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SUMMARY 

The Eighth TB Control Meeting for the Pacific Islands was jointly organized by the World Health 

Organization (WHO) and the United Nations Development Programme (UNDP). More than 

80 participants from 20 Pacific island countries and areas (PICs) attended the three-day meeting, 

including representatives from government, civil society, key affected populations, academia and 

development partners. The focus was on the Regional Framework for Action on Implementation of the 

End TB Strategy in the Western Pacific, 2016–2020, endorsed at the 66th session of the Regional 

Committee. Implementing the End TB Strategy in the PICs poses unique challenges including 

geographical access and communication difficulties, marked differences in country context, limited 

capacity in human resources for health, high costs of health-care delivery, and varying 

implementation capacity. To address these challenges, governments and development partners should 

work together closely to build health system capacity to fulfil the objectives of tuberculosis (TB) care 

and prevention and to avoid the disease-specific top–down (or vertical) approach. It is also noted that 

addressing the TB epidemic requires systems approaches as well as partnerships across sectors and 

institutions. The meeting featured thematic sessions on some of the high priorities: preventing and 

controlling the disease among high-risk populations, addressing drug-resistant TB, strengthening 

research and innovation, and applying patient-centred care and social protection. 

 

The objectives of the meeting were: 

 

1. to review the progress of TB control since the last meeting and identify the challenges to 

strengthen TB control in the Pacific; 

2. to discuss ways the PICs can adapt and implement the Regional Framework for Action on 

Implementation of the End TB Strategy in the Western Pacific, 2016–2020; and 

3. to identify priority actions required at the regional and national levels to facilitate the 

implementation of the specific areas of the Regional Framework with a focus on people-

centred care, universal health coverage and social protection, and cross-country cooperation 

to address TB among migrants. 

 

Recommendations for Member States 

Members States are encouraged to consider the following: 

 

(1) To adopt the End TB Strategy into their national policies, pursue the goal and targets, and 

implement the Regional Framework for Action by engaging a wide range of governmental 

and nongovernmental stakeholders.  

(2) To conduct patient cost studies to establish a baseline against a global target on zero 

catastrophic cost due to TB. 

(3) To maintain sufficient domestic financial flows to deliver essential public health functions 

and services for TB care and prevention. 

(4) To develop and implement strategies to address TB among identified high-risk 

populations in local settings. Specific attention needs to be paid to increase coverage of 

contact investigation and improve initiation, completion and reporting of TB-preventive 

treatment among child contacts. 

(5) To work together to improve international information exchange to ensure the continuity 

of TB care including patient referral and outcome monitoring.  
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(6) To continue to improve national capacity to manage drug-resistant TB with proper and 

timely testing of patients with presumptive drug-resistant TB and effective communication 

and coordination with the Pacific TB Laboratory Initiative (PATLAB), the multidrug-

resistant TB (MDR-TB) help desk and the second-line drug stockpile. 

(7) To continue to prioritize operational research to improve TB care and prevention, in 

collaboration with partners. 

(8) To review the current practices and system to identify actions to improve patient-

centredness of TB services. 

(9) To strengthen community engagement including empowering and collaborating with 

patients and families, as well as strengthening community-based service delivery. 

Recommendations for WHO, UNDP and partners 

WHO, UNDP and partners are requested to do the following: 

 

(1) To continue to promote the End TB Strategy and support Member States to implement the 

Regional Framework for Action. 

(2) To support designing, implementing and analysing the data of patient cost studies. 

(3) To support analysing TB control financial situation and to support national advocacy 

efforts. 

(4) To support countries and areas to design and implement specific strategies for TB high-

risk populations including technical support to design rationale active case-finding 

activities. 

(5) To promote tools to facilitate efficient international information exchange on TB patients 

such as a directory of national TB programmes (NTPs), standard operating procedures, 

multilingual fact sheets and Internet-based solutions. 

(6) To continue to collaborate to secure critical regional mechanisms, including PATLAB, the 

MDR-TB help desk and the second-line drug stockpile, to ensure access to quality TB 

diagnosis and care for all people in the Pacific. 

(7) To support countries and areas to develop operational research capacity. 

(8) To finalize the guidance document on people-centred TB care and support countries and 

areas to implement the proposed actions (WHO). 

(9) To enhance the engagement of civil society and community representatives in future 

meetings. 
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1. INTRODUCTION 

1.1 Background  

In response to the Sixty-Seventh World Health Assembly endorsement of the new global TB strategy, 

WHO in the Western Pacific Region has translated this strategy into possible actions in the Regional 

Framework for Action on Implementation of the End TB Strategy in the Western Pacific, 2016–2020, 

which was endorsed at the 66th session of the Regional Committee (WPR/RC66.R3). The Regional 

Framework outlines actions by governments and all partners to provide patient-centred care, pursue 

policies and systems that enable prevention and care, and drive research and innovations needed to 

end the tuberculosis (TB) epidemic in line with the Sustainable Development Goals (SDGs). It also 

calls for building strong national systems for prevention and care for TB through whole-of-

government and whole-of-society approaches. 

Pacific island countries and areas (PICs) face specific challenges for TB care and prevention. These 

include difficulties in ensuring universal access to quality TB care for all people, especially for high-

risk and vulnerable populations, such as children and older people, people living in poor communities 

and remote islands, and people with co-morbidities and other risk factors, particularly HIV, diabetes 

and tobacco use. Establishing a robust drug management system and an effective laboratory network 

are continuing challenges with the additional threat posed by drug-resistant TB. In October 2014, the 

Seventh TB Control Meeting for the Pacific Islands was organized with participation of 

representatives from 20 countries and areas. The meeting discussed these common challenges and 

confirmed the need to continue strengthening subregional approaches such as the Pacific TB 

Laboratory Initiative (PATLAB) and the WHO stockpile of the second-line drugs (SLDs) for TB. 

To follow up the previous meeting and the momentum built by the Regional Committee resolution, it 

was a critical moment to convene a meeting with TB programme managers across the PICs, from high, 

intermediate and low TB burden settings, to discuss priority actions to operationalize the Regional 

Framework for Action. This is also a platform to strengthen coordination between all relevant 

stakeholders who provide technical and financial support for TB control in the Pacific. 

1.2 Meeting organization 

The Eighth TB Control Meeting for Pacific Islands Countries in the Western Pacific Region was held 

from 22 to 24 November 2016 in Denarau (Nadi), Fiji.  

This meeting was convened for national TB programme managers, TB coordinators and laboratory 

technicians/focal persons across the PICs. The meeting aimed to discuss priority actions to 

operationalize the Regional Framework.  

1.3 Meeting objectives 

The objectives of the meeting were: 

1) to review the progress of TB control since the last meeting and identify the challenges to 

strengthen TB control in the Pacific; 

2) to discuss ways the PICs can adapt and implement the Regional Framework for Action on 

Implementation of the End TB Strategy in the Western Pacific, 2016–2020; and 
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3) to identify priority actions required at the regional and national levels to facilitate the 

implementation of the specific areas of the Regional Framework with a focus on people-

centred care, universal health coverage and social protection, and cross-country cooperation 

to address TB among migrants. 

1.4 Participants  

A total of 46 participants from the national TB programme (NTP) of 20 PICs attended the three-day 

meeting. Also present in the deliberations were 7 temporary advisors and 9 observers representing the 

technical partners, academia, civil society and TB patient representatives. The Stop TB team from the 

WHO Regional Office for the Western Pacific and Division of Pacific Technical Support, along with 

the Global Fund Principal Recipient/United Nations Development Programme (UNDP) team, 

facilitated the meeting. 

2. PROCEEDINGS 

2.1 Opening  

Dr Subhash Yadav, WHO Fiji, welcomed the participants to the meeting. Mr Philip Davis, Permanent 

Secretary for Health and Medical Services, Fiji, delivered the opening address. Dr Nobuyuki 

Nishikiori, WHO Regional Office for the Western Pacific, communicated the message from Dr Shin 

Young-soo, WHO Regional Director. Mr Bakhodir Burkhanov, UNDP, also addressed the 

participants, reminding them of the TB goals in the SDGs. All the dignitaries wished the participants a 

successful and productive meeting to achieve the SDGs for TB.  

 

Dr Nishikiori discussed the outline and objectives of the meeting. The programme and agenda is 

available in Annex 1. All participants introduced themselves and office bearers were nominated. A list 

of participants is available in Annex 2.   

2.2 Session 1: Overview 

Dr Nishikiori introduced the Regional Framework for Action on Implementation of the End TB 

Strategy in the Western Pacific, 2016–2020. Although TB control efforts have achieved milestones in 

the last decade and half, many other challenges still need to be addressed. These include: missed and 

unreached patients, insensitive diagnostics, TB among high-risk and vulnerable populations, financial 

burden of TB patients and families, missed opportunities for diagnosis and enrolment of multidrug-

resistant TB (MDR-TB) patients, and limitations in health-care systems.  

The End TB Strategy and its Regional Framework for Action have opened up a new era of TB care 

and prevention. The Strategy emphasizes transforming TB care and prevention in all countries with 

people-centeredness as a core principle; modernizing TB services in diagnosis, treatment and 

prevention for all people; and enhancing inter-country collaboration to achieve the TB goals. 

Implementing the Strategy and its Regional Framework for Action is difficult in the PICs because of 

communication challenges, geographically scattered islands, marked differences in country context, 

limited capacity in human resources for health, high costs of health-care delivery and varying 

implementation capacity in many of the countries. To cater for these challenges, it is strongly 

recommended that the development partners work with governments to avoid the vertical disease-

based approach as the TB epidemic requires partnerships across sectors and institutions. 
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Dr Maisoon Elbukhari Ibrahim, UNDP Pacific, presented the Global Fund grant management systems 

and role of UNDP as a principal recipient, progress towards targets and indicators, and opportunities 

under the Global Fund grant for the 11 PICs. As ending the TB epidemic requires partnerships, all of 

the stakeholders around the table have a role to play. This meeting would therefore strengthen 

coordination and complementarities between all stakeholders providing technical and financial 

support for TB care and prevention in the Pacific.  

2.3 Session 2: Country and area presentations 

All the NTP representatives presented the status of TB control services in their respective countries 

and areas. The presentations were based on a preformatted template covering aspects of: TB 

epidemiology, national strategic plan for TB, TB programme performance, laboratory network, 

programmatic management of drug-resistant TB, systematic screening (active case finding) for active 

TB and latent TB infection (LTBI), cross-border TB collaboration, childhood TB, financing for 

TB control, universal health coverage and social protection, and activities/system to improve people-

centredness of TB care.  

American Samoa 

TB services are well established and cater to all presumptive cases among Samoans and expatriates 

from Asian countries, cannery workers and diabetics. A low TB burden country with four cases in 

2015 and two TB cases to date in 2016. All contacts of TB cases are assessed and provided with LTBI 

treatment.   

 

Cook Island 

The overall burden of TB is low and the number of TB cases diagnosed has decreased over the last 

decade. Most TB cases diagnosed among immigrants from neighbouring high-burden countries. 

TB services are provided to all through the government health system. 

  

Fiji 

It is a moderate TB burden country with good case notification and treatment outcome rates. 

TB services are incorporated into the health system and directly observed treatment (DOT) provision 

is ensured through community worker involvement. TB control services are decentralized to 

peripheral health institutions. A phased introduction to TB diagnosis based on GeneXpert and 

detection of rifampicin resistance is ongoing. 

 

French Polynesia 

TB services are well established and free, which has resulted in lowering of prevalence and mortality 

of TB over the years. Smear microscopy is used for the diagnosis of TB and sputum samples are sent 

to the reference laboratory in France for culture and drug-susceptibility testing (DST). 

 

Guam 

TB notifications continued to fall until 2013 but later increased due to detection of more TB cases 

among the immigrant population. A recent spurt in diagnosis of four new MDR TB cases linked to 

local as well as migrant populations with irregular treatment history has posed challenges in 

procurement of SLDs for drug-resistant TB treatment.  
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Kiribati 

It is one of the very high TB burden countries. The majority of TB patients are diabetics and smokers 

that complicate the management of TB cases. Notification of TB cases has increased over the last few 

years from 354 in 2011 to 516 in 2015 with a 15 – 24 years age group carrying the highest burden of 

TB.   

 

Marshall Islands 

It is among the high TB burden island countries in the Pacific and has been notifying an increasing 

number of cases over the last decade. Laboratory diagnosis has strengthened with availability of the 

GeneXpert instrument as well as digital X-ray machines. Active screening for TB is planned in Ebeye 

Island. 

 

Federated States of Micronesia 

It is one of the high TB burden countries with low TB/HIV co-infection and low MDR-TB cases.  

Good treatment outcomes are reported for all forms of TB. The highest number of TB cases is in 

Chuuk State where MDR-TB cases have also been reported previously. 

  

Nauru 

It is a low TB burden country and about 5–10 TB cases are notified on average per year. TB services 

are well managed by the public health division and RON Hospital. A major concern is TB among the 

refugee populations who are mainly from the high-burden countries in Asia and Africa.  

   

New Caledonia 

It has an efficient TB control programme and the TB incidence has been decreasing over the years.  

 

Niue 

It remains with no/zero TB cases from 2006 to 2016. TB services are very well aligned with the 

general health system. The biggest challenge is the high burden of TB among the migrant population 

who are screened for TB infection and disease on a regular basis and treated for LTBI. 

Commonwealth of the Northern Mariana Islands 

Overall TB prevalence and mortality is decreasing over time, but challenges still remain among the 

high-risk groups such as household contacts (adults and children) and diabetics. No MDR-TB case 

has been reported, but a presumptive case highlighted the challenges, especially in securing funds for 

procurement of  SLDs, referring specimens for culture and DST, performing contact investigation, 

and ensuring patient privacy and workplace ethics. The LTBI treatment protocol has been established 

for high-risk groups and treatment for LTBI is planned with rifampicin for four months in place of 

isonicotinylhydrazide (INH) for nine months. Frequent travel and transfer of TB cases among the 

immigrant population proves a challenge in TB control efforts. 

 

Palau 

Notification of TB cases has increased over the years and it is considered as one of the high TB 

burden countries. GeneXpert is available locally to detect Mycobacterium tuberculosis (MTB) 

complex and rifampicin resistance. In addition, Diagnostic Laboratory Services (DLS) in Hawaii does 

culture and DST for all first-line TB drugs to confirm resistance to INH and rifampicin. TB among 

migrant workers is a challenge. 
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Samoa 

It is a low TB burden country with decreasing incidence and mortality rates as well as high treatment 

success rate. TB is mainly notified among older age groups  

 

Solomon Islands 

It has achieved the Millennium Development Goals and TB prevalence and mortality rates fell by 78% 

and 85%, respectively, relative to 1990 figures. In 2014, the treatment success rate was 85%. Solomon 

Islands has identified urban informal settlers, children and prisoners as highly vulnerable populations 

for TB. The GeneXpert instrument is available in the National Reference Laboratory; an additional 

one was procured for the Western province and is being installed. Community-based contact tracing 

and treatment is planned for TB patients on treatment in the continuation phase. 

Tokelau 

No TB case was notified in the last year.  

 

Tonga 

It is a low TB burden country with decreasing trends of incidence and mortality over the years. 

A GeneXpert instrument was procured via Global Fund support and  is functioning. TB screening is 

undertaken on those wanting to migrate or immigrate and referred accordingly for further 

investigations or treatment. The focal persons for the International Health Regulations (IHR) is 

implementing a current cross-country referral and feedback mechanism. Integration with maternal and 

child health, Expanded Programme on Immunization, nutrition, HIV and other programmes is 

ongoing.  

Tuvalu 

It is a very high TB burden country with a small population. A GeneXpert instrument is available and 

a digital X-ray unit is planned to be procured via the Global Fund to help improve case notification 

and early diagnosis.  

 

Vanuatu 

It is a moderate TB burden country with decreasing trends in incidence and mortality over the years. 

TB services in outer islands is challenging with delays in diagnosis and treatment. Notifications from 

different provinces vary. The NTP has completed the development of the National Strategic Plan and 

updated its guidelines.   

 

Wallis & Futuna 

No TB case was diagnosed and notified in the last 4 years. The health department continues to 

provide TB control services. 

 

Some of the common challenges faced by the PICs in TB control are:  

 limited number of trained human resources in the clinical and public health system for 

management of TB prevention, care and control services; 

 limited financial resources for outreach activities as well as for contact tracing; 

 frequent cross-border travel and poor referral systems between countries leading to 

inadequate treatment of immigrant populations and lack of electronic recording and reporting 

systems;  

 challenges in ensuring adherence to TB treatment (patients refuse to take drugs); 

 nutritional challenges due to imported food products; and 
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 high rate of diabetes in the PICs, which makes it difficult to achieve high treatment success 

rates for TB; diabetes is driving the TB epidemic in the Pacific.  

2.4 Session 3: Contributing to universal health coverage 

2.4.1 Monitoring financial burden of TB patients (patient cost study) 

One of the important milestones in the End TB Strategy is to achieve 0% of TB-affected families 

facing catastrophic costs due to TB. Lost income accounts for the bulk of these costs, especially for 

people belonging to low socioeconomic groups, while treatment costs for MDR-TB continue to be 

beyond the reach of a common TB patient. A baseline survey is needed to measure the target of the 

End TB Strategy on catastrophic cost. WHO has developed a generic research protocol and a 

questionnaire for TB patient cost surveys which can be accessed through the WHO website. By 2020, 

at least 30 high TB burden countries are expected to conduct the national TB patient cost survey. 

While conducting patient cost surveys, the following need to receive sufficient attention: availability 

of funding: contractual agreement with research partners; timely applications to ethics review 

committees (local and WHO); reaching a successful balance between independent assessment and 

NTP leadership; local adaptation of the survey instrument (including careful selection of asset 

ownership questions); selection of  participants and carrying out of analysis (country-specific 

assumptions needed); study design that involves extrapolation; and long interview period The 

discussion focused on the need for WHO to support all the countries and the need to take into 

consideration the cultural norms of the country. 

2.4.2 Enhancing social protection to improve TB care 

Enhancing social protection to improve TB care is incorporated under pillar 2 and objective 4 in the 

End TB Strategy. Social protection has four functions: preventative, protective, promotive and 

transformative. National social protection should at least ensure the access to essential health care and 

basic income security for children, for persons in active age who are unable to earn sufficient income 

and for older persons.  

The NTP can ensure a social protection mechanism to support patients and families affected by TB 

through (1) conducting TB patient cost surveys  to estimate and understand the distribution of 

different cost components disaggregated by important stratifiers; (2) identifying disadvantaged 

populations facing catastrophic costs based on survey results, (3) identifying relevant social protection 

interventions to meet the needs of TB patients and their families; and (4) informing health-care 

workers and patients about existing social protection schemes.  

The discussion focused on possible advantages of social protection and the creation of a holistic 

approach towards social protection by including other stakeholders such as community-based 

organizations, nongovernmental organizations and other ministries.  

2.4.3 Financing TB care and control in the context of universal health coverage 

Financing health care is increasingly challenging in the region. These challenges are attributed by: 

changing demographic structures and disease patterns, high expectations from the public, and 

reduction in external funding for health and difficulties in the transition to domestic financing. The 

NTPs of lower-middle-income countries were 63% domestically funded, 16% internationally funded 

and 22% unfunded in 2015.  

While increasing domestic funding to the health sector is critical, strengthening domestic financing 

institutions and improving coordination and efficiency are equally important. In many countries, the 

transition from donor funding to domestic financing is happening in parallel with the overall health 
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system reforms. However, the progress made in communicable disease control can only be maintained 

with a sustainable health system through a whole-of-system approach.  

Discussion under this subitem emphasized the importance of integrating and collaborating with other 

programmes such as noncommunicable diseases for future funding possibilities.   

2.5 Session 4: TB control among high-risk populations 

2.5.1 Introduction 

Addressing TB among high-risk populations is key in TB care and prevention. A two-pronged 

approach for TB care and prevention should be followed: basic TB services through the primary 

health care network and targeted/tailored services for high-risk groups. For targeted/tailored services 

for high-risk groups, it is critical to ensure universal access to TB diagnosis, to perform intensified 

and systematic screening for TB and address specific needs of the groups. TB risk and vulnerability 

and limited access to health care are two dimensions to consider when mapping and prioritizing risk 

groups. For vulnerable and marginalized groups, it is important to increase equitable access to quality 

TB care and prevention. Increasing case detection, reducing transmission through early detection and 

mitigating institutional amplifiers should be the focus in high-risk TB groups.   

2.5.2 TB and noncommunicable diseases 

Diabetes is one major noncommunicable disease that causes vast complications in TB patients. 

Approximately 45% of adult Pacific islanders with TB also have diabetes. TB–diabetes co-morbidity 

is greater among the older age group (61–69 years followed by 50–60 years). Diabetes cases in the 

Pacific are 2.2 times (60%) more likely to remain culture-positive after 60 days of treatment and less 

likely (84%) to complete TB treatment as per the evidence. TB–diabetes co-infection cases are 2.3 (16% 

vs 7%) times more likely to die during TB treatment. A 27% reduction has been noted in TB deaths in 

the Pacific from 2009 to 2014.  

To control TB, it is important to break the disease silo and start collaboration with other sectors and 

diseases. The focus should be the patient not the disease.  

2.5.3 Situation and challenges in TB contact investigation and the management of latent TB 

infection    

In 2012, WHO issued recommendations for investigating contacts of persons with infectious TB in 

low- and middle-income countries to assist NTPs in developing and implementing case finding among 

people exposed to infectious TB.  

A brief survey questionnaire on contact tracing was shared to all the countries prior to the meeting. Of 

the 13 countries that responded to the survey, 10 (77%) have a TB contact tracing policy included in 

the national TB guidelines. Children less than 5 years of age (92%), people living with HIV infection 

(85%), contacts of index cases with MDR- or extensively drug-resistant TB (XDR-TB) (92%) and 

people with diabetes (85%) are priority contacts for screening. Chest X-ray (77%) is used as part of 

the initial screening for contacts, and qualified health-care workers (69%) supervise preventative 

therapy.   

The facilitating factors for TB contact tracing is its inclusion in manual, human resources, trained staff, 

finances, acceptability by the community, incentives and enablers, transportation of patients to the 

hospital, outreach and a small population that is easily traceable. The major barriers to TB contact 

tracing in most of the PICs are inadequate numbers of trained personnel including physicians to rule 

out TB, lack of knowledge among health-care workers, lack of transport, shortages of purified protein 
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derivative (PPD) solution, geography, stigma, cost and availability of chest X-ray facilities, and 

funding.   

 

2.5.4 Designing and evaluating active TB case-finding activities/Screen TB: an online tool for 

prioritization and strategy selection 

Well-designed active case-finding (ACF) activities improve case finding among people with high risk 

for TB and/or who have limited access to health care at a justifiable cost. They also make it possible 

to find TB patients who would not have been detected, contribute to early detection and treatment 

which subsequently reduce transmission and disease burden in the communities, and increase 

public/community awareness on TB. However, ACF can: deprive resources with poor yield, promote 

the wrong impression that ACF is more important than the routine; increase unsuccessful treatment; 

increase stigma and adverse social impacts on patients, families and communities; deteriorate the 

imbalance in resource allocation between priority health issues; damage comprehensiveness of the 

health services; and be a risk of over-diagnosis and -treatment. In designing ACF, it is important to 

ensure essential quality TB services in place, careful prioritization and strategy selection, regular 

monitoring and evaluation, and a strategy to address patient needs and care delivery.  

ScreenTB is an online tool for risk-group prioritization and strategy selection. The tool was developed 

as part of the 2015 WHO guidance on operationalizing the Principles and recommendations for 

systematic screening for active TB (2013). The tool is meant to serve only as an aid in prioritizing risk 

groups for screening and choosing screening algorithms. ScreenTB is available for use at: 

https://wpro.shinyapps.io/screen_tb/  

2.5.5 Ebeye active case-finding project 

The primary objective of the Ebeye ACF screening is to detect active TB early, reduce poor treatment 

outcomes and reduce TB transmission by shortening the duration of infectiousness. The principles for 

the Marshall Islands TB screening is to establish capacity to scale up quality TB care for new cases,  

create “one-stop” TB screening for those without TB, provide a reduction in TB cases and improve 

ACF, allow for shoulder-to-shoulder work with external experts and employ best technology available 

(GeneXpert MTB-RIF).  

2.5.6 Multisectoral approach to address social determinants: Health in All Policies and whole-

of-society approaches 

The multisectoral approach to address social determinants is incorporated under pillar 3 of the End TB 

Strategy. The social determinants of health are the conditions in which people are born, grow, live, 

work and age, and the structural drivers of those conditions, such as the distribution of power, money 

and resources. Social determinants of health are mostly responsible for health inequities. Addressing 

them, while working towards universal health coverage, will contribute to the improvement of health 

outcomes. 

Health in All Policies is a tool that addresses the social determinants. It comprises six steps: establish 

the need and priorities for Health in All Policies; assess and engage other sectors; foster a common 

understanding between sectors; identify supportive structures and processes; enhance community 

participation; and ensure monitoring, evaluation, reporting and accountability. 

The role of TB programmes is to fortify the monitoring systems that provide disaggregated data to 

assess inequities; undertake advocacy to strengthen commitment to address the social determinants of 

TB; actively participate in national efforts to fight poverty and improve living conditions; and ensure 

that TB programmes foster equity in access and financial protection for the poor.  

https://wpro.shinyapps.io/screen_tb/
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2.5.7 Community-based active case finding: a Fiji perspective 

The algorithm used in Fiji for community-based ACF is based on selecting populations followed by 

symptomatic screening, digital chest X-rays and sputum collection. The lesson learnt to improve 

community-based ACF is to have trained staff (standard operating procedures, reading chest X-rays), 

financial allocation for active case (project implementation plans), committed transport, community 

awareness-priming (communication strategy), integrated services with primary health care and 

primary health services.  

During community-based ACF it was found that in Fiji, symptomatic screening is a poor tool and 

chest X-rays have a high possibility of over-diagnosis and overuse of GeneXpert. To achieve success, 

it is important to follow a strict methodology with good data management (poor selection of 

communities dilutes impact). The future for community-based ACF in Fiji is to create a one-stop 

service where diagnosis, registration and treatment initiation for TB is done within a working day. 

2.5.8 Migration and TB  

The presentation pointed out significant challenges in TB control among migrant populations in terms 

of TB prevention, diagnosis, care mobility and legality. These groups are exposed to a wide diversity 

of risks. To monitor migrants’ health, it is important to design a TB surveillance system that is 

inclusive of migrant populations, and TB epidemiological and cohort data should be analysed to 

monitor the burden of TB and outcomes of treatment in migrants. Key determinants of migrant TB are 

the volume of the travelling population and rates of travel, along with the efficiency and accessibility 

of travel.  

There is a web- based platform to facilitate international information exchange for referral and contact 

investigation. ERS/WHO TB Consilium between the European Respiratory Society (ERS) and WHO 

started as a web-platform for case consultation (seek expert advice) now with a new function of 

transborder case referral (send a case to a national TB focal). This web- based platform can be 

accessed through: www.tbconsilium.org 

During discussion some of the points raised were to develop planned departure, strengthen seafarers’ 

referrals, have TB focal point in Pacific and strengthen immigration act. WHO is willing to support 

any initiative by any of the countries planning to develop standard operating procedures for 

international referral and commutation. 

2.6 Session 5: Programmatic Management of Drug-Resistant TB(MDR TB 

2.6.1 Global and regional situation of drug-resistant TB 

The growing problem of MDR-TB challenges TB control globally and in the region with WHO 

revising the list of 30 high burden countries post-2015. In 2015, 83 000 MDR/rifampicin-resistant TB 

cases have been estimated to occur among notified TB cases. Only 17% of them were detected and 

initiated on second-line treatment in 2015. With a 52% success rate, similar to the global level, 

treatment outcomes of MDR-TB remain problematic. Differing situations with respect to treatment 

outcomes in countries were discussed. Patient-centred services for MDR-TB need to be enhanced. In 

most high burden countries in the region, the Global Fund has remained a major source of funding for 

programmatic management of drug-resistant TB. Challenges include inadequate diagnosis for drug-

resistant treatment due to insufficient funding, high out-of-pocket costs, human resource constraints 

and poor coordination. Some non-health system barriers such as geographical difficulties and stigma 

are also still common.  

http://www.tbconsilium.org/
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2.6.2 WHO MDR-TB guidelines update 2016, shorter regimen, new drugs and active drug safety 

monitoring and management  

The WHO MDR-TB guideline update 2016 recommends: shorter MDR-TB treatment regimen; 

regrouping of SLDs for TB based on updated evidence on effectiveness and safety; composition of 

longer/individualized MDR-TB regimens; and elective partial lung resection surgery along with 

recommended MDR-TB regimen. A meta-analysis showed that the treatment success of shorter 

MDR-TB regimen is higher (84%) compared to individualized/longer regimens (62%). A shorter 

MDR-TB regimen is recommended in patients with rifampicin-resistant TB or MDR-TB, not 

previously treated with SLDs for TB and resistance to fluoroquinolones and second-line injectable 

agents was excluded or considered highly unlikely. For a longer regimen, at least 5 effective TB 

medicines are recommended during the intensive phase. Elective partial lung resection (lobectomy or 

wedge resection) may be used alongside a recommended MDR-TB regimen.   

The WHO has approved and recommended two new drugs: bedaquiline (BDQ, in 2012) and 

delamanid (DLM, in 2014) to be added to a WHO-recommended regimen in adult patients with 

pulmonary MDR-TB. Delamanid can also be added to longer regimens in children and adolescents 

(6–17 years) with MDR- or rifampicin-resistant TB who are not eligible for the shorter MDR-TB 

regimen. Specific conditions such as proper selection of patients, adherence to the principles of 

designing a WHO-recommended MDR-TB regimen, treatment under close monitoring, patient-

informed consent and active pharmacovigilance should be considered prior to implementation of 

bedaquiline and delamanid.  

The active drug safety monitoring and management is the active and systematic clinical and 

laboratory assessment of patients on treatment to detect, manage and report suspected or confirmed 

drug toxicities. It applies to TB patients on MDR-TB treatment with new medicines (e.g. bedaquiline, 

delamanid), novel regimens (e.g. MDR-TB shorter regimen) and XDR-TB regimens composed of 

multiple repurposed drugs (e.g. clofazimine, linezolid). There is a possibility of serious adverse events 

by these drugs. There are three levels of monitoring: (1) core package – requiring monitoring for and 

reporting of all serious adverse events; (2) intermediate package – includes serious adverse events as 

well as adverse events of special interest; and (3) advanced package – includes all adverse events of 

clinical significance 

2.6.3 Practical challenges in managing drug-resistant TB in the Pacific 

In the Pacific, drug-resistant TB cases are increasing. They require longer, more complex treatment 

regimens; use SLDs, which have a higher toxicity; and have a significantly lower treatment success 

rate. To manage drug-resistant TB, it is essential to strengthen the routine directly observed treatment 

short course (DOTS) programme and to have capacity to respond to a case, timely case 

detection/diagnosis, a multidisciplinary management approach and prompt access to SLDs and 

technical support (laboratory and clinical). Treatment adherence, need of effective infection control 

and management of contacts are some of the major challenges.  

The Pacific Clinical Support Network “DR-TB help desk” has been established to provide advice on 

management of complex and drug-resistant TB cases. It is important that the network provide a high 

standard of up-to-date advice. However, the network faces the challenge of maintaining the help desk 

over the longer term.  

2.6.4 MDR-TB case in Guam: lessons learnt 

In Guam, an increase of 58% in TB cases has been noted from 2013 to 2015. These were mostly 

imported. Currently, for the MDR-TB cases in Guam on treatment, the approximate medication costs 

is US$ 1500 per workday. Each case requires about 10 times as much time from the clinician and 
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programme staff compared to non-MDR-TB cases. Depending on the type of TB (TB, rifampicin-

resistant TB, MDR-TB, pre-XDR-TB and XDR-TB), the cure rate decreases while the cost of 

treatment increases.  

In summary, MDR-TB management is expensive and must include MDR prevention for the 

household contacts and pay attention to INH resistance, especially in patients who have diabetes.  

2.6.5 PATLAB coordination 

PATLAB was established in 2004 with the primary objectives to improve and maintain the quality of 

TB laboratory services in PICs through external quality assessment, and to support PICs in the 

diagnosis and management of drug-resistant TB.   

The microscopic challenges are that: several PICs submit smears for blinded rechecking over nine 

months after completion of the quarter, a high (at least 25%) proportion of poor quality specimens, 

incomplete workload, data and classification of errors in the Pacific lot quality assurance sampling 

(LQAS) handbook is not consistent with the global version. The microscopy recommendation is that, 

Pacific TB reference laboratories must work with PICs to ensure that slides for blinded smear 

rechecking are sent within one month of completion of each quarter, PICs must ensure that adequate 

funding is available for shipment, and the reference laboratories must work with PICs to provide 

relevant laboratory data for all four quarters in a timely manner. There has to be a concerted effort to 

improve patient education for sputum collection and to use the global classification of errors for 

LQAS.  

For GeneXpert, it is recommended that TB presumptive cases, especially those at high risk of TB, 

receive Xpert testing as part of the initial diagnostic workup, any Xpert rifampicin-resistance should 

be rechecked immediately by testing of another specimen to confirm initial finding and an Xpert 

rifampicin-resistance (R-R) must be confirmed by rpoB sequence analysis. The NTPs and national 

reference laboratories must ensure that sufficient funding is available to enable specimens from 

patients with a confirmed Xpert MTB/rifampicin-resistant tests are shipped rapidly, reliably and 

safely to the relevant pharmacology and toxicology research laboratory. All the PICs are 

recommended to use the template provided for data collection for Xpert (provided by the PATLAB 

Coordinator in 2015). The drug susceptibility testing for specimens with a rifampicin-susceptible 

result from Xpert testing should not be sent for phenotypic DST unless there is a strong clinical and/or 

epidemiological indication to do so.  

To improve the quality of sputum, it is recommended that hospital staff be educated and additional 

time spent with patients explaining the procedures of collecting good sputum samples. Also, a 

standard and clear information on sputum collection should be developed.   

2.6.6 Access to second-line probe assay (SL-LPA) 

HIV and TB co-infection has become a major issue in recent years globally, while MDR/XDR is 

posing major threat to the community. The WHO recommended newer molecular diagnostic assays 

available for TB diagnosis/resistance testing such as Line Probe Assay, GeneXpert, TB-LAMP (Loop 

mediated isothermal amplification), sequencing/mutation analysis and genotyping.  

At this stage, there are limited data available for second-line probe assay (SL-LPA (V2)). However, 

the performance of genotype
 
SL-LPA (V2) and (V1) are comparable for detection of fluoroquinolone 

resistance and the majority of the fluoroquinolone resistance is depicted by gyrA mutations. SL-LPA 

(V2) has increased sensitivity of second-line injectable drugs due to addition of the eis promoter 

region. The position of the mutation and information on nucleotide substitution is very relevant to 
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design treatment. SL-LPA does not eliminate the need for conventional phenotypic DST as SL-LPA is 

designated to detect fluoroquinolone and second-line injectable drug resistance from sputum only.  

The presence of mutations in the specific regions does not necessarily imply resistance to all the drugs 

within a particular group, although specific mutations within these regions may be associated with 

different levels of resistance (i.e., different MIC) to each drug within the group. 

2.6.7 External quality assurance for TB laboratories 

The Pacific Paramedical Training Centre (PPTC) is a not-for-profit organization established in 1980 

to provide training and assistance in Medical Laboratory Sciences and Blood Transfusion services of 

PICs and later expanded to South-East Asia. PPTC is a WHO Collaborating Centre for External 

Quality Assurance. A laboratory quality management system (LQMS) is a step-wise approach 

developed from a percentage completion score of a minimum standards checklist.   

The challenges in professional practices encountered are: non-compliance to ISO standards and thus 

management systems, frightening automation gap between Pacific labs and those in Nez 

Zealand/Australia/United States of America, lack of understanding of quality concepts and desire to 

improve, lack of expertise/interpretative skill especially, haematology, the laboratory perception of 

inadequate staffing and lack of time, and failure to understand the importance and value of external 

quality assessment. 

2.6.8 SLD stockpile: new arrangements 

A regional SLM stockpile for PITs was established in 2011 by the regional partners as a mechanism 

designed to mitigate procurement and supply management risks and to ensure continuous availability 

of quality-assured SLDs for MDR-TB patients in PICs. The regional stockpile is managed by the 

WHO Regional Office for the Western Pacific and is hosted at the Central Warehouse/NTP in the 

Philippines.   

The average cost of a second-line treatment course (MDR-TB) is US$ 2,600 per patient. Given the 

small number of MDR-TB patients, the low demand for SLDs poses specific challenges such as the 

risk of expiry (procured second-line medicines may remain unutilized due to low number of cases) 

and risk of stock-outs due to sudden increase in the number of patients. 

PICs may access and obtain SLDs for MDR/rifampicin-resistant TB cases from the regional SLD 

stockpile without advance payment. The Global Fund Principal Recipients in PICs annually reimburse 

actual costs of SLDs and shipment costs related to delivery of SLDs from the regional SLD stockpile 

to the requesting PIC.  

In discussion, it was stated that if PIC governments are committed on SLD, WHO can continue 

having stockpiles.  

2.7 Session 6: Intensified TB research and innovation 

2.7.1 TB research: Introduction 

Intensified TB research and innovation is one of the important pillars (Pillar 3) of the End TB Strategy. 

The Structured Operational Research and Training (SORT IT) is a global initiative to build adequate 

and sustainable national operational research capacity to support public health programmes through 

collaboration between WHO/Special Programme for Research and Training in Tropical Diseases 

(TDR), the Union and Médecins sans Frontières (MSF). The integrated research and training is 

provided through this initiative on priority areas. In the Pacific, four operational research courses have 

been run from 2011 to 2016 and a total of 49 people have been trained: 42 (86%) have completed all 

three modules and passed the milestones. 
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There is an abundance of routinely collected data in PICs, but they are often not used to improve 

programme performance or influence policy and practice. This is partly due to lack of available skills 

to conduct research in this subregion.  

2.7.2 Operational research projects in Pacific countries 

The Kiribati national TB strategic plan draft (2016–2020) has dedicated one objective (Objective 3.2) 

with four activities to strengthen operational research. To further operation research training in 

Kiribati, a request for funding has been submitted to the Global Fund, government and other donors. 

More research is expected to be conducted in the future in collaboration with local clinicians/external 

advisers on TB and malnutrition/TB and diabetes.  

In Solomon Islands, the study on burden of TB and treatment outcome of TB patients in urban versus 

rural settings has been completed. The programme is now planning to conduct TB patient cost surveys 

in next year. The programme is also considering operation research on policy analysis of social 

protection policies (literature review, tracing of people who are “lost to follow up” and to determine if 

costs were a reason why they were “lost”, link survey data to TB treatment outcomes, cross-country 

comparisons of TB patient costs, role of active TB case finding on patient costs and link to patient 

pathway analysis).   

Vanuatu has also incorporated operational research in its National Strategic Plan for TB, 2016–2020. 

Three operational research studies have been conducted in the country to date. The future plan for 

operation research is: NTP to conduct a follow up study on knowledge, attitude and practice of TB 

patients and traditional healers in 2017, explore possibilities to include TB staff in regional 

operational research training (SPC-Union), revive and strengthen Vanuatu’s research ethics 

committee and network with partners and universities for collaboration in operational research.  

2.7.3 TB in children 

In 2015, an estimated 1 million incident TB cases occurred in children worldwide with estimated 

100 000 deaths. Children get TB where adults spread the disease in areas of uncontrolled transmission. 

The determinant of risk is age at the time of infection. This gets greatly elevated during the first 2–3 

years of life when T-cell immunity is still immature. Immune-compromised children remain at higher 

risk irrespective of age/immune maturity. Children aged under 1 year have the greatest risk of 

developing paediatric TB as well as disseminated forms of TB.   

The WHO guidelines for 2014 include recommendations to use Xpert for children. The Xpert 

sensitivity for diagnosing TB in children is around 66%. A desk guide for diagnosis and treatment of 

childhood TB is being developed. 

Some of the discussion points were to have good communication with paediatric departments where 

most of the children with TB first present. Isoniazid prophylaxis among child contacts of an index TB 

case has not been adequately implemented. It is important to differentiate TB lymphadenitis from the 

lymph node swelling due to BCG. A symptomatic child who is in contact with an infectious mother is 

most likely a TB case. Adherence to treatment is a major challenge in children and lot of advocacy 

and support to parents is needed.  

2.8 Session 7: People-centred care 

2.8.1 People-centred TB care and prevention 

The concept of people-centred care in the overall health system was presented, in particular in the TB 

programme focusing on four domains: informed and empowered individuals, families and 
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communities; competent and responsive health-care workers; and efficient and humane health-care 

organization; and supportive health system. 

2.8.2 Update evidence for patient care and support 

To enhance TB treatment outcomes, four key interventions are needed: (1) treatment supervision 

(cultures and DOT (C-DOT), virtually observed treatment (VOT), self-administered treatment); (2) 

social support (material, psychological, patient education and staff education); (3) tracers and digital 

health interventions (home visit, phone call, SMS, medication monitor); and (4) mixed interventions 

(enhanced DOT/mixed interventions vs DOT alone or self-administered treatment). It is 

recommended to decentralize care for MDR-TB patients instead of centralized care.  

2.8.3 Community engagement 

In Fiji, the community health-care workers have been utilized for patients’ and their families’ 

education, advocacy, reducing stigma, referring of presumptive TB cases for diagnosis, and providing 

treatment support to TB patients (C-DOT). Community health-care workers also contribute to 

decreasing catastrophic cost to TB patients. To strengthen community engagement in Fiji, community 

grant schemes funded through the Global Fund have been implemented. They work towards 

community participation in TB education and advocacy to reduce stigma (and increase volunteer the 

base for C-DOT) in return for small community development grants.  

In Fiji, the C-DOT programme started in July 2016 targeted towards improving TB treatment 

outcomes and reduced mortality. C-DOT short course providers are mostly retired nurses, community 

health-care workers, faith-based organizations, community groups, community leaders and Red Cross 

volunteers.  

3. CONCLUSIONS AND RECOMMENDATIONS 

3.1 Conclusions 

3.1.1 Overview 

 The PICs are adopting the End TB Strategy into their national policies and implementing core 

components of the Regional Framework for Action at different stages.  

3.1.2 Contributing to universal health coverage 

 Considering the epidemiological situation and the overall health system context, it is 

increasingly important for NTPs to consider integrated systems approaches rather than 

vertical TB programme setups. The thrust towards universal health coverage under the health 

reforms in many countries presents greater opportunity to build robust, people-centred TB 

care and prevention system with sustainable domestic financing. 

 The goal of zero catastrophic cost to TB patients and their families is an ambitious global 

target in the End TB Strategy. NTPs are encouraged to conduct patient cost studies to 

establish a baseline and identify interventions to achieve the target including policies for 

social support through multisectoral engagement. 

3.1.3 TB control among high-risk populations 

 TB programmes are increasingly intensifying their efforts to identify and engage vulnerable 

and high-risk populations such as people living with HIV, prisoners, contacts, young children, 

older people, diabetes patients and migrants. The planned Ebeye TB screening programme in 

the Marshall Islands is one such activity focusing on high density and severe TB burden 
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population. The data generated through TB screening activities should be systematically 

analysed for further improvement of programmes.  

 Most cases of TB in children occur in the TB-endemic PICs. TB programmes have already 

made progress in preventing, diagnosing and treating TB in children. However, within the 

general health services context, efforts need to be intensified to ensure  comprehensive and 

coordinated care for a child with TB  or a child who is a TB contact.  

 Addressing social determinants and the vulnerability of populations will contribute not only 

to TB care and prevention, but also to general public health and greater equity in health. NTPs 

are in a good position to promote a whole-of-government approach, namely Health in All 

Policies, and provide concrete evidence on the impact of such an approach.  

 Intercountry migrations pose a serious challenge that need to be overcome with improved 

communication and coordination using information exchange through available initiatives.  

3.1.4 Programmatic management of drug-resistant TB 

 Although the burden of drug-resistant TB remains low in the Pacific, a patient with drug-

resistant TB can appear anywhere anytime. The management of drug-resistant TB has 

improved with critical regional support mechanisms, PATLAB, the MDR-TB help desk and 

the SLD stockpile. These mechanisms are clear examples of regional public goods for health 

and essential to ensure the access to quality TB services in the Pacific context.  

3.1.5 Intensified TB research and innovation 

 Many initiatives implemented to promote operational research in the region have contributed 

to knowledge used to inform policy decision. The PICs are encouraged to continue to 

prioritize operational research and build capacity to improve TB care and prevention, in 

collaboration with partners. 

3.1.6 People-centred care 

 TB prevention and care should be delivered and managed in such a way that people receive a 

continuum of holistic, preventive, diagnostic and treatment and care services, coordinated 

across the different levels and sites of care within and beyond the health sector, and according 

to their needs and expectations. Supportive treatment supervision, or DOT, is among critical 

means to organize and ensure patient support.  

 TB programmes are increasingly using people-centred care approaches to address inequity, 

eliminate financial burden, and improve quality of care.    

3.2 Recommendations 

3.2.1 Recommendations for Member States 

Members States are encouraged to consider the following: 

 

(1) To adopt the End TB Strategy into their national policies, pursue the goal and targets, and 

implement the Regional Framework for Action by engaging a wide range of governmental 

and nongovernmental stakeholders.  

(2) To conduct patient cost studies to establish a baseline against a global target on zero 

catastrophic cost due to TB. 

(3) To maintain sufficient domestic financial flows to deliver essential public health functions 

and services for TB care and prevention. 

(4) To develop and implement strategies to address TB among identified high-risk 

populations in local settings. Specific attention needs to be paid to increase coverage of 
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contact investigation and improve initiation, completion and reporting of TB-preventive 

treatment among child contacts. 

(5) To work together to improve international information exchange to ensure the continuity 

of TB care including patient referral and outcome monitoring.  

(6) To continue to improve national capacity to manage drug-resistant TB with proper and 

timely testing of patients with presumptive drug-resistant TB and effective communication 

and coordination with the PATLAB, MDR-TB help desk and the SLD stockpile. 

(7) To continue to prioritize operational research to improve TB care and prevention, in 

collaboration with partners. 

(8) To review the current practices and system to identify actions to improve patient-

centredness of TB services. 

(9) To strengthen community engagement including empowering and collaborating with 

patients and families, as well as strengthening community-based service delivery. 

3.2.2 Recommendations for WHO, UNDP and partners 

WHO, UNDP and partners are requested to do the following: 

 

(1) To continue to promote the End TB Strategy and support Member States to implement the 

Regional Framework for Action. 

(2) To support designing, implementing and analysing the data of patient cost studies. 

(3) To support analysing TB control financial situation and to support national advocacy 

efforts. 

(4) To support countries and areas to design and implement specific strategies for TB high-

risk populations including technical support to design rationale active case-finding 

activities. 

(5) To promote tools to facilitate efficient international information exchange on TB patients 

such as a directory of NTPs, standard operating procedures, multilingual fact sheets and 

Internet-based solutions. 

(6) To continue to collaborate to secure critical regional mechanisms, including PATLAB, the 

MDR-TB help desk and the second-line drug stockpile, to ensure access to quality TB 

diagnosis and care for all people in the Pacific. 

(7) To support countries and areas to develop operational research capacity. 

(8) To finalize the guidance document on people-centred TB care and support countries and 

areas to implement the proposed actions (WHO). 

(9) To enhance the engagement of civil society and community representatives in future 

meetings. 
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Annex 1: Meeting programme and agenda 

 

EIGHTH TB CONTROL MEETING    WPR/DCD/STB(02)/2016.1b 
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Time 
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Presenter 
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08:30 – 09:15 Opening  

 Welcome remarks:  

o Permanent Secretary of Health, Ministry of 

Health & Medical Services, Fiji 

o WHO Representative in the South Pacific 

o Country Director and Head, Regional 

       Policy and Programme, United Nations  

       Development Programme 

 Meeting objectives 

 Introduction of participants and observers 

 Appointment of office bearers 

 Administrative announcements 
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09:15 – 10:00 Group photo / coffee break   

 Session 1: Overview 

Chair:           Dr Frank Underwood 

Vice-Chair:  Mr Felix Koakoa  

 

10:00 – 10:30 

 

 

10:30 – 10:45 

 

10:45 – 11:00 

 

11:00 – 12:00 

The WHO End TB Strategy and Regional Framework for 

Action 

   

Progress in implementing the GF multi-country grant  

 

Discussion 

 

Session 2: County presentations 

(7 minutes per country- eight countries) 

 

N Nishikiori 

 

 

UNDP 

 

 

 

Countries 

 

12:00 – 13:00 Lunch  

   

 

 

 

 

 

13:00 – 14:30 

 

Session 2: Country presentations (continuation) 

 

Chair: Ms Eretti T. Timeon 

Vice Chair: Dr Nguyen Ngoc Lam 

 

Country presentations (7 minutes per country, 12 countries) 

 

 

 

 

 

 

Countries 

14:30-15:00 Coffee / Tea break  

 

 

 

 

 

 

15:00 – 15:30 

 

Session 3:  Contributing to Universal Health Coverage 

 

Chair:  Ms Eretii Timeon 

Vice Chair:  Dr Nguyen Ngoc Lam 

 

Monitoring financial burden of TB patients (patient cost 

study) 

 

 

 

 

 

 

K Viney 

15:30 – 16:00 Enhancing social protection to improve TB care S Ahmadova 

16:00 – 16:30 Financing TB care and control in the context of the UHC N Nishikiori 

16:30 – 17:00 Discussion and closing of the day  

19:00 Welcome dinner hosted by the UNDP 

 

 

 Wednesday, 23 November 2016  
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 Session 4: TB control among high risk populations 

Chair: Ms Gloria B. Mendiola 

Vice Chair: Mr Markleen Tagaro 

 

08:30 – 08:50 Addressing TB among high risk populations: Introduction  N Nishikiori 

08:50 – 09:10 TB and non-communicable diseases R Brostrom 

09:10 – 09:30 Situation and challenges in TB contact investigation and the 

management of LTBI 

K Viney 

09:30 – 10:00 Designing and evaluating active TB case finding activities/ 

Screen TB: an online tool for prioritization and strategy selection 

N Nishikiori 

10:00 – 10:15 Ebeye active case finding project R Brostrom 

10:15 – 10:30 Coffee / tea break  

 

 

 

Session 4: TB control among high risk populations 

(continuation) 

 

 Chair:  Ms Gloria B. Mendiola 

Vice Chair:  Mr Markleen Tagaro 

 

10:30 – 11:00 Multi-sectoral approach to address social determinants: Health in 

All policies and whole-of-society approaches 

S Ahmadova 

11:00 – 11:30 Migration and TB K Viney/N Nishikiori 

11:30 – 12:00 Discussion  

12:00 – 13:00 Lunch  

 Session 5: Programmatic Management of Drug-Resistant TB 

Chair:  Ms Rupihner Defang 

Vice Chair:  Mr Noel Itogo 

 

13:00 – 13:30 Global and regional situation of drug-resistant TB  S Ahmadova 

13:30 – 14:00 WHO MDR-TB guidelines update 2016, shorter regimen, new 

drugs including aDSM  

L Nguyen 

14:00 – 14:30 Practical challenges in managing drug-resistant TB in the Pacific R Stapledon 

14:30 – 14:45 MDR- TB case in Guam R Brostrom 

14:30 – 15:00 Discussion  

15:00 – 15:30 Coffee / tea break  
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Session 5: Programmatic Management of Drug-Resistant TB 

(continuation) 

Chair:  Ms Rupinher Defang 

Vice Chair:  Mr Noel Itogo 

 

15:30 – 15:50  PATLAB coordination  R Lumb 

15:50 – 16:10 Access to SL-LPA S Pandey 

16:10 – 16:20 External Quality Assurance for TB Laboratories  Russel Cole 

16:10 – 16:30 SLD stockpile: new arrangements UNDP 

16:30 – 17:00 Discussion  

17:00 Closing of the day  

 Thursday, 24 November 2016  

  

Session 6: Intensified TB research and innovation 

Chair:  Ms Mareta Hauma 

Vice Chair:  Dr Sosaia Ngungutau Viea Penitani 

 

08:30 – 08:45 TB research: Introduction K Viney 

08:45 – 09:15 Operational research projects in Pacific countries Countries 

09:15 – 09:45 Discussion  

09:45 – 10:15 TB in children B Marais 

10:15 – 10:30 Discussion  

10:30 – 11:00 Coffee / tea break  

  

Session 7: People-centered care 

Chair:  Ms Mareta Hauma 
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Vice Chair:  Dr Sosaia Ngungutau Viea Penitani 

11:00 – 11:20  People-centred TB care and prevention K Viney 

11:20 – 11:30 Update evidence for patient care and support N Linh 

11:30 – 11:50  Community engagement Countries 

11:50 – 12:15 Voices of community Community members 

12:15 – 12:30  Closing  

12:15 – 13:30 Lunch  

 

 

 

 

Satellite sessions 

 

 

 

13:30 – 17-00 Global Fund Implementation Issues (current grants and plans for 

applications for future funding modalities) 

 

13:30 – 17:00 Leprosy update  
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Ministry of Health and Medical Services 

Private Mail Bag 

Suva 

Tel. No.:  (679) 9904118 

Fax No:    (679) 3321364 

E-mail:    dr.funderwood2011@gmail.com 

                dr.funderwood2011@yahoo.com 

 

Mr Autiko George Tela 

Senior Laboratory Technician 

National TB Program 

Daulako Mycobacterium Reference Laboratory 

Tamavua Twomey Hospital 

Ministry of Health and Medical Services 

P.O. Box 10678 

Suva 

Tel. No.:  (679) 8692458 

Fax No:   (679) 3321364 

E-mail:    autikotella.sbmlab@yahoo.com 
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FIJI (contd) Ms Yavala Vakaloloma 

National TB Nurse Coordinator 

National TB Programme 

Tamavua Twomey Hospital 

Ministry of Health and Medical Services 

Private Mail Bag 

Suva 

Tel. No.:   (679) 9905382 

Fax No:    (679) 3321364 

E-mail:     yavala.loma6@gmail.com 

 

Ms Emmilia Tuiwawa 

Monitoring & Evaluation Officer 

Grant Management Unit (GMU) 

Ministry of Health & Medical Services 

Dinem House 

Toorak, Suva 

Tel. No.:   (679) 9420410 

Fax No:    (679)  

E-mail:     etuiwawa24@gmail.com 

 

FEDERATED STATES  

OF MICRONESIA 

Mr Johnny Hebel 

HIV/AIDS Program Manager 

National Communicable Disease 

P.O. Box PS 70 

Kolonia, Pohnpei 

Tel. No.:  (691) 320 7312 

E-mail:    jhebel@fsmhealth.fm 

 

 Ms Rupihner Defang 

Coordinator 

Pohnpei State TB Program 

Pohnpei State Department of Health Services 

P.O. Box 189 

Kolonia, Pohnpei 

Tel. No.:  (691) 320 6489 

Fax No.:  (691) 320 5394 

E-mail:     rdefang@fsmhealth.fm 
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FEDERATED STATES  

OF MICRONESIA (contd) 

Ms Daisy Donna Fanapin Phal 

TB Laboratory Technician 

Yap State Hospital 

100 Keng St.  

Colonia, Yap 

Tel No.:   (691) 350 2114 / 3446 

E-mail:    dphal@fsmhealth.fm 

 
FRENCH POLYNESIA Dr Ngoc Lam Nguyen 

Medical Epidemiologist 

Public Health Direction 

BP 611 Papeete 98713 

Polynesie Francaise 

Tel. No.: (689) 4048 5838 

Fax No.: (689) 4048 6381 

E-mail:   nnlam@mail.pf 
 

 Mr Jean-Paul Pescheux  

Technician In charge of Tuberculosis Surveillance 

Direction de la Sante 

98713 Tahiti 

Tel. No.:  (689) 8777 8155 

Fax No.:  (689) 4048 8212 

E-mail: jean.paul.pescheux@santeago.pf 

 

GUAM Ms Gloria A. Balajadia 
TB/HD Program Manager 
Tuberculosis/Hansen’s Disease Control Programme 
Bureau of Communicable Disease Control 
Department of Public Health and Social Services 
123 Chalan Kareta 
Mangilao 96913-6304 
Tel. No.:  (671) 735 3602 
Fax No.:  (671) 474 7318 
E-mail:     gloria.mendiola@dphss.guam.gov 
 

 Ms Lea T. Nisay 

Microbiologist I 

Department of Public Health and Social Services 

123 Chalan Kareta 

Mangilao 6913-6304 

Tel. No.:  (671) 735 3602 

Fax No.:  (671) 734 2104 

E-mail:    lea.nisay@dphss.guam.gov  
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KIRIBATI Ms Eretii T. Timeon 

Director of Public Health 

Ministry of Health 

P.O. Box 268, Bikenibeu 

Nawerewere, Tarawa 

Tel. No.: (686) 28100 

Fax No.: (686) 28512 

E-mail:   eretii1979@gmail.com 

 

 Dr Alfred Tonganibeia 

Medical Officer 

Communicable Disease 

Tungaru Central Hospital 

Nawerewere, Tarawa 

Tel. No.:  (668) 7305 3067 

E-mail:  tonganalfredbeia@gmail.com 

 

 Ms Rosemary Tekoaua 

Chief of Laboratory Services 

Ministry of Health and Medical Services 

P.O. Box 268, Bikenibeu 

Tarawa 

Tel. No.: (668) 28100 

Fax No.: (668) 28512 

E-mail:   rosemarytek@gmail.com 

 

MARSHALL ISLANDS, 

REPUBLIC OF 

Ms Risa J. Bukbuk 

National TB Program Manager 

P.O. Box 16 

Ministry of Health 

Majuro 96960 

Tel. No.:  (692) 625 3355 /3399 

Fax No.:  (692) 625 3432 

E-mail:    risajbukbuk@gmail.com 
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MARSHALL ISLANDS, 

REPUBLIC OF (contd) 

 

Ms Mareta Hauma 

TB Program Coordinator  

Ministry of Health 

P.O. Box 5219, Ebeye 

Tel. No.: (692) 329 8029 

Fax No.: (692) 329 3385 

E-mail:    maretahauma@yahoo.com 

 

Ms Lina Masuda 

Sputum Microscopist 

Ministry of Health 

P O Box 5219 

Ebeye 97960 

Tel. No.:  (692) 329 8029 

Fax No.:  (692) 329 3385 

E-mail:    linamasuda@gmail.com 

 

NAURU Ms Constantina Depaune 

Midwife (Acting Unit Manager) 

Republic of Nauru Hospital 

Denig District 

Yaren 

Tel. No.:  (674) 556 3577 

E-mail:    anitnatsnoc@gmail.com 

 

Ms Jezabelle Hemedez 

Laboratory Assistant 

Republic of Nauru Hospital 

Yaren 

Tel. No.:  (674) 554-7840 

E-mail:     jezabelledhemedez@yahoo.com 

 

NEW CALEDONIA Ms Marion A.R. B Patoureau-Maitre 

Public Health Physician 

Multi-Purpose Medical Centre 

49 rue du lagon 98809 

Mont-Dore 

BP N4, 98851 Nouméa Cedex  

Nouvelle 

Tel. No.: (687) 945047 

E-mail:   marion.patoureau@province-sud.nc 

 

 Mr Ludovic Michel Dominique Floury 

Statistician in Public Health Service 

Department of Health and Social Affairs 

BP N4, 98851 Nouméa Cedex  

Nouvelle 

Tel. No.: (687) 24378 

Fax No.: (687) 24314 

E-mail:   ludovic.floury@gouv.nc 
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NIUE 

 

 

 

 

 

 

Ms Jenny Eveni 

Public Health Officer 

Nuie Foou Hospital 

P.O. Box 128 

Alofi 

Tel. No.:  (683) 4100 Ext.124 

E-mail:    jenny.eveni@mail.gov.nu 

 Ms Angelica Peleligi Karena Mokahega Hipa 

Assistant Laboratory Technician 

Niue Foou Hospital 

Kaimiti, Alofi 

Tel. No.:  (683) 4100 Ext. 119 

E-mail:    angelica.hipa@mail.gov.nu 

 

 

NORTHERN MARIANA ISLANDS, 

COMMONWEALTH OF 

Dr Ngoc-Phuong Luu 

Medical Director of Public Health 

Commonwealth Healthcare Corporation (CHCC) 

P.O. Box 500409 

Saipan, MP 96950 

Tel. No.:1 (670) 783 1968 

Fax No.: 1 (670) 233 8756 

E-mail:   phuong.luu@dph.gov.mp 

 

 Ms Marcelina A. Rabauliman 

TB/Hansen’s Program Manager 

Commonwealth Healthcare Corporation (CHCC) 

P.O. Box 500409 

Saipan, MP 96950 

Tel. No.:1 (670) 285 8355 

Fax No.:1 (670) 233 8756 

E-mail:   marcie.rab@gmail.com 

 

PALAU Ms Connie Bieb-Olikong 

TB Program Manager 

Ministry of Health 

6027 Once Circle Road 

Koror 96940 

Tel. No.: (680) 488 8517 

Fax No.: (688) 488 3115 

E-mail:   connie.olikong@palauhealth.org 
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SAMOA 

 

Dr Sarah Louise Brown 

Medical Registrar 

Motootua 

Samoa 

Tel. No.:  (685) 7626189 

E-mail:    slb-235@yahoo.com 

 

Dr Tile Ah Leong-Lui 

Manager 

Primary Health Care 

National Health Services 

Leauvaa, P.O. Box 1139 

Apia 

Tel.No.:  7676113 

E-mail:    TileAL@health.gov.ws 

 

Mr Ailuai Matalima 

Disease Surveillance Officer 

Ministry of Health 

P.O. Box 711 

Motootua 

Tel. No.:  724 5335 

E-mail:    Ailuaim@health.gov.ws 

 

 

SOLOMON ISLANDS Dr Nemia Bainivalu 

Director 

TB and Leprosy Program 

Ministy of Health and Medical Services 

P.O. Box 37 

Honiara 

Tel. No.:  (677) 20930 

E-mail:    NBainivalu@moh.gov.sb 
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SOLOMON ISLANDS (contd) Mr Noel Itogo 
National TB/Leprosy Program Coordinator 
Ministry of Health and Medical Services 

P.O. Box 349 

Honiara 

Tel. No.:  (677) 20930 

Fax No.:  (677) 20085 

E-mail:    nitogo@moh.gov.sb 

 

Ms Natalie Bara Beck 

 Assistant Medical Laboratory Technician 
Ministry of Health and Medical Services 
P.O. Box 349 
Honiara 
Tel. No.:  23600, ext 309 
E-mail:    NBara@nrh.gov.sb 
 

TOKELAU 

 

 

 

 

 

Ms Makerita Reuelu 
Nurse Manager Nurse Practioner 
Lomaloma Hospital 
Atafu 
Tel. No.:  (690) 22112 
E-mail:    makeritasili@gmail.com 
 
Ms Hela Mehepa Poasa 
Acting Nursing Manager 
Fakaofo 
Tel. No.:  (690) 23224 
E-mail:    helapoasa@gmail.com 
 
 

TONGA 

 

 

 

 

 

 

 

 

 

 

Dr Louise Simone Fonua 

Senior Medical Officer 

Communicable Diseases 

Ministry of Health 

P.O. Box 59 

Nuku’alofa 

Tel. No.:  (676) 23200 

Fax No.:  (767) 24291 

E-mail:    reynoldofanoa@gmail.com 

 

Mr Sosaia Ngungutau Vaea Penitani 

National TB Project Coordinator 

Ministry of Health 

P.O. Box 59 

Nuku’alofa 

Tel. No.:  (676) 23200 

Fax No:   (676) 24292 

E-mail:   spenitani@health.gov.org  

                penitanisaia@yahoo.com 
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TUVALU Dr Suria Elisala Puafolau 

Medical Officer 

Ministry of Health 

Princess Margaret Hospital 

Funafuti 

Tel. No.:  (688) 20480 

E-mail:    surieli16@gmail.com 

 

Mr Felix Koakoa 

Head, Medical Laboratory Services 

Ministry of Health  

Princess Margaret Hospital 

Funafuti 

Tel. No.:  (688) 20480 

E-mail:    fkseluka@gmail.com 

VANUATU Mr Markleen Tagaro 

National TB/Leprosy Porgram Manager 

NTP/Leprosy Unit, Public Health Department 

Public Health Department 

Ministry of Health 

Port Vila PMB 9009 

Tel. No.:  (678)  22512 

Fax No:   (678)  25438 

E-mail:    mtagaro@vanuatu.gov.vu 

 

Mr Marafi Kevin Carter  

TB/HIV Officer  

Tafea Health Department 

P O Box 75 

Tafea Rural Health Lenakei  

Tanna 

Tel. No.:  (678)  7754483 

E-mail:    kcarter@vanuatu.gov.vu 

 

Mr Raymond Seule 

National Tuberculosis Laboratory Officer 

Medical Laboratory Department 

Vila Central Hospital 

PMB 9013 

Port Vila 

Tel. No.:  (678)  22100 

E-mail:    rseule@vanuatu.gov.vu 
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WALLIS AND FUTUNA Ms Sesilia Penikosite Logote 

Prevention Services 

Agence de Sante de Wallis et Futuna 

BP 388 

98600 Mata’utu 

Tel. No.:  (681) 720741 

E-mail:     peni.logote@adswf.fr 

 

 

 

3.  TEMPORARY ADVISERS 

 

 Dr Richard Brostrom 

TB control Branch Chief 

Centers for Disease Control and  

Prevention  

Honolulu, United States of America 

Tel No.: 1 (808) 284 2531 

E-mail:    Richard.Brostrom@doh.hawaii.gov 

 

Dr Richard Lumb 

Chief Medical Scientist  

Mycobacterium Reference Laboratory  

PO Box 14 Rundle Mall  

Adelaide, South Australia 5000  

Tel No.:   (61) 88222 3347 

Fax No.:  (61) 88222 3543 

E-mail:    richard.lumb2@health.sa.gov.au/ 

 

Dr Ben J Marais 

Infectious Diseases Clinician,  

The Children’s Hospital at Westmead 

Deputy Director, Marie Bashir Institute for Infectious 

Diseases and Biosecurity (MBI) 

Centre for Research Excellence in Tuberculosis (TB-CRE) 

University of Sydney 

Sydney, Australia 

Tel No.:  (61) 2 9845 3433  /  0403354389 

E-mail:    ben.marais@health.nsw.gov.au  

                ben.marais@sydney.edu.au 
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 Dr Sushil Pandey 

Chief Scientist 

Queensland Mycobacterium Reference 

Laboratory 

Herston Hospital Complex       

Queensland, Australia 

Tel No.:  (61) 7 3646 0032 

Fax No.: (61) 7 3646 1336 

E-mail:    sushil.pandey@health.qld.gov.au 

 

 Dr Sally Ann Roberts 

Clinical Head of Microbiology 

Department of Microbiology, LabPlus 

Auckland District Health Board 

Park Road, Grafton 

Auckland 1031 

New Zealand 

Tel. No.:  (64) 09 3797 440 

Fax No.:  (64) 09 3074 939 

E-mail:    sallyrob@adhb.govt.nz 

 

 Dr Richard Stapledon 

Consultant, South Australian 

Tuberculosis Services 

Royal Adelaide Hospital 

Adelaide, Australia 

Tel No.:   (61) 8 82225435  

E-mail:     Richard.Stapledon@sa.gov.au 

 

 Dr Norio Yamada 

Director 

Centre for International Cooperation 

and Global TB Information 

Research Institute of Tuberculosis 

Japan Anti-Tuberculosis Association 

Tokyo 

Japan 

E-mail:  nyamada@jata.or.jp 
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4.  REPRESENTATIVES OF PARTNER AGENCIES AND OBSERVERS 

 

AUSTRALIAN RESPIRATORY  

COUNCIL 

Mrs Amanda Christensen 

Executive Director 

GPO BOX 102 

Sydney NSW 2001 

Australia 

Fax No.:  (612) 9223 3044  

E-mail:    amandchristensen@thearc.org.au 

 

FIJI – COUNTRY COORDINATING 

MECHANISM SECRETARIAT 

 

 

 

 

Mr Mesake Navugona 

Oversight Committee Chairman 

151 Ratu Sukuna Road 

Suva, Republic of Fiji 

Tel.No.:  (679) 3306480 

Mobile:   (679) 9104628 

E-mail:    mesake.navugona@waf.com.fj 

                mesnavugona@gmail.com 

 

MINISTRY OF HEALTH, FIJI Dr Eric Rafai 

Deputy Secretary. for Public Health 

Ministry of Health 

Dinem House, 88 Amy Street, Toorak 

Suva, Republic of Fiji 

Tel No:  (679) 3306177 

E-mail:  eric.rafai@govnet.gov.fj 

 

 

 

 

 

 

 

 

 

MINISTRY OF HEALTH, KIRIBATI 

Mrs Vasiti Nawadra Taylor 

Grant Manager, GMU 

Ministry of Health 

Dinem House, 88 Amy Street, Toorak 

Suva, Republic of Fiji 

Phone No:  (679)  3306177 

E-mail:  vasititaylor1@gmail.com 

 

Dr Marou Tikataake 

TB Medical Registrar 

Communicable Disease Department 

P.O. Box 268, Bikenibeu 

Nawerewere, Tarawa 

Tel. No.: (686) 29834 

Mobile .: (686) 73069696  

E-mail:   m6tikataake@gmail,com 
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FIJI SCHOOL OF MEDICINE, FNU 

 

Dr Donald Wilson 

Head of School 

Associate Professor  & Programe Co-ordinator – 

Epidemiology 

Department of Public Health & Primary Care (DPHPC) 

College of Medicine, Nursing & Health Sciences 

Fiji National University – Tamavua Campus 

Princess Road 

Suva, Fiji 

Tel. No.:  (679)  3311700, ext 3803 

Mobile :   (679) 8053931 

Fax No.:   (679) 

E-mail:    HOD-DPH@fnu.ac; donald.wilson@fnu.ac.fj 

 

Dr Aneley Getahum Strobel 

Assistant Professor – Primary Care 

Department of Public Health & Primary Care (DPHPC) 

College of Medicine, Nursing & Health Sciences 

Fiji National University – Tamavua Campus 

Princess Road 

Suva, Fiji 

Tel. No.:  (679)  3311700, ext 3803  

 

PACIFIC PARAMEDICAL TRAINING 

CENTRE (PPTC) 

 

 

 

 

 

 

 

PACIFIC ISLANDS HEALTH 

OFFICES ASSOCIATION (PIHOA) 

 

 

 

 

 

 

 

 

 

 

 

 

 

Mr Russell Cole 

Laboratory Quality Manager 

Pacific Paramedical Training Centre 

P OBox 7013 

Wellington 6242 

New Zealand 

Tel. No.:      (64)(4) 389-6294 

E-mail:         russellc@pptc.org.nz 

 

Mrs Vasiti Uluiviti 

Regional Lab Coordinator 

Pacific Islands Health Officers Association (PIHOA) 

Guam Public Health Lab 

132 Chalan Kareta 

Ronte 10, Mangilao 

Guam 

Tel. No.:  1 (671) 7343338 (w) 

Mobile:    1 (671) 4888234  

Fax No.:   (679)  9187474 

E-mail:     vasitiu@pihoa.org 

 

 

 

 



 

38 

OVERSIGHT WORKING GROUP 

 

 

 

 

 

 

 

Mr Isikeli Vulavou 

PIRCCM Oversight Working Group Member 

Deputy Chair,  

Pacific Sexual Diversity Network (PSDN) 

SPC RRRT Level 2 

Pacific House, Butt St 

Suva 

Tel. No.:  (679)   

Fax No.:  (679)  9187474 

E-mail:    isikeli.vulavou@gmail.com 

 

 

6.  SECRETARIAT 

 

WHO REGIONAL OFFICE FOR THE 

WESTERN PACIFIC 

 

Dr Nobuyuki Nishikiori 

(Responsible Officer) 

Coordinator 

Stop TB & Leprosy Elimination 

WHO/WPRO 

U.N. Avenue 

1000 Manila 

Philippines 

Tel. No.:  (632) 528 9706 

Fax No.:  (632) 521 1036 

E-mail:     nishikiorin@who.int 

 

 Dr Shalala Ahmadova 

Medical Officer 

Stop TB & Leprosy Elimination 

WHO/WPRO 

U.N. Avenue 

1000 Manila 

Philippines 

Tel. No.:  (632) 528 9720 

Fax No.:  (632) 521 1036 

E-mail:     ahmadovas@who.int 
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 Ms Kerri Vinney 

Technical Officer, TAP 

Stop TB & Leprosy Elimination 

WHO/WPRO 

U.N. Avenue 

1000 Manila 

Philippines 

Tel. No.:  (632) 528 9709 

Fax No.:  (632) 521 1036 

E-mail:     vinneyk@who.int 

 

WHO DIVISION OF PACIFIC 

TECHNICAL SUPPORT 

Dr Subhash Yadav 

Medical Officer, STB/DPS 

Director of Pacific Technical Support 

Level 4, Provident Plaza One 

Downtown Boulevard 

33 Ellery Street 

Suva 

Tel. No.:  (679) 3234 116 

Fax No.:  (679) 3234 166 

E-mail:   syadav@who.int 

 

 

 Dr Madeline S. Salva 

Medical Officer 

HIV, Hepatitis, STI (HSI) and Gender 

Director of Pacific Technical Support 

Level 4, Provident Plaza One 

Downtown Boulevard 

33 Ellery Street 

Suva 

Tel. No.:  (679) 3234 116 

Fax No.:  (679) 3234 166 

  

 Mr Praneel Maharaj 

SSA TB for NTP Fiji 

Level 4, Provident Plaza One 

Downtown Boulevard 

33 Ellery Street 

Suva 

Tel. No.:  (679) 3234 111 

Fax No.:  (679) 3234 166 
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Mrs Lynette Evans 

Secretary 

Director of Pacific Technical Support 

Level 4, Provident Plaza One 

Downtown Boulevard 

33 Ellery Street 

Suva 

Tel. No.:  (679) 3234 111 

Fax No.:  (679) 3234 166 

E-mail :  evansl@wpro.who.int 

 

WHO/SOLOMON ISLANDS Dr Ridha Jebeniani 

Technical Officer 

WHO Representative Office 

P O Box 22 

Honiara 

Tel. No.:  (677) 23406 

E-mail :  jebenianir@wpro.who.int 

 

WHO HEADQUARTERS Dr Nguyen Nhat Linh 

Medical Officer 

Global TB Programme 

World Health Organization 

Avenue Appia 20 

CH – 1211 Geneva 27 

Switzerland 

Tel. No.:  (41) 22 791 3072 

Fax No.:  (41) 22 791 4199 

E-mail:    linhn@who.int 

 

 

UNDP PACIFIC Mr Bakhodir Burkhanov 

Country Director and  

Head of Regional Policy & Programme 

UNDP Pacific Office in Fiji 

L8 Kadavu House, Suva 

Tel. No.:  (679) 3312500 

E-mail:     bakhodir.burkhanov@undp.org 

 

 Ms Maisoon Elbukhari Ibrahim 

Programme Manager 

UNDP Pacific Office in Fiji 

L8 Kadavu House, Suva 

Tel. No.:  (679) 5227546 

E-mail:     maisoon.bukhari@undp.org 
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Mr Ardarsh Chettiar 

Programme Specialist 

UNDP Pacific Office in Fiji 

L8 Kadavu House, Suva 

Tel. No.:  (679) 5227533 

E-mail:     ardarsh.chettiar@undp.org 

 

 Mr Ferdinand Strobel 

HIV, Health & Development Specialist 

UNDP Pacific Office in Fiji 

L8 Kadavu House, Suva 

Tel. No.:  (679)  5227521 

E-mail:     Ferdinand.strobel@undp.org 

 

Mr Ian Mungall 

Programme Analyst – HIV, Health & Development 

Bangkok Regional Hub 

UNDP, 3
rd

 Floor United Nations Service Building 

Rajdamnern Nok Avenue 

Bangkok 10200 

Thailand 

Tel. No.:  +66 (0)2 304 9100 ext. 5022 

E-mail:     ian.mungall@undp.org 

 

Ms Sara Faletoese Su'a 

UNDP Global Fund Programme Analyst 

UNDP, Apia 

Samoa 

Tel. No.:   (685) 23670, ext 36 

E-mail:      sara.faletoese@undp.org 

 

Mr Russel Tamata 

UNDP Global Fund Programme Analyst 

UNDP Pacific Office in Fiji 

L8 Kadavu House, Suva 

Tel. No.:  (679) 734 0423 

E-mail:     russel.tamata@undp.org 

 

Ms Tatsiana Ptashnik 

PSM Consultant 

UNDP Pacific Office in Fiji 

L8 Kadavu House, Suva 

Tel. No.:  (679) 5227560 

E-mail:    tatsiana.ptashnik@undp.org 
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Mr Imran Khan 

Logistic & Supply Chain Assistant 

UNDP Pacific Office in Fiji 

L8 Kadavu House, Suva 

Tel. No.:  (679) 5227554 

E-mail:    imran.khan@undp.org 

 

 Ms Ranadi Levula 

Monitoring and Evaluation Officer 

UNDP Pacific Office in Fiji 

L8 Kadavu House, Suva 

Tel. No.:  (679) 5227562 

E-mail:     ranadi.levula@undp.org 

 

Ms Luiseini Bentley 

Programme Admin Assistant 

UNDP Pacific Office in Fiji 

L8 Kadavu House, Suva 

Tel. No.:  (679) 5227502 

Fax No.:   (679)  

E-mail:      luiseini.bentley@undp.org 
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