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1. INTRODUCTION 

The World Health Organization (WHO) Regional Office for the Eastern 
Mediterranean (EMRO), in collaboration with the Ministry of Health of Oman, held a 
meeting of the national managers of tuberculosis control programmes in the Eastern 
Mediterranean Region in Muscat, Oman from 12 to 14 June 2005. 

The objectives of the meeting were to: 

• monitor progress towards the 2005 targets 
• discuss the strategic direction towards the Millennium Development Goals 
• develop a draft plan for the biennium 2006–2007. 

The participants included the national tuberculosis programme (NTP) managers from 
all Member States except Djibouti and the Libyan Arab Jamahiriya, Strategic and Technical 
Advisory Group (STAG) members and WHO staff from the Regional Office and 
headquarters. The programme and list of participants are included as Annexes 1 and 2 
respectively.  

The meeting was opened by Dr Fatih El Samani, WHO Representative, Oman who 
delivered a message from Dr Hussein A. Gezairy, WHO Regional Director, for the Eastern 
Mediterranean. In his message Dr Gezairy noted that 2005 was extremely important as it 
was the target year for the global targets to be achieved, and the progress to date needed 
critical review. While expansion of the WHO-recommended strategy of direct observation 
of treatment (DOTS), which was the first stage in the development of tuberculosis control, 
was almost complete in the Region even in Pakistan, which had by far the highest burden of 
tuberculosis in the Region, there were still problems in countries with complex 
emergencies. The next stage was to improve the quality of DOTS activities and to achieve 
the global targets. Almost all countries had achieved good treatment success rates and the 
regional average was 84%. However, case detection was a serious problem as the regional 
average stood at only 28% in 2003. There was need to increase case detection rapidly; 
otherwise the global targets might not be achieved, not only on time in 2005, but also by 
2010. Achieving the global targets was the only way to achieve the tuberculosis-related 
targets of the Millennium Development Goals, namely the reduction of the burden of the 
disease, which was the third stage in the development of tuberculosis control. The new 
proposal was to introduce the concept of DOTS2, or the new Stop Tuberculosis Strategy, 
which had three components: to expand DOTS coverage in the countries under complex 
emergencies; to improve classical DOTS activities, which included laboratory network 
development, surveillance, medicine management and human resources development; and 
to embrace new approaches comprehensively (partnership development and advocacy, 
communication and social mobilization, public–private DOTS, HIV/TB, DOTS Plus, and 
epidemiological review of tuberculosis). Another important aspect was the development of a 
10-year strategic plan to achieve the global targets and the Millennium Development Goals. 

His Excellency Dr Ali Bin Mohammed Bin Musa, Minister of Health, Oman, 
expressed his support for the tuberculosis control strategy and presented the current 
situation of tuberculosis in Oman. He stated that Oman was not likely to achieve the 
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elimination target by 2010, since it had not reached yet an incidence rate of 3 cases per 100 
000 population by 2005. The Ministry of Health was deeply concerned about the reason 
behind the stagnating decline in incidence, and looked to the meeting as an opportunity to 
guide the country and other Gulf Cooperation Council countries on how to meet this 
challenge. 

Dr Akihiro Seita, Regional Adviser, Stop Tuberculosis, WHO EMRO, briefly 
introduced the meeting. The vision of the Regional Office was to achieve the 70/85 targets 
and related targets of the MDGs by 2015. The strategy to achieve this was known as 
DOTS2, the New Stop Tuberculosis Strategy. It was an expanded, comprehensive strategy 
to provide universal standard of tuberculosis care for all those suffering, with enhancement 
of DOTS activities, and use of new approaches and tools. Enhancement of DOTS meant the 
enhancement of the key components of the DOTS strategy, the expansion of DOTS 
activities in complex emergency countries, namely Afghanistan, Somalia and Sudan, and 
human resource development.  

New approaches and tools consisted of expanded partnership at national and regional 
levels, advocacy, communication and social mobilization, community-based initiatives, 
health sector involvement such as public–public–private DOTS, and comprehensive care for 
vulnerable populations, (HIV/tuberculosis, care for chronic/multidrug-resistant tuberculosis 
and a comprehensive approach to respiratory care). This package also included preventive 
methods, i.e. preventive chemotherapy for latent infection, vaccination and infection 
control, epidemiological review of tuberculosis burden, and research and development. 

To move forward with DOTS2, some steps needed to be taken. The first step was to 
develop a 10-year national and regional strategic plan including directions, activities and 
cost to achieve MDGs. Afterwards, the DOTS2 concept should be formulated through 
revision of national tuberculosis guidelines. This would be followed by establishing national 
and regional stop tuberculosis partnerships to achieve the targets. 

The 2005 meeting would focus on the following topics: DOTS expansion, DOTS 
enhancement, new approaches and the strategic plan. During the meeting, three questions 
would be addressed: “Where are we now?” referring to progress towards the global targets; 
“Where do we want to go in the next 10 years and how?”, referring to how to achieve the 
regional and global targets; and “What are the important steps in the next 2 years?”. 

2. TUBERCULOSIS CONTROL SITUATION 

2. Global situation 
Dr Mario Raviglione, WHO/HQ  

In addition to the global tuberculosis control targets, which were stated again at the 
World Health Assembly in 2005 and which are to detect at least 70% of infectious 
tuberculosis cases and to treat successfully at least 85% of these cases, the Millennium 
Development Goals for 2015 include a target related directly to tuberculosis as part of Goal 
6: Combat HIV/AIDS, malaria and other diseases. Target 8 of this goal is to have halted by 
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2015 and begun to reverse the incidence of malaria and other major diseases. Two indicators 
will be used to measure this target, namely indicator 23 (prevalence and deaths associated 
with tuberculosis) and indicator 24 (proportion of tuberculosis cases detected and cured 
under DOTS). In practice, this means 50% reduction in tuberculosis prevalence and deaths 
by 2015. 

Tuberculosis still represents a high burden with 1.7 million deaths in 2003, out of 
which 98% occur in the developing world. Around 250 000 deaths are due to the association 
tuberculosis/HIV. The estimated incidence is 8.8 million new cases in 2003, 80% of which 
belong to the 22 high-burden countries. Multidrug resistance was present in 102 of the 109 
countries surveyed from 1994 to 2003. In 2003, the highest estimated tuberculosis rates per 
capita were in Africa, while most tuberculosis cases were in India and China. 

DOTS expansion between 1990 and 2003 was rapid and impressive. In 1992, only 15 
countries were implementing a sound tuberculosis control strategy, and 182 countries were 
implementing DOTS in 2003. The review of progress towards the global targets shows that 
the case detection rate in 2003 was 45% and cure rate in 2002 was 82%.  

Some successes have been achieved in some parts of the world such as in China 
where implementation of the DOTS strategy reduced tuberculosis prevalence by 37% over a 
decade. Involvement of all public providers increased case detection notification as 
evidenced in Yogyakarta, Indonesia, between 2000 and 2002. Involvement of private 
practitioners increased case notifications, as evidenced in New Delhi between 2001 and 
2003, where a 58% increase in new SS+ cases was observed. In several parts of the world, 
evaluation of PPM DOTS projects showed an improvement of treatment outcomes.  

Two big challenges to tuberculosis control remain, namely TB/HIV co-infection, 
especially in Africa, and MDR tuberculosis, especially in the former Soviet Union and 
China. HIV has a direct impact on tuberculosis by reactivation of tuberculosis infection 
acquired before HIV infection (from 10% lifetime to 3%–13% per year) and by rapid 
progression of tuberculosis infection acquired after HIV infection. It has also an indirect 
impact by transmission of tubercle bacilli to the population not infected with HIV. 
Tuberculosis trends in Africa from 1980 to 2003 show that HIV is driving the tuberculosis 
epidemic. The phrase “two diseases, one patient” means delivery of both tuberculosis and 
HIV services in the same place at the same time in order to increase patient adherence, 
improve outcomes of treatment, increase efficiency of service delivery and focus future 
efforts on real needs. “Can’t fight HIV/AIDS unless we do much more to fight tuberculosis” 
was a statement from Nelson Mandela in the International AIDS conference in 2004. The 
WHO policy on collaborative TB/HIV activities, included in the WHO document published 
in 2004, has three components. The first one is establishing collaborative mechanisms 
between national tuberculosis and HIV/AIDS control programmes by setting up 
coordinating bodies for effective TB/HIV activities at all levels, conducting surveillance of 
HIV prevalence among tuberculosis cases, carrying out joint tuberculosis/HIV planning, and 
monitoring and evaluating collaborative TB/HIV activities. The second component of the 
policy is decreasing the burden of tuberculosis among people living with HIV (PLWH) by 
establishing intensified tuberculosis case finding, introducing isoniazid preventive therapy, 



WHO-EM/TUB/248/E 
Page 4 

 

and ensuring tuberculosis infection control in health care and congregate settings. The third 
component is decreasing the burden of HIV among tuberculosis patients by providing HIV 
testing and counselling, introducing HIV prevention methods, introducing co-trimoxazole 
preventive therapy, ensuring HIV/AIDS care and support, and introducing antiretroviral 
therapy. 

Tuberculosis control should be intensified towards reaching the tuberculosis-related 
targets of the Millennium Development Goals. At the present pace, Africa is the only 
Region where tuberculosis-related targets will not be achieved. In this regard, the Addis 
document (5/2005) provides guidance to intensify action to reach these targets. It lays out 
what should be done by the Stop Tuberculosis Partnership, African countries, donors and 
technical agencies. It is already endorsed by the Coordinating Board of the Stop 
Tuberculosis Partnership and the African Union. The WHO Regional Director for Africa 
will use it in the next session of the Regional Committee for Africa to request declaration of 
tuberculosis as a regional emergency. The African Union will discuss it in the next meeting 
of Ministers of Health in Gaborone, Botswana, which will pave the road for discussion in 
the next African Heads of State Summit. Countries of the Region that are members of the 
African Union should be aware of this and contribute. 

African countries should mainstream tuberculosis in their development agenda, 
including activities related to Poverty Reduction Strategy Papers, Sector-Wide Approaches 
(SWAP) and the Highly Indebted Poor Countries Initiative. They are urged to strengthen 
tuberculosis control through DOTS and address health system problems by increasing 
access to quality diagnosis and treatment, strengthening community involvement in 
tuberculosis and HIV activities, enhancing engagement of nongovernmental organizations 
and private sectors, and enhancing local medicine manufacturing and procurement. 
Collaborative tuberculosis and HIV activities should be implemented and national stop 
tuberculosis partnerships established.  

To address the multidrug-resistant (MDR) tuberculosis threat, DOTS Plus should be 
mainstreamed into national plans for tuberculosis control, technical capacity strengthened 
for DOTS Plus in all countries, access increased to quality second line medicines for MDR 
tuberculosis, laboratory capacity for culture and drug susceptibility testing (DST) and 
strengthened research supported optimal second-line regimens, operational implementation 
and DST interpretation. The other big challenges to address are health system issues (e.g. 
human resources), engagement of all providers, mobilization of communities, and 
identifying new tools. 

The Global Strategy to Stop Tuberculosis 2006–2015 consists of not only pursuing 
quality DOTS expansion and enhancement but also adopting additional components. These 
are addressing TB/HIV and MDR tuberculosis, contributing to health system strengthening, 
engaging all care providers, empowering patients and communities, and enabling and 
promoting research. 

The anchor of the Global Strategy is to pursue quality DOTS expansion and 
enhancement. Therefore, political commitment will also include long-term planning, 
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adequate human resources and sustainable financing to reach global targets. Case detection 
through bacteriology will be also performed by culture/DST with strengthening of the 
laboratory network to facilitate detection of MDR tuberculosis cases. Standardized 
treatment, under proper case management conditions, will include not only directly 
observed therapy but also patient support. Effective and regular drug supply system will 
include improvement of procurement capacity. Efficient monitoring systems for programme 
supervision and evaluation will include measurement of impact. 

The other five components of the global strategy are: addressing tuberculosis and 
HIV co-infection, MDR tuberculosis and other special challenges, by scaling up joint 
tuberculosis and HIV activities, DOTS Plus, and other relevant approaches; contributing to 
health system strengthening by collaborating with other health programmes and general 
services, e.g. mobilizing the necessary human and financial resources for implementation 
and impact evaluation, and by sharing and applying achievements of tuberculosis control; 
engaging all care providers, public, nongovernmental and private, by scaling up public–
private mix (PPM) approaches to ensure adherence to the International Standards of 
Tuberculosis Care, with a focus on the providers of the poorest; empowering patients and 
communities by scaling up community tuberculosis care and creating demand through 
context-specific advocacy, communication and social mobilization; and enabling and 
promoting research to improve programme performance and for developing new medicines, 
diagnostics and vaccines. 

2.2 Regional situation 

Work in the next 10 years will determine the impact of the fight against tuberculosis in 
the Region. If the Region achieves the 70/85 targets and the tuberculosis-related targets of 
the Millennium Development Goals by 2015, a serious burden of tuberculosis will be 
relieved from communities in the Region. 

In this regard, there are three stages in tuberculosis control development. The first is 
expansion of services, for which key monitoring indicators are output indicators and health 
population coverage, and the accomplishment targets are 100% DOTS coverage and 85% 
treatment success by 2005. The second stage is improvement of quality of activities, for 
which key monitoring indicators are outcome indicators (treatment success and case 
detection), and the accomplishment targets are 85% treatment success and 70% case 
detection by 2005. The third stage is reduction in tuberculosis burden, for which key 
monitoring indicators are impact indicators (tuberculosis prevalence, tuberculosis incidence 
and tuberculosis mortality), and the accomplishment targets are 50% reduction in 
tuberculosis prevalence, incidence and mortality by 2010 and 2015. 

The expected trend of case notifications is an increase during Stage 2 when services 
are expanding, a plateau during Stage 2, where quality should be improved, and a decrease 
during Stage 3, which means burden reduction. 

As regards stage 2, while countries of the Region have achieved high treatment 
success rates, case detection rate is low with a regional average of 30%. This rate is very 
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low in Pakistan and Afghanistan and still low in the other countries. Even in countries with 
100% DOTS coverage, case detection is still around 50%. The low case detection is due to 
many factors. Key components of DOTS, particularly case finding and surveillance, are not 
always at a high level of quality. Involvement of other health care providers, particularly the 
private sector, is incomplete. Addressing specific vulnerable groups like PLWH and those 
suffering from multidrug-resistant tuberculosis is insufficient. 

Four countries have achieved global tuberculosis targets and entered Stage 3, showing 
decline in tuberculosis incidence. Many countries, however, just entered Stage 2, and 
struggle with low case detection. There is a need to “widen the path” toward high case 
detection by involving more public providers and private providers. 

The main elements on how the Region will start from the vision, which is to achieve 
70/85 by 200X (Stage 2 outcome target) and tuberculosis-related targets of the MDGs by 
2015 (Stage 3 reduction targets). This vision will afterwards translate into a strategy, namely 
DOTS2, which is the new Stop Tuberculosis strategy. It is an expanded, comprehensive 
strategy to provide a universal standard of tuberculosis care for all those suffering. It 
includes expansion of the DOTS strategy, where it is not yet expanded, enhancement of 
DOTS activities, and introduction/expansion of new approaches. DOTS2 is needed to 
complete Stage 2 and enter Stage 3. DOTS2 will enhance the key components of the DOTS 
strategy and embrace new approaches and tools to address newly encountered issues, and 
will remain as a patient-centred strategy. 

In 2005, the DOTS2 concept will be introduced to the countries. In collaboration with 
WHO countries, countries will develop regional and national strategic plans, form national 
and regional Stop tuberculosis partnerships, and revise national tuberculosis guidelines. Step 
by step, the Region will move towards its vision on tuberculosis control. 

The first step to move forward with DOTS2 is the development of a 10-year national 
and regional strategic plan with directions, activities and cost to achieve MDGs. The 
DOTS2 concept is then formulated, notably by revising national tuberculosis guidelines for 
MDGs. The next step is to establish national and regional stop tuberculosis partnerships to 
achieve the tuberculosis-related targets. 

The regional financial situation in 2004–2005 with regard to tuberculosis control is 
not satisfactory and has substantial gaps to fill. The challenges faced are fundamental 
challenges, as consolidation is more difficult than expansion and as there are no “magic 
bullets”; and environmental challenges, which are the changing role of ministries of health, 
and the need for increasing partners and political commitment. But the Region has a good 
potential for success. 
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3. PROGRESS TOWARDS THE GLOBAL TARGETS 

3.1 Indicator exercise 

In this exercise participants discussed additional indicators covering the 5 key 
components of DOTS. The sources of these indicators are the tuberculosis compendium, the 
WHO framework for expanded DOTS and 22 regional indicators. Additional indicators are 
needed, not only for the case detection rate and tuberculin test outcomes. In the era of 
quality DOTS, there is a need to measure the different steps in the process in order to locate 
the gaps. For that purpose, indicators are needed. In this exercise, 47 indicators were 
proposed and participants were asked to give their opinion about the proposed indicators in 
light of their own experience. For each indicator, participants were requested to determine 
whether it was important, had value, was easy to collect and was feasible. Participants were 
also requested to give their opinion on where information would be brought from, the data 
source, the role/function of each indicator to clarify the whole picture of the programme, 
and the proposed frequency of collecting the indicator. Participants were also asked for 
other comments.  

3.2 Progress review exercise  

This exercise was conducted to determine “where we are now”. For this purpose an 
Excel file was developed to assist national tuberculosis programme managers in reviewing 
progress in case notifications and treatment outcomes in DOTS areas of their country from 
1995 to 2005. In three worksheets, programme managers entered their country data; 
calculation of indicators was automatic and figures were generated when the data were 
entered. 

4. DIRECTIONS FOR THE NEXT 10 YEARS  

4.1 DOTS expansion completed (Pakistan) 

Pakistan has the sixth the highest tuberculosis burden in the world and harbours 43% 
of the disease burden in Region with 250 000 new cases every year. DOTS coverage 
increased dramatically between 2000 and 2005, moving from about 10 districts in 2000 to 
120 districts in 2005. Nationwide DOTS coverage was achieved in May 2005. There has 
been a significant increase in sputum smear positive case notifications between 2002 and 
2005. The case detection has grown steadily in past years. There has been a relative 
improvement in the proportion of sputum smear positive pulmonary tuberculosis cases. The 
treatment success rate has been rising continuously and, with the current trend, the 85% 
global target is expected to be achieved by 2007. The percentage of cases aged 15–54 years 
has been declining over time, which suggests a decrease in tuberculosis burden. A total of 
US$ 24 million in funds were released in the biennium 2004–2005. 

The major challenges to the country are to sustain resource availability, cope with 
health sector reforms, tackle the problems of weak laboratory network and weak linkages 
with the private sector and address governance issues, e.g. quality of medicines and 
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reagents. The major programme gaps are: the fact that PC-I is under approval; incomplete 
integration within the primary health care network; the need to further strengthen district 
capacity and to sustain management capacity including supervision; weak laboratory 
network and quality assurance at district level; lack of structured strategy for PPM; lack of 
structured medicine and supply management system; lack of community 
awareness/mobilization; the need for an MDR tuberculosis survey and a tuberculin survey; 
the need for more operational research; and the weak surveillance and referral system for 
tuberculosis and HIV. External sources of funding, mainly from international donors, are 
expected to meet the different challenges. 

4.2 DOTS enhancement (laboratory) 

Tuberculosis diagnostic services are the cornerstone of tuberculosis control and a 
strong laboratory network is a prerequisite for reaching the global tuberculosis control 
targets. 

Public health laboratories have traditionally been a neglected component of 
tuberculosis control, and efforts to improve laboratory conditions were neither streamlined 
nor coordinated. The main issues are under-estimation of the importance of tuberculosis 
laboratory; inadequate supervision; suboptimal quality assurance system for sputum 
microscopy and culture; inadequate human and financial resources; lack of motivation of 
the laboratory staff; weak communication between the national tuberculosis programme and 
national reference laboratory; problems related to availability and accessibility of 
tuberculosis diagnostic services; and delay of technology transfer from industrialized to 
developing countries.  

To tackle these issues, there is a need for a national strategy for laboratory 
strengthening, with clear plan of action, roles and responsibilities, budget and time-frame. 
This strategy will target technical and managerial shortcomings, the overall aim being to 
achieve the MDGs and tuberculosis elimination. The objectives are to improve performance 
of tuberculosis laboratories and provide reliable diagnostic services, and to promote a fully 
functional laboratory network united by common objectives, programming, supervision, 
evaluation and quality assurance system.  

This strategy has many components, namely standardization of laboratory documents; 
implementation of a quality assurance system; strengthening the laboratory network 
capacity by training and supervision; evaluation/reorganization of the tuberculosis 
laboratory networks; upgrading laboratories; technology transfer and introduction of new 
tools; scaling up human resources; increasing and sustaining financial resources; advocacy 
and communication; and monitoring and evaluation of progress. 

4.3 DOTS enhancement and the electronic nominal reporting system  

The international recording and reporting system was established successfully in all 
countries with standard quarterly reports covering case finding, sputum conversion and 
treatment outcomes. Reports are produced manually at district level using the district 
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tuberculosis register and the treatment cards. The information has to be evaluated both at 
regional and at country levels to monitor the progress towards the global/regional targets. 

However, deficiencies were identified such as delay in reporting, discrepancy 
between data through time from case finding to treatment outcomes, lack of accuracy and 
poor utilization of the reports for data analysis at all levels. Moreover, the process is time 
consuming and the central level has no direct access to the district information in most of 
the countries of the Region. 

Currently, the Region is facing further challenges in this regard. Indeed, national 
tuberculosis programmes are now looking after quality and comprehensiveness of services 
to ensure reaching global targets. This implies using more indicators to cover all aspects of 
tuberculosis control, which means wider sources of data and increased workload to prepare 
the basis for the measurement of the indicators. Consequently, less time is being spent on 
real analysis, feedback and evidence-based planning. To address this problem, several 
countries began to build electronic databases of tuberculosis cases (either aggregated 
numbers or nominal) to facilitate data collection, analysis and measuring the wider set of 
indicators. The databases were based on different software platforms such as Access, 
Oracle, EPI-info, etc. However, these attempts were largely unsuccessful, with the use of 
these tools limited due to complicated software, low staff capacity and unavailability of 
computers, etc 

The Electronic Nominal Reporting System (ENRS) package is the electronic version 
of the main registers in the tuberculosis recording and reporting system. Data entry is done 
on a nominal basis using Excel, and then data are processed to produce the routine reports 
in the national tuberculosis programme and calculate indicators. In the ENRS, the district 
register is the principal register. It is a strong tool for data management to facilitate 
evidence-based planning and budgeting. It is also a strong tool to improve the quality of 
national tuberculosis programme performance. 

The main components of the ENRS are the E-Nominal district register, the E- 
Nominal laboratory register, the E-Nominal suspect register, the E-Drugs consumption 
report and the E-Services activities report. 

The ENRS aims to improve accuracy, completeness and timeliness of reporting and 
indicators calculation in NTP, which means high quality. It also facilitates supervision and 
increases its efficiency, and facilitates locating the patients as per their residency not only 
their place of diagnosis. This system produces a comprehensive national tuberculosis 
programme database to connect to a geographic information system (GIS) application for 
DOTS network planning and improve evidence-based planning and budgeting. The system 
also produces a database for research. It constitutes a good tool for developing human 
resources. 

Under the current situation of low capacity of peripheral health workers and weak 
health systems, the tool needs to be flexible, allowing updating. Adaptation and 
modification of the tool as per country need is feasible, which makes training of health staff 
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easy. The tool should be easily available using Excel, for example, which is widely used. It 
needs to be reliable with tools of data verification and cleaning, and should ensure 
confidentiality. It has to be comprehensive, i.e. covering the three main tuberculosis 
registers. Low cost is a substantial advantage of the system, as there is no need for special 
software, programming and human resources.  

The first step in developing this system is to establish the E-Nominal district register, 
as the district register is the most important register in tuberculosis recording and reporting 
system. Indeed it contains all the information of the patients concentrated at the district 
level and the DOTS reports are derived from it. From practice, entering data was a good 
opportunity to review the district register, which constitutes a type of supervision. 

The main features of the system is that it allows easy data entry using Excel files, 
data validating and cleaning, data analysis with notably pivotal tables, and data presenting 
through charting and reporting. 

The system is currently being implemented in Egypt, Jordan, Sudan and Syrian Arab 
Republic. In Egypt, this system was piloted and is being implemented in Cairo and Giza 
governorates. A plan of future expansion within one year is prepared to implement this 
system nationwide including other sectors providing tuberculosis health services, e.g. the 
health insurance organization. All governorates will be connected through wide area 
network (WAN), and local area network (LAN). 

4.4 Medicine management 

The medicine management system is of crucial importance, as tuberculosis medicines 
are life-saving and have no effective substitutes. Moreover, successful tuberculosis control 
requires more than simply low-cost first-line medicines. Patients should receive high-
quality medicines in the right dose for the right period of time. For that purpose, 
tuberculosis medicines require a system for uninterrupted supply and a large buffer (safety) 
stock, as interruption of treatment or use of poor-quality medicines may lead to serious 
consequences. 

The medicine management cycle begins with selection, which is identifying and 
developing a list of essential medicines, specifying medicine, generic name, strength and 
dosage. The second step is procurement of medicines whose quantities are determined based 
on reliable estimates of actual needs. The next step is distribution, whereby the tuberculosis 
medicines are received at the port of entry, cleared through the customs and transported 
from the central warehouse to depots and health facilities, where the medicines are stored 
and dispensed. The final step is use, which is the process of diagnosis, prescribing and 
dispensing of tuberculosis medicines. 

The regional questionnaire corresponds to an actual survey based on the quality 
assurance guideline and on medicine management system processes. It gives an overview of 
the tuberculosis medicines situation in the country. 
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What is needed from national tuberculosis programme is its full involvement in all 
steps of the tuberculosis medicine logistics cycle. The appointment of a logistics officer at 
the central programme unit can improve the management process. There is a need for 
coordination with essential medicine programmes, monitoring of the procurement process, 
particularly prices, coordination of donor assistance, and designing and implementing 
training programmes. 

The Global Tuberculosis Drug Facility (GDF) supplies quality-assured, affordable 
medicines in a timely manner for tuberculosis patients, whose cumulative number reached 
10 million by 2005. This initiative is housed in WHO and managed by the stop tuberculosis 
partnership secretariat. It is a bundled facility and not a procurement agent. GDF provides 
grants of first-line medicines and supports DOTS expansion. Through its direct procurement 
mechanism, countries buy directly medicines with the assistance of GDF to ensure high 
quality and low prices. Through a web-based tool, orders are placed and shipments tracked. 
GDF has a “pre-qualified’ list of tuberculosis manufacturers. It promotes standardized 
products, user-friendly packaging and diagnostic kits, and children’s dosages. Ongoing 
technical support is materialized notably by annual monitoring missions and support for in-
country medicine management. 

4.5 Human resources development  

Human resource development for comprehensive tuberculosis control sets a broad 
agenda including not only the organization of specific training courses but the overall 
management of training and other human resources development activities, including the 
availability of sufficient staff of the categories of personnel involved in comprehensive 
tuberculosis control at all levels, clinical and managerial, necessary to reach a specific long-
term goal for professional competence in comprehensive tuberculosis control. 

The goal of human resource development for comprehensive tuberculosis control is to 
ensure that staff at different levels of the health system have the skills, knowledge and 
attitudes (professional competence) necessary to successfully implement and sustain 
comprehensive tuberculosis control services including the implementation of new and 
revised strategies and tools, in relation to new interventions (e.g. HIV and MDR 
tuberculosis management) and quality assurance; and to ensure that there is a sufficient 
number of all staff categories involved in comprehensive tuberculosis control (clinical and 
managerial) at all levels of the health system. 

Currently problems in human resources development include inadequate skills of 
existing staff, imbalances in human resources for comprehensive tuberculosis control and 
shortages of human resources for comprehensive tuberculosis control. 

Challenges for national tuberculosis programmes and technical support agencies in 
reaching the goal for human resources development for comprehensive tuberculosis control 
is to ensure that existing staff in the health system, managerial and clinical, are competent to 
implement the DOTS strategy, new interventions to address tuberculosis/HIV co-infection 
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and MDR tuberculosis, new strategies such as PAL, appropriate case identification and 
management when the disease becomes rare and ensure that there is enough staff available.  

There are four key strategies for national tuberculosis programmes to reach the goal. 
The first is to organize in-service training (clinical and managerial). This consists of initial 
training in basic DOTS implementation, continued training (to gain more skills and 
knowledge – not to go through the same again). The second strategy is monitoring and 
supervision to detect performance deficiencies and identify new staff in need of training and 
needs for additional staff. The third strategy is to coordinate and collaborate with other in-
service training programmes, e.g. HIV/AIDS and Health System Management or Human 
Resources for Health Departments of the Ministry of Health. The fourth strategy is to 
strengthen pre-service training. 

National tuberculosis programmes should address both quality (competence) and 
quantity (staffing) aspects of the health workforce with respect to comprehensive 
tuberculosis control. 

5. NEW APPROACHES 

5.1 Public–private mix 

The example of Pakistan was given to illustrate the need for PPM. Indeed, among a 
huge number of private health facilities in Pakistan, only 1% are implementing DOTS; this 
prevents the country from reaching an acceptable DOTS coverage. Implementation of PPM 
DOTS in Yogyakarta, Indonesia, resulted in a dramatic increase in case notifications 
between 2000 and 2004. There is substantial evidence coming from countries of the Region 
supporting the effectiveness of PPM activities. Among the successful public–private mix 
models is an intervention in Lahej, Yemen in 2002–2003 which involved training health 
care workers in private sector, providing them with free sputum microscopy and free 
medicines, health education in both sectors and tight supervision of the private sector by the 
national tuberculosis programme. This resulted in a marked improvement in the treatment 
success rate, reaching from 77% before the intervention to 90% after. Another type of 
intervention aimed to increase referral and notification of patients by private practitioners 
was carried out in Sana’a, Yemen, in Sharkia, Egypt and in Lahore, Pakistan during 2003–
2004. These interventions resulted in a significant increase in case notifications, case 
detection rate and sputum smear positive examinations. PPM will have high priority in 
2006–2010 in the Region in the framework of the regional strategic plan 2006–2015. The 
Regional Office will summarize knowledge and experiences, adapt the PPM guidelines for 
the Region and expand partnerships for PPM (Global Fund, FIDELIS, donors etc). 

New scenarios in PPM consist of involvement of pharmacists to increase referral to 
the national tuberculosis when clients ask for cough syrup or anti-tuberculosis medicines, 
and of private laboratories to increase notification of tuberculosis patients to the national 
tuberculosis programme. The way forward is to consider PPM (PPPM) as the highest 
priority. In the next two years, an analysis of the health sector will be undertaken (Karachi 
case), national and regional PPM strategies will be developed, PPM projects will be 
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initiated or expanded, notifications from the private sector will be recorded and reported 
separately, and the DOTS Fax will be modified as a consequence.  

An overview of the research results obtained in PPM was undertaken. The first 
intervention was conducted in Yemen during 2002–2003 whereby private practitioners were 
trained and provided with free sputum microscopy and free medicines. Health education 
was also conducted in both the public and private sectors. This intervention was carried out 
under close supervision by the national tuberculosis programme. Three other models were 
implemented in Egypt, Pakistan and Yemen. These consisted of evaluating the impact of 3-
day training and half-day orientation on the case notification and referral of tuberculosis 
patients. Results showed a significant increase in case notification and case detection rates 
after the interventions. 

The new PPM scenarios suggested consisted of evaluating the impact of PPM 
stepwise approach; involvement of private laboratories; involvement of private pharmacies–
nongovernmental organizations facilitating public–private partnership; or combined 
scenarios. All these scenarios were explained and their end points were presented. 

In Lebanon, the health care system is dominated by the private sector which 
comprises 140 hospitals, 6000 clinics, 700 dispensaries and 160 laboratories with 
microscopes. Of the 13 156 doctors practising in the country, 90% are private. Staff 
employed in the public sector may carry out private activities.  

There is strong involvement of the private sector in tuberculosis control. Indeed, the 
national tuberculosis committee comprises representatives from the private sector, as is the 
case for the scientific committee, which is involved in development to tuberculosis control 
guidelines. There is also a task force in the medical universities. Tuberculosis control 
guidelines are broadly disseminated to private practitioners who regularly benefit from in 
service training activities. 

The majority of tuberculosis patients are diagnosed by the private sector (70.8% in 
2004). The NTP performs sputum smear examination in the public sector for all pulmonary 
tuberculosis cases diagnosed in the private sector for checking purposes. As regards 
treatment, all tuberculosis patients are treated under the supervision of the national 
tuberculosis programme. Private sanatoriums follow national technical guidelines and get 
free medicines from the national programme, which is responsible for monitoring and 
supervision. When needed, hospitalization is free of charge for national and non-national 
tuberculosis patients. Tuberculosis treatment is administered according to the DOTS 
strategy in smear-positive outpatients under the supervision of tuberculosis centres, in 
collaboration with private and public health workers. 

5.2 Tuberculosis/HIV 

The rationale for joint tuberculosis and HIV activities is the fact that HIV drives 
tuberculosis incidence and mortality in high HIV prevalence areas, as 11%–50% of 
HIV/AIDS patients die of tuberculosis. Moreover, DOTS alone is insufficient to control 
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tuberculosis in these areas. At the same time, tuberculosis/HIV interventions, jointly 
delivered, are needed to control HIV-associated tuberculosis, expand DOTS and control 
HIV. As well, the tuberculosis control system can be a major partner for delivery of 
antiretroviral therapy. It is worth noting that tuberculosis is not just part of the problem, it is 
also part of the solution. 

There are some principles relating to this concept. The first is that care delivery 
should be patient focused and therefore performed for both diseases at the same time, which 
is the “Two diseases, one patient” principle. Another important principle is the fact there is 
an ongoing and increasing dual epidemic. Therefore there are no more “projects” but 
immediate scale-up of what works while revising as more evidence becomes available. 
There is no separate third programme as collaborative activities add to existing tuberculosis 
and HIV/AIDS control strategies. Lastly, policy needs to be global. 

There is an ongoing process for interim policy development under the auspices of the 
Global TB/HIV Working Group of the Stop Tuberculosis Partnership with a drafting process 
by technical experts from tuberculosis and HIV, health management policy-makers, persons 
living with HIV (PLWH) and their advocates, international and national tuberculosis and 
HIV programme managers, and donor agencies.  

The goal is to decrease the burden of tuberculosis and HIV in dually affected 
populations. The objectives are to establish mechanisms for collaboration between 
tuberculosis and HIV/AIDS programmes; decrease the burden of tuberculosis in PLWH; 
and decrease the burden of HIV in tuberculosis patients. 

When initiating tuberculosis/HIV collaborative activities, mechanisms for 
collaboration should be established beforehand. Such mechanisms mainly include setting up 
a coordinating body for tuberculosis/HIV activities at all levels, conducting surveillance of 
HIV prevalence among tuberculosis patients (guidelines available), carrying out joint 
tuberculosis/HIV planning, and conducting monitoring and evaluation. Afterwards actual 
tuberculosis/HIV collaborative activities are carried out to decrease the burden of 
tuberculosis in people living with HIV/AIDS through establishing intensified tuberculosis 
case-finding, introducing isoniazid preventive therapy, and ensuring tuberculosis infection 
control in health care and congregate settings. Activities aiming to decrease the burden of 
HIV in tuberculosis patients are providing HIV testing and counselling, introducing HIV 
prevention methods, introducing co-trimoxazole preventive therapy, ensuring HIV/AIDS 
care and support, and introducing antiretroviral therapy. 

Countries with national adult HIV prevalence rate of 1% or more, or countries in 
which national HIV prevalence among tuberculosis patients is higher than 5%, should 
implement all recommended collaborative tuberculosis/HIV activities. These are Category I 
countries. 

Countries with national adult HIV prevalence rate less than 1% and with 
administrative areas that have adult HIV prevalence rate of 1% or more should implement 
all recommended collaborative tuberculosis/HIV activities in administrative areas with HIV 
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prevalence of 1% or more and in other areas as in Category I. Countries fulfilling these 
criteria are Category II. 

Countries with national adult HIV prevalence rate lower than1% and no 
administrative areas with adult HIV prevalence rate equal to or higher than 1% should carry 
out HIV surveillance among tuberculosis patients and activities to decrease the burden of 
tuberculosis in PLWH with special emphasis on HIV high-risk groups. Countries fulfilling 
these criteria are Category III. 

Based on the Interim Policy, WHO Regions have already developed or are in the 
process of finalizing regional policy documents. The Regional Office has developed a draft 
regional HIV/tuberculosis strategy and some countries are further developing their own 
national policies. Many basic tuberculosis/HIV policy and guideline documents have been 
developed by WHO and deal with all related issues. 

The HIV epidemic started in the late 1980s in the Region. Up to December 2003, 
14 397 AIDS cases have been reported, with an estimated 700 000 PLWH. An estimated 
83 000 new infections occurred in 2002 and 58 000 deaths in 2001.The estimated adult 
prevalence is 0.3%. The main modes of transmission are heterosexual and through injecting 
drug use. 

Out of 22 countries in the Region, three countries, Djibouti, Somalia and Sudan, are 
at a generalized epidemic level. One country, the Islamic Republic of Iran, is at a 
concentrated epidemic level, and 18 countries are at low epidemic level. Sudan accounts for 
71% of PLWH in the Region. 

There is a real need for stronger HIV/tuberculosis programme collaboration. The real 
magnitude of HIV/tuberculosis co-infection is unknown, but there is higher HIV infection 
among tuberculosis patients. In this regard, tuberculosis programmes are entry points for 
comprehensive HIV and tuberculosis care, and the 3 by 5 initiative is a golden opportunity. 

The objective of the 3 by 5 Initiative in Eastern Mediterranean Region is to treat 
70000 PLWH with Highly Active Anti Retroviral Therapy (HAART) by the end of 2005. 
The focused countries (HAART) are Sudan (40 000 cases), Somalia (4000), Djibouti 
(1300), Islamic Republic of Iran (3000), Pakistan (7000), Yemen (1300), Libyan Arab 
Jamahiriya (1000), Egypt (450). Partners involved and engaged in this action are the Global 
Fund (Djibouti, Islamic Republic of Iran, Pakistan Somalia, Sudan and Yemen) and the 
World Bank (Djibouti and Pakistan).  

HIV/AIDS and tuberculosis programmes are currently being implemented at various 
stages in all 3 by 5 focused countries except the Libyan Arab Jamahiriya 

The HIV/tuberculosis collaborative strategy consists of HIV/tuberculosis 
collaborative mechanisms; an integrated package for tuberculosis and HIV aimed at 
decreasing tuberculosis burden in PLWH and decreasing HIV burden in tuberculosis 
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patients; national HIV surveillance among tuberculosis patients; and regional and national 
capacity-building. 

There are four HIV/tuberculosis objectives: 

• By 2007, all countries have functional HIV/tuberculosis collaborative mechanisms 
• By 2010, all countries implement integrated package of HIV/tuberculosis 
• By 2010, all countries have surveillance of HIV/tuberculosis 
• By 2010, all countries implement integrated HIV/tuberculosis capacity building. 

Oman is a low tuberculosis prevalence country with an incidence rate (11.4 in 2002) 
much lower than in most European countries. The first HIV case was detected in 1984. 
Subsequently the numbers steadily increased until 1994 and in the period 1995–1997 there 
was a decline in the number of cases. This decline has since halted, and from 1998 to 2004 
the rate remained unchanged. Since 1992, all tuberculosis cases are screened for HIV status. 
All HIV persons are screened to exclude tuberculosis. At the national level the HIV/AIDS 
control programme and tuberculosis control programme are integrated and managed by the 
same section and the same spirit of integration has been extended to the sub-national level. 
The Ministry of Health issued technical guidelines for preventive preventive isoniazid 
therapy prevention to HIV-infected persons. 

5.3 Practical Approach to Lung Health  

Respiratory conditions are very common; they account for 25% to 33% of patients 
who attend primary health care facilities. In this setting, tuberculosis cases account for a 
very small proportion of respiratory patients. It is important to highlight that tuberculosis 
patients and the other respiratory patients have similar symptoms in general. Therefore, a 
systematic, standardized and sound approach is needed to identify tuberculosis cases among 
respiratory patients.  

The Practical Approach to Lung Health (PAL) is based on the syndromic 
management of patients with respiratory symptoms. It focuses on the primary health care 
setting and priority respiratory diseases in patients aged 5 years and over, namely 
tuberculosis, acute respiratory infections and chronic respiratory diseases, particularly 
asthma, and chronic obstructive pulmonary disease. 

PAL has two objectives: the first is to improve the quality of care for every 
respiratory patient and the second is to improve the efficiency of the health care service 
delivery system for patients with respiratory diseases. PAL has two components, namely 
standardization of health care procedures for respiratory patients through the adaptation and 
development of clinical guidelines, and coordination among health care levels as well as 
among the components of the health system particularly at district level. PAL should be 
adapted to health environment of an individual country; its implementation involves 
following well defined and successive steps. At present, there are 17 countries worldwide 
implementing PAL activities at various stages. 
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Tunisia has been experiencing demographic transition over the past decade as well as 
epidemiological transition with a decrease in communicable diseases including tuberculosis 
and an increase in chronic diseases, including chronic respiratory diseases. As regards 
tuberculosis control, DOTS targets have been achieved and tuberculosis incidence has 
decreased by 60% since 1975 with currently low incidence. Along with this, 100% of the 
population is covered by primary health care services and respiratory conditions are the first 
cause of health care seeking in primary health care settings (35%–45%) with health care 
workers dealing much less with tuberculosis than with the other respiratory illnesses, 
particularly chronic respiratory diseases. Therefore, conditions to develop PAL are available 
in Tunisia and there is a strong need to raise the profile of tuberculosis among the other 
respiratory illnesses, particularly chronic respiratory diseases 

PAL implementation so far consisted mainly of the development of PAL clinical 
guidelines for primary health care doctors and carrying out a feasibility test in pilot sites 
consisting of 28 primary health care centres with involvement of 73 general practitioners. 
The test population included patients aged 5 years and more with respiratory symptoms. 
Three steps were involved in the feasibility test: 

• Baseline study for evaluation of respiratory case management by the 73 practitioners, 
involving 2366 patients 

• Training on PAL of these 73 practitioners 
• Impact study: for evaluation of respiratory case management by the same 73 

practitioners. involving 1475 patients. 

PAL implementation resulted in an increase in chronic respiratory diseases diagnosed, 
especially asthma, and most importantly in a significant increase in tuberculosis suspects 
identified with improvement of their management notably in terms of sputum examination. 
However, there was no output regarding tuberculosis case detection and this is due 
obviously to the fact that the size of the study population was too small to allow detection of 
tuberculosis patients in an environment of low sputum smear positive tuberculosis 
incidence. PAL had a significant impact on medicine prescription resulting in decrease in 
the average number of prescribed medicines and their cost and in improvement in the 
quality of medicine prescription in chronic respiratory diseases patients, particularly in 
asthma patients. The chronic obstructive pulmonary disease study gave evidence that a good 
data set with many variables on respiratory conditions can be obtained in a primary health 
care setting.  

5.4 DOTS Plus 

It is estimated that half a million new and previously treated MDR tuberculosis cases 
are developing annually. Fifty per cent of the cases are in China and India and the most 
severe drug resistance patterns are found in the former Soviet Union. Information on MDR 
tuberculosis trends, and MDR tuberculosis and HIV/AIDS is insufficient globally and in the 
Region. 
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DOTS Plus is a case management strategy designed to manage MDR tuberculosis 
using second-line medicines within the DOTS strategy and in resource-limited countries. 
DOTS Plus components are political commitment, coordination, laboratory aspects, 
treatment strategy, and information system and data management. 

To increase access to quality-assured second-line medicines in resource-limited 
countries, the Green Light Committee (GLC) was initiated as part of stop tuberculosis 
partnership to review the project applications and determine if projects are in compliance 
with DOTS Plus guidelines. Projects that meet the requirements will benefit from reduced-
priced quality assured second line medicines, continuous medicine supply and technical 
assistance. DOTS Plus will also benefit countries through increased rational use of 
medicines, creation of wide evidence base for policy development, and ensures 
consolidation of DOTS as the strategy to control tuberculosis. 

Regarding DOTS plus implementation in the Region, five countries were approved to 
have second-line medicines through the Green Light Committee: Egypt, Jordan, Lebanon, 
Syrian Arab Republic and Tunisia. Medicines were already received in two countries while 
three other countries are in process. 

5.5 Operational research 

In the field of research for better tuberculosis control, the results of WHO supported 
studies were presented. These are a multi-country study in 7 countries of the Region aiming 
at evaluating the extent of delay in diagnosis and treatment of tuberculosis patients, and a 
study evaluating community involvement in enhancing case detection of DOTS patients in 
the BDN area, Sindh province of Pakistan.  

Based on these results, a number of new research topics were suggested: raising 
awareness of the community through community training workshops and income generation 
activities; home-based tuberculosis management; tuberculosis among household contacts 
and its association to delay duration; qualitative studies of the barriers facing adequate 
contact tracing; randomized control trials to strengthen contact tracing; interventions for 
early case detection among household contacts; prevalence and reason for treatment default; 
randomized control trials using traditional healers as treatment supporters; acceptability of 
traditional healers using qualitative methods; impact of integrating directly observed 
antiretroviral therapy and DOTS on treatment outcome; impact of HIV testing on 
tuberculosis mortality; behavioural research to promote preventive behaviour in high risk 
groups of tuberculosis patients; and factors hampering countries that achieved 2005 targets 
from halving tuberculosis burden/mortality. 

5.6 Advocacy, communication and social mobilization  

Advocacy, communication and social mobilization (ACS) activities are getting more 
and more impetus in the Region. Indeed, World Tuberculosis Day commemorations are 
taking place in all countries every year. Quality advocacy material is being produced and 
informational kits are distributed widely. Tuberculosis is getting some media coverage here 
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and there. Efforts to involve the communities are ongoing. National Stop Tuberculosis 
partnerships are present in the Region, such as in Pakistan where a cricket national star was 
appointed as a goodwill ambassador for tuberculosis control. Strong collaborations with 
nongovernmental organizations and other stakeholders are available. Still, there are some 
gaps to fill. In this regard, almost all activities are concentrated around World Tuberculosis 
Day. Moreover, the press and media are only engaged to briefly mention the high profile 
government officials who speak on 24 March, rather than tackle the killer disease and its 
dangers from a more in-depth perspective. Many of the associated activities are merely 
technical seminars and gatherings rather than events aiming at social mobilization and 
public awareness. Promotional materials are produced, but little more than banners and 
posters, a few t-shirts and caps, some mouse pads and key chains. Brief appearances on 
television channels are occasionally made. 

Advocacy refers to activities designed to place tuberculosis high on the political and 
development agenda, foster political will, increase financial and other resources on a 
sustainable basis. Communication increases knowledge among general public about 
tuberculosis and tuberculosis control services, improve interpersonal communication 
between patients and program providers contributing to behavioural change. Social 
mobilization is the mobilization of communities for action to fight stigma and eliminate 
tuberculosis as a public health threat. 

Advocacy communication and social mobilization can help tuberculosis control and 
there are good examples of ACS activities from the Region such as the integration of the 
ACS component in the application to the Global Fund fifth round in Pakistan, using mobile 
phones to communicate with tuberculosis patients in Egypt, and promoting tuberculosis 
messages among medical students, namely the IFMSA “1 for 10” project. 

In conclusion, ACS should be incorporated in the overall national tuberculosis control 
strategy. Countries should get communication experts to draft the national ACS plans of 
action. Knowledge, attitudes and practice studies are needed to analyse the situation. Health 
education messages have to be pre-tested. National partnerships involving all stakeholders 
are needed. Health professionals should work closely with the media, and be creative and 
think outside the box. 

6. PLANNING AND PREPARATORY EXERCISES 

6.1 10-year strategic plan exercise 

This exercise of planning was conducted by each participating country. Its purpose is 
to estimate tuberculosis case detection rate for the period 2006–2015, given the best 
optimistic and realistic scenario; to identify the tuberculosis control activities to be planned 
for this period in order to meet the estimates of tuberculosis case detection rates; and 
estimate, whenever needed, the costs to implement these activities. 

The country plans will be the basis to plan tuberculosis control activities for the 
Region, to estimate costs to implement these activities, to forecast crude detection and cure 
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rates for the period 2006–2015 in the Region, and to establish the projections of the impact 
on tuberculosis prevalence and death rate in order to assess whether tuberculosis-related 
MDGs will be met at regional level. The country plans will help refine the costing estimates 
for the Global Plan 2, and contribute to establishing projections of tuberculosis prevalence 
and mortality rates with regard to related targets of the MDGs. 

For the sake of this exercise, what is costed is DOTS expansion with its 3 levels of 
activities (existing DOTS, improving DOTS quality and access, and new approaches), 
DOTS Plus and tuberculosis/HIV activities. 

6.2 Pre-JPRM exercise 

The participants conducted an exercise in order to prepare country plans of actions for 
the biennium 2006–2007 for use in the forthcoming joint programme review and planning 
missions. The plan of action is composed of one Expected Result (ER), and four Products. 
The expected result is “country adopted DOTS2 (new stop tuberculosis strategy) and 
achieved the global targets for tuberculosis control”. The indicators are case detection rate 
and treatment success rate. 

Product 01 is “countries adopting DOTS2 (new stop tuberculosis strategy) as the 
national strategy for tuberculosis control”. Product 02 is “countries with 100% DOTS 
population coverage through the network of the Ministry of Health”. Product 03 is 
“countries with enhanced activities in the areas of key DOTS components”. Product 04 is 
“countries with expanded new approaches in tuberculosis control” 

Each product includes activities. In this regard, in the JPRM work plan for 2006–
2007, there is no activity component (A/C) like in the JPRM workplan of 2004–2005. For 
each activity, however, NTP managers can indicate the type of activity as they wish. 

7. PARTNERSHIPS TO STOP TUBERCULOSIS 

The Global Stop Tuberculosis Partnership Secretariat has established itself in a very 
short period of time and has added significant value to the global efforts to control 
tuberculosis. Facilitated by the Secretariat in Geneva, the partnership has scored some major 
achievements since its creation in 1998. A broad network of partners has been established 
that responds well to a policy setting and architecture which commands broad support 
among key constituencies.  

There are no blueprints for building and maintaining successful national and regional 
partnerships. Partnership can be powerful. The view that tuberculosis control is solely the 
responsibility of the Ministry of Health or national tuberculosis programme is outdated. 
Health is everybody’s business. The stop tuberculosis partnership Secretariat can offer huge 
advantages to stakeholders who get involved. In simple ways, stop tuberculosis partners 
define the problem, plan strategically, explore collective solutions and implement and 
evaluate changes. Based on principles of joint ownership and benefiting from comparative 
advantage, stop tuberculosis partners aim to achieve more than the sum of their inputs. 



WHO-EM/TUB/248/E 
Page 21 

 

There will be conflicts and difficulties along the way but, by coordinating and collaborating 
even more closely and through consistent outreach to partners, both existing and potential, it 
is the strategic vision of the partnership Secretariat that genuine synergy can be achieved.  

Tuberculosis should be a critical issue for governments and the general public 
worldwide. Public and governmental perception will not provide the support the partnership 
needs to implement its activities unless awareness is raised of both the needs and the 
benefits tuberculosis control programmes provide to individuals and communities.  

The strategic vision of the stop tuberculosis partnership is to ensure that by working 
together the regional partnership has greater positive impact on global tuberculosis control 
than if individual partners work alone – to catalyse change where it is needed and embed 
successful initiatives to establish a network of partners working in harmony to combat the 
disease.   

The Stop Tuberculosis Partnership Secretariat will emphasize the establishment and 
strengthening of national and regional partnerships to build tuberculosis control capacity at 
local level. The Secretariat will monitor and evaluate the effectiveness of partnerships and 
learn the lessons of past experience to inform future development.  

The focus on partnership will enable national tuberculosis programmes to improve 
case detection rates by bringing a greater diversity of health care providers into DOTS 
programmes notably through PPM. It will allow for addressing complex emergency 
situations and will provide intensified support to high burden countries and to addressing 
emerging threats such as HIV/AIDS and multidrug resistance.  

Steps to developing the regional partnership will include preparation of technical 
work, advocacy work and political work in 2005, and launch of the regional partnership 
around World Tuberculosis Day 2006. 

8. CONCLUSIONS 

Policy 

• The Regional Office has comprehensively and creatively outlined its strategy and 
policy for tuberculosis control in the Region, taking into account the MDGs. 

• Political commitment and resource mobilization in certain countries is still weak with 
regard to improving and sustaining investment in tuberculosis control. 

• Many tuberculosis patients are given care by service providers including the private 
sector, insurance, army etc, who are not included in the national statistics. Moreover, 
this care may be of inadequate quality. 

• The quality and accessibility of diagnostic services in many locations are of concern. 
• Many health care providers have insufficient knowledge of the national tuberculosis 

control policies and strategies, a fact which is not addressed by the current human 
resource development strategy. Moreover, there is high staff turnover.  
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• In some countries, national tuberculosis programmes are not sufficiently utilizing their 
own scientific and technical expertise. 

Epidemiology 

• Despite the progress to date, case detection is still below the target: 28% in the 2005 
WHO report. 

• Five countries (Pakistan, Afghanistan, Sudan, Iraq and Somalia) account for over 85% 
of all the estimated cases. Among undetected cases, 51% are in Pakistan, 27% are in 
countries with complex emergency situations and 14% are in countries with a stagnant 
trend in case detection. 

• In many countries the incidence estimates remain questionable, and the population 
estimated varies from one report to another. 

• HIV is beginning to affect national tuberculosis programmes in a number of countries. 

Operations 

• Operational research is contributing substantially to better understanding of the 
situation. 

• The capacity for carrying out comprehensive planning and budgeting to reach the 
tuberculosis-related targets of the MDGs is insufficient in many countries. 

• While progress has been made in strengthening laboratory capacity and operations, 
these activities lack comprehensiveness and coordination. 

Partnerships 

• The Region and most countries in it have no functional stop tuberculosis partnerships 
to enhance advocacy and collaboration. A good partnership, under the leadership of 
the public sector, is crucial to achieve the tuberculosis-related targets of the MDGs. 

• Although investment in several countries is rapidly escalating, financial support for 
the regional stop tuberculosis programme has not kept pace, with the consequence that 
the Regional Office has insufficient resources to meet all requests for technical 
support with regard to tuberculosis control. 

9. RECOMMENDATIONS 

Policy 

1. The Regional Office should encourage ministries of health in the Region to make 
tuberculosis a written priority in their national health policies. 

2. The Regional Office should advocate with ministries of health on the importance of 
high quality pre-service education and training on DOTS, based on the national 
tuberculosis programme manual, within all health training institutions. 
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3. National programme managers should take account of the tuberculosis-related targets 
of MDGs at every step in developing policy, planning strategy and implementing 
activities. 

4. National programme managers should advocate for including tuberculosis in the 
national development agenda, e.g. in the poverty reduction strategy papers, SWAPs 
and other initiatives, in order to strengthen political commitment and mobilize 
resources. 

5. National programme managers should determine the extent to which tuberculosis 
patients are cared for in other services and, based on this analysis, outline a clear plan 
for engaging these providers in the national tuberculosis programme. 

6. National programme managers should emphasize, in their comprehensive plans for 
laboratory services, accessibility and quality of basic smear microscopy as the first 
priority. 

7. National programme managers should prepare terms of reference, work plans and 
reporting routines for the National Tuberculosis Committee. 

Epidemiology 

8. The Regional Office should continue to spearhead coordination, planning and 
monitoring for complex emergency countries (Afghanistan, Iraq, Somalia and Sudan). 

9. The Regional Office should monitor closely the progress in case management in 
Pakistan. 

10. The Regional Office should prepare and implement, in collaboration with the Global 
Tuberculosis Surveillance, Planning and Financing Project in Geneva, national 
tuberculosis programme managers and technical advisers, a plan to ensure accuracy 
and consistency of population and case estimates. 

11. National programme managers should take steps to address tuberculosis/HIV co-
infection in line with the regional policy on HIV and tuberculosis. 

Operations 

12. The Regional Office should continue and expand operational research and disseminate 
results through international peer-reviewed journals. 

13. National programme managers should develop managerial capacity throughout their 
programmes for comprehensive planning and budgeting. 
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14. National programme managers should ensure that plans for laboratory strengthening 
are comprehensive and well coordinated among the various levels of the laboratory 
network. 

15. National programme managers should ensure that the strategy for human resource 
development for tuberculosis control is comprehensive and that plans are well 
coordinated. 

Partnership 

16. The Regional Office should develop a regional stop tuberculosis partnership. When the 
regional partnership has been developed, its first priority should be to mobilize 
financial resources to meet the funding gap for Regional Office to enable it to fulfil its 
leadership role and give support to the countries. 

17. National programme managers should develop national stop tuberculosis partnerships.  

General 

18. The Regional Office should report yearly to the meeting of national programme 
managers on the follow-up of recommendations of the previous meeting, and should 
present a progress report to the meeting every two years. 

19. The Regional Office should provide to the Strategic Technical Advisory Group 
members a report on progress in the five highest burden countries (Pakistan, 
Afghanistan, Sudan, Iraq and Somalia), prior to each meeting. 
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Annex 1  

PROGRAMME 

Sunday, 12 June 2005 
08:00–08:30 Registration 
08:30–9:00 Opening Session 
 Message from Dr Hussein A. Gezairy, Regional Director, WHO/EMRO 

Address by H.E. Dr Ali Bin Mohammed Bin Moosa, Minister of Health, 
Oman 
Objectives of the meeting  
Introduction of participants 

9:00–10:00 Introduction and regional situation / Dr A. Seita 
10:00–11:00 Global review  
11:00–11:20 Introduction to review exercise / Dr S. Baghdadi 
11:20–14:00 Group work: review exercise 
14:00–15:00 Group presentation and discussion 
15:00–15:20 DOTS2: Introduction / Dr A. Seita 
15:20–15:40  DOTS expansion completed / NTP/Pakistan 
15:40–16:40 DOTS enhancement (LAB) / Dr M. Aziz  

NTP/Sudan 
16:40–17:10 DOTS enhancement (ENRS) / Dr S. Baghdadi 

NTP/Egypt 
17:10–17:30 DOTS enhancement (HRD) / Ms K. Bersgtrom 

Monday, 13 June 2005 
09:00–09:40 New approach (PPM) / Dr A. Seita, Dr A. Bassili, NTP/Lebanon 
09:40–10: 10 New approach (HIV/tuberculosis) / Dr R. Lopez, Dr A. Seita 
10:10–11:10 New approach (PAL) / Dr S. Ottmani 
11:10–11:30 New approach (DOTS Plus) / Dr S. Baghdadi 
11:30–11:50 New approach (operational research) / Dr A. Bassili 
11:50–12:10 New approach (ACS) / Ms S. Ibrahim 
12:10–13:40 Medicine management / Dr K. Sultan 
13:40–14:00 10-year strategic plan introduction / Dr S.Ottmani, Ms A. Pantoja 
14:00–15:30 Group work: 10 year strategic plan 
15:30–16:30 Group work presentation 

Tuesday, 14 June 2005 
09:00–09:30 Regional and national partnerships / Ms V. Diaz 
09:30–09:50 JPRM introduction 
09:50–11:00  Group work: JPRM exercise  
11:00–13:30 Group work presentation 
13:30–14:30 STAG recommendations 
14:30 Closing session 
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Annex 2 

LIST OF PARTICIPANTS  

AFGHANISTAN 
Dr Hayat M. Ahmadzai 
National Tuberculosis Programme Manager 
Ministry of Public Health 
Kabul 
 
  
BAHRAIN 
Dr Hoda Al Ansari 
Chair Person 
Committee of Infection Control 
Ministry of Health 
Manama 
  
 
EGYPT 
Dr Essam Azzam 
National Tuberculosis Programme Manager 
Ministry of Health and Population 
Cairo 
  
 
ISLAMIC REPUBLIC OF IRAN  
Dr Mahshid Nasehi 
National Tuberculosis Programme Manager 
Ministry of Health and Medical Education 
Tehran 
  
 
IRAQ 
Dr Dhafer Salman Hashim 
National Tuberculosis Programme Manager 
Ministry of Health 
Baghdad  
 
Dr Faris Bunni 
WHO/Iraq 
Baghdad 
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JORDAN 
Dr Khaled Abu Rumman 
National Tuberculosis Programme Manager 
Ministry of Health 
Amman 
  
 
KUWAIT 
Dr Samy Eissa AlNasser 
Director 
Office of Public Health Services/Hawalli 
Ministry of Health 
Kuwait 
 
 
LEBANON 
Dr Mtanios Saadeh 
National Tuberculosis Programme Manager 
Ministry of Public Health 
Beirut 
  
 
MOROCCO 
Dr Naima Bencheikh 
National Tuberculosis Programme Manager 
Ministry of Health 
Rabat 
  
 
OMAN 
Dr Ali Jaffer Mohammed 
Director General of Health Affairs 
Muscat  
 
Dr Salah Al Awaidy 
Director  
Surveillance and Disease Control 
Ministry of Health 
Muscat 
  
Dr Ali Ba Omer 
National Tuberculosis Programme Manager 
Ministry of Health 
Muscat  
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Dr Said Al Baqlani  
Acting Director 
Department Laboratory 
Ministry of Health 
Muscat 
  
Mr Dawood Bin Dadeein Al Blaushi 
Ministry of Health 
Muscat 
  
  
PALESTINE  
Dr Sameeh Shaheen 
Director, Tuberculosis Control Programme 
Ministry of Health 
Gaza 
  
Dr Magdy Doheir 
Director 
Epidemiology Department 
Gaza 
 
  
PAKISTAN 
Dr Syed Karam Shah 
National Tuberculosis Programme Manager 
Federal Ministry of Health 
Islamabad 
  
Dr Mushtaq Khoso 
Provincial Tuberculosis Programme Manager, Balochistan 
Quetta 
  
Dr Unaiza Shiakh 
National Programme Officer (WHO) 
National Tuberculosis Control Programme 
Islamabad 
  
Dr Laeeq Ahmed Khawaja 
National Programme Officer 
Directorate of General Health Services 
Peshawar 
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QATAR 
Dr Khalifa Jiham Al-Kuwari 
Resident, Community Medicine 
Preventive Health Department 
National Health Authority 
Doha 
  
 
SAUDI ARABIA 
Dr Riad Abdel Aziz Al Khlaif 
National Tuberculosis Programme Manager 
Ministry of Health 
Riyadh 
  
  
SOMALIA 
Dr Ali Hassan Osman 
Tuberculosis Focal Point 
Ministry of Health 
Puntland 
  
Dr Abukar Ali Hilowle 
Tuberculosis Coordinator 
Ministry of Health 
Mogadishu 
 
  
SUDAN 
Dr Ali A. Rahman 
National Tuberculosis Programme Manager 
Federal Ministry of Health 
Khartoum 
 
  
SYRIAN ARAB REPUBLIC 
Dr Fadia Me’mary 
National Tuberculosis Programme Manager 
Ministry of Health 
Damascus 
 
  
TUNISIA 
Dr Ridha Djebeniani 
National Tuberculosis Programme Manager 
Ministry of Public Health 
Tunis 
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UNITED ARAB EMIRATES 
Dr Juma Bilal Fairouz 
Director of Disease Control Department 
Ministry of Health 
Abu Dhabi 
 
  
YEMEN 
Dr Amin Al-Absi 
National Tuberculosis Programme Manager 
Ministry of Public Health and Population 
Sana’a 
 
Dr Hamood Yahya Mahyoub  
Director Tuberculosis Institute 
Ministry of Public Health and Population 
Sana’a  
  

STB Strategic and Technical Advisory Group 
  
Dr Donald Enarson 
Scientific Director 
International Union Against Tuberculosis and Lung Disease 
Paris 
FRANCE 
  
Dr Mohammad Reza Masjedi 
Director 
National Research Institute of Tuberculosis and Lung Disease  
Teheran 
ISLAMIC REPUBLIC IRAN 
  
Dr Masashi Suchi 
Head 
Department of International Cooperation 
The Research Institute of Tuberculosis 
Japan Anti-Tuberculosis Association 
Tokyo 
JAPAN 
  
Dr Maarten Robert Van Cleeff 
Senior Consultant 
Director Tuberculosis CTA 
KNCU Tuberculosis Foundation 
The Hague  
THE NETHERLANDS 
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Dr Javaid Khan 
Professor 
Department of Medicine 
Aga Khan University 
Karachi 
PAKISTAN 

 Observers 

OMAN 
Dr Evangelisto H. M. Colaco 
Tuberculosis and Leprosy Control Programme 
Muscat 
  
Dr Mohammed Redha Al Lawati 
Al Rahma Hospital 
Muscat 
  
Dr Omar Rawas 
Associate Professor/Head 
Department of Medicine 
Muscat 
  
Dr Nasser Hamed Salem Al Busaidy 
Senior Consultant 
Royal Hospital 
Muscat 
  
Dr Samir Shah 
Regional Epidemiologist 
Ibra, North Sharqiya 
  
Dr Sunil Bhat 
Regional Epidemiologist 
Nizwa 
Al Dhakiliya 
  
Ms Naqeya Nasib Al Shahi 
Al Rahma Hospital 
Wadi Kabir 
  
Ms Fatma Moosa Al Lawati 
Senior Laboratory Technician 
Darsait 
  
Ms Jameela Essa Al Baluchi 
Tuberculosis Focal Point  
Sur Hospital 
Sur 
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Ms Aida Saif Al Maashari 
Tuberculosis Focal Point  
Khoula Hospital 
Mina Al Fahal 
  
Ms Rosy Panackhal 
Tuberculosis Focal Point  
Sultan Qaboos Hospital 
Salalah 
  
Ms Fathima Masoud Al Busaidy 
Tuberculosis Focal Point  
Royal Hospital 
Muscat  

 WHO Secretariat 

Dr El Fatih El Samani, WHO Representative, Oman 
Dr Zuhair Hallaj, Director, Communicable Disease Control, WHO/EMRO 
Dr Mario Raviglione, Director, Stop Tuberculosis, WHO/HQ 
Dr Akihiro Seita, Regional Adviser, Stop Tuberculosis, WHO/EMRO 
Dr Samiha Baghdadi, Medical Officer, WHO/EMRO 
Dr Salah Ottmani, Medical Officer, WHO/HQ 
Dr Mohamed Aziz, Medical Officer, WHO/HQ 
Dr Rafael Lopez, Medical Officer, WHO/HQ 
Ms Karin Bersgtrom, Scientist, WHO/HQ 
Ms Valerie Diaz, Technical Officer, WHO/HQ 
Ms Amy Piatek, Technical Officer, WHO/HQ 
Ms Andrea Pantoja, Health Economist, WHO/HQ 
Dr Amal Bassili, TDR Focal Point, WHO/EMRO 
Dr Sevil Huseynova, Medical Officer, WHO/Afghanistan 
Dr Aayid Munim, Medical Officer, WHO/Somalia 
Dr Laura Gillini, Medical Officer, WHO/Pakistan 
Dr Sebit Sindani, Physician, Health Secretariat, WHO/Sudan 
Ms Samar Ibrahim, Advocacy and Communication Assistant, WHO/EMRO 
Mr Khaled Sultan, GDF Focal Point, WHO/EMRO 
Ms Rehab El Kady, Technical Assistant, WHO/EMRO 
Ms Mervat Sheta, Senior Secretary, WHO/EMRO 
Ms Hanan Awad, Secretary, WHO/EMRO 
Ms Ragia Sharaby, Secretary, WHO/EMRO 
Ms Zeinab Aboul Fadl, Secretary, WHO/EMRO 


