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MESSAGE FROM THE CHAIR 

s the global burden of drug resistant 
tuberculosis (DR-TB) continues to 
threaten TB control, the international 

community is faced with the challenge of 
how to deliver effective TB care to the 
many patients suffering from disease 
caused by highly-resistant strains such as 
multidrug-resistant TB (MDR-TB).  Since its 
inception in 2000, the Green Light 
Committee (GLC) Initiative has worked to 
ensure that patients receive appropriate 
treatment for drug-resistant TB, that 
prevent the emergence of further drug 
resistance, with quality-assured second-
line drugs.  Since then, the GLC has 
approved over 30,000 patient treatments 
in 69 projects spanning 51 countries.  Data 
from these projects has contributed to the 
evidence base for the programmatic 
management of DR-TB, and has played a 
significant role in shaping global policy on 
MDR-TB/XDR-TB.  Much of this is reflected 
in the updated Guidelines for the 
programmatic management of drug-
resistant tuberculosis released in April 
2008.  
 
Our achievements to date have been 
reached through broader awareness of 
the benefits of the GLC Initiative, ongoing 
outreach on the part of WHO Regional 
Offices, and countries’ eagerness to 
include DR-TB treatment in their national 
strategies (as recommended in the Global 
STOP-TB strategy).  Although the 
temptation is to congratulate ourselves 
on the progress that has been made in 
recent years, the challenges are still 
formidable.  We in the global TB 
community must face the reality that the 
GLC Initiative enables access to 
treatment to less than 10,000 patients a 
year; a small number compared to the 
estimated 490,000 new MDR-TB cases 
occurring annually.  For those outside of 
GLC programs, treatment is often with 
drugs of unknown quality under 
treatment regimens that do not conform 
to the current global standard of care.  
The majority of DR-TB patients in the 
world receive no treatment; they transmit 
the disease and often die.   

The scourge of more severe forms of  
MDR-TB, such as XDR-TB, has 
underscored the danger of leaving  
MDR-TB untreated or poorly treated, 
especially in the face of HIV.  We in the 
global TB community are at the cusp of a 
significant paradigm shift, with 
expectations that national programs must 
provide integrated universal care for TB 
and DR-TB.  With innovative funding 
mechanisms such as the Global Fund to 
fight AIDS, Tuberculosis, and Malaria 
(GFATM) and UNITAID, our primary 
challenge now is to build country-level 
capacity to make universal high-quality 
treatment of DR-TB a reality.   
 
In 2008, the GLC Initiative will continue to 
work in close collaboration with the 
Global Laboratory Initiative (GLI), second-
line anti-TB drug manufacturers, National 
Tuberculosis Programs, public-private TB 
partnerships, innovative funding 
mechanisms, and other key partners in 
the STOP-TB Partnership and the MDR-TB 
Working Group to ensure that high quality 
care with quality-assured second-line 
drugs are available to as many patients 
as possible. 

 
On behalf of the GLC I want to thank all 
those who have worked to make MDR-TB 
treatment possible for so many patients, 
and look forward to working together as 
we face the challenges ahead.  
 
 
 
 
 
Salmaan Keshavjee 
MD, PhD 
Chair 
Green Light Committee 

 

A 
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EXECUTIVE SUMMARY 

n 2007, the Green Light Committee (GLC) 

Initiative achieved yet another milestone 

by reaching 51515151 countries, including several 

in the most remote areas of the world 

where management of drug-resistant 

tuberculosis presents a real challenge.  

 

The number of GLC approved programs has 

been consistently rising since the 

establishment of the GLC in 2000.  At the 

end of 2007, the GLC Initiative included 66669999 

program sites with 30,20630,20630,20630,206 patients to treat. 

 

Although most of the countries were still at 

the stage of establishing centres of 

excellence and implementing pilot 

programs, a significant  number of 

countries began expanding their services 

nationally.  In 2007 this included such 

countries as Peru, Russia, and the 

Philippines.   

 

This year particularly marked an increase in 

donor support for the GLC approved 

programs.  More than 70% of the GLC 

donor and partner contributions in 2007 

were committed to the procurement of 

affordable quality-assured second-line anti-

TB drugs (SLDs) (see diagram 7).  This was 

made possible by UNITAID, an international 

drug purchasing facility that in 2007 

provided over US$7 million for the delivery 

of SLDs to recipients in 10 low and lower 

middle income countries1.   

                                                 
1
 World Bank Classification, see www.worldbank.org 

As the level of external funding has 

steadily increased over the last decade, 

countries also have made bigger political 

and financial commitments towards 

programs dealing with drug-resistant TB.  

External funding, however,  remained the 

main source of income to fund GLC 

approved MDR-TB programs for many 

countries.  One of the biggest funders of 

the GLC approved programs was The 

Global Fund, which supported treatment 

of 23,66123,66123,66123,661 patients, or 78%78%78%78%    of all patients 

approved under the GLC Initiative since 

2000.  

 

Given that there are close to 500,000 

new cases of multidrug-resistant 

tuberculosis (MDR-TB) emerging globally 

every year, countries must respond 

rapidly by integrating diagnostic, 

treatment and care facilities for MDR-TB 

in their national plans for TB and speed 

up the enrolment of patients into 

treatment programs. 

 

As progress is being steadily made, the 

GLC will continue strengthening its 

services and partner network in order to 

help countries to offer quality treatment 

and care and reduce the impact of  

MDR-TB on patients and their 

communities. 

 

I 
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INTRODUCTION 

omponent Two of the Stop TB 

Strategy calls for the control and 

prevention of multidrug-resistant 

tuberculosis (MDR-TB) through:  

 

(i) increased access to quality-assured 

SLDs; and  

(ii) prevention of development of 

resistance to anti-TB drugs. 

 

The Green Light Committee (GLC) Initiative, 

together with the Working Group on  

MDR-TB, promotes implementation of this 

strategy in accordance with the Global 

Plan to Stop TB (2006–2015) and the 

Global MDR/XDR-TB Response plan  

(2007–2008). 

    

Established in 2000 by WHO and partners, 

the GLC InitiativeGLC InitiativeGLC InitiativeGLC Initiative is the mechanism that 

enables effective control of MDR-TB and 

access to affordable, high-quality, SLDs for 

the treatment of MDR-TB.  Its objectives 

are: 

 

 ensuring effective treatment of 

patients with MDR-TB in accordance 

with guidelines published by the 

World Health Organization (WHO) on 

the programmatic management of 

drug-resistant tuberculosis (WHO 

Guidelines);  

 

 promoting access to technical 

assistance to facilitate rapid scale-

up of MDR-TB management;  

 

 increasing access to quality-assured, 

affordable, SLDs for the treatment 

of MDR-TB among well-performing 

programs;  

 

 preventing the development of 

resistance to SLDs by ensuring drug 

use in accordance with the WHO 

Guidelines; and 

 

 advising WHO on policy-related 

matters to effectively prevent and 

control MDR-TB based on the best 

available scientific evidence.  

 

 

 

 

 

 

 

 

 

 

 

 

 
                

C 

Source:  www.livinginperu.com 
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The core of the GLC Initiative is composed 

of the expert technical committee, the 

Secretariat, and the Global Drug Facility 

(GDF). 

    

The Green Light Committee (GLC) The Green Light Committee (GLC) The Green Light Committee (GLC) The Green Light Committee (GLC) reviews 

and approves applications for  treatment 

of people with MDR-TB using affordable 

and quality-assured anti-TB drugs 

procured through the GLC Initiative.  

 

The Initiative is coordinated by the  

GLC Secretariat,GLC Secretariat,GLC Secretariat,GLC Secretariat, which is hosted and 

administered by the WHO.  

    

The Global Drug Facility (GDF)The Global Drug Facility (GDF)The Global Drug Facility (GDF)The Global Drug Facility (GDF), an arm of 

the Stop TB Partnership, hosted and 

administered by WHO, carries out drug 

procurement for GLC-approved programs.  

 
WHO and its technical partners WHO and its technical partners WHO and its technical partners WHO and its technical partners provide 

technical assistance to GLC-approved 

MDR-TB programs.  
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COMMITTEE MEMBERSHIP 

he GLC is comprised of 

representatives from 9 institutions 

with specific programmatic, clinical, 

advocacy, scientific and managerial 

expertise.  Its membership rests with 

institutions, not individuals.  WHO is a 

permanent member of the Committee.  All 

other institutions are normally drawn from 

the Stop TB Partnership Working Group on 

MDR-TB.  

 

In February 2007, the Committee 

approved its Operating Procedures which 

govern the review, as well as the election 

process of new GLC members and the GLC 

Chair. 

 

Key Changes Key Changes Key Changes Key Changes     

At the 44th GLC meeting in August 2007,  

Dr. Karin Weyer from the Medical 

Research Council for South Africa (MRC) 

stepped down from the chairmanship of 

the GLC. Dr. Salmaan Keshavjee from 

Partners in Health (PIH) was formally 

elected as the new Chair.  At the same 

meeting, MRC announced its departure 

from the GLC.  In the subsequent 45th GLC 

meeting in October, Médecins sans 

Frontières (MSF) was elected out of 8 

institutions applying for a seat as a GLC 

member and replaced MRC on the 

Committee. 

As of December 2007, members of  the 

GLC included (principal member listed 

first): 

 
Partners Partners Partners Partners IIIIn Health (PIH) n Health (PIH) n Health (PIH) n Health (PIH) ----        
Salmaan Keshavjee - Chair 
Jaime Bayona 
 
KNCV Tuberculosis FoundationKNCV Tuberculosis FoundationKNCV Tuberculosis FoundationKNCV Tuberculosis Foundation    
Kitty Lambregts 
Agnes Gebhard 
 
International Union Against Tuberculosis &  International Union Against Tuberculosis &  International Union Against Tuberculosis &  International Union Against Tuberculosis &  
Lung Disease (IUATLD)Lung Disease (IUATLD)Lung Disease (IUATLD)Lung Disease (IUATLD)    
Jose Caminero 
Arnaud Trebucq 
 
Hospital General de "Francisco J.  Muniz"Hospital General de "Francisco J.  Muniz"Hospital General de "Francisco J.  Muniz"Hospital General de "Francisco J.  Muniz"    
Domingo Palmero 
Cristina Brian 
    
U.S. U.S. U.S. U.S. Centers for Disease Control Centers for Disease Control Centers for Disease Control Centers for Disease Control and and and and 
Prevention Prevention Prevention Prevention (CDC)(CDC)(CDC)(CDC)    
Timothy Holtz 
Charles Daley 
    
State Agency for TB & Lung Disease, LatviaState Agency for TB & Lung Disease, LatviaState Agency for TB & Lung Disease, LatviaState Agency for TB & Lung Disease, Latvia    
Vaira Leimane 
Gunta Dravniece 
 
Médecins sans Frontières (MSF) Médecins sans Frontières (MSF) Médecins sans Frontières (MSF) Médecins sans Frontières (MSF)     
Francis Varaine 
 
World Care Council (WCC)World Care Council (WCC)World Care Council (WCC)World Care Council (WCC)    
Case Gordon 
Neichu Angami 
 
World Health Organization (WHO)World Health Organization (WHO)World Health Organization (WHO)World Health Organization (WHO)    
    standing member 
Ernesto Jaramillo 
Fuad Mirzayev 
    

 

T 
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GLC ACTIVITIES IN 2007 

n 2007, the GLC held 6 meetings. The 

41st, 43rd, 44th and 46th meetings were 

held via teleconference.  The 42nd GLC 

meeting was held in person and hosted by 

the WHO, in Montreux, Switzerland. The 

45th GLC meeting took place in Gran 

Canaria, Spain and was hosted by the 

Hospital de Gran Canaria "Dr Negrin". 

 

The activities performed by the GLC in 

2007 were related to the: 

 

� review of applications  

� monitoring and evaluation of GLC 

approved program sites  

� technical assistance to implementing 

or applying country programs, and 

� revision of the Guidelines for the 

programmatic management of drug-

resistant tuberculosis, which are 

expected to be launched in August 

2008. 

 

Following the MDR-TB Working Group 

meetings in Atlanta, Georgia (USA) in 

2006 and Tbilisi (Georgia) in September 

2007, the GLC decided that it should 

adopt new approaches to help regions and 

countries build programmatic capacity to 

manage drug-resistant TB and help 

resolve major bottlenecks to scaling up 

treatment of patients with MDR-TB.   

 

As a result, in 2007 a few new initiatives 

were started to: 

 

 Streamline monitoring and 

evaluation of GLC-approved 

programs; 

 Facilitate the GLC application review 

process; 

 Improve procurement through the 

GLC mechanism;  

 In collaboration with GDF, assist 

countries with drug management; 

and 

 Include drug management into the 

scope of GLC monitoring visits. 

 

GLC Taskforce on Monitoring and GLC Taskforce on Monitoring and GLC Taskforce on Monitoring and GLC Taskforce on Monitoring and 
EvaluationEvaluationEvaluationEvaluation    

A taskforce comprised of GLC members, 

consultants and WHO experts was set up 

by the GLC in October to streamline the 

monitoring and evaluation function of the 

GLC.  

 

The objectives of the taskforce were to 

explore different ways of monitoring the 

GLC-approved programs and allow for a 

better knowledge-sharing among the 

countries and program sites.  In addition, 

the taskforce looked into ways of 

expanding the current GLC consultant pool 

and developing an evaluation framework 

which could serve as a basis for project 

expansions.  

I 
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The taskforce continued its function into 

2008 and will report its findings in one of 

the meetings of the GLC during 2008. 

 

Setting Up a Sub-Group on Drug 
Management 

During the Stop TB Partnership 

Coordinating Board meeting in Berlin in 

October 2007, it was acknowledged that 

the global shortage of quality-assured 

SLDs for patients in GLC-approved 

programs is a crisis negatively affecting 

patients, programs, Global Fund funding 

and the future relevance of GLC.  

Shortages were also caused or amplified 

by registration restrictions and import 

barriers of governments, poor forecasting 

and order placement by programs, 

complicated, time-consuming financial 

transactions between partners and agents, 

and delays in disbursements from donors 

and financing mechanisms.  

Among other responses to this crisis, the 

MDR-TB Working Group established a 

Sub-group on Drug Management to 

develop and implement a plan of action 

for addressing the threat posed by the 

shortage of quality-assured SLDs.  

The sub-group was mandated to: 

 

 Advise WHO and Stop TB 

Partnership on strategies to 

promote a steady supply of quality-

assured SLDs to meet the demands 

of the global scale-up of MDR-TB 

management, as set out in the 

Global Plan to Stop TB 2006-2015; 

 Collaborate with the GLC in 

promoting sound management of 

SLDs; 

 Support the GLC and GDF efforts to 

improve in-country management of 

SLDs with respect to quantification, 

importation, registration, 

distribution and storage of drugs; 

 Facilitate prequalification of SLDs; 

 Facilitate the decrease in prices of 

SLDs for better accessibility, 

including further price reductions 

for products offered by current 

suppliers of the GLC Initiative; 

 Facilitate development of market 

intelligence on existing and 

potential new sources of  

second-line anti-TB finished product 

formulations and Active 

Pharmaceutical Ingredients. 
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Streamlining GLC Application 
Review  

In the last two years the demand for GLC 

services has more than doubled.  To be 

able to cope with the increased number of 

applications and shorten the application 

review time, the GLC changed the review 

process for expansion applications.  As of 

February 2007, the GLC reviewed "cohort 

expansion applications" off its regular 

review cycles, i.e. applications were 

reviewed as received. 

 

For example, if an application was 

received by the Secretariat on 24th of 

March (after the GLC regular cycle closed 

on March 20th) and it was a request to 

expand an on-going, well-performing GLC 

program, the GLC would review the 

application right away and notify the 

applicant of its decision in April.  Under the 

old procedures, the applicant had to wait 

until the next GLC cycle closed on May 

20th to have the application reviewed; the 

decision would have been issued in June.  

The change in procedures speeded up the 

review process by up to two months.  

 

Since the new procedure was put in place, 

ten (10) expansion applications were 

reviewed by the GLC in 2007, which 

allowed the achievement of significant 

improvements in efficiency of the GLC and 

Secretariat.  

 

The GLC also maintained the fast-track 

application review process. Requests to 

treat less than 50 patients are reviewed 

as soon as they are received. In 2007,  

4 applications were reviewed under the 

fast-track review option.   

 

For all other applications, the rules and 

procedures, as established under the 

regular GLC review cycle, were applied.  

 

From February 2007, GLC followed the 

review process as outlined in Diagram 2.  
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REVIEW OF APPLICATIONS 

n 2007, a total of 30 30 30 30 applications were 

submitted to the GLC for review, with 25252525 

applications approved by the Committee 

experts.  While many countries applied to 

expand their programs, there were many 

applications from countries and regions to 

start a new program.  In total, GLC 

received and approved 10101010 expansion and 

15151515 new applications. The remaining 5 

applications were kept under review, 

awaiting clarifications from the countries 

on the recommendations made by the GLC. 

 

By December 2007 GLC granted approval 

to 51 51 51 51 countries and 66669999 program sites, 

which compared to 2006 showed an 

increase of 25% in program sites and 18% 

increase in the number of patients 

approved for treatment. See Annex 1 for 

the full list of countries and sites.  

 

A total of 5555,,,,252252252252 patients were approved 

for treatment in 2007, which increased 

the total number of patients approved 

under GLC initiative since 2000 to 30,20630,20630,20630,206.  

 

In 2007, the European region was 

approved with the largest number of 

patients (2960).  The region with the 

second largest number of patients 

approved was South East Asia (1075), 

followed by the Western Pacific (555), the 

Americas (386), the African (190) and the 

Eastern Mediterranean (86) regions  

(Table 1).   

Significant progress has been made in the 

South East Asian region, where 48% of all 

patients to be treated under the GLC 

Initiative were approved in 2007.  

 

 

REGIONSREGIONSREGIONSREGIONS    2007200720072007    
TOTALTOTALTOTALTOTAL    
SinceSinceSinceSince    
2000200020002000    

AFROAFROAFROAFRO    
190190190190    

(11%)(11%)(11%)(11%)    
1680168016801680    

AMROAMROAMROAMRO    
386386386386    
(4%)(4%)(4%)(4%)    

10699106991069910699    

EMROEMROEMROEMRO    
86868686    

(19%)(19%)(19%)(19%)    
452452452452    

EUROEUROEUROEURO    
2960296029602960    
(22%)(22%)(22%)(22%)    

13222132221322213222    

SEAROSEAROSEAROSEARO    
1075107510751075    
(48%)(48%)(48%)(48%)    

2243224322432243    

WPROWPROWPROWPRO    
555555555555    

(29%)(29%)(29%)(29%)    
1910191019101910    

TOTALTOTALTOTALTOTAL    
5252525252525252    
(17%)(17%)(17%)(17%)    

30206302063020630206    

 

 

I 

Table 1: GLC approved patients by Region 
(% of patients approved in 2007) 
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Overall, the European and Americas 

regions were leading in the total number 

of patients approved for treatment.  The 

two regions together included 23,92123,92123,92123,921 

patients or 79%79%79%79% of all patients approved 

under the GLC Initiative (Diagram 3).    

 

Programs in the following six countries, 

Democratic Republic of Congo (1100), 

Peru (9,600), Kyrgyzstan (1880), Russia 

(5728),  Uzbekistan (1106) and Nepal 

(950), accounted for the majority (67%) of 

all GLC patients.   
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Diagram 3: GLC approved Patients by Region (cumulative since 2000) 
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MONITORING AND EVALUATION 

rograms approved by the GLC are 

monitored annually via site visits to 

ensure continued adherence to their 

original protocols and WHO guidelines and 

to promote the technical assistance 

needed.  

 

Monitoring and evaluation activities are 

managed by the GLC Secretariat and WHO 

regional offices and are carried out by 

GLC-endorsed consultants.  Currently, 

each WHO region has an MDR-TB focal 

point, who coordinates and implements 

GLC monitoring.  

 

Six program sites received a pre-approval 

or technical assistance missions on behalf 

of the GLC  (Table 2). 

 

In 2007, 22 sites received a monitoring 

and evaluation visit from GLC experts 

(Table 3).  Each visit resulted in a formal 

report cleared by the Committee with 

conclusions and recommendations shared 

with the relevant implementing agency in 

the country and partners.  

1. Azerbaijan1. Azerbaijan1. Azerbaijan1. Azerbaijan    

2. Paraguay2. Paraguay2. Paraguay2. Paraguay    

3. 3. 3. 3. Russia/Russia/Russia/Russia/MariyMariyMariyMariy----ElElElEl    

4. 4. 4. 4. Russia/Russia/Russia/Russia/ChuvashiyaChuvashiyaChuvashiyaChuvashiya    

5555. . . . Russia/Russia/Russia/Russia/NovosibirskNovosibirskNovosibirskNovosibirsk    

6. Myanmar6. Myanmar6. Myanmar6. Myanmar    

Table 2. Program sites that received a 
 pre-approval mission 

 

 

1. Rwanda1. Rwanda1. Rwanda1. Rwanda    

2. Peru2. Peru2. Peru2. Peru    

3. Bolivia3. Bolivia3. Bolivia3. Bolivia    

4. Dominican Republic4. Dominican Republic4. Dominican Republic4. Dominican Republic    

5. Mexico5. Mexico5. Mexico5. Mexico    

6. Egypt6. Egypt6. Egypt6. Egypt    

7. Jordan7. Jordan7. Jordan7. Jordan    

8. 8. 8. 8. Russia/Russia/Russia/Russia/ArkhangelskArkhangelskArkhangelskArkhangelsk    

9 Azerbaijan9 Azerbaijan9 Azerbaijan9 Azerbaijan    

10. Georgia/GF10. Georgia/GF10. Georgia/GF10. Georgia/GF    

11. Kyrgyzstan11. Kyrgyzstan11. Kyrgyzstan11. Kyrgyzstan    

12121212 Moldova Moldova Moldova Moldova    

13. Georgia/Abkhazia13. Georgia/Abkhazia13. Georgia/Abkhazia13. Georgia/Abkhazia    

14. Russia/Tomsk14. Russia/Tomsk14. Russia/Tomsk14. Russia/Tomsk    

15. 15. 15. 15. Russia/Russia/Russia/Russia/PskovPskovPskovPskov    

16. Uzbekistan16. Uzbekistan16. Uzbekistan16. Uzbekistan    

17. Armenia17. Armenia17. Armenia17. Armenia    

18. Orel18. Orel18. Orel18. Orel    

19. Nepal19. Nepal19. Nepal19. Nepal    

20. Mongolia20. Mongolia20. Mongolia20. Mongolia    

21. China21. China21. China21. China    

22. Cambodia22. Cambodia22. Cambodia22. Cambodia    

 
Table 3. Program sites that received a 
monitoring mission 

 
 

P 
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PARTNERING WITH OTHER ORGANIZATIONS 

n addition to previous donor partners 

such as the United States Agency for 

International Development (USAID), Office 

of the U.S. Global AIDS Coordinator 

(OGAC), Eli Lilly, Bill & Melinda Gates 

Foundation, in 2007 the GLC formed new 

partnerships with UNITAID and The Global 

Fund (TGF).  

 

UNITAID:UNITAID:UNITAID:UNITAID:    In July 2007, the Stop TB 

Partnership, on behalf of GLC and GDF, 

signed a Memorandum of Understanding 

(MOU) with UNITAID, an international drug 

purchasing facility, to initiate provision of 

affordable and quality-assured SLDs for 

MDR-TB programs in different countries of 

the world. 

 
This contribution was intended to allow 

GDF and the GLC, in cooperation with the 

Global Fund, to scale-up the number of 

patients accessing and receiving second-

line anti-TB treatment, decrease drug 

delivery lead times and prevent stock-outs, 

increase the number of quality 

manufacturers and products and achieve 

price reductions of up to 20% for SLDs by 

2010.  Under this partnership scheme, 

UNITAID committed US$20.8 million to 

GDF to procure and supply SLDs for an 

estimated 4,716 patient treatments in 17 

countries, by the end of 2011 (Annex 2).  

In 2007, GDF began providing grants of 

free SLDs for use by programs approved 

by the GLC Initiative.  UNITAID funding 

already benefited 10 program sites 

enabling 1242 patients treatments 

(Diagram 4). 

 

In addition to patient treatments, the 

agreement with UNITAID provides for  

funds to create a strategic stock pile of the 

SLDs that is expected to decrease 

procurement lead times.  

 

The Global FundThe Global FundThe Global FundThe Global Fund:::: In November 2007, 

the Stop TB Partnership, on behalf of GLC 

and GDF, signed a MOU with The Global 

Fund.  This MOU formalized and  

reinforced the collaboration established 

earlier with TGF.  Through this partnership, 

TGF is contributing US$50,000 per grant 

per year under a cost-sharing scheme for 

GLC activities.  To help control spread of 

drug resistance and ensure access to 

affordable quality assured drugs, TGF has 

mandated the GLC Initiative with the 

review of its programs with an MDR-TB 

component as well as procurement of 

SLDs. 

 

At the end of 2007, there were 46464646 country 

programs with 22223333,,,,661661661661 patients approved 

by the GLC that were also approved by 

TGF for funding.  This represented 66667777%%%% 

and 77778888%%%% of all GLC programs and patients 

respectively (Diagram 4). Thus a strong 

partnership with TGF became even more 

critical this year. 

 

I 
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In general, over the last two years, donor 

support to the GLC-approved programs 

has increased.  In most countries, external 

funding was the main source of income to 

fund the GLC approved MDR-TB programs  

(Diagram 4). 

 

 

 

REGIONSREGIONSREGIONSREGIONS    
NATIONAL NATIONAL NATIONAL NATIONAL 
FUNDINGFUNDINGFUNDINGFUNDING    

THE GLOBALTHE GLOBALTHE GLOBALTHE GLOBAL    
FUNDFUNDFUNDFUND    

UNITAIDUNITAIDUNITAIDUNITAID    OTHEROTHEROTHEROTHER    

    TotalTotalTotalTotal    2007200720072007    TotalTotalTotalTotal    2007200720072007    TotalTotalTotalTotal    2007200720072007    TotalTotalTotalTotal    2007200720072007    

AFROAFROAFROAFRO    10101010    0000    1540154015401540    90909090    50505050    50505050    120120120120    90909090    

AMROAMROAMROAMRO    152152152152    2222    8887888788878887    384384384384    162162162162    162162162162    1660166016601660    0000    

EMROEMROEMROEMRO    246246246246    0000    367367367367    86868686    0000    0000    0000    0000    

EUROEUROEUROEURO    1722172217221722    0000    9438943894389438    2920292029202920    560560560560    560560560560    2222062062062062    40404040    

SEAROSEAROSEAROSEARO    293293293293    275275275275    1850185018501850    800800800800    450450450450    450450450450    100100100100    0000    

WPROWPROWPROWPRO    201201201201    1111    1579157915791579    454454454454    20202020    20202020    30303030    0000    

TOTALTOTALTOTALTOTAL    2624262426242624    278278278278    23661236612366123661    4734473447344734    1242124212421242    1242124212421242    3972397239723972    130130130130    

Diagram 4:  Number of patients supported by different donors 
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FINDINGS FROM GLC APPROVED PROGRAMS  

wenty six (26) programs from  Bolivia, 

Costa Rica, Dominican Republic, El 

Salvador, Estonia, Egypt, Georgia 

(Abkhazia), Jordan, Honduras, Kyrgyzstan,  

Latvia, Lebanon, Mexico, Moldova, 

Mongolia, Nepal, Nicaragua, Russian 

Federation (Arkhangelsk, Orel, Tomsk), 

Peru, Philippines, Romania, Tunisia and 

Uzbekistan (Tashkent, Nukus), reported 

their notification and treatment outcome 

data to the GLC.  The data included in the 

analysis were  received in response to the 

annual data collection call from the GLC 

Secretariat and represented cumulative 

findings from 2000 to 2006, analysed in 

line with international definitions.  

 

As of end of 2006, 8888,,,,521521521521 patients were 

reported by these programs as completed 

or still following treatment in GLC programs 

(Table 4). 

Of the total 8,521 MDR-TB patients 

reported by the 26 programs, 17.7% 

were classified as new, 15.5% relapse, 

2.5% after default, 22.2% failure, 0.6% 

extrapulmonary and 41.6% other cases. 

The considerably high proportion of 

"other" cases demonstrates that the 

backlog of chronic cases was prioritized 

in all countries. 

 

The enrollment of patients has increased 

over the years but due to lengthy 

treatment times there is an obvious delay 

in reporting final outcomes. Therefore, a 

substantial proportion of patients (2,538) 

were reported as "still on treatment" and 

data will need to be analysed when these 

patients complete their treatment. 

  

T 

PatientsPatientsPatientsPatients    
Patients that Patients that Patients that Patients that 
completed completed completed completed 
treatmenttreatmenttreatmenttreatment    

Patients that Patients that Patients that Patients that 
are still on are still on are still on are still on 
treatmenttreatmenttreatmenttreatment    

Grand TotalGrand TotalGrand TotalGrand Total    
TTTTotal in otal in otal in otal in 

percentagespercentagespercentagespercentages2222    

New 1034 476 1510 17.7% 

Relapse 1010 309 1319 15.5% 

After Default 164 47 211 2.5% 

After Failure Cat I 507 354 861 10.1% 

After Failure Cat II 586 441 1027 12.1% 

New Extra Pulmonary 38 9 47 0.6% 

Other 2644 902 3546 41.6% 

TotalTotalTotalTotal    5959595983838383    2538253825382538    8521852185218521        

Table 4: 2006 treatment outcome data 
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Of those who completed treatment (5,983), 

60.1% registered treatment success, 

13.3% death, 7.6% failure and 18% default.  

Although the average treatment success 

rate was at just over 60%, there was a 

considerable variation between countries.  

Treatment success rate may improve in 

the future as the backlog of chronic 

cases gets cleared up and coverage of 

the MDR-TB programs increases.  

It should be noted that the quality of 

implementation when new projects 

commence enrollment of patients will be 

key to success. 

 

 
Table 5:  Breakdown of patients that completed treatment.  

 

Note:Note:Note:Note: The analysis is based on the data received by the GLC at the end of 2006 from a 

limited number of projects as indicated above.  

Patients that Patients that Patients that Patients that 
completed treatment completed treatment completed treatment completed treatment 

(TX)(TX)(TX)(TX)    
CuredCuredCuredCured    

TX TX TX TX 
completedcompletedcompletedcompleted    

DiedDiedDiedDied    FailedFailedFailedFailed    DefaultedDefaultedDefaultedDefaulted    
Transferred Transferred Transferred Transferred 

outoutoutout    
Grand Grand Grand Grand 
TotTotTotTotalalalal    

New 662 24 104 59 171 14 1034 

Relapse 592 18 110 120 167 3 1010 

After Default 50 4 36 31 43 0 164 

After Failure Cat I 327 6 53 18 96 7 507 

After Failure Cat II 288 28 76 45 139 10 586 

New Extra Pulmonary 2 31 2 1 2 0 38 

Other 1519 46 413 183 461 22 2644 

TotalTotalTotalTotal    
3440344034403440    
57.5%57.5%57.5%57.5%    

157157157157    
2.6%2.6%2.6%2.6%    

794 794 794 794 
13.3%13.3%13.3%13.3%    

457457457457    
7.6%7.6%7.6%7.6%    

1079107910791079    
18%18%18%18%    

56565656    
0.9%0.9%0.9%0.9%    

5983598359835983    
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PROCUREMENT FOR GLC APPROVED PROGRAMS

rocurement of SLDs for GLC-approved 

programs is managed and 

coordinated by the GDF.  In 2007, GDF 

launched a comprehensive "Achievements 

Report" and press campaign that 

described GDF's historic support to 

countries in the fight against TB and 

allowed for mobilization of additional 

resources for the SLDs.  

 

In addition to securing funds for supplies, 

in 2007 GDF expanded its operational 

support for GLC-approved programs by 

hiring additional procurement staff 

dedicated to monitoring and coordinating 

drug supply to these programs, as well as 

by hosting a senior pharmacist seconded 

by Médecins Sans Frontières to advise on 

second-line procurement.  A new 

procurement team manager was also 

hired to oversee all GDF procurement 

operations on second line drugs. 

 

Furthermore, GDF ensured its ability to 

sustain support for the GLC-approved 

programs by signing a long-term 

agreement with its procurement agent for 

second-line drugs, the International 

Dispensary Association (IDA), the 

procurement agent selected following a 

bidding tender conducted according to 

WHO rules.  

 

GDF continued its tradition of packaging 

essential, high quality products in ways 

that simplify the work of national programs, 

by adding diagnostic kits to its catalogue 

of anti-TB drugs and supplies. Several 

countries placed orders for diagnostic kits 

in 2007. 

 

Finally, GDF operations were audited in 

2007 and re-certified as ISO 9001:2000 

compliant for “provision of quality-assured 

anti-TB drugs and related services to 

eligible national TB control programs.”  

GDF continued to rely on its efficient team 

to operate the GDF mechanism, with less 

than 5% of its overall expenditure 

allocated to operational costs. 

 

During the reporting period, GDF 

continued its procurement support for 

programs approved by the GLC.  Thirty (30) 

countries received deliveries of SLDs for 

use in forty-two (42) GLC-approved 

programs.  These deliveries reflected a 

total value of    US$US$US$US$3333....73737373 million million million million    worth of 

second-line drugs.   

 

P 
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While 2007 has seen impressive 

successes and milestones met by GDF 

(Annex 3), 2008 will present a new set of 

challenges. 

 

GDF, with its partners, will continue to 

ensure that patients being treated for 

MDR-TB within and outside of  

GLC-approved projects have access to 

quality-assured SLDs. 

 

The availability of WHO pre-qualified  

anti-TB drugs, especially second-line  

(2 pre-qualified products) and paediatric 

(no pre-qualified products), remains a 

challenge.  While the unprecedented 

multi-million dollar funding received by the 

WHO Prequalification Program in 2007 

provides vast opportunity for acceleration 

of the prequalification effort, GDF will 

work proactively to ensure that TB 

remains a priority among other competing 

disease areas (HIV, Malaria, Reproductive 

Health and soon Chronic diseases).   

 

GDF will develop a process for tapping into 

existing resources for technical assistance 

to address bottlenecks and other flaws in 

drug management that are identified 

during GDF/GLC monitoring and 

evaluation missions.  

 

 

 

 

 

 

Source:  WHO Photo/P.A. Pittet 
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HUMAN AND FINANCIAL RESOURCES OF THE GLC 

n 2007, the operating costs for the GLC 

Initiative comprised US$2,US$2,US$2,US$2,338338338338,,,,888811115555.  It 

included the cost of managing the  

day-to-day activities of the GLC, such as 

reviewing of the applications,, as well as 

the human resource costs required to 

operate the GLC Secretariat and the 

second-line drug procurement team of the 

GDF (Diagram 6).  The major part (53%) 

was spent on technical assistance to 

countries to prepare and submit 

applications to the GLC and monitoring of 

the on-going programs. 

 

Most of the funds were provided by the 

long-standing partners of the GLC Initiative 

(Diagram 5).  OGAC continued their 

generous support by providing almost half 

of the required resources.  Other partners, 

such as USAID, Bill & Melinda Gates 

Foundation, The Global Fund, and Eli Lilly3  

together covered 33% of the GLC budget, 

while WHO and Stop TB Partnership 

provided the remaining 18% of the total 

funds in 2007.   

 

 

 

 

 

 

 

 

 

 

 

 

In addition to the funds used to support 

the management of the day-to-day 

activities of the GLC Initiative, in 2007 the 

Initiative regulated and monitored the 

overall implementation of country projects 

on management of DR-TB, that received 

major contributions from such funding 

organizations like UNITAID and The Global 

Fund. For more information on The Global 

Fund grants please refer to their website 

www.theglobalfund.org.  

 

 

I 

Partner/DonorPartner/DonorPartner/DonorPartner/Donor    
    

                                        Contribution Contribution Contribution Contribution (in US)    

OGAC 1,125,000 

STP 280,340 

GATES 214,700 

E.LILLY 242,264 

USAID 249,481 

TGF 199,966 

WHO 27,064 

Total  2,2,2,2,338338338338,,,,888811115555    

Diagram 5: Sources of funding  

Diagram 6: GLC operating costs 

HR Secretariat

28%
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In the 4th quarter of 2007, UNITAID 

contributed over US$7 million for the SLDs.  

These funds are being used to provide 

quality-assured affordable second-line 

drugs for 10 low and lower middle income 

countries.  The Stop TB Partnership is the 

direct recipient and manager of the 

UNITAID funds.  For more details on the 

UNITAID and its contribution to the GLC 

Initiative, please refer to the GDF 2007 

Annual Report.  

http://www.stoptb.org/gdf/whatis/docum

ents.asp    

 

Relating the operational budget of the GLC 

Initiative  as an example only to the 

UNITAID contribution, 76% were 

earmarked for procurement of SLDs to the 

countries ready to scale-up their MDR-TB 

 control activities, 10% for human 

resources, 12% for technical assistance 

and monitoring and evaluation of the GLC-

approved programs, and 2% for the 

Committee experts that reviewed the 

applications and guided monitoring and 

evaluation of the programs.  

 

While the additional funding that is 

expected from UNITAID and The Global 

Fund would allow the GLC to allocate more 

resources towards the provision of 

affordable and quality-assured SLDs, the 

GLC will also need to substantially 

increase the level of technical support 

provided to the countries in order to 

strengthen the regional and country 

capacity to meet the upcoming  demand.    

 

 

 

 

 

 

 

 

 

 

 

Prospects for 2008Prospects for 2008Prospects for 2008Prospects for 2008 fiscal year fiscal year fiscal year fiscal year    

As the number of countries applying to the 

GLC is rapidly increasing, so will the needs 

of the GLC Initiative.  Countries with 

approved applications from 2007, are 

expected to scale up implementation of 

their programs in 2008, thereby 

increasing the number of patients being 

treated under GLC Initiative.   

 

The GLC will continue to explore new 

partnership opportunities to raise more 

funds and expand its working 

collaboration with the existing as well as 

new partners to further the achievement 

of global targets in MDR-TB control. 

 

HR

10%
TA and M&E

12%

Drugs

76%

Committee work

2%

Diagram 7: Distribution of funding 
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 ANNEX 1. List of GLC approved programs 
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Countries approved for second-line anti-TB drugs until 2011 
 

Country  Patient Treatments  Estimated cost (US$) 

Azerbaijan 1 170 4 763 628 

Burkina Faso  60 74 700 

Cambodia  200 744 600 

Congo, Democratic Republic of 550 848 650 

Dominican Republic 323 910 214 

Guinea  50 112 400 

Haiti  160 536 640 

Kenya 309 1 254 540 

Kyrgyzstan 160 649 600 

Lesotho  100 364 600 

Malawi  100 232 500 

Moldova, Republic of  150 327 150 

Mozambique  100 232 500 

Myanmar  200 465 000 

Nepal  450 514 350 

Timor-Leste 20 46 500 

Uzbekistan 614 2 187 682 

Total (17 countries) 4 716 14 265 254 

 

ANNEX 2. List of UNITAID Recipient countries 
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ANNEX 3. Procurement of SLDs in 2007

Results GDF core 
functions 

Activity 

Current reporting 

period (2007) 

Previous year  
(2006) 

Cumulative 
(2001-2007) 

Value of GDF grants approved, in US$ (1000s) 14 265 N/A 14 265 Second-line 
Grants 

No. of patient treatments approved for grants 4 717 N/A 4 717 

No. of second-line manufacturers that are WHO GMP5 
compliant  

8 N/A 8 

No. of second-line prequalified products from those listed in 
the GDF catalogue (out of 10) 

2 N/A 2 

Anti-TB Drug 
Prequalification 
& GMP 
Compliance

4
  

No. of second-line prequalified products from those listed in 
the GDF catalogue (out of 10) that have 2 or more suppliers 

0 N/A 0 

 
Area Indicator 

GDF drug price (US$) compared to the lowest price offered by 
a competitive selection of international suppliers6 

GDF price per 
tablet / vial 

Lowest other price per tablet / 
vial 

Capreomycin 
3.2100 (lowest 
price available) 

13.7000 

Cycloserine 
0.5096 (lowest 
price available) 

1.0959 

Direct 
Procurement 

(Affordability) 

Kanamycin (powder) 
0.3716 (lowest 
price available) 

0.5365 

 
Results Service Indicator 

Current reporting 

period (2007) 

Previous year  
(2006) 

Cumulative 
(2007-

onwards) 

Number of purchase requests made 62 n/a 62 

Countries making purchase requests 30 n/a 30 

Total value of requests placed (US$) 9 750 306 n/a 9 750 306 

Number of requests delivered (all orders) 54 n/a 54 

Number of requests delivered (Global Fund orders) 30 n/a 30 

Countries receiving deliveries (all orders) 30 n/a 30 

Average number of days from order finalization to first delivery 
(all orders) 

107 days n/a 107 days 

Total value of requests delivered (all orders, US$) 3,733,975 n/a 3,733,975 

Total value of requests delivered (Global Fund orders, US$) 2 716 693 n/a 2 716 693 

Spending on products as percent of total order costs (all 
orders) 

87.17% n/a 87.17% 

Spending on products as percent of total order costs (Global 
Fund orders) 

85.22% n/a 85.22% 

Spending on shipping and insurance as percent of total order 
costs (all orders) 

8.84% n/a 8.84% 

Spending on shipping and insurance as percent of total order 
costs (Global Fund orders) 

9.96% n/a 9.96% 

Spending on procurement fees as percent of total order costs 
(all orders) 

7% n/a 7% 

Second-line 
Direct 
Procurement 

Spending on procurement fees as percent of total order costs 
(Global Fund orders) 

7% n/a 7% 





 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 




