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INTRODUCTION

Multidrug resistant tuberculosis (MDR-TB) is a life-threatening form of tuberculosis (TB), affecting half a million people each year, with a much higher mortality than drug susceptible TB.  It is on the increase in some countries and yet only some 3% of cases are being treated according to standards set by WHO.  If MDR-TB is not vigorously addressed it stands to replace the mainly drug susceptible strains causing 95% of the world's TB today. It therefore requires an urgent response at both the political and technical levels. It is for that reason that this meeting in Beijing has been convened. 

The meeting is organized by the World Health Organization, the Ministry of Health of the People's Republic of China and the Bill & Melinda Gates Foundation.

Objectives of the meeting

1. To build consensus and political commitment in the 27 high MDR-TB burden countries to act immediately to scale up the prevention and management of MDR-TB, overcome common bottlenecks, and ensure effective engagement of partners who can assist in these efforts, with the emerging economies at the forefront.
2. To scale up the management of MDR-TB and enable the 27 high MDR-TB burden countries to develop five year national strategic plans for MDR-TB, tied in with TB strategic plans and embedded within national health plans and systems. 
Participants

Participants will include Ministers of Health and senior decision-makers from the high MDR-TB burden countries, and those countries with informative experience in MDR-TB; senior representatives of global and regional health and development agencies involved in MDR-TB; affected communities; bilateral development agencies; development banks; foundations, non-governmental organizations; private pharmaceutical and diagnostic enterprises; research institutions and technical agencies.

Current TB Control Situation
Globally, the control of tuberculosis has advanced enormously in the past 15 years. Since 1995, 37 million cases have been treated under the DOTS approach, and, partly as a result, the worldwide incidence of TB has fallen since 2003.  However,  unresolved constraints, principally outside the control of national tuberculosis programmes, but within the health system, have held back the advance of TB control.  What is more, these same constraints are fuelling the emergence of multidrug and extensively drug resistant TB.   
Using data from the surveillance carried out by WHO and partners since 1994, about 510,000 cases of multidrug resistant (MDR) TB cases were estimated to arise each year, including tens of thousands that are extensively drug resistant (XDR).  In some countries MDR-TB rates are rising, while in others it is falling.  In most countries the data are not yet good enough to tell the trend. 

M/XDR TB is more difficult and expensive to treat than drug-susceptible TB, with significantly higher mortality rates. People living with HIV are especially vulnerable to M/XDR-TB, and the epidemics of HIV and MDR-TB are already overlapping in Eastern Europe and Southern Africa, leading to fatality rates as high as 98% in one hospital in South Africa. Moreover, very few of the half a million people with MDR-TB are receiving treatment.  Countries report that some 5% were expected to have been treated within national TB programmes in 2008, while around 3% of the total number will have received treatment through the Green Light Committee, established in 2000 by WHO and partners to support programmes to treat MDR-TB with low-priced, high quality drugs that meet WHO standards.
Background to the meeting

The framework for addressing both susceptible and drug resistant disease already exists and is familiar to most countries, through the Stop TB strategy, the Global Plan to Stop TB, 2006-2015, and the Guidelines for the Programmatic Management of Drug Resistant Tuberculosis.  The 2nd meeting of the WHO Global Task Force on XDR-TB, however, meeting in April 2008, recognized that progress in preventing and managing drug resistance is falling significantly behind the milestones laid out in the Global Plan. The Task Force therefore recommended that WHO convene the 27 high MDR-TB burden countries as part of a strategy to significantly raise political commitment and country level involvement and thus scale up the response to MDR-TB. We have therefore called for a ministerial meeting because the solutions that are needed necessitate high level political actions within the broader health system. In fact, the solutions do not lie solely within the authority of the national TB control programme.
Preparatory work at political and technical levels
To raise the awareness and the profile of MDR-TB, several meetings were organized during 2008 with officials from ministries of health and national TB programmes of 10 high MDR-TB burden countries at the Union's World Conference on Lung Health in Paris, France, in October, with four central Asian countries in Tashkent, Uzbekistan, in November, and with the South-East Asian Region countries in Male, Maldives, in December. A strategic discussion on TB was held at the board meeting of the Global Fund to Fight AIDS, Tuberculosis and Malaria in New Delhi, India, in November, and the board's conclusions included a request for countries to submit sufficiently ambitious proposals to address MDR-TB in the upcoming rounds.

In October 2008, the members and networks of the Stop TB Partnership were informed of the ministerial meeting and many have been working with countries already, including assisting in the development of  MDR-TB strategic plans.

The Stop TB Partnership is organizing high level missions to countries with a significant MDR-TB problem. The first mission occurred in India, led by Jorge Sampaio, the UN Secretary General's Special Envoy to Stop TB and the former President of Portugal, and the delegation met with the Minister for Health to discuss India's needs. Missions to Azerbaijan and South Africa are still under discussion.

After Beijing - planning for country level action

This meeting in Beijing is aimed at helping countries to respond better to the burden of TB, and in particular, to the expanding epidemic of drug resistant TB. After the meeting, countries are expected to fill in their current gaps in TB control, and accelerate the scale up of  prevention and management of M/XDR-TB.  Ways in which this can be done will be discussed on the second and third day of the meeting.  WHO and partners stand ready to provide any technical support that may be needed.  In particular the Green Light Committee and its secretariat are ready to support development of proposals to scale up M/XDR-TB management and the procurement of quality-assured drugs, through the Global Drug Facility, or through quality-assured national suppliers.  

To support this process, planning tools have been, and are being, developed for scaling up MDR-TB control.  Some have already been used by countries and partners in preparation for the meeting, and, of course will be available afterwards. The tools are based on the six elements of the Stop TB Strategy (Table), including the prevention and programmatic management of MDR-TB and XDR-TB, and will support countries to identify their gaps and needs, and guide their public health response based on cost-effectiveness and priority criteria.  The tools are all available through WHO. 

After Beijing - global level action

The Executive Board of WHO agreed to a request from the People's Republic of China to discuss the "Prevention and control of multidrug resistant tuberculosis and extensively drug-resistant tuberculosis" at the World Health Assembly in May of this year.  A Report has been prepared, and a resolution will be drafted.  

MDR-TB will be the main theme for the Pacific Health Summit, taking place in Seattle, Washington, USA in June, 2009.  

A meeting of the CEO's of the diagnostics industry will discuss development of diagnostics in a meting in Annecy, France, also in June, 2009.

Some of the WHO regional committees will discuss the problem of M/XDR-TB between August and November, 2009. 

M/XDR-TB will feature in the agenda of the Union World Conference on Lung Health, Cancun, Mexico, November, 2009.

Table. The Stop TB Strategy


Executive Summary

The key bottlenecks in M/XDR-TB control and patient care
In preparation for this meeting, WHO has written a number of background papers that describe the main bottlenecks to providing care to patients and achieving control of MDR-TB, and how they can be addressed. These brief papers follow in this document, and end with summary tables for each bottleneck of what actions are urgently required, and who should be responsible.

WHO and partners' TB surveillance data enables us to model the future epidemic.  These show, in Paper 1: " Forecasting the control of MDR-TB epidemics", that both prevention of  MDR-TB ("turning off the tap" through improving basic TB control) and diagnosis and effective treatment of cases of MDR-TB (reducing transmission in the community of drug-resistant strains) are necessary to bring down rates of MDR-TB in countries where MDR-TB is already established and the rate is high. This can be achieved with existing diagnostics and treatment regimens, but new technology and approaches to diagnosis and treatment are needed to reduce cases and deaths more quickly. There are at least four reasons to intensify case finding and treatment for MDR-TB in all countries: to give the best possible chance of cure to all patients, whether they have drug-susceptible or drug-resistant TB; to accelerate TB decline, and move as quickly as possible towards elimination; to prevent the build-up in populations of drug-resistant, latent infection; and to plan for worst outcomes in the face of uncertainty (be risk averse).
Significant gaps remain in basic TB control.  Three of the key ones are outlined in Paper 2: " Addressing the gaps in TB control". Too often hospitals are a barrier to patients in accessing proper care for TB; a wide array of providers exists, in both private and public sectors, and many give substandard care, while the potential to enlist patients and communities in the provision of proper care is ignored. Mechanisms are laid out to harness the potential of patients and communities, as well as identify all care providers and link hospitals and providers of care of all kinds with national TB programmes.  
Paper 3: "Provision of M/XDR-TB management and care" reflects the complexity of the steps needed to manage, that is diagnose, treat and care for, people with MDR-TB. The paper is not prescriptive but lays out the issues that need to be considered to facilitate decision-making on the best mix of sites to care for patients, whether in hospital or in the community. The ethical dimension of provision of care is addressed because in managing MDR-TB it is imperative to ensure that the rights and duties of patients are assured as well as those of the community. Collaboration in delivery of care for MDR-TB is recommended with all non-governmental structures, including the private sector. HIV is a major problem for people with MDR-TB, and the collaborative engagement of AIDS control programmes with their TB counterparts, in the problem of MDR-TB, is essential. 
Paper 4: "Improving TB control and scaling-up M/XDR-TB management: addressing the health workforce crisis" calls for countries to develop strategic and operational plans for health workforce development to both strengthen basic TB control and scale up management of M/XDR-TB. Plans need to go beyond traditional training activities and address staffing, motivation, retention and support systems issues. National TB control programmes need to collaborate and coordinate with other health programmes to ensure that health workforce needs for TB control are included in overall health workforce development.

Until WHO's Stop TB Strategy was launched in 2006, global TB control efforts underplayed the need for laboratories. Paper 5: "Scaling-up the management of M/XDR-TB: addressing the laboratory bottleneck" addresses the gap which has built up and calls for TB laboratory needs to be addressed in strategic plans for the national health laboratory system as a whole.  Meeting this gap will require an additional 2,000 new or revitalized laboratories capable of culture and drug sensitivity testing to be established and more than 20,000 new laboratory technicians to be trained and deployed, at an estimated minimum investment of USD 2.5 billion for infrastructure and capital expenditure between 2007 and 2015.  This investment will have additional benefits to the functioning of the health laboratory network in general. In addition to the infrastructure investment, running costs amounting to an additional USD 2.6 to 3. 1 billion by 2015 will be required to ensure universal access to diagnosis for MDR-TB suspects and laboratory monitoring of confirmed cases.

Not all countries are insisting on anti-TB drugs that are of proven quality based on WHO standards, or stringent regulatory authority standards according to Paper 6: "Ensuring access to quality-assured anti-TB medicines".  Fixed dose combinations of first-line drugs are insufficiently used given that they are proven to be at least as effective as loose pills in curing patients of TB and in addition they offer significant practical and logistic advantages. If countries were truly averse to the risk of creation of resistance they would use them much more.  WHO and the Stop TB Partnership's Global Drug Facility offer several services to help national drug procurement. With respect to the second-line drugs, insufficient amounts are being produced, even for the relatively few patients enrolled for treatment. Pharmaceutical companies are not yet convinced that there is a return to be made from investing in this market. To break this cycle, governments should commit to scaling up treatment for MDR-TB, thus creating greater demand, enabling more accurate forecasts, and bringing more companies into the supply network. 
Uncontrolled availability of anti-TB drugs, whether first or second-line, is fuelling development of MDR and XDR-TB.  Paper 7: "Restricting availability of anti-TB medicines" calls for governments to immediately ban "over the counter" sales of anti-TB drugs.  It further advises the accreditation of practitioners in both the public and private sectors to prescribe anti-TB drugs and to restrict the right to carry out such work to those who are accredited. 
Neglected until outbreaks of MDR and XDR-TB forced the issue of infection control onto the agendas of public health and TB control, Paper 8: "TB infection control " calls for urgent development of national plans, in line with the new WHO policy on TB infection control, to upgrade all health care facilities to make them safe for patients and health care workers. This requires a national approach which can be based on existing infection control structures, and administrative, environmental and personal protection measures in all facilities.
Against the back-drop of static research funding for TB, Paper 9: "Research priorities to address M/XDR-TB" calls for greater involvement of all governments, especially those of the emerging economies, and funding agencies in research on MDR-TB. Multi-agency and country coordination is recommended to develop new rapid methods for detection of M/XDR-TB and field test them.  Similarly, new drugs are urgently needed, as well as the design and funding of  randomized controlled trials for treatment and prevention of MDR-TB using both new and available compounds.  In addition, opportunities are clearly being missed, to make full use of the funds available for operational research within existing Global Fund grants.  One essential area where such funds could be used is in investigating the causes of drug resistance in different settings.
To achieve the target set out in the Global Plan to Stop TB 2006-2015, 1.5 million cases of multi- and extensively drug-resistant tuberculosis will need to be treated in the 27 countries with the highest burden in the seven years from 2009 to 2015, according to Paper 10: "Financing M/XDR-TB control and care".  With a cost per patient treated in the range US$ 3 000–10 000
, the total cost of treating 1.5 million cases amounts to US$ 11.5 billion over seven years, rising from US$ 0.5 billion in 2009 to US$ 3.1 billion in 2015; the latter figure is 43 times the funding available in 2009 and 53% of the total funding required for TB control. Most funding is required in the European Region (US$ 7.8 billion), followed by Asia (US$ 2.8 billion).  The first step, in order to mobilize the required funding, is the preparation of country-specific budgets as part of national strategic plans for TB control.  WHO has prepared a planning and budgeting tool for this purpose. Domestic resources need to be accessed especially in middle income countries. If sufficient domestic funding cannot be mobilized, countries should make full use of resources available from the Global Fund, UNITAID, and other donor agencies and financial mechanisms. 

1.  	Pursue high-quality DOTS expansion and enhancement


Secure political commitment, with adequate and sustained financing 


Ensure early case detection, and diagnosis through quality-assured bacteriology


Provide standardized treatment with supervision, and patient support


Ensure effective drug supply and management 


Monitor and evaluate performance and impact


2.  Address TB/HIV, MDR-TB, and the needs of poor and vulnerable populations


Scale-up collaborative TB/HIV activities


Scale-up prevention and management of multidrug-resistant TB (MDR-TB)


Address the needs of TB contacts, and of poor and vulnerable populations


3.  	Contribute to health system strengthening based on primary health care


Help improve health policies, human resource development, financing, supplies,                                                                                         


Strengthen infection control in health services, other congregate settings and households  


Upgrade laboratory networks, and implement the Practical Approach to Lung Health (PAL) 


Adapt successful approaches from other fields and sectors, and foster action on the social determinants of health  


4.  	Engage all care providers 


Involve all public, voluntary, corporate and private providers through Public-Private Mix (PPM) approaches


Promote use of the International Standards for Tuberculosis Care        





                    5.      Empower people with TB, and communities through partnership


              a.   Pursue advocacy, communication and social mobilization


              b.   Foster community participation in TB care, prevention and health promotion 


                                    c.   Promote use of the Patients' Charter for Tuberculosis Care


6.  	Enable and promote research 


     a.  Conduct programme-based operational research 


                       b.  Advocate for and participate in research to develop new diagnostics, drugs and vaccines








� Costs vary according to the drug regimen, the model of care that is used, and prices of inputs (for example, higher costs for staff are expected in countries with higher incomes).





