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The WHO South-East Asia Region covers 11 countries with a combined
population of over 1.5 billion. The Region caries the highest burden of
tuberculosis (TB) cases among all WHO Regions – one in every three cases of
tuberculosis in the world is from this Region (Figure 1). In 2005, there were an
estimated 5.7 million prevalent cases of TB or 351 cases per 100 000 population

1

Introduction

Figure1: Estimated prevalence of TB, by WHO Region



2
Tuberculosis Control in the South-East Asia Region

of which almost 3 million were new cases, reflecting an incidence rate of 190
per 100 000 population. It is estimated that around 600 000 people continue
to die of this curable disease every year in the Region. Five countries, namely
Bangladesh, India, Indonesia, Myanmar and Thailand account for 95% of these
cases. The global HIV epidemic has had a variable impact in countries in the
Region with Thailand, Myanmar and six States in India reporting generalized
HIV epidemics while Indonesia and Nepal are at the stage of concentrated
epidemics. Between 2.5 and 3 million people in the Region are currently
estimated to be infected with both HIV and TB. Fortunately, levels of multi-drug
resistant forms of TB are still low at under 3%. However, in absolute terms, this
translates into a large number of TB cases with drug resistance, given the large
numbers of TB patients in the Region.

Countries in the Region are responding to these challenges. DOTS has
been expanded rapidly and as a result, almost 90% of the Region’s population
now live in administrative areas where DOTS services are available. Case
detection increased to an overall 59% in 2004. This is largely attributable to
both rapid expansion and enhanced case finding in India which has alone
accounted for a third of the additional cases detected globally between 2002
and 2003. The treatment success rate for TB cases registered under DOTS has
already surpassed the global target of 85%.

This progress has been made possible through sustained political
commitment and greater investments in TB control. Wider coverage, intensified
efforts to improve the quality of services and growing partnerships with other
providers particularly NGOs, the private health sector, medical teaching
institutions and large public employment sectors are some of the key contributing
factors. Financial resources for TB control have been augmented and the overall
resource gap in the Region is currently estimated at under 10%, based on
commitments from the Global Fund to Fight AIDS, Tuberculosis and Malaria
(GFATM) and support being provided through agreements with donors and
development partners in several Member States. Collaboration with
nongovernmental organizations (NGOs) is growing; for example, over 90% of
DOTS services in Bangladesh are undertaken by NGOs in partnership with the
Government. DOTS, in partnership with private providers, is being scaled up in
India, Indonesia, Myanmar and Nepal and has commenced in Bangladesh and
Thailand. In areas where public-private partnerships have been established,
case-notification rates have increased, on an average, by 24%. Medical schools
in Bangladesh, India, Indonesia, Nepal, Thailand and Sri Lanka teach and practice
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DOTS; more than 200 medical colleges in India have established DOTS centres
in their practice areas. DOTS services are also beginning to be provided in
workplaces, for example, in factories in Bangladesh and India, in tea estates in
Sri Lanka, and by the Railways in Myanmar, among others. Collaborative
interventions for HIV-related TB are being established jointly by national TB
and HIV/AIDS control programmes in India, Indonesia, Myanmar and Thailand.
Thailand, with the highest number of people with HIV-TB co-infection, has
taken a lead and is providing comprehensive services in the entire country.
DOTS-Plus pilot projects for the treatment of those with drug resistant forms of
TB are being implemented in India and Nepal. India has a national plan for
drug resistance surveillance as well as a plan for piloting and implementing
DOTS-Plus nation-wide in a phased manner. Bangladesh, Indonesia and
Myanmar are also planning to scale up quality-assured culture, drug-susceptibility
testing and DOTS-Plus.

With continued commitment at all levels, sustained funding and augmented
technical capacity, countries in the Region can well be expected to continue
the current momentum to reach and sustain the World Health Assembly targets
of 70% case detection and 85% treatment success as well as the Millennium
Development Goals set for 2015.
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This report is based on data submitted by the National Tuberculosis Programmes
(NTPs) of Member countries in the Region to WHO. The case-notification data
include patients registered in 2004, while the treatment outcome includes cohort
reporting on patients registered in 2003. Nepal notified different cohorts: 16
July 2003-15 July 2004 and 16 July 2002-15 July 2003 for case notification and
treatment results, respectively. To simplify the presentation of data, Nepal data
are included in the respective 2004 (case notification) and 2003 (treatment
results) regional cohorts.

2.1 DOTS coverage
DOTS coverage is defined as the population living in administrative areas where
DOTS services are available. This indicator serves as a proxy for people with
access to DOTS. The population with access to DOTS increased from 77% at
the end of 2003 to over 90% by mid-2005. Bhutan, Maldives and Thailand
had already reached nationwide coverage by or before 2002.  DPR Korea and
Myanmar followed in 2003. Sri Lanka and Timor-Leste have also significantly
increased coverage. In India, the Revised National Tuberculosis Control
Programme (RNTCP) extended DOTS coverage to over one billion of the
country’s population in March 2005.

Figure 2 shows the DOTS case-detection rate among new smear-positive
cases in the Region in relation to the population covered. There has been a
significant increase in case detection over the years, moving steadily towards
the 70% case-detection target as coverage has expanded.

2

Progress in
Tuberculosis Control
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2.2 Trends in case notifications and case detection
The South-East Asia Region accounted for 35% of all notified tuberculosis (TB)
cases and similar proportions of new smear-positive cases globally (Figure 3).
In DOTS areas, 49% of all new and relapse cases were smear-positives. This is
much more than in non-DOTS areas (29%) and is explained by the greater
emphasis put on smear microscopy under the DOTS strategy.

Notification rates for all forms of TB and new smear-positive cases (1995-
2004) are presented in Figure 4. Trends in notification for individual countries
are given in the country profiles.

There is an upward trend in both. However, the increase in notifications
of new-smear positive cases is much sharper, than overall notifications. This
most probably reflects the greater emphasis on sputum smear microscopy in
recent years, resulting in cases previously classified as smear negative now being
correctly identified and classified as smear positive.

Trends in case detection under DOTS have also shown a steady increase
as seen in Figures 5 and 6. Regional figures are greatly influenced by the

Figure 2: DOTS case-detection rate and population coverage
new smear positive cases, SEAR, 1997-2004
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detection rates in the high burden countries, and in particular India. The Revised
National Tuberculosis Control Programme of India has now covered over one

Figure 3: All notified new and relapse TB cases
WHO Regions, 2003

Figure 4: TB Notifications: all TB cases and
new smear-positive cases, SEAR, 1995-2004
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billion people, and is expanding rapidly to cover the remaining population. It is
expected that once data for 2005 are available, substantial increments in cases

Figure 5: Trends in DOTS case-detection rates

Figure 6: DOTS case-detection rates, 2004
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detected and notified will be seen, leading the Region as a whole to achieving
or being well within reach of the 70% case-detection target set for end-2005.

In 2004, based on the current estimates for new smear positive cases, the
case-detection rate was 57% for new smear-positive cases under DOTS and
59% counting DOTS and non-DOTS together. For all TB cases, the case-detection
rates were 52% under DOTS and 55% overall, respectively. It must be recognized
however, that trends in case-detection rates are affected by both notifications
(numerator) and changes in the estimated incidence (denominator).

Some Member countries have already begun or have planned to undertake
disease prevalence or ARTI1 surveys in order to obtain better estimates.

2.3 Case notifications
In 2004, the 11 Member countries in the South-East Asia Region (SEA Region)
together notified 1 841 968 tuberculosis cases (all types) which represents 114
per 100 000 population. Of those, 779 159 or 49 per 100 000 were new
smear-positive pulmonary cases. Table 1 shows the case notifications by category
in Member countries.

Five countries in the Region – Bangladesh, India, Indonesia, Myanmar
and Thailand which belong to the global list of 22 countries2 with the highest
burdens of TB (HBCs) notified 1 743 622 cases, or 95% of all cases notified in
the Region (Figure 7).

New smear-positive cases

Among the 779 159 new smear-positive cases in the Region, India notified
489 031 cases (63%), Indonesia 128 981 (17%), Bangladesh 62 500 (8%),
Myanmar 31 408 (4%) and Thailand 28 421 (3.6%), while the remaining six
countries notified 38 818 new smear-positive cases or 5% of the regional
burden.

Positivity rate

The proportion of new smear-positive cases out of all new cases notified was
48% for the Region. Four countries, namely Bangladesh, Indonesia, Sri Lanka

1 ARTI: Annual Risk of Tuberculosis Infection
2 The 22 high burden countries represent 80% of the global case burden.
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Figure 7: Distribution of all notified TB cases, SEA Region, 2004

Table 1: TB notifications in Member Countries of SEA Region, 2004
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and Thailand, notified positivity rates higher than 50%. The positivity rate in
DOTS areas is much higher than in non-DOTS areas. Cases registered in non-
DOTS areas have been reported only by India and Sri Lanka.

Pulmonary smear-negative and extrapulmonary cases

The new smear-negative pulmonary and extrapulmonary cases represented
38% and 13%, respectively, of all notified new cases (Table 1).

Relapse and Retreatment cases

All countries reported relapse cases. The other categories of retreatment, namely,
treatment after failure, treatment after default and other retreatment cases,
were not reported by Bangladesh, Indonesia and Thailand.

The proportion of retreatment cases represents 13% of all notified cases.
However, the true percentage may be slightly higher given underreporting by
some countries.

While most cases are, not surprisingly, found in the most populous countries,
the case-notification rates (number of new smear-positive cases per 100 000
population) show a wide range between 16 and 108/100 000. Five countries
have case notification rates (all cases) of more than 100 per 100 000. Those
countries are, in descending order: Timor-Leste, DPR Korea, Myanmar, Nepal
and India. Figure 8 shows the notification rates in Member countries in the
Region.

New smear-positive pulmonary cases: notifications
by age and sex in 2004

The male–female ratio among new smear positive patients registered in 2004
is roughly 2:1 in the Region. This ratio is, however, reversed among children
below the age of 14 years, with two girls being diagnosed for every boy in this
age group. The proportion then gradually reverses in the older age groups with
cases among men becoming 3.5 times higher than among women in the oldest
age group (Figure 9).

The age distribution shows a peak (23%) in the 25-34 age group. As shown,
more than 80% of the TB patients are between 15 and 54 years old, the socially
and economically most active sections of society.
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Figure 10 shows the average age by sex of TB patients in countries in the
Region. The average age of TB patients in the Region is 41.1 years for men and
35.6 years for women.

Figure 9: Distribution of cases per age and sex group
new ss+ cases, DOTS areas, SEA Region, 2004

Figure 8: Notification rate, new smear-positive cases
SEA Region, 2004
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Figure 10: Average age of new ss+ cases, 2004

2.4 Treatment outcomes

Treatment results among new smear-positive cases

The overall cure rate in the Region for new smear-positive cases was 82% and
the completion rate 3.3%, for the 598 293 cases registered in 2003. Thus, the
treatment success rate of 85.3%, is slightly above the global target of 85%
(Figure 11). Seven countries have reached or exceeded the global target of
85% treatment success.

Reported mortality is as low as 5%. Failure rates are 2%, default rates 6%
and the percentage of cases not evaluated (including transfers out) 2%. The
mortality figures are highest in Thailand (10%), mainly due to HIV and also to
the relatively higher numbers of patients in the older age groups.

Treatment results among retreatment
smear-positive cases

Retreatment cases include a heterogeneous group of patients: relapses, who
have been cured in the past and are again smear-positive, treatment failures
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and defaulters. The latter categories are more likely to be resistant to one or
more drugs. All retreatment cases are treated with standard recommended
Category 2 retreatment regimens.

A total of 135 328 retreatment cases were registered in 2003. Out of
those, 66% were cured and 5% completed treatment. The success rate of 71%
among this group of patients has remained fairly stable over the last five years.
Figure 12 shows the treatment outcomes among retreatment cases registered
in 2003.

Treatment success rates vary per sub-category of retreatment. As expected,
the results are significantly better among relapses than among other retreatment
categories. The treatment success rate is 75% among relapse cases, 69% among
treatment after default and 60% among failure cases, as compared to 85% for
new cases.

The break-down of unfavourable outcomes among the 39 017 retreatment
cases in the 2003 cohort were as follows: 48% defaulted, 26% died, 20% failed
and of 6% had no known outcome. The default rate is significantly higher than
among new cases, illustrating the challenge of repeat treatments.

Figure 11: Treatment results, new smear positive cases, 2003 cohort
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2.5 Overall progress towards case detection
and treatment success
With further improvements in both case detection and treatment success in
almost all countries in the Region compared to previous years (see country
profiles), the Region is progressing steadily towards reaching the set 70% and
85% targets respectively as shown in Figure 13.

2.6 Tuberculosis and HIV
Of the 40 million people estimated to be living with HIV in the world by the
end of 2004, more than six million were in the South-East Asia Region. The
global list of the 41 countries with the highest TB and HIV burdens includes
India, Indonesia, Myanmar and Thailand. The HIV epidemic has reached a
generalized3 stage in Thailand, Myanmar and in six states in India. In Myanmar
and Thailand, the prevalence was 1.2% and 1.5%, respectively. Concentrated4

HIV epidemics are reported from Nepal, Indonesia and in some states in India.

Figure 12: Treatment outcomes, retreatment smear
positive cases, 2003 cohort

3 generalized stage of HIV epidemic: more than 1% of the adult population infected.
4 Concentrated HIV epidemic: more than 5% of high-risk groups infected.



16
Tuberculosis Control in the South-East Asia Region

Between 2.5 to 3 million people in the Region are currently estimated to
be infected with both HIV and TB. The estimated prevalence of TB/HIV co-
infection, i.e. the HIV sero-prevalence among TB patients aged 15-49 years
and the mortality rates attributable to HIV, are as shown in Table 2.

2.7 Anti-TB drug resistance and DOTS-Plus
The magnitude of anti-TB drug resistance is not well documented in the Region;
however, the mean prevalence of MDR-TB among new smear-positive cases in
the South-East Asia Region is believed to be low, at an overall 2%. Three
countries, India, Nepal and Thailand have participated in successive rounds of
the Global Drug Resistance Survey (DRS) and the MDR-TB rates reported were
1.1%, 3.4% (in the state of Tamil Nadu, India) and 2.4% respectively. A survey
conducted in Myanmar in 2004 recorded a rate of 4.0% MDR among new
sputum positive TB patients. Levels as high as 60% have been reported among
previously treated cases in tertiary care facilities. National DRS surveys are
expected to commence in Bangladesh, Indonesia and Sri Lanka in 2006. 

Initiatives to address the management of drug-resistant TB cases such as
policy formulation and planning, acquiring the necessary equipment and training

Figure 13: Trends in case-detection and treatment success rates
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Table 2: Estimated TB/HIV prevalence and mortality

have commenced in all high-burden countries. Implementation of pilot projects
under routine programme conditions has commenced in India and Nepal in
consultation with the Green Light Committee (GLC). Management of MDR-TB
patients is also done through tertiary hospitals, NGOs and private practitioners.
This highlights the urgent needs for NTPs to establish sound working relations
with relevant health care providers for the implementation of DOTS-Plus projects
of high quality before resistance to second-line drugs can emerge.
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3.1 Advocacy, planning and coordination
WHO continued to work closely with Member States to raise the profile of TB
on policy and development agendas through advocacy at the highest policy
levels. A resolution on sustainable financing and TB control tabled by India was
endorsed by the World Health Assembly in 2005.

The Regional and country offices assisted National TB Control Programmes
in preparing plans of action for the next five-year period in several Member
countries that requested this assistance.

The initiative to establish closer bi-regional collaboration with the WHO
Western Pacific Regional Office has been carried forward with exchange visits
arranged for national programme staff from countries in both Regions,
information exchange, participation in regional meetings organized by the
respective technical units and sharing of expertise. The first bi-regional report
on TB control in the South-East Asia and the Western Pacific Regions was also
published in 2005.

The Regional and country offices also continue to work closely with partner
agencies contributing to TB control in countries in the Region.

3

WHO support to
TB Control in the Region
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3.2 Technical support
The Regional Office and country offices continued to provide strategic direction
and enhanced technical support to NTPs in Member States. The focus of the
work is guided by four strategic directions aimed at improving TB control
interventions in the countries. These are: (a) expanding, sustaining and
improving the quality of DOTS implementation; (b) scaling up and strengthening
effective intersectoral partnerships for DOTS; (c) improving community
awareness and utilization of DOTS; and (d) addressing HIV-related TB and
anti-TB drug resistance, under programme conditions.

WHO has continued intensive technical support through the posting of
long-term TB technical staff in Bangladesh, India, Indonesia, Myanmar and
Nepal. The TB programmes in DPR Korea, Sri Lanka, Thailand and Timor-Leste
benefit from the in-country presence of a Medical Officer or National
Professional Officer for communicable diseases (Table 3). Staff contracted under
SSA5 mechanism and national consultants, provide support to the central,

5SSA: special services agreement
6Status on 1 September 2005

Table 3: WHO TB programme staff in the Region6
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intermediate and peripheral levels of national programmes. The mechanism of
horizontal collaboration between WHO country offices makes it possible for
WHO staff based in one country to provide support to neighbouring countries.

Technical missions were fielded to countries to provide assistance in
training , laboratory quality assurance mechanisms, surveillance, drug
procurement and logistics, and assistance in preparing proposals for submission
to GFATM and other funding agencies. Monitoring missions to review progress
made with DOTS implementation were undertaken in three countries during
2005 namely DPR Korea, Indonesia and Timor-Leste.

3.3 Resource mobilization
Assistance was extended to countries in mobilizing increased funding through
multilateral and bilateral donors and development partners. The additional
resources secured have resulted in further narrowing the funding gap for national
TB control programme activities to less than 5% in most countries. The
withdrawal of GFATM support in DPR Korea and Myanmar, however, has left
the national TB control programmes in these countries with serious resource
constraints.

WHO also provided assistance in developing initial proposals as well as
for the implementation and monitoring of activities supported through other
agencies, such as the Canadian International Development Agency (CIDA), the
United Kingdom Department for International Development (DfID), the Royal
Dutch Tuberculosis Association (KNCV Tuberculosis Foundation), the United
States Agency for International Development (USAID) and the World Bank
among others. India, Indonesia and Myanmar received additional support under
the multi-donor funded Intensified Support and Action for Countries (ISAC).
Table 4 gives an overview of the funding provided through GFATM to Member
countries.

Member countries have budgeted their needs for the current year and the
next year, as is shown in Table 5. Funding gaps have been defined but are only
presumptive based on expected contributions from domestic and donor sources.

3.4 Information exchange and capacity building
The annual meetings of the Region’s National TB Programme Managers and
the Technical Working Group on TB continued to provide very useful forums
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for exchange of information and experiences with countries. These meetings
also provided a forum for making joint decisions on future steps for improved
implementation of TB control activities in the Region. Various technical and
training materials were also published and disseminated to countries during
the year.

The World Health Organization in collaboration with the US Centers for
Disease Control and Prevention (CDC), the Research Institute for Tuberculosis
(RIT, Japan) and the Thai Ministry of Public Health organized the first Intercountry
Training of Trainers on TB/HIV in January 2005. An intercountry training on
Leadership and Strategic Management was held in August 2005. National-

Table 4: GFATM funding to Member countries in the SEA Region
(all amounts in US $)
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level training programmes were also supported in several Member States.
Selected WHO and country staff also participated in the training for proposal
writing for the 5th GFATM round (February 2005) and drug resistance and DOTS-
Plus (May 2005) as well as the TB Epidemiology and Surveillance Workshop in
July 2005. Other capacity building efforts are taking place through fellowships
or study tours.

WHO also contributed to the multicountry and country activities organized
by partner organizations: the Global Conference on Lung Health (Paris,
Nov. 2004); the International Course in Management, Finance and Logistics
for TB Control (Jaipur, Feb. 2005), both organized by the International Union
Against Tuberculosis and Lung Disease (Union); the Tuberculosis Seminar in
Bhutan (Jan. 2005), organized by RIT; and a workshop for selected journalists
from seven countries organized by PANOS South Asia (Kathmandu, July 2005).

Table 5: Expected funding and gaps for 2005 and 2006
(Amounts in million US $)
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3.5 Operational research
Support for research aimed at increasing the utilization and acceptance of DOTS,
to reach the poor and vulnerable populations, to ensure gender equity, and to
develop an evidence base for new policies, particularly in the context of health
sector reform in several Member States, is equally essential. The three WHO
collaborating centres for TB control in the Region, the National Tuberculosis
Institute, Bangalore, India, the Tuberculosis Research Centre, Chennai, India,
and the SAARC Tuberculosis Centre, Kathmandu, Nepal were actively involved
in research activities. A research workshop was organized at the Regional Office
in collaboration with the Tropical Disease Research unit and research proposals
on TB prepared for funding through the TDR small grants mechanism. In
addition, national agencies and institutions were supported in refining research
proposals for projects at country level.
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First and foremost, effective TB control lies in sustaining and improving the
implementation of the DOTS strategy.  In order to support the expanded
implementation of DOTS, attention will need to be focused on sustaining
commitment and resources for TB control, building adequate human resource
capabilities to deliver effective DOTS services, including laboratory services
and enhancing the performance of DOTS programmes in the context of health
systems development. It must be emphasized that the key elements of the
DOTS strategy, such as ensuring commitment and resources, quality and
accountability, have much to contribute to strengthening primary health care
delivery systems, besides being demonstrably cost-effective.

Additional approaches will also need to be adopted to widen the reach
and impact of DOTS – among these are the setting up of widely inclusive
partnerships with the private sector, NGOs, business and industry, medical
schools, and communities themselves.  Sustained information, education and
communications campaigns will have to be undertaken to improve community
awareness, participation in and use of DOTS services.  NTPs need equally to
ensure equitable access to services for all TB patients particularly the poor and
the marginalized, in urban slums and shanty towns, remote border areas or
among displaced communities, if transmission of disease and thereby the
incidence is to be reduced.  There is an urgent need to effectively address the
challenge of HIV-associated TB, especially where the HIV is progressing from

4

Priorities for the Future
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the stage of concentrated epidemics to becoming a generalized epidemic.
Fortunately, levels of multidrug resistance in countries in the Region are low at
under 3%.  However, this translates into a large number of patients given the
magnitude of TB in the Region. While quality DOTS services must be sustained
to halt and reverse the development of further resistance, national TB
programmes must, at the same time, begin to extend diagnosis and treatment
under DOTS plus to TB patients who already have multi-drug resistant TB (MDR-
TB). Continued effective monitoring and evaluation to ensure quality of
implementation, and surveillance to monitor the impact of interventions are
equally critical.

4.1 The Regional Strategic Plan for TB Control
(2006-2015)
The current Regional Strategy for TB Control was designed for the period 2001-
2006. A new ten-year Regional Strategic Plan to cover the period 2006-2015
has been drafted keeping in mind evolving changes in TB control interventions
now included within the expanded strategy developed and in response to the
changing pattern of disease both globally and in the Region.  This draft document
was discussed and reviewed with Member Countries and the Regional Technical
Working Group on TB over the last year and will be finalized by December
2005.

The goal remains to reduce morbidity, mortality and transmission of TB
until it is no longer a public health problem in the Region; in the longer-term to
achieve the global elimination of TB, envisaged by the year 2050.

The SEA Regional Strategic Plan for TB Control, 2006-2015 describes the
future directions and focus of work for TB control in the Region during this
period. The objectives are to achieve the MDG targets for TB in all countries in
the Region by 2015.

The strategies and interventions outlined are consistent with the global
strategies, but focus on priorities relevant to the Region and build on what has
been achieved during the previous five-year period (2000-2005). A range of
activities drawn from interventions in progress and from recommendations of
regional meetings and consultations held in recent years on TB control, have
been proposed. These interventions are grouped under the following four
strategic approaches:
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(1) Sustaining and improving the quality of DOTS to reach all TB patients;

(2) Forging partnerships to ensure equitable access to an essential standard
of care to all TB patients;

(3) Establishing interventions to address TB/HIV and MDR-TB; and

(4) Strengthening monitoring and surveillance to measure to measure
progress towards MDGs.

These are aimed at accelerating progress in the context of evolving
challenges, and addressing the requirements of national programmes in the
Region to effectively meet these challenges. The implementation of the proposed
interventions will require further adaptation to country-specific situations.

Millennium Development Goals

Goal 6: to combat HIV/AIDS, malaria and other diseases

Target 8: to have halted by 2015 and begun to reverse the incidence
of malaria and other diseases

Indicator 23: prevalence and death rates associated with TB

Indicator 24: proportion of TB cases detected and cured under DOTS
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Bangladesh

TB control is a priority area in the Health, Nutrition and Population programme
of the Ministry of Health and Family Welfare. The National TB Programme is
headed by a Line Director for TB (and Leprosy), assisted by a Deputy Line-
Director and Programme Manager for TB.

DOTS was adopted in Bangladesh in 1993. Since then, the DOTS
programme has expanded steadily to cover 99% of the country’s population.
Since the inception of the programme, major NGOs have assisted the NTP in
implementing DOTS in over 90% of the country under Memoranda of
Understanding (MoU) with the government. The Government remains the
overall coordinator and safeguards sustainability.

The substantial increase in funding made available through GFATM resulted
in significantly strengthening the central TB unit, with the recruitment of
additional technical officers. It also helped in enhancing the implementation of
various activities, including introduction of a laboratory quality assurance scheme
and DOTS-Plus projects.

Ambitious plans for increasing the case-detection (now at 46%) are being
developed. Innovative approaches such as the formation of TB clubs consisting
of cured patients, DOTS corners in medical college hospitals and in health
facilities of the Dhaka and Chittagong export processing zones, the involvement
of village doctors and shasto shebikas, etc. are contributing in case finding, as
well as in providing an additional mechanism to make directly observed
treatment more patient-friendly. Pilot projects are being undertaken to involve
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for-profit private practitioners. Urban TB control is also being addressed more
systematically, particularly in the cities of Dhaka and Chittagong.

Main achievements during last year

Expansion of the DOTS programme in metropolitan cities; introduction
of DOTS in prisons, academic institutions and workplaces.

Increased financial support from CIDA, GFATM; technical support
from WHO; and drugs from Global Drug Facility (GDF).

Initiation of a public-private partnership project in Dhaka with formal
linkages between private (for profit) medical practitioners and NGO
partners of NTP.

Increase in case-detection from 34% to 46% in the last two years.

Expansion of the external quality assurance mechanism for AFB
microscopy.

Key challenges and constraints

Sustaining TB control as a priority programme under the health sector
reform.

Continued availability of adequate technical capacity at the central
level.

Mechanisms to ensure high quality of sputum smear microscopy.

Adjustment and implementation of existing behaviour change
communication strategies to achieve the expected impact.

Enhancing supervision, monitoring and evaluation of the programme.

Future actions

Implementing (2006-2007) innovative approaches for further
increasing the case detection while maintaining the high success rate.

Addressing the issue of MDR-TB, including undertaking drug-resistance
surveys and setting up DOTS-Plus projects.

Implementing TB/HIV collaborative activities.

Introducing comprehensive advocacy, communication and social
mobilization activities.
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Progress in population coverage and
DOTS case detection

TB notification rates, 1995-2004

Case notifications by category: 2004
(n=100 057)

New ss+ cases 2004: Notifications by age and sex
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New ss+ cases: Treatment outcomes
(2003 cohort, n=53 618)

Progress in DOTS case detection
and treatment success
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Bhutan

The national TB control programme in Bhutan was established in 1976 and has
been fully integrated into the general health services since its inception. TB
control is an integral part of the “Bhutan Vision 2020” aiming at peace, prosperity
and happiness for all citizens.

Short-course chemotherapy was introduced in 1988 and expanded in
phases. The DOTS strategy was adopted and implemented nationwide in 1997.
The annual risk for transmission of the infection is estimated to be around
1.5%. The number of HIV cases is also rising in some parts of the country
posing a threat to TB control.

Confirmation of the diagnosis, initiation of treatment and registration
remains the responsibility of the dzongkha (district) medical officer. Due to the
difficulties in organizing directly observed treatment, patients are admitted in
the hospitals during the intensive phase. The treatment services are being further
decentralized to the Basic Health Unit level, which will make fully ambulatory
treatment possible.

The programme has achieved and maintained high treatment success rates,
above the global target of 85%. The cure rates have also been improving as the
follow-up of patients and repeat sputum examinations during the course and
at the end of treatment are given more attention.

Very little is known about the extent of MDR-TB. However, all clinical
failures of treatment are being treated with second-line drugs.
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Main achievements during last year

Sustaining very strong government commitment.

Financial security consequent to the grant from GFATM (Round 4).

Updating of the national treatment guidelines.

Decentralization of the treatment during the intensive phase to the
Basic Health Unit level, with possibility of also administering
streptomycin for category II patients.

Diagnostic facilities also being expanded to selected Basic Health Units
to improve access.

Key challenges and constraints

Maintaining quality of microscopy services in decentralized system.

Relatively few suspect examinations.

TB control among migrant workers.

Timely implementation of all GFATM-funded activities.

Future actions

Undertaking (2000-2007) of an independent programme review.

Establishing culture and DST facilities at the National Reference
Laboratory.

Continued strengthening of programme management to sustain and
intensify TB control activities.
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Progress in population coverage and
DOTS case detection

TB notification rates, 1995-2004

Case notifications by category: 2004
(n=1 002)

New ss+ cases 2004: Notifications by age and sex

New ss+ cases: Treatment outcomes
(2003 cohort, n=384)

Progress in DOTS case detection
and treatment success
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DPR Korea

The DOTS programme was introduced in DPR Korea in 1998, with full coverage
being achieved by the end of 2003. WHO has been supporting the programme
since its inception, and which was intensified after the establishment of the
WHO country office.

Apart from WHO, the Canadian International Development Agency (CIDA)
has been the main donor in recent years, increasing funding in the last year of
a three-year grant. The Stop TB Partnership’s Global Drug Facility (GDF),
continues to provide anti-tuberculosis drugs through its grant mechanism since
2002.

The programme has a vertical structure up to the county/district level. At
the more peripheral levels (ri in rural areas and dong in urban areas), a TB
officer is designated from among the medical officers providing general services
at that level. Due to the coverage by general health services, access to DOTS
services has been ensured for the entire population

The DOTS programme has shown very successful results from the beginning
and maintained these high success rates during the expansion of the programme
as well.

Main achievements during last year

Continued high level of political commitment.
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New protocol for revising the quality assurance system for TB
laboratories.

Successful decentralization through involvement of ri and dong (sub-
district level) clinics.

Technical support maintained by WHO through the posts of Medical
Officer for Communicable Diseases, NPO for HIV&TB, and short-
term consultancies for surveillance, laboratory training and drug
management.

Key challenges and constraints

Sustaining financial medium-term support for TB control beyond 2005
following withdrawal of Global Fund support.

Lack of overall activity plan with costs for TB control.

Lack of sufficiently accurate information on the burden of TB and on
anti-TB drug-resistance.

Insufficient capacity for diagnosing smear-negative TB at the referral
centres.

Lack of information on TB control activities carried out through other
public health systems.

Future actions

Engaging with donors and partners to ensure financial sustainability in
the short, medium and long term.

Implementing the new protocol on quality assurance for smear
microscopy.

Conducting a representative ARTI survey.

Improving the capacity for and access to culture and drug-sensitivity
testing, in collaboration with a supranational reference laboratory.

Improving the diagnostic facilities at the referral centres, particularly
for smear-negative, extrapulmonary and childhood TB.

Engaging with other public health care providers.
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Progress in population coverage and
DOTS case detection

TB notification rates, 1997-2004

Case notifications by category: 2004
(n=52 248)

New ss+ cases 2004: Notifications by age and sex
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New ss+ cases: Treatment outcomes
(2003 cohort, n=17 945)

Progress in DOTS case detection
and treatment success
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India

India has accelerated implementation of the DOTS strategy through the Revised
National Tuberculosis Control Programme (RNTCP): the one-billion population
coverage mark was reached in March 2005; full coverage has been achieved
in 30 out of 35 states and union territories, and nationwide coverage is likely to
be achieved before the end of 2005.

Major improvements were made in the field of human resource
development with the finalization and introduction of updated or new training
modules for medical officers of the programme and private practitioners.
Intersectoral collaboration is being strengthened with an increasing number of
private as well as other public health service providers. The RNTCP is
implemented through around 1450 NGOs, over 9000 private practitioners,
206 medical colleges, and over 150 corporate enterprises, as well as through
the health centres linked to the Ministries of Railway, Oil and Petroleum, Defence,
and the Employees’ State Insurance Scheme.

To date, there is limited information available on drug-resistance patterns
in the country. As yet, RNTCP does not treat MDR-TB cases with second-line
drugs. The RNTCP has a plan to conduct drug-resistance surveys in several
states starting from August 2005, as well as establishing two DOTS-Plus treatment
sites in 2006.

Although India is a high TB-burden, low HIV-prevalence country, the HIV
epidemic poses a potential threat to the success of the TB control programme
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in a number of states. There are an estimated five million people living with
HIV, with six states having estimated HIV infection rates of over 1% in the
general population. Collaboration between the TB programme and the HIV
programme is being scaled up from the current activities in the six high HIV
prevalent states to another six large states.

Main achievements during last year

Narrowing of funding gaps through grant renewals of GFATM
(Round 1), implementation of phase 1-activities of GFATM Round 2,
and signing of grant agreement for Round 4.

Programme implementation plan in place for second phase of RNTCP-
World Bank supported components.

Technical guidelines in place for external quality assessment (EQA) for
sputum-smear microscopy, supervision and monitoring, development
of paediatric patient-wise treatment boxes.

Establishment of DOTS-Plus committee, on-going development of
RNTCP DOTS-Plus guidelines, identification of DOTS-Plus treatment
centres.

Uninterrupted drug supply, with support from DfID, GDF (grant and
direct procurement mechanisms) and USAID (via WHO).

Key challenges and constraints

Sustaining and improving the quality of DOTS services.

Concerns regarding financing in the longer-term.

Coordination of different planning cycles and monitoring/evaluation
requirements for government and the different partner agencies.

Roll-out of collaborative activities between RNTCP and the National
HIV/AIDS Control Programme.

Addressing MDR-TB and paediatric TB under programme conditions.

Future actions

Completing nation-wide coverage under DOTS before the end of
2005.
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Continued engagement with donors and partners to ensure financial
sustainability in the medium and long term.

Ensuring the quality of the programme through HR capacity building,
enhanced supervision, and strengthened partnerships with other health
care providers.

Building capacity in designated “intermediate” reference laboratories
in all large states to support EQA, DRS and DOTS-Plus.

Introducing paediatric patient-wise boxes.

Progress in population coverage and
DOTS case detection

TB notification rates, 1995-2004
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Case notifications by category: 2004
(n=1 275 998)

New ss+ cases 2004: Notifications by age and sex

New ss+ cases: Treatment outcomes
(2003 cohort, n=358 778)

Progress in DOTS case detection
and treatment success
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Indonesia

1 ISAC: Intensified Support and Action Countries

The quality of DOTS implementation through the puskesmas (health centre)
network has been the cornerstone for further rapid progress towards the 2005
targets. The treatment success rates have been sustained over 85% for the past
four years. The case-detection rates steadily increased to 54% in 2004. Rapid
expansion of DOTS services to lung clinics and hospitals has also contributed
to this increase. The recently concluded national TB prevalence survey,
conducted as part of the national household survey, has helped to establish
more accurate estimates on which to base case-detection trends.

Planned HRD has resulted in enhanced skills of health staff to implement
DOTS at all levels. The restructuring of the central level sub-directorate and
Gerdunas structure, followed by strengthening of the technical and managerial
capacity at the central and particularly provincial level (through provincial DOTS
teams) has contributed significantly to progress. This has been complemented
by enhanced technical support from the international partners. Significant
resources have been mobilized through GFATM, ISAC1, USAID, CIDA and KNCV
Tuberculosis Foundation; commitment is mainly achieved by demonstrating
tangible results.

Although the commitment at central level is high, resources for TB have
not been sustained by several district administrations under the decentralized
health system. While the Gerdunas movement, established in 1999, catalyzed
the wide acceptance of DOTS, the local chapters of Gerdunas, however, are
not functional.
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The HIV epidemic in Indonesia remains at the stage of concentrated
epidemics. The lessons learnt from the TB/HIV collaborative pilot projects in
Jakarta will help guide future interventions. A national paediatric TB working
group has been established and national guidelines for the management of
children have been developed. While the magnitude of drug resistance in the
country is largely unknown, risk factors exist. Implementation of the planned
drug resistance survey should be accelerated and ensured.

Main achievements during last year

Enhancing case detection while sustaining high treatment success rates.

Rapid expansion of DOTS to the hospitals (24% of all large hospitals
in the country).

Strengthened technical and managerial capacity at the provincial level.

Successful management of the GFATM and funds from other donors.

Key challenges and constraints

Poor quality of the DOTS programme in hospitals.

Sub-optimal implementation of the TB laboratory quality assurance
protocol.

Highly variable political commitment at the district level.

Limited information available on drug resistance patterns and on TB/
HIV.

Future actions

Adoption of new guidelines for improving DOTS implementation in
hospitals.

Strengthening of the laboratory network through training, supervision
and implementation of EQA.

Revitalizing of the Gerdunas chapters at the provincial and district
levels and implementation of advocacy campaigns in selected areas.

Conducting drug-resistance survey in Central Java.

Conducting a TB/HIV seroprevalence study in high HIV prevalence
areas and strengthening of TB/HIV collaborative activities.
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Progress in population coverage and
DOTS case detection

TB notification rates, 1995-2004

Case notifications by category: 2004
(n=214 658)

New ss+ cases 2004: Notifications by age and sex
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New ss+ cases: Treatment outcomes
(2003 cohort, n=92 566)

Progress in DOTS case detection
and treatment success
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Maldives

The DOTS programme was initiated in 1994, and nationwide coverage achieved
by 1996. The programme is relatively easy to manage through an excellent
telecommunications system linking health facilities including those in remote
islands and atolls. Microscopy centres are located at the five regional hospitals.
The Indira Gandhi Memorial Hospital in Malé, which serves as the national
referral hospital, has culture facilities.

The National TB Programme of the Maldives was the first in the Region to
achieve the global targets set for 2005. The programme has continued to be
very successful. Maldives has maintained a case-detection rate of over 100%
while treatment success rates of over 90% have been consistently achieved
over the past five years. Since 1997, no cases of drug resistance have been
reported.

All patients receive DOT from their nearest health facility. During the entire
course of treatment, patients attend the clinic or are visited at home by health
staff on a daily basis. In special situations, DOT is also undertaken by other
trained people, such as island chiefs, ship captains, resort managers or factory
supervisors. Health education is routinely given at the time of diagnosis and
after two weeks.

Fixed-dose combinations, supplied as a grant from GDF, were introduced
in March 2005. The private sector has been well integrated with the TB control
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programme through the establishment of a referral system. Anti-TB drugs are
only available within the national TB control programme.

The government bears most of the infrastructural, staffing and operational
costs, while WHO is the main source of technical support.

Main achievements during last year

Adequate numbers of trained health workers, with training conducted
through formal and non-formal courses.

Mass awareness programmes for TB.

Introduction of fixed-dose combinations from GDF.

Continued excellent case-finding and treatment results.

Key challenges and constraints

Increased crowding in Male’ due to space constraints may lead to
increased transmission.

International travel to other (high-burden) countries with increased
risk of disease transmission.

A number of patients seeking treatment especially in the unlinked
private sector in countries abroad.

Improving the quality of sputum smear microscopy.

Future actions

Group education at selected sites to increase awareness and knowledge
among targeted groups.

Strengthening of laboratories through rigorous introduction of a quality
assurance programme.
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Progress in population coverage and
DOTS case detection

TB notification rates, 1995-2004

Case notifications by category: 2004
(n=149)

New ss+ cases 2004: Notifications by age and sex
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New ss+ cases: Treatment outcomes
(2003 cohort, n=68)

Progress in DOTS case detection
and treatment success
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Myanmar

Revitalization of NTP activities in Myanmar due to resumption of funding
resulted in a dramatic increase in case-detection from 48% in 2000 to 85% in
2004, while the treatment success rates under DOTS have remained high at
81%. The increase in case detection is attributed to a rapid DOTS expansion
and enrolment of larger numbers of patients following the availability of drugs
through GDF since 2002. Successive rounds of IEC campaigns and increasing
referrals from other disciplines within the public health system have also
contributed substantially, as well as notifications from other sectors such as
defence, railways, and the social security board. Public-private DOTS initiatives
are also contributing additional cases: general practitioner referrals contributed
to an overall 25%-40% increment in the number of new sputum smear-positive
cases registered in townships where these initiatives are in place.

Available limited data indicate that TB/HIV co-infection is increasing. The
political commitment to address TB/HIV is high and a high-level national TB/
HIV coordination committee has been established. Collaboration between NTP
and NAP has been established and two pilot projects on TB/HIV collaborative
interventions are being implemented with assistance from external development
partners.

A national drug-resistance survey held in 2002-2003 revealed 4% MDR-
TB among new patients and 15.5% among previously treated patients. There
are no clear national guidelines on the management of these patients. Second-
line drugs are available through private pharmacies and hospitals. Treatment
regimens for drug-resistant cases are individualized, based on culture and drug-
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susceptibility testing done at the National Reference Laboratory in Yangon
and in private laboratories.

While the overall performance of NTP has been commendable and
sustained through continued domestic funding and limited external resources,
the unilateral withdrawal of GFATM funding beyond mid-2006, the proposed
major funding source for infrastructural development and capacity building –
 seriously threatens the ability of the programme to sustain current achievements
and may even reverse hard won gains. Further gains will clearly depend on
identifying new funding sources while sustaining national resources.

Main achievements during last year

Excellent programme results.

Signing of grant agreement with GFATM and availability of funds since
January 2006.

Drug supplies secured through Global Drug Facility grant until 2008.

Five-year strategic plan (2006-2010) prepared and endorsed in July
2005.

Integrated HIV care and support for TB/HIV patients pilot projects
started.

Key challenges and constraints

Reprogramming of on-going activities and identifying new funding
sources after the withdrawal of support by the GFATM from mid-
2006.

Ensuring adequate capacity of programme staff at different levels.

Coordination between NTP and NAP for scaling up TB/HIV
collaborative activities.

Relatively high levels of drug resistance and the need to address the
management of MDR-TB cases under the programme.

Future actions

Human resources development including intensive training on new
WHO modules, intensified supervision, monitoring and evaluation.

Conducting surveys (disease prevalence, TB/HIV and drug resistance).

Setting up of DOTS-Plus projects.
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Progress in population coverage and
DOTS case detection

TB notification rates, 1995-2004

Case notifications by category: 2004
(n=99 431)

New ss+ cases 2004: Notifications by age and sex
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New ss+ cases: Treatment outcomes
(2003 cohort, n=27 448)

Progress in DOTS case detection
and treatment success
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Nepal

Nepal achieved 100% administrative coverage with DOTS in 2004, establishing
a DOTS facility in every district in the country. Accessibility to TB services has
been further increased through the extension of the programme to the sub-
centre level.  Treatment results are commendable, having surpassed the global
target of 85%, while case detection has further increased to almost 70%.

Despite the prevailing political instability, the TB programme has continued
to function reasonably well. A major activity that has been postponed for over
a year is an external review mission.

Political commitment is high, catalyzed by the sustained financial support
for the coming five years. The programme is heavily dependent on donor
support. Following the signing of the grant agreement with GFATM in June
2005, implementation of GFATM-supported activities will start in January 2006.
WHO is also committed to provide technical assistance with the continuation
of the posts of one Medical Officer and five national consultants through the
next biennium. The Nepal NTP has a strong community base and has established
significant collaboration with the private sector.

The NTP has commenced a DOTS-plus project for treating proven MDR-
TB patients, following approval by the Green Light Committee (GLC) and training
of NTP staff at a GLC certified international centre of excellence in Latvia.

Nepal is at the stage of a concentrated HIV epidemic with a significant
proportion of cases attributable to intravenous drug use. The TB programme is
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in the process of setting up, in collaboration with the national HIV/AIDS
programme, TB/HIV collaborative activities. Nepal is also beginning a nationwide
ARTI survey to more accurately estimate the burden of TB in the country.

Main achievements during last year

Decentralization of treatment to an additional 465 sub-centres.

Funding secured for the period 2006-2010 through GFATM.

Availability of drugs through the direct procurement mechanism of
GDF.

Approval by GLC of a multicentre DOTS-Plus pilot project for 350
patients.

Key challenges and constraints

Maintaining adequate staff capacity at all levels of the health system.

Further effectively involving the private sector.

Initiating TB/HIV collaborative activities.

Ensuring that the successful implementation of the DOTS-Plus pilot
project will not be at the expense of the regular first-line activities.

Upgrading of the facilities of the National Reference Laboratory.

Need to upgrade data on which to base estimates of TB prevalence
and mortality.

Future actions

Strengthening of the human resource capacity as part of the GFATM-
funded activities.

Formalizing links between the National Reference Laboratory and a
Supranational Reference Laboratory.

Developing closer collaboration with HIV stakeholders to develop and
scale up TB/HIV collaborative activities.

Implementing, monitoring and evaluating the DOTS-Plus pilot project.

Conducting a nationwide tuberculin survey.
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Progress in population coverage and
DOTS case detection

TB notification rates, 1995-2004

Case notifications by category: 2004
(n=32 678)

New ss+ cases 2004: Notifications by age and sex
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New ss+ cases: Treatment outcomes
(2003 cohort, n=14 348)

Progress in DOTS case detection
and treatment success
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The National Tuberculosis Control Programme has made further progress with
DOTS expansion. Improvements in infrastructure, strengthening of the technical
capacity at the central unit, ensuring completeness of reporting from districts
and improvements in default tracing among internally displaced and urban
populations have been the focus of work during the past two years. The case-
detection is 83%, well above the global target of 70%, while the treatment
success rate is 81%. The default rate is still fairly high at 11%.

The district chest clinics are the basic management units of the NTP. They
diagnose and register the patients, and are responsible for transferring patients
between districts. Treatment is available from the chest clinics, branch clinics at
sub-district level and at divisional (sub-district) hospitals and peripheral health
units.

Sri Lanka has not yet achieved full coverage with ambulatory DOTS moving
away from the practice of hospitalization in the intensive phase, but has
progressed in the last year with additional districts being involved.

Full funding for the programme has been secured from the World Bank,
GFATM (Round 1) and Fidelis for implementing core programme activities.
Drugs are being supplied through a grant from the GDF. Fixed-dose combinations
were introduced in 2005.

Sri Lanka
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Main achievements during last year

Establishment of treatment units in three more districts.

Introduction of fixed-dose combinations.

Further decentralization of microscopy services to selected primary
health care institutions.

Drug delivery points established in tea estates.

Sensitization of private practitioners.

NGO involvement for increasing awareness through school
programmes.

Key challenges and constraints

High staff turn-over at the central and district levels.

Poor coordination between the central and the district levels.

Low awareness about TB among health staff and in the community.

High default rates, especially in urban settings.

Future actions

Strengthening of technical capacity at the central and district levels.

Making full use of the decentralized health care system through
advocacy, targeting at health managers at the provincial and district
levels.

Nationwide introduction of fixed-dose combinations.

Establishing culture and DST facilities at the National Reference
Laboratory.

Introducing intersectoral collaborative interventions for DOTS.
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Progress in population coverage and
DOTS case detection

TB notification rates, 1995-2004

Case notifications by category: 2004
(n=8 772)

New ss+ cases 2004: Notifications by age and sex
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New ss+ cases: Treatment outcomes
(2003 cohort, n=3 652)

Progress in DOTS case detection
and treatment success
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Thailand

Thailand belongs to the 22 high-burden TB countries as well as to the 41
countries with the highest TB/HIV burden. Tuberculosis is affecting two distinct
subgroups in the population: young adults, the economically most productive
group, where TB is often directly or indirectly linked with HIV; and the oldest
age groups, where TB is more often the result of reactivation. The prognosis in
both age groups is worse than in the other patients.

It is estimated that 8.7% of all TB patients are infected with HIV. TB case-
fatality rates are high, in large part attributed to HIV. An additional 1400 TB
deaths occurred among those co-infected with HIV. Coordination of
collaborative activities between the TB and HIV programmes is formalized
through the setting up of a TB/HIV Coordinating Board at the national level.
Integrated well-functioning TB-HIV services are available nationwide.

Drug resistance is also an increasing concern. Second-line drugs are
available and used; however, there are no established DOTS-Plus projects yet.

The health services are fully decentralized, including planning and
budgeting. This poses additional challenges to TB control competing for available
human and financial resources, as well as for managing and coordinating the
programme. Attention is being focused on the development of a sound human
resources strategy, so that the programme can be sustained through the regular
structure. Complementary to this, collaboration with other sectors is being
established to reach services to all patients. TB control in urban and cross-
border areas including among refugees and other marginalized people is a
major challenge being addressed by the programme.
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Main achievements during last year

Setting up of the national TB/HIV Coordinating Board.

Development of TB/HIV manual and guidelines; training of selected
health workers on TB/HIV.

Development and commencement of implementation of a human
resources development (HRD) plan.

Strengthening of the DOTS programme in special settings, including
prisons, border areas, and urban areas.

Expansion of DOT services through involvement of village health
volunteers.

Key challenges and constraints

Insufficient technical capacity to implement activities in a timely
manner through the additional funding made available through
GFATM, including TB/HIV, HRD, urban TB control and an advocacy
and communication strategy.

Inadequate capacity to manage drug susceptibility testing services.

Management of TB in hard-to-reach populations, including illegal
migrants, mobile populations, and other patients not registered under
the universal health coverage scheme.

Future actions

Further strengthen HRD through inclusion of TB/DOTS modules in all
medical and paramedical teaching curricula and setting up of a HRD
database.

Upgrade regional TB laboratories to regional reference laboratories
for TB.

Foster collaboration with NGOs and tailor guidelines to better
accommodate the hard-to-reach populations.
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Progress in population coverage and
DOTS case detection

TB notification rates, 1995-2004

Case notifications by category: 2004
(n=55 306)

New ss+ cases 2004: Notifications by age and sex
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New ss+ cases: Treatment outcomes
(2003 cohort, n=28 459)

Progress in DOTS case detection
and treatment success
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A TB Central Management Unit has been established within the Ministry of
Health and the capacity to implement activities is being gradually built at all
levels with assistance from external partners—mainly Caritas-Norway and WHO.
There has been steady progress in DOTS expansion. The NTP is now functioning
in all 13 districts and 65 sub-districts of the country. Despite the substantial
higher case notification in sub-districts where community volunteers have been
trained to refer suspects and community health centre laboratories are active,
the overall case-notification rate has actually declined. This may be due to
more accurate population data after the latest census. Treatment success rates
have increased from 73% in 2001 to 81% in 2003.

The NTP received the first consignment of free drugs through GDF in May
2005 and will receive drugs until 2007. The country will also benefit from a
GFATM grant of US$ 2.057 million between 2005 and 2009.

Several issues need to be addressed. Strengthening the technical and
managerial capacity at the Central Management Unit and central laboratory
for training, logistics, data management, supervision and quality assurance is of
utmost importance. In order to expand the effective reach of diagnostic and
treatment services, peripheral health posts, NGOs and other employment sectors
need to be more effectively involved. Considering the difficult terrain and
distances in most sub-districts, a cadre of community volunteers will have to be
fully engaged to achieve real access to services. Full collaboration with expatriate
doctors is necessary to ensure optimal diagnostic and treatment practices and
to avoid drug resistance.

Timor-Leste
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While there are no reliable estimates on the prevalence of TB/HIV or
MDR-TB, the means to address the impact of HIV on health services in general,
and on TB services in particular, need to be considered.

Main achievements during last year

Handover of TB control coordination initiated from Caritas-Dili to
the newly established NTP within the Ministry of Health.

Population coverage of 100% at the district and sub-district level.

First grant of drugs received from GDF with a commitment for three
years to cover 90% of the programme’s needs.

Additional funding available from GFATM.

Key challenges and constraints

Insufficient technical and managerial capacity in the Central TB
Management Unit.

Varying quality of implementation at district and sub-district levels.

Poor access to TB control services in many parts of the country.

Insufficient baseline data on different aspects of the programme.

Future actions

Reinforcing the institutional capacity of the Central Management Unit,
through identification and training of key programme staff, sharing of
experiences and increased technical assistance.

Capacity building and effective supervision of implementation at district
and sub-district levels.

More systematic involvement of NGOs and grassroots level
organizations to complement the health services (government and
church), for increasing the reach of DOTS services.

Supporting operational research to determine the local factors affecting
the programme.
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Progress in population coverage and
DOTS case detection

TB notification rates, 2002-2004

Case notifications by category: 2004
(n=3 206)

New ss+ cases 2004: Notifications by age and sex
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New ss+ cases: Treatment outcomes
(2003 cohort, n=1 027)

Progress in DOTS case detection
and treatment success
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