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1. INTRODUCTION 

The Regional Office for  the Eastern Mediterranean (EMRO) of the World Health 
Organization (WHO) in collaboration with the Ministry of Health of Jordan held a meeting of 
National Managers of Tuberculosis Control Programmes in the Eastern Mediterranean Region 
in Amman, Jordan, from 16 to 18 September 2000. The objectives of the meeting were to: 

?? review the progress made in the countries of the Region in relation to the DOTS ALL 
OVER targets; 

?? prepare national plans of action for 2001 and 2002 in order to further strengthen 
tuberculos is control programmes. 

All national tuberculosis programme (NTP) managers from the countries in the Eastern 
Mediterranean Region, except Morocco, participated in the meeting. In addition, 
representatives of nongovernmental organizations and other agencies, including the Health 
Minister’s Council for GCC (Gulf Cooperation Council) States, JICA (Japan International 
Cooperation Agency), UNRWA (United Nations Relief and Works Agency for Palestine 
Refugees), World Bank and World Food Programme also attended.  

At the opening of the meeting, messages were addressed to the participants from His 
Excellency the Minister of Health, Jordan, and the WHO Regional Director for the Eastern 
Mediterranean. In his message, Dr Hussein A. Gezairy, Regional Director, welcomed 
participants to the meeting and extended his thanks to the Government of Jordan and His 
Excellency the Minister of Health for their kind offer to host the meeting in Oman, Jordan. 
The Regional Director explained that during the past few years significant progress had been 
made in the Region, particularly with regard to DOTS ALL OVER. Ten countries had already 
achieved DOTS ALL OVER by the end of 1999: Bahrain, Cyprus, Djibouti, Jordan, Kuwait, 
Morocco, Oman, Palestine, Qatar and Tunisia. It was reported that the Syrian Arab Republic 
had also achieved DOTS ALL OVER. Another nine countries were expected to achieve 
DOTS ALL OVER by the end of 2000. These were Egypt, Islamic Republic of Iran, Iraq, 
Lebanon, Libyan Arab Jamahiriya, Saudi Arabia, Sudan, United Arab Emirates and Republic 
of Yemen. The exceptions were Afghanistan, Pakistan and Somalia. Somalia was maintaining 
good DOTS activities in a situation of complex emergency. Afghanistan and Pakistan were 
late in DOTS expansion.  

WHO had strengthened partnership in tuberculosis control. Many nongovernmental 
organizations, private health sector and non-ministry of health governmental health services 
were coming to support national tuberculosis programmes. However, it had to be realized that 
the fight against tuberculosis was a long-term endeavour. DOTS ALL OVER was the 
beginning of tuberculosis control, and not the end. In this regard, attention had to be focused 
on issues like quality of DOTS activities and comprehensiveness of DOTS ALL OVER. 
DOTS activities had to be of high quality, accomplish 85% cure rate and 70% case detection 
rate, and involve all tuberculosis partners, including partners from both public and private 
sectors. The Regional Director stressed that it was the right time to critically review progress 
and develop a clear vision of the fight against tuberculosis. 



WHO-EM/TUB/232/E/L 
Page 2 

 

In his message, His Excellency, Dr Faleh Alnasser, Minister of Health, Jordan, 
welcomed the participants to Jordan and expressed his gratitude to the Regional Director for 
holding this meeting in Oman. He mentioned that tuberculosis remained a public health 
problem and high priority disease for action. The national tuberculosis programme of Jordan 
had made significant progress by achieving DOTS ALL OVER and had been able to achieve 
the global targets for tuberculosis control for case finding and treatment success. There was 
good collaboration with other partners in the field of tuberculosis control in Jordan. He cited 
the example of the collaborative activities between the national tuberculosis programme and 
the Jordanian Anti-Tuberculosis Association. He reiterated the commitment of his government 
to keeping tuberculosis as a priority disease.  

The participants reviewed the objectives and agreed on the methods of work of the 
meeting with the help of the WHO secretariat. The participants also reviewed the 
recommendations of the previous year’s meeting. The programme and list of participants are 
attached in Annexes 1 and 2, respectively.  

2. CRITICAL REVIEW OF DOTS ALL OVER PROGRESS 

The participants of the meeting, with the help of the WHO secretariat, reviewed the 
progress made in DOTS ALL OVER in the Region. DOTS implementation in the Region 
started in 1995 in the so-called ‘zero DOTS era’ when only one country, Morocco, was 
implementing DOTS nationw ide. By the end of 1999, 10 countries had achieved DOTS ALL 
OVER: Bahrain, Cyprus, Djibouti, Jordan, Kuwait, Morocco, Oman, Palestine, Qatar and 
Tunisia. In addition to this the Syrian Arab Republic achieved DOTS ALL OVER during 
2000. Nine other countries: Egypt, Islamic Republic of Iran, Iraq, Lebanon, Libyan Arab 
Jamahiriya, Saudi Arabia, Sudan, United Arab Emirates and Republic of Yemen are expected 
to achieve DOTS ALL OVER by the end of 2000. Of the remaining three countries, Somalia 
has achieved and maintained significant DOTS coverage and has excellent programme 
performance in a complex emergency situation. Afghanistan and Pakistan are late in DOTS 
expansion due to the high burden of disease and the security situation. EMRO is working 
closely with these countries to assist in DOTS expansion.  

The participants of the meeting appreciated the fact that tuberculosis control is a priority 
programme in EMRO and in many countries of the Region. This commitment to tuberculosis 
control has been translated into action and there are strong technical teams at the regional and 
national levels in many countries of the Region. Consequently the DOTS population 
coverage, which was less than 50 million in 1996, had increased to 200 million by 1999.  

The experiences of DOTS in the Region have clearly proved that DOTS is 
implementable in different socioeconomic and security situation settings and is achievable if 
action-oriented political commitment of the governments and strong leadership in the 
programme is present. The Region has several examples to prove that remarkable results can 
be achieved with DOTS in varying situations. However, some challenges remain to be 
overcome. Pakistan and Afghanistan, which account for 43% and 11% of tuberculosis burden 
in the Region, respectively, are lagging behind in DOTS implementation.  
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The other issues are quality of DOTS activities in treatment outcome and case detection, 
and comprehensiveness of DOTS, which includes sector-wide approach, social mobilization 
and health sector reform. 

The participants were divided into three groups to critically review DOTS ALL OVER 
progress in three groups. Three main points were reviewed in detail: a) DOTS coverage, b) 
quality of DOTS activities and c) status of DOTS ALL OVER or comprehensiveness of 
DOTS. The outcome of the group work follows. 

a) DOTS coverage (see Table 1) 

Table 1. DOTS coverage in the countries of the Eastern Mediterranean Region 
 

Country June 1999  
(%) 

September 2000 
(%) 

100% DOTS coverage  
if not yet 

Afghanistan 10 31 Depends on security situation 
Bahrain 100 100  
Cyprus 100 100  
Djibouti 100 100  
Egypt 45 100  
Iran, Islamic Republic of 65 96 End 2000 
Iraq 10 67 October 2000 
Jordan 100 100  
Kuwait 100 100  
Lebanon 10 100  
Libyan Arab Jamahiriya 0 0  
Morocco 100 100  
Oman 100 100  
Pakistan 8 8 2005 
Palestine 100 100  
Qatar  100 100  
Saudi Arabia 40 48 End 2000 
Somalia  53 56 78% end 2000 
Sudan 65 72 End 2000 
Syrian Arab Republic 68 100  
Tunisia 100 100  
United Arab Emirates  0 70 End 2000 
Yemen, Republic of 52 85 End 2000 
UNRWA 100 100  

 
According to the information collected during the group work exercise, countries 

reaching DOTS ALL OVER increased from 10 in 1999 to 13 in September 2000. Altogether 
20 countries are expected to achieve nationwide DOTS coverage by the end of 2000. Among 
the remaining three countries, Somalia has made significant progress in DOTS expansion 
(56%) in difficult socioeconomic conditions and a complex emergency situation. Somalia is 
expected to increase its DOTS coverage to 78%; nationwide coverage is dependent on the 
political situation in the country. In Pakistan DOTS coverage is 8% and it is expected to 
achieve DOTS ALL OVER by 2005. DOTS coverage in Afghanistan is 31% and nationwide 
coverage depends on the political situation and availability of resources. 
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b) Quality of DOTS activities 

 

Figure 1. DOTS performance in the Eastern Mediterranean Region (1998–1999) 

Figure 1 shows the situation with regard to quality of DOTS activities in terms of case 
detection and treatment success rates. Seven countries of the Region (Djibouti, Libyan Arab 
Jamahiriya, Morocco, Qatar, Tunisia, United Arab Emirates and Republic of Yemen) have 
achieved the global target of 70% case detection, while five have case detection between 50% 
and <70% (Bahrain, Egypt, Kuwait, Oman and Sudan), 6 countries (Cyprus, Islamic Republic 
of Iran, Jordan, Lebanon, Somalia and Syrian Arab Republic) have case detection rate 
between 30% and <50% and the remaining 5 countries (Afghanistan, Iraq, Pakistan, Palestine 
and Saudi Arabia) have case detection rates of less than 30%. 

The global target for treatment success rate of 85% has been accomplished by eight 
countries (Egypt, Jordan, Morocco, Oman, Palestine, Somalia, Syrian Arab Republic and 
Tunisia) only. In the remaining countries the treatment success rate is as follow: Afghanistan 
76%, Bahrain 40%, Djibouti 82%, Islamic Republic of Iran 83%, Iraq 59%, Kuwait 69%, 
Lebanon 73%, Libyan Arab Jamahiriya 68%, Pakistan 73%, Qatar 84%, Saudi Arabia 57%, 
Sudan 65%, Republic of Yemen 80%. For Cyprus and United Arab Emirates the data was not 
available during the meeting.  

c) Status of DOTS ALL OVER 

Despite the fact that significant progress has been made in the implementation of DOTS 
strategy and most of the countries have achieved or will shortly achieve DOTS ALL OVER 
status, still many patients receive tuberculosis services outside the national tuberculosis 
programme. In many countries the public sector, such as ministries of education, defence, 
interior, social affairs and others, are providing diagnostic and treatment services to 
tuberculosis patients. However, the collaboration of national tuberculosis programmes with 
the public sector is limited. For example, in 16 countries of the Region, the prison health 
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sector provides tuberculosis services according to the DOTS strategy. In 15 countries defence 
ministries are implementing DOTS, while the health insurance sector provides tuberculosis 
control services according to the DOTS strategy principles in 6 countries (see Table 2). 

Table 2. DOTS ALL OVER status in the public sector: are they implementing DOTS? 
 

Country Prison health sector Defence ministry Health insurance 

Afghanistan NA NA NA 
Bahrain No Yes No 

Cyprus No No No 

Djibouti Yes Yes NA 

Egypt Yes Yes NA 
Iran, Islamic Republic of Yes No Yes 

Iraq Yes Yes No 

Jordan Yes Yes NA 

Kuwait Yes Yes No 
Lebanon Yes Yes Yes 

Libyan Arab Jamahiriya Yes Yes Yes 

Morocco Yes No Yes 

Oman Yes Yes NA 
Pakistan No No NA 

Palestine Yes Yes No 

Qatar Yes Yes NA 

Saudi Arabia Yes Yes NA 
Somalia Other reg./Local authorities yes  

Sudan Yes Yes Yes 

Syrian Arab Republic No No Yes 

Tunisia Yes No DRS/Bovis (planned) 
United Arab Emirates  Yes Yes No 
Yemen, Republic of No Yes No 

UNRWA  NA NA NA 

NA: Information not available 
 

Collaboration of national tuberculosis programmes with the private sector and the 
nongovernmental organizations are weak (see Table 3). At present 13 countries in the Region 
are reported to have some collaborative activities with the private sector, however the scale of 
these activities is limited and not comprehensive. In 17 countries the nongovernmental 
organizations collaborate with national tuberculosis programmes (NTP). The situation of NTP 
collaboration with national HIV/AIDS programmes and the World Food Programme is 
limited. Thirteen countries have limited collaborative activities between national tuberculosis 
programme and HIV/AIDS programmes. While national tuberculosis programme 
collaboration with the World Food Programme is also limited, only seven countries have some 
collaboration activities. 
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Table 3. Collaboration with private health sector, nongovernmental organizations, 
national AIDS programmes and the World Food Programme  

 

Country Private health 
sector 

Nongovernmental  
organizations 

National AIDS 
Programme 

World Food 
Programme 

Afghanistan No Yes NA Yes 
Bahrain NA NA No NA 

Cyprus No Yes Yes NA 

Djibouti NA NA Yes No 
Egypt Yes Yes Yes No 

Iran, Islamic Republic of Yes Yes Yes Yes 

Iraq No Yes No No 

Jordan Yes Yes Yes No 
Kuwait No No No No 

Lebanon Yes Yes No No 

Libyan Arab Jamahiriya No No No No 

Morocco Yes Yes No No 
Oman Yes NA Yes No 

Pakistan Yes Yes No No (Yes for WB) 

Palestine Yes Yes No Yes 

Qatar Yes NA Yes No 
Saudi Arabia Yes Yes Yes Yes 

Somalia No Yes Yes Yes 

Sudan Yes Yes Yes Yes 

Syrian Arab R epublic No Yes Yes No 
Tunisia No Yes Yes No 

United Arab Emirates  Yes Yes Yes No 

Yemen, Republic of Yes Yes No Yes 

UNRWA  NA NA   

NA: Information not available 
 
There is limited involvement of universities in the teaching or implementation of DOTS 

strategy (see Table 4). In nine countries universities are implementing DOTS, while in eight 
countries they are not implementing DOTS and for six countries information is not available. 
In 12 countries the universities teach DOTS. Only in 10 countries does the national 
tuberculosis programme have collaborative projects with universities. 

Table 4. DOTS ALL OVER status and collaboration with universities 
 
Country Implement DOTS Teach DOTS Collaborative projects 

Afghanistan No Yes Yes 
Bahrain No Yes Yes 

Cyprus NA NA NA 

Djibouti Yes Yes Yes 
Egypt Yes Yes Yes 
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Iran, Islamic Republic of Yes Yes Yes 

Iraq Yes Yes Yes 
Jordan No No Yes 

Kuwait No No No 

Lebanon No No No 

Libyan Arab Jamahiriya No No No 
Morocco Yes Yes No 

Oman Yes Yes Yes 

Pakistan Yes/No Yes/No Yes/No 

Palestine NA NA NA 
Qatar NA NA NA 

Saudi Arabia Yes Yes Yes 

Somalia NA NA NA 

Sudan Yes Yes Yes 
Syrian Arab Republic No No NA 

Tunisia Diagnose only Diagnose only Diagnose only 

United Arab Emirates  Yes Yes NA 

Yemen, Republic of No Yes NA 
UNRWA  NA NA NA 

NA: Information not available 

3. ISSUES IN DOTS AND DOTS ALL OVER  

3.1 Epidemiological trend of tuberculosis 

Participants reviewed the trends and forecasts of the epidemiological situation of 
tuberculosis in the Region. An analysis of the latest progress in tuberculosis control in the 
Region and how this progress was made was discussed. The phases through which 
tuberculosis control programmes progressed were discussed. DOTS implementation case 
notification is expected to increase initially for a few years as programme service delivery and 
monitoring activities are expected to improve. If the case finding target of 70% and treatment 
success rate of 85% are achieved, a steady decline in prevalence, mortality and consequently 
incidence of tuberculosis will be  observed 8–10 years after introduction of DOTS strategy. 
The decrease in mortality rate is much greater than decline in the incidence. Based on this the 
following targets for tuberculosis control in the Region were proposed:  

?? Detect at least 70% of all cases of tuberculosis in the Region, and successfully treat at 
least 85% of them by 2005, and sustain the achievements;  

?? Enrol all detected tuberculosis patients under the DOTS strategy by 2005; 
?? Reduce incidence, prevalence and mortality of tuberculosis in the Region by 50% by 

2010.  

Following this the participants discussed the issues involved in the quality of DOTS 
activities. So far eight countries (Egypt, Jordan, Morocco, Oman, Palestine, Somalia, Syrian 
Arab Republic and Tunisia) have been able to achieve  a treatment success rate of 85% or 
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more, which is the global target for tuberculosis control and a crucial goal of DOTS strategy. 
In four countries (Djibouti, Islamic Republic of Iran, Qatar and Republic of Yemen) the 
treatment success rate is between 80% and < 85% and in other countries it is less than 80%. 
Case detection in the Region as a whole is 30% only; this is mainly due to low case detection 
in large countries like Afghanistan and Pakistan.  

There is great need to consider the comprehensiveness of DOTS ALL OVER as 
significant progress has been made in implementation and expansion of DOTS. However 
many tuberculosis patients are being treated outside the national tuberculosis programme, 
inside and outside the public health system, e.g. in ministries other than the health and private 
sectors. In most countries of the Region, all partners involved in tuberculosis control activities 
have very limited or no collaboration with the national tuberculosis programmes; similarly the 
intersectoral collaboration with other programmes in the Ministry of Health, such as primary 
health care and HIV/AIDS, is not well established. Many countries in the Region are going 
through health sector reform and the issue of the comprehensiveness of DOTS ALL OVER in 
this changing scenario is even more important for the future of the programmes. 

It was concluded in light of the progress made so far and the issues facing tuberculosis 
control in the Region that it is important to focus on the future vision, i.e. high tuberculosis 
burden countries, high quality DOTS activities, accomplishment of comprehensiveness of 
DOTS and to move toward “reduction” targets. It was also agreed that there is need to take 
action on partnership development and to increase research activities, particularly to conduct 
drug resistance surveys.  

The experiences of some countries concerning the quality of DOTS activities were 
presented. In the Islamic Republic of Iran, the case detection rate in DOTS implementing 
areas is more than double that in non-DOTS areas, i.e. 39% in DOTS and 15% in non-DOTS 
areas. Similarly, in the DOTS areas the percentage of sputum smear-positive tuberculosis 
cases among all pulmonary tuberculosis cases was 64% during 1999 and 70% during the first 
half of 2000. According to case notification, the incidence rate decreased from 34 in 1993 to 
19 per 100 000 in 1999. The participants deliberated on the reasons for the low case detection, 
which included the possibility of over-estimation of incidence and weaknesses in case 
notification and programme surveillance. 

In the Syrian Arab Republic, DOTS expansion started in 1997 and nationwide coverage 
was achieved by April 2000. Since the expansion of DOTS, the cure rate declined from 92% 
in 1998 to 83 in 2000. Lack of intensive supervision, in particular the frequency and quality of 
feedback, and weak leadership and commitment at the provincial level are believed to be 
some of the possible reasons for this drop in cure rate. The supervision and support from the 
central levels are diluted as the programme expands, affecting the results. The national 
tuberculosis programme is considering revising and intensifying its supervision activities, by 
applying different supervision methods and by strengthening the national supervision and 
training teams. 

The participants also discussed the importance of diagnosis of tuberculosis by sputum 
smear microscopy. Dr Ottmani shared the experiences of Morocco in this regard. He 
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explained that before DOTS the diagnosis of tuberculosis was made by chest physicians only; 
X-ray was the primary tool for diagnosis and microscopy laboratories were limited to 
tuberculosis clinics only. After the introduction of DOTS, sputum smear microscopy services 
were integrated in primary health care services and their number increased substantially. 
Consequently numbers and rates of slides examined for the diagnosis of tuberculosis and the 
proportion of smear-positive tuberculosis cases also increased. With improved case detection 
(90%) and good case management (90% treatment success rate) after introduction of DOTS in 
1991, a decline of incidence from 54.9 to 47.7 per (100 000) was observed during the period 
of 1994–1999. 

3.2 Issues in DOTS ALL OVER status: health sector-wide approach 

In Egypt significant progress has been made in intersectoral and intra-sectoral 
collaboration for tuberculosis control. The National Tuberculosis Board comprises partners 
from a wide range of disciplines: Ministries of Agriculture, Education, Higher Education, 
Foreign Affairs, Information, Internal Affairs, Religious Affairs, Social Affairs, Health 
Insurance Organization and representatives of nongovernmental organizations. The NTP has 
an exemplary working relationship with the Health Insurance Organization which provides 
health services to a large proportion of the population in the country. The HIO has adopted the 
national tuberculosis programme guidelines for carrying out their tuberculosis control 
activities and its staff are trained by the NTP. The HIO regularly reports to the NTP about its 
case detection activities. 

Similarly, the NTP collaborates closely with universities who are represented in the NTP 
scientific and technical committees. Most universities have introduced the NTP guidelines for 
tuberculosis control into their curricula. Increasingly, universit ies notify tuberculosis cases to 
the NTP. Joint research activities are carried out by the NTP and universities. 

The Ministry of Social Affairs provides social support to tuberculosis patients. Social 
workers employed at chest facilities are trained by the NTP and its representatives participate 
in the NTP workshops and meetings. The Ministry of Information provides support to the 
NTP through free broadcasting of tuberculosis messages on electronic media and also assists 
in organization and implementation of health education campaigns.  

NTP Egypt closely collaborates with a large number of nongovernmental organizations. 
Nongovernmental organizations participate in health education activities and assist in several 
other activities, such as defaulter and contact tracing. The NTP has also initiated collaboration 
with the private sector. It has organized regular meetings with and conferences for private 
sector physicians. However, collaboration with the private sector still needs to be strengthened 
further and remains a challenge for the NTP. Although the NTP in Egypt has made significant 
progress in collaboration with different sectors at the national level, this needs to be 
strengthened at the intermediate level in the governorates. 

In Lebanon the private sector plays an important role in tuberculosis control activities 
and collaborates closely with the NTP. Tuberculosis patients are regularly referred from the 
private sector to the NTP. In a study recently carried out on the role of the private health 
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sector in DOTS it was found that most of the physicians follow the NTP/WHO 
recommendations for treatment. The private sector is eager to cooperate with the NTP as long 
as patients referred by them receive good care and they continue to remain in contact with 
their patients for follow -up purposes. Regular feedback from the NTP to the private sector is 
crucial for further strengthening of this collaboration. In conclusion the Lebanese specialist 
community and private sector are playing a major role in DOTS implementation in close 
collaboration with the NTP.  

In Jordan the NTP gives paramount importance to collaboration with partners in 
tuberculosis control. It has close links with the Society of Chest Physicians, Jordanian Anti-
tuberculosis Association, nongovernmental organizations, Jordanian Society for Health 
Education and others. The Society of Chest Physicians regularly refers all diagnosed 
tuberculosis cases to the NTP for treatment, and also assists in advocacy activities. The 
Jordanian Anti-Tuberculosis Association (JATA) was established in 1945 and at present has 
seven centres in different cities in Jordan. JATA is working to improve compliance of 
tuberculosis patients with treatment regimes by providing financial assistance during the 
treatment period. The Jordanian Society of Health Education is another important partner for 
the NTP, assisting in health education activities. Al Noor Sanitarium and Rotary-Jordan are 
also important partners of the NTP in its fight against tuberculosis. World Tuberculosis Day 
activities are jointly carried out by the NTP and its partners. 

3.3 Collaboration with HIV/AIDS programmes 

The participants appraised the catalytic link between HIV and tuberculosis. HIV 
infection plays an important role in progression of latent infection to active tuberculosis. The 
impact of HIV on tuberculosis epidemiology is tremendous; it is responsible for one-third of 
the increase in tuberculosis cases globally in the past 5 years. Tuberculosis is the leading 
cause of death among people infected with HIV. This deadly alliance poses a crucial challenge 
for both programmes and requires close collaboration between them. There is urgent need for 
tuberculosis programmes to expand in capacity in line with the rising case load and to develop 
management strategies accordingly. Treatment of tuberculosis in HIV-infected people is 
highly successful, however there is great need to ensure compliance and to monitor and 
manage the side-effects. Similarly, the fact that clinical presentation of tuberculosis is altered 
in people with HIV should also be taken into account in tuberculosis control management 
strategies. The need for the development of a dual strategy for both programmes is greater 
than ever. According to the World Bank, tuberculosis control and HIV prevention are among 
the top ten cost-effective public health interventions.  

There is great scope for HIV and tuberculosis programme collaboration, particularly in 
epidemiological surveys, treatment and care strategies, training of health, advocacy, resource 
mobilization and cross-border collaboration for high-burden countries, such as countries in 
the Horn of Africa. 
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3.4 Issues in DOTS ALL OVER status: health sector-reform 

The participants reviewed the situation of health sector reform and tuberculosis control. 
Health sector reform is the health component of ‘structural adjustment’. The main aim of 
health sector reform is to reduce expenditure, save money and to pay back the loans. 
Decentralization, cost recovery and privatization are the main components of the health sector 
reform. Adverse impacts of health sector reform on tuberculosis programmes were discussed 
further. For example, in China health sector reform resulted in charges to tuberculosis patients 
which led to reduced case finding. Privatization in Zambia resulted in drastic reduction of the 
work-force and supplies for tuberculosis patients could not be assured. In order to minimize 
the negative impact of health sector reform, it is important for the NTPs to engage in the 
reform process from the onset and to resist policies which are clearly harmful for the 
programme. Utilization of information for programme benefit while formulating the reform 
policies should be undertaken right from the beginning of the process. 

In the Republic of Yemen, health sector reform is taking place within the overall context 
of government reform. Decentralization, democratization, civil service reform and financial 
restructuring are the main policies of the reform. The objectives of the reform are to provide 
health services which are adequate, equitable, efficient, high quality and sustainable. The 
primary health care programme within the health system is aimed to be integrated at district 
level while the role of national and intermediate levels will be to provide technical expertise 
and training. The tuberculosis programme is one of the priority programmes for the Ministry 
of Public Health.  

It is expected that most of the health care will be provided within the districts and this 
will also help in achieving the goal of nationwide DOTS coverage. Although cost sharing is 
one of the main components of health sector reform, since tuberculosis control has public 
health and socioeconomic impacts it will be excluded from cost sharing. The Ministry of 
Public Health with support from donors, is committed to financing the NTP and ensuring its 
sustainability.  

4. HIGH QUALITY DOTS AND DOTS ALL OVER 

The participants acknowledged the progress made in the countries of the Region 
towards achieving DOTS ALL OVER by 2000. However they also agreed that there are still a 
number of challenges present in tuberculosis control in the Region. One of these challenges is 
the quality of DOTS activities, particularly concerning case detection and treatment outcome. 
The participants of the meeting were divided into three groups for exercise purposes to 
discuss the issues involving quality of DOTS activities and DOTS ALL OVER.  

Table 5 summarizes the group work findings on quality of DOTS and DOTS ALL 
OVER in the Region.  
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Table 5. Quality of DOTS activities: case detection and treatment success rates 
 

% smear positive (1999) Country DOTS detection 
rate (1999) pulmonary TB all TB 

Treatment success 
rate (1998) 

Afghanistan 0.1 70 48 76 
Bahrain 62 88 47 40 
Cyprus 41 76 23 NA 
Djibouti 70 70 38 82 
Egypt 63 67 51 87 
Iran, Islamic Republic of 

Iran  
35 64 47 83 

Iraq 5 57 41 59 
Jordan 42 52 27 92 
Kuwait 58 62 49 69 
Lebanon 32 59 37 73 
Libyan Arab Jamahiriya 91 96 48 68 
Morocco 90 81 47 90 
Oman 63 69 44 90 
Pakistan 0.7 46 35 73 
Palestine 8.5 100 42 100 
Qatar 91 35 22 84 
Saudi Arabia 23 77 56 57 
Somalia 31 89 72 88 
Sudan 52 66 51 65 
Syrian Arab Republic 45 67 36 88 
Tunisia 83 93 59 91 
United Arab Emirates  96 NA NA NA 
Yemen, Republic of 71 59 43 80 
UNRWA  >100 80 61 85 

NA: Data not available 

Only 12 countries had case detection rates above 50% in DOTS areas during 1999. 
Reasons for the low case detection include limited health services coverage, over-estimation 
of incidence, under-reporting, etc. Similarly, only eight countries had treatment success rates 
of 85% or above among the new tuberculosis patients registered during 1998. This clearly 
shows a need for improvement in the quality of DOTS activities in terms of case detection 
and treatment outcome to ensure the accomplishment of the global tuberculosis targets. The 
participants proposed detection of at least 70% of all cases of tuberculosis in the Region, 
successful treatment of at least 85% of them by 2005, and sustaining the achievements, as the 
new targets for tuberculosis control, in order to boost tuberculosis control activities in the 
Region. 

5. INITIATIVES FOR HIGH QUALITY DOTS AND DO TS ALL OVER – 1 

5.1 Preventive chemotherapy for contacts  

Preventive therapy is the treatment of persons infected with tuberculosis who do not 
have the disease. The infection can be identified with a tuberculin skin test. The risk of 
developing tuberculosis in tuberculosis skin-test-positive persons is relatively low unless the 
infection has been contracted recently or the person is also HIV-positive. The rational of 
preventive chemotherapy in contacts of the tuberculosis patient is to a) reduce risk of disease 
in the individual, b) reduce complications in the individual, c) reduce tuberculosis in the 
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community and d) prevent transmission of infection. The most important group in need of 
preventive chemotherapy are asymptomatic children under the age of 5 years who are living 
in the same household as a smear-positive tuberculosis patient. Several studies have shown 
that there is very little risk of side-effects associated with preventive therapy. However, 
monitoring and management of side-effects and adherence to preventive therapy must always 
be given serious consideration.  

5.2 Drug resistance survey/surveillance  

The participants of the meeting discussed the threat of anti-tuberculosis drug resistance 
and the need to take appropriate measures by conducting anti-tuberculosis drug resistance 
surveys to monitor prevalence and the trend of the resistance pattern. Drug resistance is man-
made and created by: inadequate drug prescription, poor management of drug supply and poor 
case management. In 1997 WHO and the International Union Against Tuberculosis and Lung 
Disease (IUATLD) and several partners worldwide released the first report of the Global 
Project on Anti-Tuberculosis Drug Resistance Surveillance. The data covered 16% of the 
world’s notified tuberculosis cases from 35 geographical settings. This report showed that 
drug-resistant M. tuberculosis was present in all geographical settings surveyed and multi-
drug resistant (MDR) tuberculosis, defined as resistance to at least isoniazid and rifampicin, 
was a problem in several settings. A prevalence of greater than 3% of MDR tuberculosis 
among new cases was found in six geographical settings. The second report of the Global 
Project contains data from 72 different geographic locations; the data from 54 geographical 
settings ranges from 0% to 14%. Among these the Islamic Republic of Iran is one of the 
countries in the Eastern Mediterranean Region where MDR tuberculosis is reported to be 5% 
among new tuberculosis cases. It is certain that MDR tuberculosis prevalence has not 
increased significantly in settings which are implementing DOTS. This clearly indicates the 
importance of expanding and strengthening tuberculosis control by implementation of the 
DOTS strategy.  

Over 90% of tuberculosis patients can be cured if WHO-recommended short course 
chemotherapy regimens are applied and the administration of drugs is directly observed, at 
least during the initial phase of treatment. Chronic cases can be cured with very expensive 
regimens under special management conditions, but the expected cure rate is 60% to 70% 
maximum. In national tuberculosis control programmes the top priority is not the management 
but the prevention of MDR tuberculosis by proper case management of new cases. 

In the Islamic Republic of Iran a drug resistance survey was carried out (1997–1999) by 
the National Research Institute of Tuberculosis and Lung Disease. A total of 722 registered 
cases of smear-positive tuberculosis patients (616 nationals and 106 non-national) were 
tested. Among the nationals primary drug resistance to any one of the anti-tuberculosis drugs 
was observed in 21% of the cases. MDR tuberculosis among nationals was detected in 3.6% 
of the cases. Similarly, among non-nationals 67% of the cases had primary resistance to any 
drug, while MDR in this group was present in 13% of the cases. The experience in the Islamic 
Republic of Iran shows that to conduct drug resistance surveillance it is important to have the 
full collaboration and support of the NTP commitment of the peripheral level for the actual 
conducting of the survey and a good quality laboratory network with external quality control.  
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5.3 Research activity in tuberculosis 

The role of research in public health is to create an evidence -base for action or 
intervention. It empowers the health service personnel and community to improve the health 
of the community. Research is an essential component of public health practice and provides 
scientific means to study an issue or hypothesis and its finding. Action without research leads 
to error; research provides the opportunity for disciplined critical thinking. Issues arise from 
systematic surveillance, which depend on standardized collection of information.   

The WHO secretariat made a presentation on tuberculosis and tropical disease research. 
A Small Grants Scheme is funded by the UNDP/WHO/World Bank Special Programme for 
Research and Training in Tropical Diseases (TDR), also supported by Tropical Diseases and 
Zoonoses and EMRO. Its aim is to promote and implement research activities in the Region. 
It allows the scientists in the Region to address local problems which otherwise may not 
receive any attention. The scheme started in 1992 with research support f or leishmaniasis and 
by assisted research in leishmaniasis, malaria and tuberculosis. The scheme is popular among 
the research community in the Region; in 1999, 66 research proposals were received for 
funding. The Regional Office carried out an intercountry training workshop on research 
methods for tuberculosis to introduce participants to research methods, to provide them with 
the necessary skills to develop research proposals and to promote carrying out research in an 
international, collaborative manner in the Region. Selection of research protocols was based 
on peer review, relevance and usefulness of the topic for the programme. Research protocols 
which are intended to be carried out within the context of the national programme are given 
priority. 

The NTP manager of Iraq presented a paper on development of research protocols. He 
presented the format and different sections of the research protocol which included: study 
question, rational, aims and objectives, design and various research methods; advantages and 
disadvantages of different study methods, methodology of data collection, measurement and 
analysis were discussed at length.  

5.4 Case management and surveillance activities 

Several developments have occurred in the Region for the strengthening of surveillance 
activities. WHO collects information from the countries through the Tuberculosis Data 
Collection form annually and through EMR DOTS Quarterly Fax. The regularity and 
accuracy of the data collected has improved significantly. Within the countries, information is 
collected according to the recommendations of the DOTS strategy; quarterly reports are 
produced based on this. Several countries in the Region have computerized databases for 
entry, storage, cohort analysis and preparation of reports. The national tuberculosis 
programme of Qatar has developed a computerized surveillance system which allows for data 
entry and analysis of programme activities at all levels. 

Regional tuberculosis surveillance through the EMR DOTS Quarterly Fax has been in 
place since the last quarter of 1998. Data on DOTS coverage, case notification, sputum smear 
conversion and treatment outcome from the Countries is collected and analysed on quarterly 
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(3-monthly) basis. This system provides the opportunity to monitor closely NTP activities in 
the Region. A new computerized data entry and analysis database has been developed by 
EMRO and was first used for data entry, analysis and preparation of summary report in the 
quarter preceding this meeting. Participants were briefed on the operation of the new 
database. A summary report was also presented. The frequency of submission of the Fax by 
the countries has been generally good, varying from 17 to 19 in different quarters. However, 
some countries have failed to submit the Fax since it started; these countries were urged to 
start submitting the Fax regularly. The overall quality of reporting in terms of completeness 
and accuracy of information has significantly improved. The participants acknowledged the 
importance of this important surveillance system and agreed to improve the regularity of 
submission to ensure the accuracy of the EMR DOTS Quarterly Fax. It was agreed that the 
Regional Office would put the regional tuberculosis database information on a web site and 
the information will be regularly updated.  

5.5 Management of specific cases 

5.5.1  Management of childhood tuberculosis 

Children comprise a substantial proportion of the population in developing countries; 
sometimes as much as 45% of the population are under the age of 15. According to Styblo 
estimation, in a population of 100 000 with an annual risk of 1% there will be 450 newly 
infected individuals under 15 years of age every year. Of these, 45 will develop tuberculosis 
(pulmonary and extrapulmonary) during a 10 years period. Tuberculosis cases in children 
among all notified cases of tuberculosis in different developing country settings varies (9% in 
Algeria 1984 to 19% in Tanzania, 1980). In developing countries, usually 50% of the 
tuberculosis cases in children have primary infection with hilar/mediastinal lymphadenopathy 
with or without lobar/segmental opacity. 30% have extrapulmonary tuberculosis (pleural 
effusion, peripheral lymphadenopathy bone and joint, 5% have acute disseminated post-
primary tuberculosis (meningitis, milliary) and some 20% are post-primary pulmonary 
tuberculosis cases. 

Diagnosis of tuberculosis in children can be difficult owning to the wide range of 
symptoms that are usually non-specific. Sputum is rarely obtainable from children and is 
usually negative on smear and culture examination. The diagnosis is therefore based on 
clinical findings, such as failure to thrive or weight loss and other factors like family history 
of contact with a smear-positive tuberculosis case, X-ray examination, tuberculin test (an 
induration of 10 mm or more) and non- response to broad spectrum antibiotics. An active case 
of tuberculosis, both adults and children, is defined1 as “ a patient with symptomatic disease 
due to lesions caused by Mycobacterium tuberculosis”. It is important to screen, identify and 
take appropriate action for children who are in contact with a smear-positive tuberculosis 
case. Children with tuberculosis are given the same treatment regimens as adults with 

                                                 

1 Treatment of tuberculosis: guidelines for national tuberculosis programmes  (unpublished document, WHO/TB/97.220, 
available from WHO). 
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appropriate adjustment of dosage for weight1. Given appropriate treatment, a cure rate as high 
as 90% can be achieved in children.  

The most useful strategy of prevention of childhood tuberculosis is the detection and 
cure of infectious tuberculosis cases in a community. In addition, BCG vaccination and 
chemoprophylaxis for children under the age of 5 who are in contact with an infectious case 
of tuberculosis is also recommended. 

5.5.2 BCG vaccination 

BCG vaccination has a limited role in tuberculosis control, however it can protect young 
children against seve re forms of tuberculosis, such as meningitis and disseminated miliary 
tuberculosis, depending on the quality and administration of the vaccine. A breast-feeding 
woman who has tuberculosis should receive a full course of anti-tuberculosis treatment and 
continue to breast-feed. The baby should receive isoniazid prophylaxis and BCG vaccination.  

5.5.3 Extrapulmonary tuberculosis 

Tuberculosis may affect any organ or tissue of the human body, however pulmonary 
tuberculosis is the most common form of tuberculosis. Extrapulmonary tuberculosis is 
commonly found in the mediastinal lymph nodes, larynx, cervical lymph nodes, pleurae, 
meninges, central nervous system, spine, bones and joints, kidneys, pericardium, intestines, 
peritoneum and skin. In miliary tuberculosis, acute haematogenous infection is observed. 
Extrapulmonary tuberculosis occurs more frequently among persons who are infected with 
HIV.  

Tuberculosis lymphadenitis is the most common form of extrapulmonary tuberculosis 
and it occurs more in females, particularly of Asian and African origin, mostly affecting the 
anterior cervical triangle. Tuberculosis pleurisy is primarily unilateral, mostly affecting the 
right side and occurs within a few months of infection. Genito-urinary tuberculosis is the 
frequent cause of female sterility and mostly affects adult women, particularly Europeans. 
Half of genito-urinary tuberculosis is limited to the urinary system; the endometrium and 
epididymis are most frequently affected. Usually tuberculosis affects the big joints, such as 
hip and knees, of the body. Most spinal tuberculosis cases are in the sacral and cervical 
regions. Peritoneal, ileo-caecal and anorectal tuberculosis is the most common form of 
abdominal tuberculosis. The clinical presentation of different forms of extrapulmonary 
tuberculosis was also discussed. Concomitant active pulmonary tuberculosis is most common 
in ileo-caecal, anorectal, peritoneal and skeletal tuberculosis. 

The diagnosis of extrapulmonary tuberculosis is a challenge. Extrapulmonary 
tuberculosis cases are prescribed treatment category III (2HRZ/4HR or 6HE). However, all 
severe forms of extrapulmonary tuberculosis should be treated with regimens recommended 
for new smear-positive cases; this includes miliary/meningeal tuberculosis. Oral 
corticosteroids should be used in meningitis and pericarditis. Surgical intervention is indicated 
only in cases with complication. 
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5.5.4 DOTS PLUS  

DOTS Plus is a comprehensive management initiative for MDR tuberculosis using 
second line drugs. The goal is to prevent the further development and spread of MDR 
tuberculosis. DOTS plus should be implemented within programmes implementing the DOTS 
strategy. Emphasis is placed on the following prerequisites for treatment of MDR tuberculosis 
cases under programme conditions: 

1. Government commitment reflected in prevention of MDR through full implementation 
of WHO standardized regimens as part of DOTS strategy; regulations on 
pharmaceuticals to limit the use of second line anti-tuberculosis drugs; availability of 
budget for specialized units and permanent availability of second line anti-tuberculosis 
drugs; 

2. DOTS Plus to be limited to selected specialized units with experienced and well trained 
staff; 

3. National reference laboratory capable of carrying out reliable culture and se nsitivity 
testing tests. 

However DOTS Plus in not intended as a universal option and is not required in all 
settings. DOTS Plus should be implemented in selected areas in order to combat an emerging 
epidemic. The underlying principle is that proper implementation of DOTS will prevent the 
emergence of drug resistance and should be the first step in fighting MDR tuberculosis. 

Access to second line anti-tuberculosis drugs is one major obstacle to the 
implementation of DOTS Plus pilot projects. The main factors to consider when planning 
chemotherapy with second line anti-tuberculosis drugs should be the estimation of prevalence 
of acquired resistance (P-AR) and acquired MDR (A-MDR) resistance and prevalence of 
primary resistance (PR) and primary MDR resistance (P-MDR). 

6. INITIATIVES FOR HIGH QUALITY DOTS AND DO TS ALL OVER – 
2: COLLABORATION WITH OTHER PROGRAMMES AND AGENCIES 

6.1 Collaboration with HIV/AIDS  

Djibouti is the only country in the Eastern Mediterranean Region that is classified as 
having a generalized2 epidemic 3. The rates of HIV infection in Djibouti have reached as high 
as 38% in prostitutes, 11% in tuberculosis patients and 1.32% in blood donors. The high 

                                                 

2 HIV epidemic stages are defined as: 
(1) Low level: HIV prevalence has not consistently exceeded 5% in any of the defined sub-population.  
(2) Concentrated: HIV prevalence consistently over 5% in at least one defined sub-population. HIV prevalence is below 1% in pregnant 

women in urban areas. 
(3) Generalized: HIV prevalence consistently over 1% in pregnant women nationwide. 

3 The work of WHO in the Eastern Mediterranean Region, Annual Report of the Regional Director, 1 January – 31 December 1999, WHO 
Eastern Mediterranean Regional Office, Cairo, 2000. 
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proportion of extrapulmonary tuberculosis cases (more than 30% during 1999 and first half of 
2000) may be attributed to the high prevalence of HIV in the country. Similarly, the number of 
tuberculosis cases registered in the NTP has also increased over recent years (2892 in 1991 to 
4121 in 1999); HIV is considered to be the main factor responsible for the rise in the number 
of tuberculosis cases. The proportion of tuberculosis patients infected with HIV has been 
increasing over the past several years; in 1994 a total of 10% of tuberculosis patients were 
HIV-positive and this increased to almost 14% in 1997. The increase in the total number of 
tuberculosis patients and patients infected with HIV puts a tremendous load on the meagre 
resources available to the NTP. In addition to extra resources required to deal with the 
increasing number of patients, the NTP needs to adjust its management approaches to provide 
appropriate services to tuberculosis patients infected with HIV. The need for close 
collaboration between HIV/AIDS and the NTP is mandatory for adjustment of the strategies 
and plans in order to deal with this grave situation. 

Globally an estimated 33.6 million adults and children were living with HIV/AIDS by 
the end of 1999. From the beginning of the epidemic to end 1999, 16.3 million deaths are 
attributed to HIV/AIDS; this corresponds to 4.2% of all deaths globally and 19% in Africa. 
The Eastern Mediterranean Region accounts for 1% of globally reported AIDS cases; 60% of 
all the new cases in the Region occurred between 1995 and 1999. The increase in reported 
AIDS over the years has been steady; during 1987 a total of 75 cases were reported; this 
number increased to 1259 in 1999 (see Figure 2). 
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Figure 2. Reported AIDS cases in the Eastern Mediterranean Region 1987–1999  

Concerning the mode of transmission in the Region, it is believed that in 89% of the 
AIDS cases mode of transmission is through heterosexual contact, 3.3% through homosexual 
contact, 2.5% through intravenous drug use, 2.5% through perinatal transmission and 1.4% 
through blood transmission. 
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Table 6: HIV Seroprevalence among tuberculosis patients (1999) in the  
Eastern Mediterranean Region 

 
Country HIV seroprevalence 
Sudan 7.2% 
Somalia 6.9% 
Republic of Yemen 6.9% 
Oman 1.05% 
Morocco 0.94% 
Egypt 0.3% 
Pakistan 0.18% 

 
The alliance of HIV/tuberculosis is deadly; HIV infection is the strongest factor in the 

progression of latent infection to active tuberculosis. HIV is responsible for one -third of the 
increase in tuberculosis cases globally during the past 5 years. Globally tuberculosis is the 
leading cause of de ath among people infected with HIV. This poses a challenge for 
tuberculosis programmes to expand in line with the potential raise in case load as up to 13% 
people with HIV are estimated to develop tuberculosis annually. Table 6 shows HIV 
seroprevalence among patients in some countries of the Region.  

The catalytic alliance between the two diseases needs serious development of a dual 
strategy for HIV/AID and tuberculosis programmes. Voluntary counselling and testing, and 
preventive therapy for people infected with HIV should be part of the care package. Some of 
the control principles are the same for both programmes and they reinforce each other. 
HIV/AIDS and tuberculosis strategies should take into account the facts that both of the 
diseases carry a high stig ma, clinical presentation of tuberculosis is altered in people with 
HIV and treatment of tuberculosis is highly successful. The World Bank considers 
tuberculosis control and HIV prevention are among the top ten cost-effective public health 
interventions.  

It was noted that there is great scope for HIV and tuberculosis programme collaboration, 
particularly in epidemiological surveys, treatment and care strategies, training, advocacy, 
resource mobilization and cross-border collaboration for high-burden countries, such as 
countries in the Horn of Africa. 

6.2 Collaboration with the World Food Programme (WFP) 

As part of the regional strategy for expanding the collaboration with all potential 
partners involved in tuberculosis control, a special session was dedicated to collaboration with 
the World Food Programme (WFP). WFP provides support to tuberculosis patients in several 
countries of the Region in the form of food aid. It is widely acknowledged that food aid 
contributes to the health of individual tuberculosis patients and they are encouraged to 
complete their treatment, which leads to cure of the disease, prevention of transmission of 
infection and stops the development of drug resistance. Disease, poor nutrition and food 
insecurity interact in numerous ways and in a downward spiral that is difficult to reverse. An 
estimated 50% of disease-related mortality among infants could be prevented if infant 
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malnutrition were prevented. Similarly a number of chronic diseases in adults start with 
malnutrition during pregnancy. Food provided to families may reduce the risk of developing 
tuberculosis for children by improving their nutritional status. 

The role of food aid is to enable development by helping households through 
contribution to the family’s income and achieving better nutritional status. WFP, as part of its 
mandate and policy direction, established through Executive Board approval of the Enabling 
Development policy, is committed to remaining aware of the relationship between food 
insecurity and disease. Tuberculosis is a disease of poverty and food aid enables families to 
retain or gain assets that contribute to the family’s income. 

As part of the WFP approach to enabling development it recently reviewed its policy, in 
view of the declining resources for development, UN reform and to develop a shared vision. 
The revised policy envisages food aid as a short-term consumption need while providing 
long-term benefit for targeted populations, and concentrates resources on food-insecure areas 
within recipient countries such as low productivity rural areas, areas prone to natural disaster 
and areas with high concentration of malnutrition. WFP has also recognized partnership 
development as part of its policy package. 

Participants from Egypt, Sudan and Republic of Yemen shared experiences of 
collaboration between NTP and WFP in their respective countries. In these countries a 
substantial number of tuberculosis patients receive food aid from WFP, which has positively 
affected the treatment success among those patients. 

The EMRO perspective on the role of nutritional/food supplementation in tuberculosis 
was presented and the importance of nutrition in the development of immune defences against 
infectious agents was discussed. In addition, food aid can play an important role in the control 
and prevention of tuberculosis by encouraging individuals to seek and complete treatment. It 
was stressed that the food aid programme should remain aware of the relationship between 
disease and food and specific indicators should be developed to determine the impact of food 
supplementation. Close collaboration between agencies like WHO and WFP is essential. 
WHO has long experience in the control and prevention of tuberculosis; a WHO-assisted 
programme can ensure that the right recipients get the food supplements and identify 
indicators for the monitoring and evaluation of the feeding programme and its impact. Details 
were given of implementation of a selective feeding programme and examples of rations for 
supplementary feeding.  

7. INITIATIVES FOR HIGH QUALITY DOTS AND DOTS ALL OVER – 
3: ADVOCACY/SOCIAL MOBILIZATION 

7.1 Stop TB Initiative: Amsterdam conference and latest progress  

An overview of the Stop TB Initiative was presented by the WHO secretariat. Following 
this, the progress made in the Initiative and details of the Amsterdam conference for high-
burden countries, held in early 2000, were discussed. Significant achievements were made 
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during the 1990s; compared to 1991 when only 10 countries had adopted DOTS, by 1998 119 
countries had adopted the strategy. The proportion of patients receiving treatment with DOTS 
increased from <1% in 1991 to 21% in 1998. Similarly, the cost of tuberculosis drugs has 
decreased many fold, while external assistance has increased substantially.  

Mission of Stop TB  

Through an expanded global partnership across all sectors of society Stop TB will: 

?? Ensure that every tuberculosis patient has access to tuberculosis treatment and cure. 
This is a human right. 

?? Protect vulnerable populations, especially children from tuberculosis and multi-drug 
resistant tuberculosis. 

?? Reduce the social and economic toll that tuberculosis exerts on families and 
communities. 

Objectives of Stop TB  

?? Reach global tuberculosis control targets by 2005 and sustain achievement 
?? Reduce global tuberculosis deaths and prevalence by half by 2010 
?? Develop effective strategy to meet emerging challenges (MDR tuberculosis and 

HIV/tuberculosis)  
?? Develop new tools which make tuberculosis elimination possible.  

To achieve these objectives Stop TB has adopted a strategy that includes: 

?? Provision of assistance and monitoring of country programme activities  
?? Creation of a Global Tuberculosis Fund and Global Drug Facility 
?? Support for research 
?? Expansion of global partnership.  

The global structure to support the Stop TB (STB) movement was described in detail. 
This involves WHO headquarters, regional offices and country level programmes, working 
groups of tuberculosis/HIV, DOTS Plus (MDR tuberculosis), Global Alliance for Tuberculosis 
Drug Research and Development, Tuberculosis Diagnostics Initiative and Tuberculosis 
Vaccine Development Coalition. The work of these working groups and WHO forums, such 
as the WHO Technical Advisory Group, STB Secretariat, STB Partners Forum and Global 
Tuberculosis Fund/Drug Facility, is coordinated through a coordination group. The Global 
Tuberculosis Fund and Global Drug Facility were established for accelerated DOTS 
expansion to achieve the global target by 2005. These will provide additional resources to 
ensure access to effective treatment and ensure sustainability through capacity-building and 
targeted support. 

Recently, several major actions were taken at the global level to boost tuberculosis 
control efforts. The Amsterdam Conference on Tuberculosis and Sustainable Development 
was held on 22–24 March 2000. Ministers from 20 countries with a high burden of 
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tuberculosis endorsed a declaration to declare their commitment to work closely with WHO 
and other partners in the Stop TB Initiative. Creation of a Global Fund for Tuberculosis to 
mobilize and invest new, additional resources to support these activities was also agreed upon. 
The 20 countries unanimously committed themselves to meeting the following objective by 
2005: expanding coverage of the WHO-recommended DOTS strategy to combat tuberculosis, 
to provide at least 70% detection of all infectious cases and successful treatment of 85% of 
detected cases by 2005. The Fifty-third World Health Assembly resolution WHA44.8 set out 
global targets for tuberculosis control for the year 2000. Resolution WHA46.36 subsequently 
urged Countries to act rapidly to control tuberculosis through introduction of the DOTS 
strategy.  

During the Okinawa 2000 G8 summit it was agreed to step up the fight against and set 
targets for tuberculosis, HIV/AIDS and malaria. The target set for tuberculosis was, 
“reduction of TB related deaths and prevalence of the disease by 50 % by 2010”. 

The next challenge is to use partnership to shift from a technical focus to the political, 
social and development sectors. To do so, tuberculosis control is to be linked to poverty 
alleviation and also to all relevant aspects of socioeconomic development. A more client-
centred approach has to be adopted for wider coverage and compliance through partnership 
with community-based groups and others. The next steps to be taken are: 1) development of a 
Global Investment Plan; 2) development of the Tuberculosis Fund/Global Tuberculosis Drug 
Facility; 3) global partnership agreement including country level plans. Working groups 
should be mobilized to keep public and media attention on tuberculosis. Participants were 
urged to use Stop TB as a pathfinder to fight diseases of poverty. The development of 
country/regional level Stop TB plans and formation of an interagency coordination committee 
and a technical advisory group to develop/strengthen partnership at these levels were 
recommended.  

7.2 Advocacy/social and resource mobilization 

Advocacy is an essential tool to influence governments, decision-makers and donors for 
sustained progress in tuberculosis control. It is required to influence policies and to bring 
about social change. Similarly mobilization and involvement of the community, and building 
of partnership and collaboration is essential for successful implementation and sustainability 
of DOTS strategy.  

In the Eastern Mediterranean Region several Countries have taken action to promote 
advocacy and social mobilization in the field of tuberculosis control. One such example is the 
involvement of Women’s Federations in social/community mobilization for support of DOTS 
activities. Through this initiative steps are taken for social mobilization, forging partnership 
and multi-sectoral cooperation and community involvement. Community volunteers are 
involved in observing the treatment of tuberculosis patients, case-finding, defaulter 
management and health education activities. The Women’s Federation has been one of the key 
elements for success in EPI and its involvement in DOTS programmes is expected to attain 
similar results. It has been actively involved in the training of volunteers and other concerned 
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personal. Regular meeting with patients and their families for treatment follow -up and health 
education is one of the main activities of this organization. 

A good example of multi-sectoral involvement is the fact that t he national committee for 
tuberculosis control in Iraq involves the Ministries of Health, High Education and Defence, 
and the Tuberculosis Association. The committee closely cooperates with other sectors for 
programme implementation, including the Ministries of Education, Culture/Information and 
nongovernmental organizations. 

Somalia is a successful example of the collaboration of partners involved in tuberculosis 
control activities and also an excellent example for the Region and other countries of the 
wor ld of collaboration and partnership in a complex emergency situation. DOTS programme 
activities in Somalia are supported by an array of nongovernmental organizations and donors 
under the umbrella of the WHO Somalia office. The successful collaboration of WHO with 
other agencies, partners and local authorities has resulted in the achievement of substantial 
DOTS coverage and success rates as high as 90%. These achievements are remarkable 
considering the prevailing financial, logistic and security situation in the country. One of the 
shining examples is the tuberculosis project in Boroma, started in 1996. On average 800 
tuberculosis patients take their medicine in this project every day. The programme follows 
strictly WHO DOTS strategy recommendations for programme implementation and 
management. During 1999, 1256 tuberculosis patients were treated by the Boroma 
tuberculosis centre and the treatment success rate was 92%. Tuberculosis patients are 
provided with intensive health education, and are also encouraged to be involved in other 
educational activities and income-generating activities during the course of their treatment. 
WFP and the Canadian International Development Agency support a project of food 
supplementation for tuberculosis patients and their families. 

Participants discussed plans for the forthcoming World TB Day (WTD), which will be 
observed on 24 March 2001. The theme is “DOTS: TB cure for all”. The theme stresses the 
urgent need for access to tuberculosis treatment and cure for all tuberculosis patients as part of 
realising their “right to the highest attainable standard of health” and should be seen as a 
further push for DOTS expansion.  

The theme has been developed in close collaboration with country and regional offices, 
partners and communication experts in the field. “DOTS: TB cure for all” reflects the 
important role of governments and the private sector in providing tuberculosis drugs and 
services. It points to the need for health services to be patient -centred and non-discriminatory.  

WHO will provide further information and materials designed to help in the 
preparations for World TB Day 2001. The Stop TB website www.stoptb.org will continue to 
serve as the information source for World TB Day and most of the materials produced by 
WHO will be available on the internet.  

As in previous years, World TB Day 2001 will be utilized to mobilize the public and 
government opinion and raise awareness. All the Countries national tuberculosis programmes 
pledged to organize events, such as public meetings, and utilization of print and electronic 
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media. Countries are also planning to produce special materials, such as pamphlets, posters 
etc. National Tuberculosis Programmes were encouraged to involve all possible tuberculosis 
partners in conducting TB Day activities. 

8. CONCLUSIONS 

The participants acknowledged the continued progress in the countries of the Region 
towards achieving the global targets for tuberculosis control (at least 85% treatment success 
and at least 70% case detection rates) and the Regional Committee Resolution 
(EM/RC44/R.6, 1997) that urged the Countries to achieve DOTS ALL OVER by the year 
2000. The participants were particularly encouraged to note that 12 countries have already 
achieved DOTS ALL OVER, and by the end of 2000, 20 out of 23 countries in the Region are 
to accomplish DOTS ALL OVER.  

The participants also acknowledged examples of innovative approaches in tuberculosis 
control, which include: promotion of operational research (through the EMRO/TDR Small 
Grants Scheme), anti-tuberculosis drug resistant surveys; promotion of partnership 
development (such as involvement of the Rotary Club in Egypt.); and collaboration with the 
World Food Programme for food support to tuberculosis patients (such as in the Republic of 
Yemen). The participants appreciated the above changes, particularly in view of the fact that 
in 1995, only one country in the Region was widely using the DOTS strategy.  

With due understanding of the above progress, the participants recognized that there are 
still a number of challenges to tuberculosis control in the Region. The two countries with the 
highest burden of tuberculosis, namely Pakistan and Afghanistan, have yet to make 
measurable progress in the expansion of DOTS. While DOTS A LL OVER will be achieved in 
20 countries by the end of year 2000, the quality of DOTS activities in terms of case detection 
and treatment outcome still needs improvement to ensure the accomplishment of the global 
tuberculosis targets. Moreover, comprehensiveness of DOTS ALL OVER in terms of 
involvement of all partners in tuberculosis control has not yet been achieved in the majority of 
the countries, as reflected in the fact that even the public health sector (other than ministries of 
health) has a limited involvement in tuberculosis control. Collaboration with other 
programmes dealing with major communicable diseases such as HIV/AIDS and malaria is 
still limited. The participants also noted changes in the global commitment to combating the 
three major communicable diseases, namely tuberculosis, malaria and HIV/AIDS, as reflected 
by the commitment of the G8 countries and the activities of the STOP TB Initiative.  

The participants came to a clear understanding that continuation and consolidation of 
efforts are needed in tuberculosis control. 

9. RECOMMENDATIONS 

The participants proposed the following new regional targets for tuberculosis control to 
continue to boost tuberculosis control activities in the Region. The targets are in line with the 
resolution on the Stop TB Initiative endorsed in the 53rd World Health Assembly, May 2000: 
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?? Detect at least 70% of all cases of tuberculosis in the Region, and successfully treat at 
least 85% of them by 2005, and sustain the achievements.  

?? Enrol all detected tuberculosis pa tients in the DOTS strategy by 2005 

?? Reduce prevalence and deaths of tuberculosis in the Region by 50% by 2010.  

In addition to the above regional targets, the following county-specific targets are 
proposed: 

?? All countries, except for Afghanistan, Pakistan and Somalia who are lagging in DOTS 
implementation, should detect at least 70% of all cases of tuberculosis and successfully 
treat at least 85% of them by 2003.  

?? Countries with intermediate incidence of tuberculosis should reduce the incidence of 
tuberculosis by at least 50% by 2010. This is based on the epidemiological evaluation 
that shows that in the presence of effective tuberculosis control, prevalence and deaths 
from tuberculosis will decline first, followed by the reduction in incidence. 

?? Countries with low incidence of tuberculosis should reduce the incidence of smear-
positive pulmonary tuberculosis to at least as low as 1 per 100 000 population by 2010 
in accordance with Regional Committee resolution EM/RC44/R.6, 1997.  

Accordingly the participants recommended their countries to: 

1. Adopt the above regional targets as national targets for tuberculosis control, and 
continue to provide effective, action-oriented political support to achieve them. 

2. Support the promotion of partnership development in the health sector so as to achieve 
comprehensiveness of DOTS ALL OVER. All health care providers, in both the public 
and private sectors including prison health sectors, military health services, university 
health services, nongovernmental organizations, and health in surance, should be 
involved in DOTS activities by 2003 in all countries of the Region. 

3. Support collaboration with programmes dealing with other major communicable 
diseases, particularly HIV/AIDS and malaria. The collaborative activities with 
HIV/AIDS programmes should include, among others, advocacy and social 
mobilization, training and implementation of sero-prevalence surveys among 
tuberculosis cases. 

4. Support collaboration with the World Food Programme (for the food support to 
tuberculosis patients), and other agencies.  

5. Support the initiation and promotion of operational research activities to address key 
issues in tuberculosis control and in partnership development. 



WHO-EM/TUB/232/E/L 
Page 26 

 

6. Take appropriate measures for the start of anti-tuberculosis drug resistance surveys to 
monitor the prevalence and trend of the anti-tuberculosis drug resistance pattern.  

The participants recommended WHO to: 

7. Propose the new regional targets for tuberculosis control to the next Regional 
Committee for the Eastern Mediterranean in order to obtain the consensus of the 
countries of the Region and the political commitment necessary to achieve the targets. 

8. Develop an institutionalized mechanism at the regional level (EMRO) to promote 
partnership development in tuberculosis control in order to ensure political and financial 
support at regional and national levels. The mechanism would include an interagency 
coordinating committee and a technical advisory group. EMRO should prepare a five-
year strategic plan on tuberculosis control in the Region for the discussion and action of 
the committee and the group. 

9. Develop, in addition, an institutionalized mechanism at the regional level (EMRO) to 
promote collaboration among programmes dealing with major communicable diseases, 
particularly HIV/AIDS and malaria, taking into consideration the Massive Effort 
Initiative in this regard. 
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Annex 1  

PROGRAMME 

Saturday, 16 September 2000 
 
08:30 – 09:00  Registration 
09:00 – 09:30  Opening session 

?? Address from the Regional Director, WHO/EMRO 
?? Address from H.E. the Minister of Hea lth, Jordan 
?? Introduction of participants 
?? Election of officers 

9:30 – 10:00 Objectives and methods of work of the meeting and recommendations of the 
previous meeting [Dr Seita, EMRO] 

 
CRITICAL REVIEW OF DOTS ALL OVER PROGRESS 
 
10:20 – 10:40  Quick review on DOTS coverage in countries [Dr Seita, EMRO] 
10:40 – 12:30  Critical review on DOTS ALL OVER progress in 3 groups 

?? Quality of DOTS activities [DOTS coverage, cure rate, case detection 
rate, % smear positive among pulmonary tuberculosis cases, % smear 
positive among all tuberculosis cases, age distribution] 

?? Status of DOTS ALL OVER [DOTS health sector coverage in all 
partners including non-MOH governmental sector, and private sector 
and NGO, Collaboration with other programmes such as HIV/AIDS 
and other agencies] 

12:30 – 13:00  Presentation on group exercise in Plenary 
 
ISSUES IN DOTS AND DOTS ALL OVER 
 
14:30 – 15:00  Epidemiological trend of tuberculosis [Dr Dye, WHO/Headquarters 

?? Reducing morality, prevalence and incidence rationale and 
measurement 

15:00 – 15:45  Issues in quality of DOTS activities 
?? Analysis on the regional situation [Dr Seita, EMRO] 
?? Case detection rate in DOTS areas [Dr Shirzadi, Islamic Republic of 

Iran] 
?? Cure rate in DOTS expansion [Dr Samiha, Syrian Arab Republic] 
?? Priority on smear examination [Dr Ottmani, CDS/HQ] 
?? Discussions  

16:15 – 17:00  Issues in DOTS ALL OVER status: health sector -wide approach 
?? Analysis on the regional situation [Dr Hallaj, EMRO] 
?? Role of non-Ministry of Health, governmental health sector [Dr Hanem, 

Egypt] 
?? Role of private health sector [Dr Khoury, Lebanon] 
?? Role of nongovernmental organizations [Dr Khamis, Jordan] 
?? Collaboration with HIV/AIDS programmes [Dr Tawilah, EMRO] 
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17:00 – 17:40  Issues in DOTS ALL OVER status: health sector reform 
?? Health sector reform and tuberculosis control [Dr Enarson, EMRO] 
?? Country experience – Republic of Yemen [Dr Amin, Republic of 

Yemen] 
?? Country experience – Egypt [Dr Pieter, Egypt] 
?? Discussions  

17:40 – 18:00  Summary discussions  
?? Reduction of tuberculosis burden in the Region 
 
Sunday, 17 September 2000  
 
STEPS FOR HIGH QUALITY DOTS AND DOTS ALL OVER 
 
09:00 – 09:20  Summary of the 1st day discussions and group work instruction [Dr Seita, 

EMRO] 
09:20 – 09:30  Exercise to achieve/maintain high quality DOTS activities and DOTS ALL 

OVER in 3 groups: tuberculosis elimination, DOTS ALL OVER, and DOTS 
expanding 

11:00 – 11:30 Group presentation on steps 
 
INITIATIVES FOR HIGH QUALITY DOTS AND DOTS ALL OVER – 1  
 
11:30 – 12:10 Preventive chemotherapy for contacts 

?? IUATLD point of view [Dr Enarson]  
?? Country experience – Egypt [Dr Hanem, Egypt] 
?? Country experience – Jordan [Dr Aburumman, Jordan] 
?? Discussions (consensus development) 

12:10 – 13:00  Drug resistance survey/surveillance 
?? Global anti-tuberculosis drug resistance survey projects [WHO/HQ] 
?? Drug resistance survey in Oman [Dr Ba-Omer, Oman]  
?? Drug resistance survey in Islamic Republic of Iran [Dr Masjedi, Islamic  

Republic of Iran]  
?? Discussions  

14:30 – 15:20  Research activity in tuberculosis 
?? Importance of research in tuberculosis control [Dr Enarson, IUATLD] 
?? Tuberculosis control and TDR [Dr Seita, EMRO]  
?? Research protocol [Dr Ayed, Iraq] 
?? DOTS cost–effectiveness study [Dr van Maaren, Netherlands] 
?? Discussions  

15:20 – 16:00   Case management and surveillance activities 
?? Cross-border tuberculosis control [Dr Sabra, Jordan] 
?? Computerized, individual case management system [Dr Latif, Qatar] 
?? EMRO DOTS FAX [Dr Akhtar, EMRO] 

16:30 – 17:30  Management of specific cases 
?? Management of childhood tuberculosis [Chaulet] 
?? Management of extra-pulmonary tuberculosis [Dr Enarson] 
?? DOTS PLUS [Dr Chaulet] 
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Monday, 18 September 2000 
 
INITIATIVES FOR HIGH QUALITY DOTS AND DOTS ALL OVER –  
2 COLLABORATION WITH OTHER PROGRAMME AND AGENCY 
 
09:00 – 09:40  Collaboration with HIV/AIDS programmes  

?? Country experience – Djibouti [Dr Ismail, Djibouti] 
?? Country experience – Jordan [AIDS programme manager, Jordan]  
?? EMRO perspective [Dr Tawilah, EMRO] 
?? Discussions  

09:40 – 10:30  Collaboration with World Food Programme (WFP)  
?? Country experience – Republic of Yemen [Dr Noman, Republic of 

Yemen] 
?? Country experience – Sudan [Dr El Suny, Sudan]  
?? EMRO perspective [Dr Bagchi, EMRO] 
?? WFP perspective [Dr Lubna Alaman, Republic of Yemen] 
?? Discussions  

 
INITIATIVES FOR HIGH QUALITY DOTS AND DOTS ALL OVER –  
3 ADVOCACY /SOCIAL MOBILIZATION 
 
11:00 – 11:30 STOP TB Initiative (WHO/HQ) 

Amsterdam Conference and latest progress 
11:30 – 12:40 Advocacy/social and resource mobilization 

?? EMRO advocacy materials (Dr Hamdy, EMRO) 
?? El Nozha Rotary Club (Dr Loutfy, Egypt) 
?? Collaboration with donors - 1 (Dr Mehta, WHO/Somalia) 
?? Collaboration with donors - 2 (Dr Tonelli, Somalia) 
?? Discussions on World Tuberculosis Day 2001 

13:00 – 14:00  Final discussions and recommendations 
14:00 – 14:30  Commendation ceremony on DOTS performance and World Tuberculosis  

Day 2000 activities 
Closing ceremony 
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Annex 2  
 

LIST OF PARTICIPANTS 

AFGHANISTAN 
Dr Gul Zareen 
National Tuberculosis Programme Manager 
Tuberculosis Institute 
Kabul 
 
 
BAHRAIN 
Dr Said Al Saffar 
National Tuberculosis Programme Manager 
Ministry of Health 
Manama 
 
 
CYPRUS 
Dr Pegasios Mavrides 
National Tuberculosis Programme Manager 
Senior Specialist 
Nicosia General Hospital 
Nicosia 
 
 
DJIBOUTI 
Dr Houmed Ali Ismail 
National Tuberculosis Programme Manager 
Ministry of Public Health & Social Affairs 
Djibouti 
 
 
EGYPT 
Dr Hanem Abdel Azim 
National Tuberculosis Programme Manager 
Ministry of Health and Population 
Cairo 
 
 
ISLAMIC REPUBLIC OF IRAN 
Dr Mohammed Reza Shirzadi 
Head, Tuberculosis and Leprosy Programmes 
Disease Control Department 
Ministry of Health and Medical Education 
Teheran 
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IRAQ 
Dr Thafir Salman 
National Tuberculosis Programme Manager 
Ministry of Health 
Baghdad  
 
 
JORDAN 
Dr Khaled Abu Rumman 
National Tuberculosis Programme Manager 
Ministry of Health 
Amman 
 
 
KUWAIT 
Dr Adnan Taher Abel 
National Tuberculosis Programme Manager 
Ministry of Public Health 
Kuwait 
 
 
LEBANON 
Dr Mtanios Saadeh 
National Tuberculosis Programme Manager 
Ministry of Public Health 
Beirut 
 
 
LIBYAN ARAB JAMAHIRIYA 
Dr Taher Rizgallah 
National Tuberculosis Programme Manager 
General People’s Committee for Health and Social Security 
Tripoli 

 
MOROCCO 
Dr Naima Bencheikh 
National Tuberculosis Programme Manager 
Ministry of Health 
Rabat 
 
 
OMAN 
Dr Ali Bin Ahmed Ba Omar 
National Tuberculosis Programme Manager 
Ministry of Health 
Muscat 
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PAKISTAN 
Dr Karam Shah 
National Coordinator, Tuberculosis Control 
Tuberculosis Center Rawalpindi 
Rawalpindi 
 
 
PALESTINE 
Dr Samih Shaheen 
National Tuberculosis Programme Manager 
Ministry of Health 
Gaza 
 
Dr Ziad Shqeer 
Tuberculosis Doctor 
Primary Health Care 
Ministry of Health 
West Bank  
 
 
QATAR 
Dr Mohammed Janehi 
Head of Infectious Disease Unit 
Hamad Medical Corporation 
Doha 
 
 
SAUDI ARABIA 
Dr Abdel Mohsen Al Alwan 
Tuberculosis National Focal Point in the Eastern Province 
Dammam 
 
  
SOMALIA  
Dr Bashir Sulieman 
Tuberculosis Coordinator of North West Zone 
Somaliland 
 
Dr Firdosi Mehta 
Medical Officer, 
Tuberculosis Control 
WHO Somalia 
Nairobi 
 
 
SUDAN 
Dr Asma El Sony 
National Tuberculosis Programme Manager 
Federal Ministry of Health 
Khartoum 
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SYRIAN ARAB REPUBLIC 
Dr Samiha Baghdady 
National Tuberculosis Programme Manager 
Ministry of Health 
Damascus 
 
 
TUNISIA 
Dr Ridha Djebeniani 
National Tuberculosis Programme Manager 
Ministry of Public Health 
Tunis  
 
 
UNITED ARAB EMIRATES 
Dr Juma Bilal 
Director, Disease Prevention 
Ministry of Health 
Dubai 
 
 
REPUBLIC OF YEMEN  
Dr Abdel Karim Shaiban 
Deputy Minister for Medical and Health Care Services 
Ministry of Public Health 
Sana’a 
 
Dr Amin Noman 
National Tuberculosis Programme Manager 
Ministry of Public Health 
Sana’a 
 
Dr Mohamed Khaulani 
Deputy Director  
National Tuberculosis Institute 
Sana’a 
  

Temporary Advisers  
 
AFGHANISTAN 
Ms Kathy Fiekert 
Medical Coordinator 
Medair NGO 
Kabul 
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EGYPT 
Dr Naguiba Fouad Lotfy 
Professor of Public Health 
Alexandria El-Nozha Rotary Club 
Alexandria 
 
Dr Essam Hamza Al Maghazy 
National Tuberculosis Programme 
Ministry of Health and Population 
Cairo 
 
 
ISLAMIC REPUBLIC OF IRAN 
Dr Mohamed Reza Masjedi 
Deputy Director  
National Research Institute of Tuberculosis and Lung Disease 
Teheran 
 
 
IRAQ 
Dr Ayed Al Dilami 
Director, Prevention Department 
Ministry of Health 
Baghdad  
 
 
JORDAN 
Dr Nadia Abu Sabra 
Medical Officer, 
National Tuberculosis Center 
Amman 
 
Dr Khamis Khattab 
Jordan Anti-Tuberculosis Association 
Amman 
 
Dr Yusra Al Rihani 
Medical Officer, 
National Tuberculosis Center 
Amman 
 
Dr Ali Asaad  
National AIDS Programme Manager 
Ministry of Health  
Amman 
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LEBANON 
Dr Francis Khoury 
Chest Disease and Tuberculosis Specialist 
Hotel Dieu Hospital 
Beirut 
 
 
OMAN 
Dr Salah Awaidy 
Head of Epidemiology Surveillance 
Ministry of Health 
Muscat 
 
 
PAKISTAN 
Dr Javid Khan 
Associate Professor, 
Department of Medicine  
Agha Khan University Hospital 
Karachi 
 
Dr Lubna Khalil 
Medical Officer 
Baluchistan Provincial Tuberculosis  
Programme Office 
Baluchistan 
 
 
SOMALIA  
Sister Analina Tonelli 
Borama Tuberculosis Center 
Borama 
 
 
SYRIAN ARAB REPUBLICN ARAB REPUBLIC 
Dr Hyam Bashour 
University of Damascus 
Damascus 
 

OTHER ORGANIZATIONS 
 
UNRWA  
Dr Jamil Yousef 
Field Disease Prevention and Control Officer 
Beirut 
 
WORLD BANK 
Dr Bashir ul Haq 
Health Specialist, World Bank  
Islamabad 
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HEALTH MINISTERS’ COUNCIL FOR GULF COOPERATION COUNCIL STATE 
Dr Khalifa Al Jaber 
Assistant Under–Secretary for Technical Affairs  
Ministry of Public Health 
Doha 
 
JAPAN INTERNATIONAL COOPERATION AGENCY (JICA) 
Dr Yuriko Egami 
Chief Advisor  
Republic of Yemen Tuberculosis Control Project-3 
Sana’a 
 
WORLD FOOD PROGRAMME 
Dr Lubna Alaman 
Programme Officer 
Sana’a 
 

OBSERVERS 
  
LIBYAN ARAB JAMAHIRIYA 
Dr Salem El Ghamati 
National Tuberculosis Programme 
Tripoli 
 

WHO SECRETARIAT  
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Dr Mohamad Akhtar, Medical Officer, Tuberculosis Control, WHO/EMRO, Cairo, Egypt 
Dr Jihane Tawilah, Regional Adviser, AIDS and Sexually Transmitted Diseases, 
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Dr Mohamed Aziz, Medical Officer, Communicable Diseases, WHO/Headquarters, Geneva, 
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