiative (NATCI). 
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Annex 1  

PROGRAMME 

Monday, 28 May 2001 

08:30–09:00 Registration 
09:00–09:30 Opening session 

?? Address from Dr Hussein A. Gezairy, WHO Regional Director for the 
Eastern Mediterranean 

?? Message from H.E. Mr Sleiman Franjieh, Minister of Public Health, 
Lebanon 

?? Introduction of participants 
?? Election of officers 

10:00–10:20 ?? Objectives and methods of work of the meeting, and  
?? Recommendations of the previous meeting, Dr Seita, EMRO 

10:20–10:30 Quick overview of the objectives and methods of the review exercise on 
actions to date, Dr Seita, EMRO 

10:30–12:30 ?? Review of actions to date in countries on the following 3 subjects (3 
groups) 

?? DOTS expansion and DOTS population coverage  
?? Quality of DOTS activities (Case detection rate, treatment success rate, % 

smear positive among pulmonary tuberculosis cases, % smear positive 
among all tuberculosis cases) 

?? Status of DOTS ALL OVER (DOTS health sector coverage in all partners 
including non-MOH governmental sector, private sector and NGOs) 

12:30–13:00 Presentation on group exercise (Plenary)  
14:30–15:00 Progress in two high burden countries 

?? Pakistan (NTP manager) 
?? Afghanistan (NTP manager) 

15:00–15:30 STOP TB/EMRO: 5-Year Strategies and Plan, Dr Seita, STB/EMRO 
15:30–16:00 STOP TB/HQ: Strategies and Plan, Dr Lee, STB/HQ 
16:30–16:50 Integrated approach in communicable disease control, Dr Hallaj, 

DCD/EMRO 
16:50–17:10 Global DOTS Expansion Plan, Dr Raviglione, STB/HQ 
17:10–18:00 EMRO Initiative–Private Public Mix (PPM) 

?? Regional situation, Dr Akhtar, EMRO 
?? PPM in Lebanon, Dr Saade, Lebanon 
?? PPM in Egypt, Dr Hanem, Egypt 
?? PPM in Syrian Arab Republic, drug control, Dr Baghdadi, Syrian Arab 

Republic  

Tuesday, 29 May 2001 

09:00–09:40 ?? Issues in quality of DOTS activities 
?? Analysis on the regional situation, Dr Seita, EMRO 
?? Why low case detection rate? (NTP manager) 
?? Urban DOTS activities (NTP manager) 
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09:40–10:30 ?? Issues in Comprehensiveness of DOTS ALL OVER 
?? Analysis on the Regional situation, Dr Hallaj, EMRO 
?? Inter-agency coordination committee, NTP manager, Pakistan 
?? Collaboration with Medical Schools, NTP manager, Lebanon 
?? Collaboration with HIV/AIDS programme, NTP manager 

11:00– 11:40 ?? Setting national targets for tuberculosis control–prevalence, mortality 
and incidence of tuberculosis, Dr Dye, WHO/HQ 

?? Methodologies in setting tuberculosis prevalence, mortality and 
incidence 

?? Provisional national estimations on prevalence, mortality and incidence 
11:40– 12:20 ?? National experiences on tuberculosis surveys 

?? Prevalence survey in Oman, NTP manager, Oman 
?? Experiences in other Regions, Dr Enarson, IUATLD 

12:20–14:30 ?? Strengthening of national reference laboratories and promotion of 
national anti-tuberculosis drug resistance surveys 

?? Brief regional overview on national reference laboratories, Dr Akhtar, 
STB/EMRO 

?? Role of national reference laboratories, Dr Urbanczik, IUATLD 
?? Promotion of drug resistance surveys in the Region, Dr Aziz, WHO/HQ 

14:30–15:00 EMRO website and DOTS FAX, Dr Capobianco, STB/EMRO 
15:00–16:00 ?? Subregional initiative sessions 

?? Separate session for HATCI, MATCI (including Egypt), NETCI, GCC 
(with DOTS PLUS), and a group of Afghanistan, Islamic Republic of 
Iran and Pakistan 

16:30–17:30 Individual meetings with high burden countries: Afghanistan, Djibouti, 
Pakistan, Somalia, Sudan, Yemen and others 

Wednesday, 30 May 2001  

09:00–09:30 Global Drug Facility, Dr Kumaresan, STB/HQ 
09:30–10:50 Presentation on subregional initiatives 
10:50– 11:20 Overview of JPRM (2002–2003), Dr Seita, EMRO/WHO 
11:20– 15:00 Group work on JPRM development (3 groups) 

Thursday, 31 May 2001 

09:00– 11:00 Presentation on JPRM in 3 groups 
11:00– 11:30 EMRO Plan of Action for 2002–2003, Dr Seita, EMRO 
11:30– 12:30 Final discussions, recommendations and closing 
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Annex 2  

LIST OF PARTICIPANTS 

AFGHANISTAN 
Dr Gul Waiz Zarin 
National TB Programme Manager 
Kabul 

BAHRAIN  
Dr Said Al Saffar 
National TB Programme Manager 
Ministry of Health 
Manama 

CYPRUS 
Dr Pegassios Mavrides 
National TB Programme Manager 
Senior Specialist 
Nicosia General Hospital 
Nicosia 

EGYPT 
Dr Hanem Abdel Azim Zaher 
National TB Programme Manager 
Ministry of Health and Population 
Cairo 

Dr Alaa El Din Mokhtar 
National TB Programme 
Ministry of Health and Population 
Cairo 

ISLAMIC REPUBLIC OF IRAN 
Dr Marshid Nasehi 
National TB Programme Manager 
Ministry of Health and Medical Education 
Teheran 

IRAQ 
Dr Hashim Ali Nasir 
Institute of TB and Lung Diseases 
Baghdad 
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JORDAN 
Dr Khaled Abu Rumman 
National TB Programme Manager 
Ministry of Health 
Amman 

LEBANON 
Dr Mtanios Saadeh 
National TB Programme Manager 
Ministry of Public Health 
Beirut 

LIBYAN ARAB JAMAHIRIYA 
Dr Taher Rizgallah 
National TB Programme Manager 
General People’s Committee 
for Health and Social Security 
Tripoli 

MOROCCO 
Dr Naima Bencheikh 
National TB Programme Manager 
Ministry of Health 
Rabat 

OMAN 
Dr Ali Bin Ahmed Ba Omar 
National TB Programme Manager 
Head, HIV/AIDS/STI Prevention & Control 
Ministry of Health 
Muscat 

PAKISTAN 
Dr Karam Shah 
National Coordinator, TB Control 
TB Centre Rawalpindi 
Rawalpindi 

QATAR 
Dr Abdul Latif Al Khal 
National TB Programme Manager 
Ministry of Public Health 
Doha 
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SAUDI ARABIA 
Dr Nasser Al Sharif 
Director of Sahara Hospital 
Riyadh 

SOMALIA  
Dr Ali Mohamud Ahmed 
TB Coordinator 
Adale and Mogadishu 

Dr Firdosi Mehta 
Medical Officer, Tuberculosis Control 
WHO Somalia 
Nairobi 

SUDAN 
Dr Asma El Sony 
National TB Programme Manager 
Federal Ministry of Health 
Khartoum 

SYRIAN ARAB REPUBLC  
Dr Samiha Baghdady 
National TB Programme Manager 
Ministry of Health 
Damascus 

Dr Fadia Meemary 
Medical Officer, 
TB Central Unit 
Damascus 

TUNISIA 
Dr Ridha Djebeniani 
National TB Programme Manager 
Ministry of Public Health 
Tunis  

UNITED ARAB EMIRATES 
Dr Juma Bilal 
Director, Disease Prevention 
Ministry of Health 
Dubai 
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REPUBLIC OF YEMEN  
Dr Amin Noman 
National TB Programme Manager 
Ministry of Public Health 
Sana’a 

WHO Temporary Advisers  

ISLAMIC REPUBLIC OF IRAN 
Dr Reza Masjedi 
Deputy Director, National Institute of TB and Lung Diseases 
Teheran 

IRAQ 
Dr Ayed Al Dilami 
Director, Prevention Department 
Ministry of Health 
Baghdad  

JORDAN 
Dr Khamis Khattab 
Director, Jordan Anti-TB Association 
Amman 

LEBANON 
Dr Francis Khoury 
Chest Disease and TB Specialist 
Hotel Dieu Hospital 
Beirut 

Dr Antoine Abdel Jalil 
Lebanese University 
Beirut 

PAKISTAN 
Dr Javid Khan 
Associate Professor, Department of Medicine 
Agha Khan University Hospital 
Karachi 

Dr Ghulam Nabi Kazi 
National TB Programme Manager, Sindh 
Ministry of Health 
Sindh 
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Dr Hassan Sadiq  
Deputy NTP Manager 
Islamabad 

SOMALIA  
Sister Analina Tonelli 
Director, Boroma Tuberculosis Center 
Boroma 

SUDAN 
Dr Omer Mohamed Khalid 
Information Secretary, Sudan Chest Association 
Khartoum 

OTHER ORGANIZATIONS 

Japan International Cooperation Agency (JICA) 
Dr Yuriko Egami 
Chief Adviser, TB Control Project 
Japan International Cooperation Agency 
Sana’a 
REPUBLIC OF YEMEN 

United Nations Relief and Works Agency for Palestine Refugees in the Near East 
(UNRWA) 
Dr Jamil Yousef 
Field Disease Prevention & Control Officer 
Amman 
JORDAN 

WORLD BANK 
Dr Bashir -ul-Haq 
Health Specialist 
Islamabad 
PAKISTAN 

WHO Secretariat  

Dr Habib Latiri WHO Representative, WHO/Lebanon 

Dr Zuhair Hallaj Director, Communicable Disease Control WHO/EMRO 

Dr Jacob Kumaresan Acting Coordinator, Stop TB Partnership Secretariat WHO/HQ 

Dr Akihiro Seita  Medical Officer, Stop Tuberculosis, WHO/EMRO 
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Dr Mohamad Akhtar Medical Officer, Stop Tuberculosis, WHO/EMRO 

Dr Chris Dye, Medical Officer, TB Strategy and Operations, WHO/HQ 

Dr Ian Smith, Medical Officer, Stop Tuberculosis, WHO/HQ 

Dr Sallaheddine Ottmani, Medical Officer, TB Strategy Operations  WHO/HQ 

Dr Daniele Bleed Medical Officer, TB Strategy and Operations, WHO/HQ 

Dr Mohamed Aziz, Medical Officer, Anti-infective drug resistance surveillance and containment, 
WHO/HQ 

Dr Emanuele Capobianco, APO, Stop Tuberculosis, WHO/EMRO 

Dr Donald Enarson, Temporary Adviser, WHO/EMRO 

Dr Richard Urbanczik, Temporary Adviser, WHO/EMRO 

Ms Nahed El Shazly, Health Information Management, WHO/EMRO 

Ms Omneya Mahmoud, Administrative Assistant, Communicable Disease Control, WHO/EMRO 

Ms Engy Hamdy, Senior Secretary, WHO/EMRO 

Ms Mervat Sheta, Senior Secretary, WHO/EMRO 


