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Greetings and welcome. 

As we know and have heard this week, the burden of TB is enormous…


DOTS programmes have succeeded in the past 15 years. 

· More than 40 M cases treated under DOTS conditions, 

· Nearly 85% (approx 34 M) have been cured, 

· At least 2-3 M deaths averted when compared to no treatment, 

· At least 1-2 M when compared to no DOTS. 

· Nobody doubts these figures. Is thanks to the great work of all in countries.


Nevertheless, the absence of a major impact in incidence is disappointing. 

· We managed to make it flat -- stop the increasing in 2004, 

· But still we do not see the "promised" decline of 5-10% per year.


To realize that decline, we will need innovative thinking to 

· Fully implement the Stop TB strategy, 

· Address issues such as early and active case detection, 

· Expand our ambitions towards UA to dx and rx, etc.

· This is what we all need to do when operating within the environment of your programmes and public health in general.


We must also ensure proper health policies, as we discussed at the MDR WG.

· We need universal coverage and to remove financial barriers, 

· Access to modern labs, 

· Infection control in care sites,

· Stringent drug quality regulations, 

· Human resources who are well trained, and so on.


This is the job of others, but it is up to us in TB control to stimulate that debate. 

· If we shut up, nobody will do it for us.


There is an additional dimension, that of social & economic determinants. 

· People / heads of state must understand that TB not just a health issue but a development issue.

· No control of smoking, no control of diabetes or alcohol, no alleviation of poverty or
malnutrition.

· These hinder our efforts to reduce incidence towards elimination. 

· What can we do – in the TB world – with our limited resources and political power? 

· We are responsible to study and assess these links.

· We must educate our bosses about links, so advocacy can be built for the problem.


There is another dimension: research and new tools. 

· We’re looking forward to new drugs and vaccines – but these will take time. 

· While we wait, surely we can do more to promote novel diagnostic methods that are available? 

· Not perfect, but they’re better & quicker than older methods of culture & DST. 

· Can somebody tell me why we’re using old culture techniques at central level? 

· We’ve demonstrated that countries like Lesotho and Ethiopia have MGIT machines in place, and 

· LPAs that accelerate diagnosis of MDR from 3-4 months -- down to 1 day? 

· The only explanation is that we have not been ambitious and innovative enough. 

· We must do more now: momentum is huge and we must exploit to the fullest. 

· It is only by modernizing our labs that we can offer better care to our patients.

Having said this, let us 

· go back to what is our collective responsibility in TB control and 

· pursue some innovative thinking in our field of TB care and control.

As I mentioned before, the global burden of TB is falling slowly. 

· At least 3 of 6 Regions on track to achieve the 2015 global targets for reducing the number of cases and deaths. (Global TB Control Report 2009)
· Increasing numbers of TB patients have access to high-quality anti-TB treatment – as well as to related interventions, such as ART.

But est. 37% of incident TB cases are not being diagnosed and treated in DOTS programmes. 

· Up to 96% of incident cases with MDR-TB not being diagnosed and treated according to int’l guidelines.
· Majority of HIV-positive TB cases do not know their HIV status. 
· Majority of HIV-positive TB patients who do know their HIV status -- do not have access to ART. 
To accelerate progress in TB control, these numbers need to be reduced, 

· using the range of interventions and approaches included in the Stop TB Strategy.
The updated Stop TB Strategy targets universal access to diagnosis and treatment. 

· Far beyond the 2005 targets of at least 70% case detection and 85% treatment success.  

To get to universal access:

· We need to be innovative along all six elements of the Stop TB Strategy.  

· We have to focus further on who is not being reached:
· what vulnerable groups, and where.  

· We have to better target our efforts to reach them: 

· to reduce their burden – before and after they reach services, 

· and to ensure care is high quality.

In the last two days, we discussed work being done to increase detection – so we can achieve universal access. 

· And we discussed many challenges that we face. 

We heard about ways to improve TB case detection among children, such as 
· contact investigation of children in contact with smear positive adults; 

· checking pregnant women, especially those infected with HIV; 

· active screening of HIV-positive children (as well as adults); 

· linking the private sector and hospitals with the NTP for better reporting; 

· and on the need for trials of new diagnostics.

We were updated on the new WHO treatment guidelines.

· They are the result of a transparent and inclusive process. 
· They include important, evidence-based recommendations, 4 of which address: 

1. New TB cases (Rifampicin for 6 months, 8 month regimen with EH continuation phase no longer recommended); 

2. HIV positive TB cases (daily treatment at least in the intensive phase); 

3. The need to accelerate access to culture and DST (in order to prescribe proper treatment); and, 

4. Empiric MDR regimen for failures.

We discussed the need to significantly strengthen laboratory services. 

· We must meet the diagnostic challenges of drug-resistant and HIV-associated TB.  

· At the same time, there are major constraints in country diagnostics & lab services.

But we also heard about the growing response to these country needs.

· There are unprecedented efforts to improve and expand TB lab capacity. 

· Spearheaded by the Global Laboratory Initiative (GLI) and its network of partners. 
· The TB diagnostics pipeline is growing. 

· New methods and technologies being regularly assessed by WHO, with a view to rapid policy development and deployment. 
· And new algorithms for analyzing and planning lab networks being developed.
· Innovative partnerships being formed.

· Mobilizing & optimizing resources.

· Ensuring appropriate infrastructure, adequate tech capacity, and lab quality standards.  

As our technology, resources and circumstances have changed, so have the International Standards of TB Care (ISTC). 

· Last year, the ISTC updated to reflect new knowledge and evidence. 

· As with update to the WHO treatment guidelines, was in line with the new WHO review and publication policies.  

· We were briefed on this 2nd version of ISTC. 

· Some of key changes that appear in this second edition include: 

· An emphasis on active case finding in high-risk populations; 

· The collection of two rather than three sputum smears for diagnosis; 

· An emphasis on the need of mycobacterial culture; 

· The role of liquid culture media and line-probe assays; and

· It addresses HIV co-infection and other co-morbidities. 

We also learned about new ACSM efforts and knowledge gained. 

· We heard that ACSM can be strategic and effective -- when it: 

· partners with a wide range of stakeholders and affected communities; 

· is based on a thorough situation analysis using existing data, root causal analysis, and operational research; 

· is patient-centered; 

· and covers all components of Stop TB Strategy.

· And we heard about several lessons learned from experiences around the world.

· Ready to be tapped into and scaled up.

· And at the same time gathering evidence for best practices. 
· Still, we know there are valuable experiences that are not being shared: I encourage you to tell these stories to others so we can learn from them. 
While this important work is continuing, other promising initiatives have just begun. 

Just this week, we saw the first consultation to promote engagement of workplaces in TB care.

· Nearly 1.3 billion workers worldwide do not earn enough to escape poverty. Many of them are stuck in the web of TB, HIV and other diseases. 
· Addressing TB in the workplace can improve the conditions of these workers and facilitate access to health care in general – and TB care in particular. 
· Tackling TB in the workplace also seems good for business:
· Enhancing company productivity,
· And saving costs, especially in high TB prevalence areas.  
· This consultation is an important step in a new collaboration that has the potential to contribute to better TB care and control in workplaces. 
We also heard about a novel framework for improved and early case detection. 

· We know several ways to improve early case detection and reduce diagnostic delays. 
· In the last two days, we discussed some of these, such as  

· improved diagnostic services, 
· PPM, 
· new tools, 
· reduction of access barriers, and so on. 
· But the question we must ask is: are these traditional approaches enough?
· New data shows that many people with confirmed TB don’t recognise & report the symptoms that trigger the TB diagnostic algorithm. 
· To reach these people -- and reach them early -- we must consider other approaches: 

· pilot, evaluate, and scale up active case finding strategies, 
· such as through contact investigations, 

· and through screening in high risk groups and populations, 
· including people without typical symptoms of TB.  
· Yesterday, we were presented with a thought-provoking analysis of several case finding strategies, based on information from countries.

· And the group discussions this morning looked more closely at current initiatives, challenges and actions needed to reach people earlier.
Finally, at the end of yesterday’s session, we were reminded that a sound ethical basis should underpin all efforts to implement the Stop TB strategy. 

· The WHO Ethics department provided a fascinating look at ethics, both as a discipline, but also as a process. 
· A fair process that includes WHO – but that goes beyond it as well. 

· Our work must rely on sound science, but it must also consider ethical issues. 

· To help us strike this balance, we are looking forward to new WHO guidance on ethics of TB care, expected next year. 
This morning you met in groups to consider six areas where there are challenges – and opportunities – for increased case detection. I applaud your hard work and your collaboration and the ideas that were generated from these discussions. 
As a group, we also updated about the importance of TB impact measurement and some examples of work in countries.  
· We heard about the analysis of changes in TB incidence, prevalence & mortality, 
· And the extent to which these are attributable to TB control.
· This analysis is essential if we are to know whether burden of TB is being reduced in line with targets set for 2015.
· It requires implementation of 2 major strategic areas of work: 
1. systematic analysis & interpretation of surveillance & programmatic data in all countries; and 
2. surveys of the prevalence of TB disease in 21 global focus countries. 
· This will lead to:

· better estimates of burden of TB, changes in burden, and case detection rate; 
· it will also show where & why TB cases are being missed by control programmes, 
· and thus help to define the interventions needed to improve case detection and TB control in general. 
· Viet Nam provides an excellent recent example. 
Major progress has been made in measuring the impact of TB: 
· With prevalence surveys in Asia, for example.
· And more than 40 countries have been supported to conduct systematic assessments of their surveillance and programmatic data. 
· But we also heard about two major challenges. We must:
1. Successfully implement prevalence surveys in Africa - where preparations have begun but where no survey has started;

2. Extend systematic analyses of surveillance & programmatic data -- and other recommendations for surveillance and case detection -- to more countries.
· The ultimate aim for all countries = measure TB incidence & mortality directly  
· notification & vital registration systems that account for all TB cases & deaths. 
· This requires substantial strengthening of surveillance systems in most countries,
· including development of vital registration. 

Still, our ambitions and efforts in the future must extend beyond the tools we use, to the people that use them. 

· Human resources are key to the effectiveness of health programmes and interventions. 
· But in the past, too little attention has been paid to adequately developing this area. 
· Efforts in HRD in TB control have been traditionally restricted to basic approaches, such as training. 
· Other areas have not been given enough attention by the TB community, e.g.:

· human resource policy, 
· performance management, 
· health worker motivation & retention, and 
· personnel management.

· Greater attention to these by the TB community – and coordination with other human resource efforts – is critical.  
· A more comprehensive approach to HRD for TB control is essential & coordination must improve. 
· At the end of today’s session, we heard about a proposed sub-group on HRD for TB within the DEWG:

· Will hopefully address several of these issues,
· Will cut across all working groups, 
· Will contribute to increase awareness and strengthen collaboration,

· And support implementation of comprehensive HRD plans for TB control.
Before we conclude, I would like to take this opportunity to mention one item of news that is important to the DEWG:
· The upcoming restructuring of the WHO Stop TB Department, which:

· we think reflects global developments, and 
· we hope will better serve your needs. 
· Briefing on Stop TB department restructuring… 

On behalf of the DEWG Secretariat, let me conclude by thanking you for your presence and active participation in this meeting. Wishing you safe travels home. 
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