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Action points
1. Four high TB burden countries (HBC) have developed plans to reach additional patients
1.1. The Board agreed with and endorsed the 4 HBC country plans, in support of which the Board will
act as broker between countries and supporting agencies (donors, technical institutes, etc.),
including the Global Fund to Fight AIDS, Tuberculosis and Malaria (GFATM). A plan will be
developed to outline Board support to these countries (Secretariat and DEWG by end Nov. ’02);
1.2. The Board will respond to countries' requests for high-level missions with the aim of: a) obtaining
the highest level of political commitment to Stop TB; b) building political will within countries at
State-/Congress-/National Assembly-level, where appropriate. The Secretariat will develop an
operational plan for high-level missions (Secretariat and DEWG by end November ’02);
1.3. The commitments made during high-level missions will be followed up by technical mission to
ensure implementation of political commitments. Regular updates on planned technical monitoring
missions will be sent to Board members. Mission reports and lessons learned on specific country
strategies will also be made available (DEWG and Secretariat-ongoing);
1.4. The Board will invite other HBC, through a similar process to outline their constraints, potential
solutions and needs for Partnership support (Secretariat will outline a proposal by January’03).
2. Slow increase in tuberculosis (TB) case detection requires urgent attention
2.1. The DOTS Expansion Working Group (DEWG) was charged with developing specific proposals for
new approaches to increase case detection and notifications, involving new tools as they become
available from the relevant working groups (DEWG will prepare a series of proposals as soon as
possible);
2.2. Through the work of the TB and Poverty Advisory Committee, the Board requested action oriented
recommendations on poverty and TB (Secretariat and DEWG to present to the next Board
meeting).
2.3. The DEWG will prepare guidance for program managers on decentralization (DEWG by end
January ’03).
3. Agreement to further strengthen the relationship between Stop TB and GFATM
3.1. The exchange of letters between the GFATM Secretariat and the Board will form the basis for
further articulation of details on the relationship between Stop TB and GFATM and development of
a draft Memorandum of Understanding (MOU). This draft MOU and the draft UNAIDS MOU will be
circulated to the Board (Secretariat by 22 November’02);
3.2. A response to Dr Feachem’s letter will be sent when the draft MOU has been endorsed by the
Board (Secretariat by mid December’02);

4. Endorsement of 2003 workplan and budget for the Stop TB Partnership Secretariat
4.1. Future plans and budget for the GDF and Partnership Secretariat will be presented separately
(Secretariat to present to the Board in Fall’03).

5. Other issues
5.1. GDF evaluation. The Board agreed on the proposed process for the GDF evaluation. An
adjudication committee has been formed and will meet in New York to review the GDF evaluation
proposals (Adjudication committee, 27 November’02).
5.2. GLC-GDF harmonization. The Board endorsed the letter from the DOTS Plus Working Group
setting out the next steps for GDF and GLC convergence.
5.3. Financing issues. World Bank to finalize the clearance process and initiate individual agreements
with DFID, OSI and CIDA (World Bank by 22 November).
5.4. Next Stop TB Coordinating Board meeting. The Secretariat will explore opportunities for the next
Board meeting to be held in the first quarter of 2003 (Secretariat by end November’02).
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Opening (CB-STB 02-02-01)

The Chair introduced 3 new board members representing India, Nigeria, and the TB Vaccines Working
Group. The delegations from 4 HBC countries were welcomed, together with high-level representation from
USAID and UNAIDS. The Vice Chair was unable to attend and was replaced by Dr Manuel Dayrit.
Several points of progress were reported since the Osaka Board meeting.
• Increased funding for TB has been received, reducing the funding gap in the Global Plan to Stop TB.
• DOTS coverage has increased rapidly in India, the Philippines are close to reaching the TB targets, and
Nepal reached targets this year.
• The GFATM Board meeting in October 2002 decided that funding for second-line TB drugs must be
approved by the Green Light Committee (GLC) of the DOTS-Plus Working Group.
• A new drug compound (PA824) has been licensed by Chiron to the Global Alliance for TB drug development.
• The GDF continues to make rapid progress. Four rounds of applications have been hold and 51
applications processed, of which 33 have been approved (total of 1.6 million patients). 12 countries have
received drugs. The Novartis Foundation has proposed an in-kind donation of 0.5 million DOTS treatments
over 5 years to the GFATM, which will be channelled through GDF.
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Global TB situation: epidemiological analysis (CB-STB 02-02-02)

Dr Chris Dye presented the slow progress in TB case detection, which at the current pace means that the
70/85 targets will only be met by 2013. Modeling case detection rates shows that when 100% population
coverage is reached, global case detection rates will only be 40-50%. Some of this slow detection rate could
be related to in adequate reporting systems. New interventions are required to reach the additional cases.
Public services need to expand DOTS services and the private sector should be more involved.
Discussion:
Surveillance systems and the quality of data in HBC countries must be improved. Over- or under estimations
may contribute to incomplete or incorrect reporting and could cause difficulties for interpretation of data in
specific countries. However, overall these statistics are appropriate for global level planning.
Action:
2.1
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Need for better data, and continuous support to countries to improve their surveillance systems for
improved monitoring of in-country DOTS expansion performance.

Global DOTS expansion: status, constraints and solutions (CB-STB 02-02-03)

Dr Mario Raviglione outlined the programmatic challenges for tackling the slow progress of case-detection.
The outcomes of the DEWG meeting (Montreal, October) were reported. The challenges for DEWG and the
Board include inadequate primary care services, and human resources, working with HIV/AIDS programmes,
linking to the private sector, and lack of new tools. The proposed strategic direction for the DEWG takes two
tracks: a) continue the expansion of DOTS through government services, inclusive of a clear plan for human
resource capacity strengthening; b) identify new approaches targeting both government and non-government
(private and civic society) systems to rapidly increase case-detection based on country specific needs.
Discussion
3.1

To address the constraints of low case-detection, the focus should be placed on the public health
system, including its coverage and quality, so that additional TB patients can be absorbed by DOTS
programmes. Based on the assessment of these programmes, solutions for missing or additional
cases need to be found and the gaps filled. New measurements and indicators must be developed to
accurately reflect progress at country level, as new partners, additional patients or “non-DOTS”
patients are included in the system.

3.2

Board members emphasized the need for a more aggressive stance on involving community-based groups
and the broad corporate sector. Specific TB messages need to be created for community mobilization
activities (e.g. involvement of TB patients/ HIV-positive people), promoting TB in medical curricula, and
targeting messages for the political arena (e.g. human resource related issues). Board members proposed
that missions be organized to HBCs addressing specific and targeted topics.

3.3

Several Board members pointed out the importance of reaching the poorest and adapting poverty
reduction strategies as part of the Global Plan to Stop TB. Clear impact indicators on TB and poverty
need to be developed. The Board requested to discuss poverty and TB in the next meeting.

Action:
3.3.1

The DOTS Expansion Working Group (DEWG) was charged with developing specific proposals for
new approaches to increase case detection and notifications, involving new tools as they become
available from the relevant working groups (DEWG will prepare a series of proposals as soon as
possible);

3.3.2

Based on discussions with HBC, plan strategic high-level missions for Board members to HBC, to
address specific country obstacles (Secretariat and DEWG);

3.3.3

Through the work of the TB and Poverty Advisory Committee, the Board requested action oriented
recommendations on poverty and TB (Secretariat and DEWG to present to the next Board meeting).
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4.1

Update from other Stop TB working groups (CB-STB 02-02-04)
New TB diagnostics working group

New diagnostic tests are becoming available. The following five types of new diagnostic tools could radically
increase the case-detection rates: 1) new sputum tests, which are dependent on the functioning of the
laboratory system in countries; 2) rapid culture methods, which changes colour within 7-10 days; 3) PHAGE
tests, which show results within 48 hours; 4) test based on serology, which can be done at bed-side; 5) patch
tests. It is important to recognize the limitations of each technology and prepare the public health system
accordingly before implementation.
4.2

Global Alliance for TB Drug development

The Alliance has three new drug candidates, and is investing in enabling new tools, including animal models
studies. Ethambutol analogs are entering in Phase-II clinical trials, and Moxifloxacin clinical trials are also in
Phase-II.
4.3
TB Vaccines working group
The TB Vaccines working group is facing challenges related to logistics, finances and technical research. But
at the same time is progressing rapidly to the objectives they have set out. The goal of the TB Vaccine
Working Group is to have a safe, effective and reasonably priced TB vaccine licensed for global distribution
by 2015, and to have the vaccine widely used in TB high-burden countries by 2020. This requires advocacy
from the Board to stimulate and support the study of 5-10 vaccine candidates in phase I/II trials by 2005.
4.4
DOTS Plus working group (MDRTB)
The DOTS Plus working group is making progress in the specific countries, which served as pilots, such as
Peru. The fact that the Green Light Committee (GLC) is recognized as procurement mechanisms for the
nd
GFATM, demonstrates progress at the global level. Through GFATM, funds for 2 line drugs are going to
countries. Dr Jim Kim referred to the work on ‘access to drugs’ as part of the Millennium Project in support of
the Millennium Development Goals, in which TB is now firmly established as an important area.
4.5
TB/HIV working group
nd

The TB/HIV working group held it’s 2 meeting in June this year in South Africa. The Strategic framework
has been finalized and various implementation projects are ongoing. Specifically, Protest pilot projects are
running in Malawi, Zambia and South Africa. New projects will be initiated in Kenya, Ethiopia, Mozambique,
Tanzania and Uganda.
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Relationship between Stop TB and GFATM (CB-STB 02-02-05)

The Vice-Chair introduced the session and reported that the GFATM Secretariat was unable to attend. Two
areas for discussion were outlined: a) cross representation between Stop TB and GFATM; and b) a
proposed MOU between the Stop TB Coordinating Board and GFATM. The Board received a fax from Dr
Richard Feachem during the meeting, in which a detailed response was given to the principles of
collaboration, as stated in the letter from the Stop TB Board to GFATM. Dr Feachem’s letter welcomed the
drafting of an MOU.
Discussion
5.1

Currently, six Stop TB Board members are also seated on the GFATM Board (Canada/ UK, Japan,
Pakistan, USA, WHO and World Bank). However, there is not an assigned representative from the
Stop TB Board to the GFATM.

5.2

Several Board members expressed reservations in proceeding with an MOU between the Board and
GFATM. However, in the interests of clarification and support to HBC and partners, it was decided to
move forward in drafting the MOU. Partnerships will be an agenda item at the next GFATM Board

meeting in January 2003, and an MOU will help to define common objectives, operational principles
and the respective roles between the Stop TB Partnership and the GFATM. The Board members
recommended that the following issues be addressed in the MOU: a) clarification of coordination of
support to be offered to countries; b) mechanisms for resource flows (e.g. first-line drugs through the
GDF and in-kind donations such at the Novartis funds); and c) technical collaboration with the GLC for
procuring second-line drugs.
5.3

UNAIDS has drafted a MOU with GFATM in which the above issues are addressed, including
complexities of conflict of interest, additionality and absorption capacity.
Action:
5.3.1

The exchange of letters between the GFATM Secretariat and the Board will form the basis for further
articulation of details on the relationship between Stop TB and GFATM and development of a draft
Memorandum of Understanding (MOU). This draft MOU and the draft UNAIDS MOU will be
circulated to the Board (Secretariat by 22 November’02);

5.3.2

A response to Dr Feachem’s letter will be sent when the draft MOU has been endorsed by the Board
(Secretariat by mid December’02);
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Top four high TB burden countries (CB-STB 02-02-06)

Countries presented constraints, additional needs, and priorities for action by the global Partnership. During
the break-out group sessions, these priorities for action were further discussed and outlined. Countries then
presented the outcomes and related plans.
6.1
China
Dr Hao Yang presented the DOTS progress in China and shared that the current plan for 2005 is to achieve
at least 90% DOTS coverage in the country and a cure rate of 85%. However, the target of 70% case
detection cannot be achieved using the current approach and available funding. Key constraints in the
programme were identified as: a) insufficient local government commitment; b) weak capacity of TB
institutions; c) insufficient human resources; and d) poor collaboration and inappropriate referral of TB
patients between TB dispensaries and hospitals. An action-plan, including budget, has been prepared to
address these constraints.
Based on discussions in the break-out groups, the following priority actions were outlined:
• Strengthen political commitment. A national review of implementation of State Council TB Control Plan.
Complementing this review, China requested high-level international officials to visit China to discuss
review results (4th quarter 2003);
• Strengthen hospital–dispensary collaboration. Pilot approaches or operational research in the first half of
2003, to be expanded to five provinces (20% of the population) in the last half of 2003;
• Strengthen human resource/management capacity: National TB consultant team (1st quarter 2003);
• Strengthen TB institutions in 10% of counties.
• Budget for the above activities totals US$ 12.6 million for the first year, which is required as additional
funding.
Discussion
6.1.1
6.2

China National TB programme (NTP) has collaborated with the HIV/AIDS programme, and will
further strengthen such links.
India

Mr Naik presented the rapid expansion of DOTS during recent years. India has the second largest
programme in the world, with currently 50% of the country covered by DOTS. By 2005, the entire country will
have DOTS services in place. The priorities of the Government of India towards reaching the global Stop TB
targets in 2005 will focus on further expansion (population of 850 million by 2004 and 1027 million by 2005).
This requires maintaining the quality of services through training of staff and an uninterrupted supply of TB
drugs. Other areas that require attention are: a) supervision, monitoring and evaluation; b) multisectoral
collaboration; and c) information, education and communication (IEC).
Based on discussions in the break-out groups, four priority areas were outlined:
• Funding sustainability: a funding gap of US$ 19 million (October 2004–March 2005) and US$ 50 million
per year thereafter;
• Survey to develop accurate estimates of TB incidence by state (funding required for survey);
• Address lack of TB awareness through media campaign and COMBI strategy;
• Private sector DOTS. Pilot private-public mix (PPM) project (US$ 2 million required), and involvement of
medical colleges and NGOs.

Discussion:
6.2.1

In clarifying the resource needs of the country, the commitment of the Indian government to scale up
was evident, but will continue to require external support in several areas (e.g. human resources,
laboratories). In 2004, the World Bank loan will be fully utilized, and it is preferred to have
government funds or alternative donor funds from this time. The Board suggested differentiating the
government budget from GFATM and loans.

6.2.2

To avoid duplication, the Board urged one single joint evaluation that includes all donors of the TB
programme.

6.2.3

In specific states in India, the DOTS programme is struggling to reach tribal and most deprived
population groups, which account for a total of 100 million people in India. Novel initiatives and
incentives are needed to support these groups.

6.3

Indonesia

Dr Haikim Rachmat presented the Indonesian TB control programme. The main obstacle for reaching the
2005 global targets is the low rate of case detection, at present 20%; at current rates of expansion the 70%
rate will not be reached. There is an urgent need to: a) strengthen leadership and staffing at province level;
b) to optimize and expand DOTS implementation at health centre level; c) to involve lung clinics; and d) to
increase community awareness through IEC campaigns. The programme has proposed several next steps
to address the above constraints, including the establishment of leadership teams in the provinces.
Based on discussions in the break-out groups, five priority areas were outlined:
• Strengthen leadership and staffing at the provincial level through recruitment of national consultants in
11 provinces, and additional staff and training. An further US$ 300 000 is required;
• Expanding DOTS coverage through health centres and other public health services, which may require
interim bridge funding until GFATM funds are received;
• High-level monitoring mission in January 2003;
• Involving private health care providers in districts where their involvement is most needed and where
there is potential for the highest yield.
• IEC strategies for increased case detection to educate and raise awareness in communities.
Discussion:
6.3.1

The GFATM funds have not been released to the country, and no clear information on the funding
disbursement is available. An intermediate solution for funding will be needed if GFATM funds are
not received within the next six months. The Board was asked for support in clarifying GFATM plans
on disbursing funds.

6.3.2

Board members raised the need for surveys and assessments to improve current data and
estimates. It was agreed that improved surveillance at the peripheral level and among the private
sector is the main requirement.

6.4

Nigeria

Dr Sofola reported on the TB programme in Nigeria, pointing out that 45% of the country is covered by
DOTS. The current national rate of case detection is 15% (roughly 30% in DOTS areas). About 17.5% of the
2003 budget is met by government finances, while gaps are filled by donor and GFATM funds. The main
constraints are: a) lack of political and financial commitment at state level; b) timely release of funds; c)
strikes by health workers; d) ongoing restructuring of the primary health care system.
Based on discussions in the break-out groups, three priority areas were outlined:
• Expand DOTS coverage from 350 to 774 Local Government Areas (LGA) with external funding (lobby
the GFATM) and increased internal government funding for the national TB programme (high-level
missions);
• Raise case detection in DOTS areas through expansion of the reporting and provider network (include
hospitals, academia, police, prisons, army). In addition, community mobilization and media strategies will
be developed;
• Expand TB-HIV collaboration at national and state level.

Discussion
6.4.1

Lack of political commitment in Nigeria is related to the limited degree of government ownership, as
reflected in its funding to health programmes at federal and state level. The country is now donor
dependent and does not have a sustainable financing system. Once political will is created, including
through high-level Board missions, it is essential that agreements are followed up through technical
missions.

6.4.2

Nigeria, in common with many other countries, is facing difficulty with decentralization. TB
programmes are organized centrally, while the political system is built on decentralized decisionmaking and resource allocation. Several Board members provided examples of how to address
leadership, policy transfer from federal to state level, seminars between central and federal
politicians, and channelling funds directly to decentralized level. In parallel, demand has to be
created through community pressure, and partnership from state ministers and mayors through
information or incentives.

6.4.3

The public health system has deteriorated in recent years in Nigeria, and new providers need to be
brought in, such as patient-groups, private providers at district and primary care level, consumers,
and prisons. In other countries, the TB Coalition for Technical Assistance (TBCTA) is addressing this
issue through workshops bringing district personnel together (nurses, laboratories, etc.).

6.5

Top four high TB burden countries: summary and action-points

6.5.1

The Board welcomed the delegations of the 4 HBC and expressed strong interest in the country
focused discussions. The countries were commended on their progress and thanked for the clearly
outlined constraints and solutions. The Board will invite other HBC, through a similar process to
outline their constraints, potential solutions and needs for Partnership support (Secretariat will outline
a proposal by January’03);

6.5.2

The Board agreed with and endorsed the 4 HBC country plans, in support of which the Board will act
as broker between countries and donors, including the GFATM. A plan will be developed to outline
Board support to these countries (Secretariat and DEWG by end Nov. ’02), and progress will be
reported in the next Board meeting (Secretariat);

6.5.3

The Board will respond to country requests for high-level missions, and: a) aim to reach the highest
level of political buy-in to Stop TB on country-specific topics; b) build political will within countries at
State-/Congress/National Assembly-level, where appropriate. The Secretariat will develop an
operational plan for high-level missions (Secretariat and DEWG by end November ’02);

6.5.4

The commitments made during high-level missions will be followed up by technical mission to ensure
implementation of political commitments. Regular updates on planned technical monitoring missions
will be sent to Board members. Mission reports and lessons learned on specific country strategies
will also be made available (DEWG and Secretariat-ongoing);

6.5.5

DEWG will prepare guidance for program managers on decentralization (DEWG by January ‘03).

6.5.6

A strategy to further involve new actors and local communities in the Stop TB partnership at all levels
will be developed (DEWG and Secretariat).
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Country obstacles—global issues (CB-STB 02-02-07)

7.1

Lessons learned from UNAIDS

Dr Catherine Hankins presented UNAIDS activities and priorities, and areas of interest related to TB.
Discussion
7.1.1
7.2

Board members pointed out the need for stronger collaboration on technical issues, such as
antiretrovirals (ARV) and country-level collaboration between AIDS and TB coordinators.
Human resources: obstacles and proposed solutions

Dr Gijs Elzinga outlined the urgent need to address the lack of human capacity for dealing with TB and
HIV/AIDS. A draft discussion paper was presented to brief the Board and to obtain their comments on
franchising as a strategy to increase access to TB-HIV care in sub-Saharan Africa.

Discussion:
The Board expressed concern and support over the new strategic direction. It recommended feasibility study
and piloting before proceeding with franchising. Risks which would need to be addressed includ bypassing or
harming national TB programmes, undermining integrated approaches to health systems, and the insecurity
around ARV delivery. Such an approach will need to be adapted to the local community situation, and
requires customer orientation and good quality of health services. The World Bank offered to share
experience in franchising with respect to child health, and Management Sciences for Health (MSH) offered to
share experience with respect to pharmaceuticals.
7.3

Communications, advocacy and community mobilization

Dr Nils Billo presented current development on Communication for Behavioural Impact (COMBI) projects.
Pilot projects are being carried out in Bangladesh, India (Kerala State) and Kenya. The importance of DOTS
focused on serving the poorest of the poor, and the involvement of nurses in TB control programmes, was
emphasized.
Discussion:
7.3.1

7.4

The Board supported the activities on community mobilization, changing behaviour, and creating
demand for DOTS (where services are in place). Discussions emphasized that clear messages need
to be tailored to the appropriate target group and situation, and through local channels, i.e. local
advertisement industry, experiment with TV spots, theatre, folklore groups, music.
Private-public mix

Dr Mukund Uplekar presented the progress of the PPM initiative, which is part of the DEWG. Several models
and their current impact were highlighted. Immediate next steps to target urban areas where the private
sector thrives were outlined. DOTS should initially partner with institutions, hospitals or NGOs, and through
them, individual practitioners in their areas. Six countries are priorities for implementation, if the funding gap
of US$ 2.5 million can be bridged: Bangladesh, India, Indonesia, Kenya, Pakistan, Philippines.
Discussion:
7.4.1
7.5

Supervision and quality control are the main challenges for PPM.
Country obstacles—global issues: summary and generic discussion

It is clear that new initiatives and developments are required to further increase TB case detection. Such
initiatives need to address: a) the provision of services through community approaches and addressing
patient constraints; b) advances in new technology; c) involving the private sector; and d) enhancing human
resource capacity. The Board expressed its strong support and requested pragmatic assessment of the
impact of such initiatives.
Action:
7.5.1
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Develop specific proposals on new initiatives for increasing case detection (DEWG).

Stop TB Partnership Secretariat workplan and budget (CB-STB 02-02-08)

Dr Jacob Kumaresan presented the workplan and budget of the Secretariat. Three main areas of activity
were outlined: GDF, partnership, and communications and advocacy, together with the related priorities for
2003. The workplan is in a logframe format that allows the Secretariat to monitor progress and financial
status.
Discussion:
8.1

The Board supported the workplan and budget and welcomed the format of the workplan, which it felt
was detailed, transparent and accountable. It proposed that a sub-committee of the Board review the
2004 workplan and plan before final presentation to the Board.

8.2

The financial figures of the budget were clarified. No funds are yet in place for the 2003 budget. The
reduction in staff costs is attributable to more accurate budgeting based on actual staff costs, and
there are more secondments. The Board requested the addition of a income–expenditure report;

8.3

Several issues concerning the GDF workplan and budget were clarified: a) budget; b) expansion; c)
branding. It is expected that 50% of the GDF budget will be income from direct procurement, including
that from the GFATM. The other 50% is expected to come to the Secretariat/GDF, either through the
Trust fund or through WHO channels. Possible expansion to malaria drugs and diagnostics are not

part of the current GDF budget, and will be assessed through a feasibility study. GDF branding activity
is intended to ensure that drugs are of high quality, low cost, and reliably supplied, and to avoid
"leakage" from the public to private sector within country and to other countries.
Action:
8.3.1

9

Future plans and budget for the GDF and Partnership Secretariat will be presented separately
(Secretariat to present to the Board in Fall’03).

Other issues (CB-STB 02-02-09)

9.1

GDF evaluation

Ms Nina Schwalbe outlined the process for undertaking the GDF evaluation, and made a plea for
participation by Board members. Funding for the evaluation will be provided by DFID, OSI (though the
proposed Stop TB Trust Fund) and the Secretariat, using World Bank funds.
Action:
9.1.1

The Board agreed the process for the GDF evaluation, but questioned the need for a separate
feasibility study for an expanded GDF scope, as the Terms of References seem to overlap. The
Secretariat will discuss the feasibility study with the subgroup of the Board established for the GDF
evaluation;

9.1.2

An adjudication committee has been formed and will meet in New York on 27 November 2002 to
review the GDF evaluation proposals. This committee includes the following Board members: Emma
Back, JW Lee, Nina Schwalbe, and PR Narayanan. Additional Board members are welcomed to the
committee.

9.2

Harmonization of GDF and GLC operations

Dr Jim Yong Kim presented a letter from the DOTS Plus Working Group proposing next steps in
convergence between the GDF and the GLC.
Discussion:
9.2.1

9.3

The Board endorsed the letter from the DOTS Plus Working Group setting out the next steps for
GDF and GLC convergence, and confirmed that resources to purchase second-line drugs will come
primarily from the GFATM. Additional resources will be needed for technical assistance (including
proposal development, review and monitoring) and administration.
Financing issues

Mr Chris Lovelace outlined the process of development for the Stop TB Trust Fund.
Discussion:
9.3.1

The Board members were given until 8 November to provide specific comments or corrections on
the letter to be signed between the World Bank and the Coordinating Board. If no changes are
suggested, the Chair of the Board will sign the letter and the World Bank will proceed to work with
the first donors interested in contributing to the Trust Fund (DFID, OSI and CIDA) in developing
administrative agreements for it’s operation.

Action:
9.3.2

9.4

World Bank to finalize the clearance process and initiate individual agreements with DFID, OSI and
CIDA (World Bank by 22 November).
Next Stop TB Coordinating Board meeting

It was proposed to hold the next Board meeting in New Delhi, India, back-to-back with the Regional Stop TB
forum, which will be held on 13–14 February 2003. Another option is to organize the meeting in parallel with
a World TB Day event, thus giving profile to a specific country event around 24 March.
Action:
9.4.1

The Secretariat will explore opportunities for the next Board meeting to be held in the first quarter of
2003 (Secretariat by end November’02).

Stop TB Coordinating Board meeting
28-29 October 2002
Final Agenda

OBJECTIVES
1.
2.
3.
4.

Formulate priorities and identify opportunities for action to support the top 4 high TB countries in reaching the global Stop TB targets;
Further clarify the relationship between Stop TB and the GFATM;
Identify support in addressing systemic challenges (health systems, human resources, private sector) for country TB programmes;
Endorse the 2003 workplan and budget for the Stop TB Partnership Secretariat;

Monday 28 October 2002
08:45–09:00

Chair: Ernest Loevinsohn
Documents

Welcome
Introduction of participants and adoption of agenda—Chair

09:00–11:00

Reaching the Global Stop TB targets

09:00-09:30
09:30-10:00

Global TB situation: epidemiological analysis—Chris Dye
Global DOTS Expansion: status, constraints and solutions—Mario Raviglione

10:00-11:00

Discussion

11:00–11:30

Coffee/Tea

11:30–12:30

GFATM and Global Partnership to Stop TB

11:30-12:00

Relation GFATM & Stop TB—GFATM Secretariat

12:00-12:30

Discussion and decision
 Actions from Board and Secretariat

13:00–14:00

Lunch Break

14:00–17:30

Country Obstacles: Top 4 high TB burden countries

14:00-15:00

Country presentations: based on the existing DOTS Expansion plans, analysing constraints and
additional needs, and formulate priorities for action for the global Partnership to support the top 3-5
high TB countries in reaching the global Stop TB targets and in maintaining achievements towards TB
elimination.

-

15:00-15-30

17:30
19:00

2. GFATM relation
Stop TB

3. Constraints &
solutions in 4
HBC

China—Hao Yang
India—S.K. Naik
Indonesia—Haikim Rachmat
Nigeria—Oleyemi Sofola

Questions

15:30–16:00
16:00-17:30

1. Progress DOTS
Expansion

Coffee/Tea
Break-out groups (4): Discussion of proposed solutions in each country

Adjourn
Dinner for Board members and invited guests

4. Country Obstacle
Questions

Tuesday 29 October 2002

Chair: Ernest Loevinsohn

09:00-12:30

Country Obstacles: Top 4 high TB burden countries—continued

09:00-10:30

Break-out groups (4): discussion of proposed solutions in each country

10:30–11:00
11:00-11:40
11:40-12:30

Documents

Coffee/Tea
Presentations of the break-out groups (4) each 10 minutes
Discussion and decision




Report on next steps for each of the 4 countries
Process for assessment in other countries
Actions from Board and Secretariat

12:30–13:30

Lunch Break

13:30–15:30

Country obstacles: Global Issues

13:30-13:40

TB and health systems capacity—Mario Raviglione

13:40-13:50

“Readiness for scaling up—lessons learned from UNAIDS”—Catherine Hankins, UNAIDS

13:50-14:00

Human resources: obstacles and proposed solutions—Gijs Elzinga

14:00-14:10

Communication, advocacy and community mobilization—Nils Billo

14:10-14:20

Private Public Mix—Mukund Uplekar

14:20-15:30

Discussion and decision



5. Health
McDonald’s down
the Desert-The
Concept
6. Private-public
Mix

Discussion
Actions from Board and Secretariat

15:30–16:00

Coffee/Tea

—Next session is for Coordinating Board members only—
16:00-16:45

Partnership Secretariat workplan/ budget 2003

16:00-16:15
16:15-16:45

Presentation of the workplan—Jacob Kumaresan
Discussion and decision


16:45-17:15




18:00

Endorsement of the workplan

Other issues and next steps



17:15-17:45

7. Secretariat
Workplan ‘03/draft
(Circulated through
email beforehand)

GDF evaluation—Nina Schwalbe
GLC-GDF harmonization of operations—Jim Yong Kim
Financing issues—Chris Lovelace/ Ernest Loevinsohn
Other issues

Discussion

8. GLC/GDF
9. MOU Trust fund*
10. TB & poverty

Adjourn

Wednesday 30 October 2002
Site visits in the Western Cape province/ meeting with South African Minister of Health—organized by the
South African, Department of Health

Thanks to the Open Society Institute/ Soros Foundation for hosting the meeting, at:
Meeting venue and accomodation: The Lord Charles Hotel, Corner of Faure and Stellenbosch Roads, Somerset West, 7130, Cape
Town, South Africa, Tel: 27 21 855 1040, Fax: 27 21 855 1107
For any assistance in local arrangements: Isobel April (OSF-SA), Tel: +27 21 683 3489 (Office), Fax: +27 21 683 3550 (Fax), Cell:
083 676 5591, e-mail: Sumaya@ct-osf.org.za

Stop TB Coordinating Board
Cape Town, South Africa, 28-29 October 2002
Final List of Participants

Chairs Stop TB Working Groups
Working Group on DOTS Expansion
Dr Mario Raviglione
Coordinator
TB Strategy & Operations (TBS)
Communicable Diseases Cluster (CDS)
World Health Organization (WHO)
20, avenue Appia
Geneva 27 1211, Switzerland
Tel: +(41) 22 791 2663
Fax: +(41) 22 791 4268
E-mail: raviglionem@who.int
Working Group on TB and HIV/AIDS
Dr Gijs Elzinga
Director of Public Health
National Institute of Public Health
and Environmental Protection (RIVM)
Antonie van Leeuwenhoeklaan 9
Postbus 1
Bilthoven 3720 BA, The Netherlands
Tel: + 31 30 - 274 2345
Fax: + 31 30 - 274 4411
E-mail: gijs.elzinga@rivm.nl
Working Group on DOTS-Plus for
MDR-TB
Dr Jim Yong Kim
Executive Director
Partners in Health/Harvard Medical School
641 Huntington Avenue
Boston, MA 02115, USA
Tel: +1 617 - 432 2575
Fax: +1 617 - 432 6045
E-mail: JimKimPIH@pih.org
Working Group on Vaccines Development
Dr Douglas Young (unable to attend)
Center for Molecular Microbiology
And Infection (CMMI)
Imperial College of Science, Technology and
Medicine
Flowers Building
London SW7 2AZ
United Kingdom
Tel: +44 207 594 32011
Fax: +44 171 262 6299
E-mail: d.young@ic.ac.uk

Represented by:
Dr Ulrich Fruth
Medical Officer
Research on Bacterial Vaccines
World Health Organization
20, avenue Appia
Geneva 27 1211, Switzerland
Tel: +41 22 791 2678
Fax: +41 22 791 4860
E-mail: fruthu@who.int
Working Group on TB Diagnostics
Dr Carlos Morel (unable to attend)
Director
Special Programme for Research and Training
In Tropical Diseases (TDR)
Communicable Diseases Cluster
World Health Organization
20, avenue Appia
Geneva 27 1211, Switzerland
Tel: +(41) 22 791 13802/13906
Fax: +(41) 22 791 4854
E-mail: morelc@who.int
Represented by:
Dr Mark Perkins
Medical Officer
Special Programme for Research and Training in
Tropical Diseases (TDR)
Tel: +(41) 22 791 4141
Fax: +(41) 22 791 4854
E-mail: perkinsm@who.int
Global Alliance for TB Drug Development
Dr Giorgio Roscigno, Senior Adviser
Global Alliance for TB Drug Development
Bd.Bischoffsheim, 27
1000 Brussels, Belgium
Tel: +32 2 210 0220
Fax: +32 2 223 6928
E-mail: Giorgio.roscigno@tballiance.org

Regional Representatives
African Region
Professor Francis Omaswa (unable to attend)
Director-General
Health Services
Ministry of Health
P.O. Box 16069
Wandegaya, Kampala, Uganda
Tel: +256 075 769 106
Fax: +256 41 340 881
E-mail: dghs@infocom.co.ug
American Region
Dr Roberto Tapia Conyer (unable to attend)
Vice-Minister Subsecretario
Subsecretaria de Salud
Secretaria de Salud de Mexico
Lieja No.7, Colonia Juarez, Mexico D.F.
Tel: +52 5559-7145
Fax: +52 5286-5355
E-mail: conyert@hotmail.com
Eastern Meditteranean Region
Mr Ejaz Rahim
Federal Secretary of Health
Ministry of Health
Government of Pakistan
Room no. 113, Pakistan Secretariat Block "C"
Islamabad, Pakistan
Tel: +92 051 92 11 622 , 920 1782 (Off)
Fax: +92 051 920 5481 or 92 51 920 2090
E-mail: sehat@apollo.net.pk
European Region
Dr Jaap F. Broekmans
Director
Royal Netherlands Tuberculosis Association
(KNCV)
P.O.Box 146
The Hague 2501 CC
The Netherlands
Tel: +31 70 416 7222 / 7245
Fax: +31 70 358 4004
E-mail: broekmansj@kncvtbc.nl
Southeast Asia Region
Dr P.R. Narayanan
Director
Tuberculosis Research Centre
Mayor VR Ramanathan Road
(Spur Tank Road)
Chennai 600 031, India
Tel: +91 44 8265425 /27 /35 /57
/8265403 (direct)
Fax: +91 44 8228894 /8262137
E-mail: nrparanj@md2.vsnl.net.in

Western Pacific Region
Dr Toru Mori (unable to attend)
Director
Research Institute of TB (RIT)
Japan Anti-tuberculosis Association
3-1-24 Matsuyama, Kiyose
Tokyo 204-0022, Japan
Tel. +(81 424) 92 4767
Fax: +(81 424) 92 4660
E-mail: tmori@jata.or.jp

High-TB-burden Countries
Brazil
(no representative)
India
Mr. Shihir Kumar Naik
Secretary (Health)
Department of Health
Ministry of Health & Family Welfare
Government of India
Nirman Bhavan, Room A-345
New Delhi 110 011, India
Tel: +91 11 301 8863
Fax: +91 11 301 4252
E-mail: secyhlth@nb.nic.in
Nigeria
Dr Alhaji Shehu Sulaiman (unable to attend)
Office of the Permanent Secretary for Health
Federal Ministry of Health
Federal Secretariat
Shehu Shagari way, Garki
Federal Capital Territory
Abuja, Nigeria
Tel: +234 9 5231511
Fax: +234 952 38363
Philippines
Dr Manuel M. Dayrit
The Secretary of Health
Department of Health
San Lazaro Compound
Sta Cruz
Manila, Philippines
Tel: +63 2 711 9502/03
Mobile: +63 917 835 2312
Fax: +63 2 743 1829
E-Mail: mmdayrit@co.doh.gov.ph

Multi-Lateral Organizations
WHO
Dr J.W. Lee
Director
STOP TB
Communicable Diseases Cluster (CDS)
World Health Organization (WHO)
20, avenue Appia
Geneva 27 1211 , Switzerland
Tel: +41 22 791 2742
Fax: +41 22 791 4886
E-mail: leej@who.int
World Bank
Mr Christopher Lovelace
Senior Manager
Central Asia Region
Health, Nutrition and Population
Human Development Network
The World Bank
1818 H Street, NW
Washington, DC 20433 , USA
Tel: +1 202 458 5520
Fax: +1 202 522 3234
E-mail: JLovelace@worldbank.org

IUATLD
Dr Nils Billo
Executive Director
International Union Against Lung Diseases
(IUATLD)
68, boulevard St-Michel
Paris 75006, France
Tel: +33 1 44 32 03 61 (direct)
Fax: +33 1 4329 90 87
E-mail: NBillo@iuatld.org
Management Sciences for Health (MSH)
Dr Jim Rankin
Director
Center for Pharmaceutical Management
Management Sciences for Health, Inc.
4301 North Fairfax Drive, Suite 400
Arlington, VA 22203-1627, USA
Tel: +1 703 248 1610
Fax: +1 703 524 7898
E-mail: jrankin@msh.org

Financial Donors

UNICEF
Dr Yves Bergevin (unable to attend)
Chief of Health
Programme Division
United Nations Children's Fund
UNICEF
3 United Nations Plaza
New York, NY 10017, USA
Tel: +1 212 824 6369
Fax: +1 212 824 6464
E-mail: ybergevin@unicef.org

CIDA
Dr Ernest R. Loevinsohn
Director General
Food Aid Centre
& Multilateral Policy
Canadian International
Development Agency (CIDA)
200, Promenade du Portage
Hull, Quebec K1A 0G4, Canada
Tel: +1 819-997 9492
Fax: +1 819 953 5348
E-mail: ernest_loevinsohn@acdi-cida.gc.ca

NGOs/Technical Agencies

Mr Joel Spicer
Canadian International
Development Agency (CIDA)
200, Promenade du Portage
Garmear, Quebec
K1A 0G4 , Canada
Tel: +1 819-953 0488
Fax: +1 819 953 5348
E-mail: joel_spicer@acdi-cida.gc.ca

CDC
Dr Kenneth Castro
Director Division of TB Elimination
National Center for HIV, STD, and
TB Prevention
Centers for Disease Control & Prevention, 1600
Clifton Road, NE, Mailstop E-10, Atlanta, Georgia
30333, USA
Tel: +1 404 639 8120
Fax: +1 404 639 8604
E-mail: kgc1@cdc.gov

Japan—Ministry of Health, Labour and Welfare
Dr Hiromitsu Imada (unable to attend)
Assistant Minister
for Technical Affairs
Minister's Secretariat
Ministry of Health, Labour and Welfare
International Affairs Division
1-2-2, Kasumigaseki, Chiyoda-ku
Tokyo 100-8916 Japan
Tel. +81-3-3595-2403
Fax: +81-3-3501-2532
E-mail: sakoi-masami@mhlw.go.jp
Represented by:
Dr Hiroki Nakatani
Counsellor
Minister's Secretariat
Ministry of Health, Labour and Welfare
1-2-2, Kasumigaseki Chiyoda-ku, Tokyo,
100-8916, Japan
Tel: +81-3-3595-2403
Fax: +81-3-3501-2532
E-mail: nakatani-hiroki@mhlw.go.jp
Dr Masami Sakoi
Deputy Director
International Affairs Division
Minister's Secretariat
Ministry of Health, Labour and Welfare
1-2-2, Kasumigaseki Chiyoda-ku, Tokyo,
100-8916, Japan
Tel: +81-3-3595-2403
Fax: +81-3-3501-2532
E-mail: sakoi-masami@mhlw.go.jp
UK—DfID
Dr Julian Lob-Levyt
Chief Health and Population Adviser
Health and Population Department
1 Palace Street
GB-London SW1E 1HE
United Kingdom
Tel: +44(0)20 7 023 0104
Fax: +4(0)20 7 917 0174
E-mail: j-lob-levyt@dfid.gov.uk
Represented by:
Dr Emma Back
Health and Population Department
1 Palace Street
GB-London SW1E 1HE
United Kingdom
Tel: +44 (0)20 7 023 0104
Fax: +44 (0)20 7 917 0174
E-mail: E-Back@dfid.gov.uk

USAID
Dr Anne Peterson
Assistant Administrator for Global Health
USAID
895 Williamsburg Pond Court
Falls Church, VA 22043
USA
Tel. +1 202 712 0970
E-mail: apeterson@usaid.gov
Dr Irene Koek
Chief, Environmental Health and Infectious
Diseases Division
Ronald Reagan Building
3.07-75M, 3rd floor, RRB
Washington D.C. 20523-3700
USA
Tel: + 1 202 - 712 5403
Fax: + 1 202 - 216 3702
E-mail: ikoek@usaid.gov
Soros Open Society Institute
Ms Nina Schwalbe
Director, Public Health Programs
400 West, 59th Street
New York NY 10019, USA
Tel: +1 212 547 6919
Fax: +1 212 548 4610
E-mail: nschwalbe@sorosny.org

Country resources
China
Dr Hao Yang
Director, Division II
Department of Disease Control
Ministry of Health
Beijing, People’s Republic of China
Tel: +86 10 6879 2376
Fax: +86 10 6879 2514
E-mail: haoyang@chsi3.moh.gov.cn
Professor Zhao Fengzeng
Senior Adviser
National Center for TB Control and
Prevention
Beijing People's Republic of China
Tel: +86 10 6316 7544
Fax: +86 10 6316 7543
E-mail: ntcc@chinacdc.net.cn
Dr Daniel Chin
Medical Officer
Stop TB
World Health Organization
WHO Representative
Beijing, People’s Republic of China
Tel: +86 106 532 7189
Fax: +86 106 532 2359
E-mail: chind@chn.wpro.who.int
Nigeria
Dr Olayemi Sofola
Federal Ministry of Health
Federal Secretariat
Shehu Shagani Way
Abuja, Nigeria
Tel: +234-9-6700367
Fax: +234 9 5238 363
E-mail: tosofola@hotmail.com
Mr Klaus Gilgen
German Leprosy Relief Association (GLRA)
Independence Layout
Enugu, Nigeria
Tel: +234 42 452 311
E-mail: glra@infoweb.abs.net

Indonesia
Dr Haikim Rachmat
Director DTCD
Ministry of Health
Jakarta, Indonesia
Tel +62 21 428 77 602
Fax : +62 21 420 7807
Dr Rosmini Day
NTP Manager
TB Sub Directorate
Ministry of Health
Jakarta, Indonesia
Tel: +62 21 428 77 602
Fax: +62 21 428 77 589
E-mail: day_rose1112@yahoo.com
Dr Firdosi Mehta
Medical Officer TB
World Health Organization
WHO Representative
Jakarta, Indonesia
Tal: +62 21 5204349
Fax: +62 21 5201164
E-mail: mehtaf@who.or.id
India
Dr Lakhdir Singh Chauhan
Ministry of Health and Family Welfare
Nirman Bhava
New Delhi, India
Tel: +91-11-3018955/3017993
Fax:+91 11 3014495

Special invitees
GFATM
Dr Richard Feachem (unable to attend)
Executive Director
The Global Fund to Fight AIDS,
Tuberculosis and Malaria
Tour Casaï 18, Avenue Louis-Casai
1202 Geneva
Switzerland
Tel.: +41 22 747 7781
Fax: +41 22 747 7990/7647
E-mail: richard.feachem@the global fund.org

UNAIDS
Dr Peter Piot (unable to attend)
Executive Director
UNAIDS
20, avenue Appia
Geneva, Switzerland
Tel: +41 22 791 4716
E-mail: piotp@unaids.org
Represented by:
Catherine Hankins, MD MSc FRCPC
Associate Director
Strategic Information and
Chief Scientific Advisor to UNAIDS
Social Mobilisation and
Strategic Information Department
UNAIDS - Joint United Nations
Programme on HIV/AIDS
20 avenue Appia, CH 1211 Geneva 27
Tel.: +41 22 791 3865
Fax: + 41 22 791 4746
E-mail: hankinsc@unaids
WHO
Dr Christopher Dye
Medical Officer
Tuberculosis Monitoring and Evaluation
Communicable Diseases Cluster
World Health Organization
20, avenue Appia
Geneva 27 1211, Switzerland
Tel: +(41)22 791 2904
Fax: +41 22 791 4268
E-mail: dyec@who.int
Dr Mukund Uplekar
Medical Officer
TB Strategy and Operations
Communicable Diseases Cluster
World Health Organization
20, avenue Appia
Geneva 27 1211, Switzerland
Tel.: +(41)22 791 13933
Fax: +41 22 791 4268
E-mail: mukundu@who.int
Dr Jai Narain
Coordinator HIV/TB & other Comm. Diseases
World Health Organization
Regional Office for South-East Asia
SEARO
World Health House
Indraprastha Estate
Mahatma Gandhi Road
110 002 - New Delhi, India
Tel. +91 11 33 70804 extn. 26127
E-mail: narainj@whosea.org

Stop TB Partnership Secretariat
Dr Jacob Kumaresan
Executive Secretary
Stop TB Partnership Secretariat
Communicable Diseases Cluster
World Health Organization
20, avenue Appia
Geneva 27 1211, Switzerland
Tel: +(41) 22 791 2385
Fax: +(41) 22 791 4886 /4199
E-mail: kumaresanj@who.int
Dr Ger Steenbergen
Medical Officer
Tel: +(41) 22 791 1345
E-mail: steenbergeng@who.int
Dr Ian Smith
Medical Officer
Tel: +(41) 22 791 2536
E-mail: smithi@who.int
Mr Michael Luhan
Communications Officer
Tel: +(41) 22 791 1379
E-mail: luhanm@who.int
Ms Petra Heitkamp
Technical Officer
Tel: + (41) 22 791 2879
E-mail: heitkampp@who.int

