DOC 2.08-3.1.C MDR

QUESTIONNNAIRE FOR COMPLETION BY THE

CHAIR AND SECRETARY OF THE WORKING GROUPS or SUBGROUPS 
BACKGROUND INFORMATION
The Partnership’s working groups have played a major role in TB control, research and advocacy. Depending on the issue in question the working groups and subgroups
 have taken different roles and activities. Probably the most important role of the working groups is the completion of their strategic 10-year plans within the Global Plan to Stop TB 2006-15. In general, however, the working groups and sub-groups also serve as forums for engaging TB partners, discussing issues and progress achieved, and coordinating activities.  
Measuring the full effectiveness and efficiency of the working groups and subgroup has proven difficult. One of the recommendations of the Independent External Evaluation of the Stop TB Partnership highlighted the need for the Coordinating Board to review all the working groups periodically. The full recommendations are available at the following web address: http://www.stoptb.org/resource_center/documents.asp
In this regard, the Stop TB Partnership Secretariat has developed this questionnaire to initiate the process of a review and to collect information to assess the status of the current working groups and subgroups. 
A. OBJECTIVES, ACTIVITIES and FUNDING NEEDS OF THE WORKING GROUP or SUBGROUP
Describe briefly the objectives of your working group or subgroup
1.1. The overall MDR-TB Working Group

The objective of the MDR-TB WG is to urgently reduce human suffering and mortality due to MDR-TB by assisting countries in the implementation of the MDR-TB component of the Global Plan to Stop TB 2006-2015 through the following activities:  

· Striving to attain universal access to quality care for all those with DR-TB.

· Promoting the implementation of the Global MDR-TB&XDR-TB Response plan 

· Monitoring progress of the Global Response Plan (based on National data) and working with WHO to integrate MDR-TB in national TB control plans.
· Contributing to preparation and organization of high level missions and meetings

· Contributing to regular updates of evidence based WHO PMDT policy guidelines  

· Promoting the creation of a healthy and competitive global market of quality assured second-line anti-TB drugs (SLDs)

· Ensuring the rational use of second-line anti-TB drugs according to WHO guidelines to prevent amplification of resistance and emergence of XDR-TB

· Capacity-building through GLC mediated technical assistance and the preparation and development of regional PMDT Centers of Excellence

· Promoting the introduction of new diagnostics, new anti-TB drugs, and new vaccines through research  and cooperation with other WGs (with GLC projects functioning as sites for operational research)

· Developing and promoting the implementation of a research agenda that supports the scale-up of programmatic management of MDR-TB and the development of new tools.

· Mobilizing sufficient resources dedicated to the above goals and all aspects of PMDT through communication, advocacy and mobilization activities to reach out globally to raise awareness and mobilize communities and resources.
· Mobilizing sufficient resources dedicated to the above goals and all aspects of PMDT through communication, advocacy and mobilization activities to reach out globally to raise awareness and mobilize communities and resources.
· Providing an environment for exchange of experience, expertise and views among MDR-TB WG members and beyond by i) periodic newsletters, ii) regular meetings of members and subgroups and iii) communication with relevant external institutions (such as potential drug manufacturers)  

· Active collaboration with other STP Working Groups and their subgroups through representation in respective Core Groups, Task Forces and meetings 

The WG has five subgroups: the core group, the GLC, the research subgroup, advocacy and resource mobilization, and the drug management subgroup.
1.2
Objectives of the Core Group of the MDR-TB WG
The CG members form the coordinating centre of the WG. Therefore CG members have to be able and willing to devote time to the activities related to the TOR listed below (see code of conduct referred to in paragraph 4.5 of the MDR-TB WG Modus Operandi).

· Ensuring periodic production of newsletters about progress made by the MDR-TB WG and partners. The CG members identify and write contributions.

· Initiating, overseeing and monitoring the activities of the ad-hoc task forces and subgroups of the WG: the CG develop and review terms of references of subgroups and monitor progress of subgroups and intervene in case political and/or strategic situations require so.

· Collaborating with other Stop TB WGs and subgroups on crosscutting issues. Core Group members represent the MDR-TB WG on the CGs of the PPM subgroup, the IC subgroup and the HIV/TB WG. The GLI has is represented in the MDR-TB WG. Joint initiatives are developed with the PPM subgroup. 

· Monitoring the progress in implementing the strategies to achieve the goals and target set for DR-TB in the Global Plan to Stop TB 2006-2015

1.3
Objectives of the Green Light Committee (GLC)
· Assist WHO in developing policies and procedures for the control and management of drug-resistant TB, based on best available scientific evidence and collective experience.

· Increase access to high-quality, low-cost second-line anti-TB drugs for the treatment of drug-resistant TB (including M(X)DR-TB) among well-performing TB control programs through the GLC mechanism;

· Prevent the development of acquired resistance to these drugs,  by ensuring that they are used according to WHO guidelines 
1.4
Objectives of the Drug Management Sub-group (DMSG)
· Forecast and monitor long-term supply/demand and long-term market of second-line anti-TB drugs and determine the regulatory, pricing and financing characteristics that affect the market of these drugs.

· Advise on strategies to increase the supply of quality-assured 2nd-line drugs in the short, medium, and long-term.

1.5
Objectives of the research subgroup
· Establish its operational modality to prepare for other activities and future work;

· Promote its revised research agenda finalized in 2007 (focusing on scale-up of programmatic management of drug-resistant TB) through dissemination and activities on identified priorities;

· Provide and exchange information relevant to research in these areas;

· Respond to specific scientific questions relevant to programmatic management of drug-resistant TB and its scale-up. 

1.6
Objectives of the Drug Resistance (DR) Social Mobilization Subgroup 
· This newly established subgroup is developing its objectives at this time.
2. Describe the key activities to be undertaken by the working group or subgroup in 2008 and 2009 (i.e. activities included in your work plan 2008-2009) (Short description has to be given for each activity)
2.1
Key WG activities 2008-2009 (general)
· Assisting the Chair and Vice-Chair in determining, coordinating and addressing strategic and operational issues, with focus on the global second-line drug procurement crisis, barriers to scale-up of PMDT and policy-development 

· Monitoring progress made towards the MDR-TB&XDR-TB Response Plan: a grid summarizing all components of the framework on programmatic management of MDR-TB (PMDT) in the 27 high burden MDR-TB countries is regularly updated. Data are collected with the countries and technical partners working in those countries. Data collection includes variables like laboratory capacity, IC plans, GLC approval, SLD availability, etc 

· Contributing to the planning, preparation and implementation of high level missions and the 27 high burden MDR-TB country meeting

· Contributing to the planning and implementation of ‘consultation’ meetings that are organized for clusters of high burden MDR-TB countries as part of the preparation of the 27 high burden MDR-TB meeting in 2009. Consultations cover subjects like HRD, SLD-procurement and laboratory networks.

· Assisting with preparatory work for the (annual) WG meeting, including plenary sessions and sessions of sub-groups like GLC, Drug Management Subgroup, Research Subgroup and the Mobilization Subgroup.

2.2
Key activities of the GLC

· Evaluate applications for access to 2nd-line anti-TB drugs in relation to current WHO guidelines, available evidence, and collective experience; 

· Advise WHO and the STP as to the outcome of each application;

· Monitor the progress and performance of GLC-approved programs; 

· Promote the development of program capacity to manage drug-resistant TB;

· Promote capacity development for expert technical assistance and consultation on drug-resistant TB; 

· Promote and participate in the analysis of data from GLC-approved programs and in the dissemination of new data-driven information on treatment of drug-resistant TB.

· Work with the GDF and the drug-management subgroup to ensure a supply of quality-assured second-line drugs to qualified projects.  

2.3
Key drug management subgroup activities 2008-2009

· Advice and support to GDF in analysis and review of regular reports on current market demand and available supply.

· Advice and support to GDF, as above re quarterly communication to current/potential suppliers on market characteristics;

· Advice/support to GDF in analysis and regular reports (2x/yr) of long-term market demand and available supply, 

· Research on existing and potential new sources of 2nd-line drugs, both finished product formulations and API and outreach to engage potential new suppliers;

· Research to assess the size and scope of the global supply and demand for second-line anti-TB drugs, outside of the GLC/GDF

· Mediate in the process of increasing SLD-staff through the process of recruiting secondments by partners such as MSF and PIH.

2.4
Key Research subgroup activities

In 2008

1. Develop and establish modus operandi. 
2. Disseminate the updated research agenda on drug-resistant TB that was finalized in 2007: 

3. Promote, coordinate, and advocate for clinical trials for treatment and prevention of MDRTB. 

4. Prepare tools for measuring output and impact of strategies for infection control. 

5. Promote development of research agenda on (programmatic use of) molecular tools for drug susceptibility testing. 

6. Create a forum for exchange data, experiences, and information on the epidemiology, diagnosis and management of DR-TB. 
7. Keep update web-based database of the research initiatives conducted by the members of the DR-TB WG. 
8. Provide input on DR research issues in other STB Working Groups. 
9. Organize annual subgroup meeting. 
10. Provide scientific analysis (through systematic reviews or analysis of study data) in response to requests by GLC. 
11. Respond to ad-hoc requests by GLC for assistance on operational research. 
12. Review and comment on major publications on MDR-TB in peer reviewed journals on ad-hoc basis. 
2009 (proposed work plan, to be endorsed by Working Group) 

1. Promote, coordinate, and advocate for clinical trials for MDRTB.  
2. Prepare tools for measuring output and impact of strategies for infection control.  
3. Promote development of research agenda on (programmatic use of) molecular tools for drug susceptibility testing. 
4. Promote epidemiological studies to identify factors that promote, in specific settings, the development and transmission of drug-resistant TB. 

In addition, continuation of activities 6 through 12 

2.5
Drug resistance social mobilization subgroup

This newly established subgroup has not yet finalized the discussion on the key activities for this period.
3. Please indicate the annualized targets (2008 and 2009) quantified as far as possible, and demonstrate how each contribute to the Global Plan milestones. 

The target of the Global Plan is to enroll 1.6 million MDR-TB patients by 2015. While the WG has not modeled the annual targets, this should be to get at least 200,000 patients on MDR-TB treatment in this biennium.
More specifically, at subgroup level there are the following targets for the period 2008/2009:

Target 1 is to have a minimum of two drug manufacturers for each of the existing second-line anti-TB drugs quality assured  and with capacity to meet the demand from GLC approved projects. Contribution of this target to GP milestones is self-evident.

Target 2 is have at least as many MDR-TB patients being treated worldwide with quality-assured second-line drugs as with drugs of uncertain quality. The ratio now, per WHO reports is roughly 4/1, the wrong way – roughly 46,000 patients reported by countries to be on MDR-TB treatment, and only about 8,000 of them enrolled in GLC projects

Target 3 is to have at least one clinical drug-trial protocol developed, funded and ready to be implemented (end of 2009) 

Target 4 is to have at least 10 countries/projects using the tools developed under the aegis of the research subgroup for measuring output and impact of strategies for infection control (including funding)

Target 5 is to have at least 4 funded operational research projects up and running for the evaluation of diagnostic algorithms

Target 6 is to have funded research projects in at least 4 countries identifying factors that promote the development and transmission of drug-resistant TB

Target 7 is to ensure that the research subgroup has addressed at least 5 requests ‘for better evidence base’ from the GLC   

Target 8 is to ensure that the GLC maintains 6 review cycles per year and responds to GLC applicants within 2 months after the GLC meeting (e.g. within 2 months)

Target 9 is to ensure that existing GLC projects expand their coverage within countries, and to double the number of countries offering universal access to MDR-TB treatment (from the current 4 countries) in the next two years.  

Target 10 is to establish a consortium of Regional Centers of Excellence (RCE) for MDR-TB treatment and management, with at least four centers meeting the Core Group 2008 RCE Taskforce criteria by the end of 2009
Target 11 is for the Core Group to produce a 27 high burden MDR-TB country update every three months (grid with information on all PMDT framework elements)
Target 12 is to involve at least 5 civilian sector institutes and 10 cured MDR-TB patients in the DR Mobilization subgroup
Target 13 is to facilitate the development of National Plans for PMDT from at least 10 High Burden DR Countries by mid-2009, and the other 12 by the end of 2009.

Target 14 is to facilitate at least 3 civil society (Dual Track Mechanism) proposals from DR HBCs for both Round 9 and Round 10 of the Global Fund, with a focus on scaling up PMDT

4. Please describe briefly the structure of the working group or subgroup and its operational modality (core group or none, frequency of meetings, means of communications, etc.).
4.1
The Working Group

The WG is one of the seven working groups that report to the Stop TB Partnership Coordinating Board and to the Assistant Director General of the HIV/AIDS, TB and Malaria (HTM) cluster of WHO. The WG Secretariat is housed at WHO. 

The WG is composed of representatives of Stop TB Partnership members, including national disease control programmes, Ministries of Health, non-governmental organizations (NGOs), community representatives, bilateral and multilateral aid agencies, supra-national laboratories, the corporate sector as well as technical experts who serve in their personal capacity. 

Membership is based on the following basic criteria: 

· Shared understanding of the mission and goals of the WG;

· Engagement in activities to achieve those goals;

· Attendance of the annual meeting;

· Support of the Secretariat and WG activities (by some of the larger member institutions) through financial or staff support, and by hosting meetings of the WG, Core Group (CG), or ad hoc/subgroups;

· Participation of invited members in meetings based on their potential contribution to the activities of the WG. 

The Chair of the WG is responsible for chairing the WG meeting and meetings of the CG. The Chair also represents the WG on the Coordinating Board of the Stop TB Partnership, and acts as the chief liaison between the partnership and the WG.  The Vice-Chair will perform the duties of the Chair if the Chair is unavailable, including both WG and liaison activities. If neither the Chair nor the Vice-Chair is available to perform their duties, the CG will designate a representative of the CG or the WG Secretariat;

The joint functions of the Chair and Vice-Chair are defined as follows: 

· Oversee the WG and its associated sub-groups and task forces; and monitor implementation of the recommendations of the WG;

· Lead and coordinate the WG in an effective response to the challenges of scaling up MDR-TB and XDR-TB management, including diagnostics, treatment, infection control, and appropriate infrastructure development;

· Coordinate and expand a broad-based and inclusive global partnership to ensure MDR-TB diagnosis and treatment scale-up in all sectors of society affected by MDR-TB, including vulnerable and marginalised populations, as outlined in the Global Plan to Stop TB 2006-2015 and the Global MDR-TB and XDR-TB Response Plan 2007-2008;

· Guide and coordinate a proactive and comprehensive resource mobilization plan for the WG aimed at securing the financial, human and infrastructure resources needed to effectively meet the demands  of MDR-TB scale-up;   

· Foster coordination, dynamic interaction and exchange among all members of the WG and its subgroups, as well as other members of the Stop TB Partnership;

· Assume joint responsibility with the WG Secretariat in ensuring implementation of the recommendations of the WG and the CG;

· Amplify the collective voice and engage the expertise of the entire MDR WG.

4.2
The Core Group

A Core Group (CG) was established at the 2002 WG meeting in Tallinn, Estonia, to provide leadership and set strategic direction for the work of the WG. The CG is designed to facilitate and accelerate decision-making, and to act as a catalyst to effective implementation of the Global Plan to Stop TB 2006-2015 and its Global MDR-TB & XDR-TB Response Plan 2007-2008. While meeting these objectives first and foremost, every effort will be made to ensure that the Core Group is reflective of the WG membership. 

The CG is composed of the Chair and Vice-Chair, the chairs of the WG subgroups
, and representatives of the following membership categories: Global Laboratory Initiative (GLI), donor agencies, NGOs, TB control programmes (including MDR-TB programmes), individual MDR-TB experts and MDR-TB patients. Efforts should be made to ensure regional equity and institutional representation. However, the final selection of candidates should be guided by competencies, motivation, and availability to do the required work. Members are selected by the Chair of the WG after consultation with the sitting CG and the WG Secretariat. Members will serve for three years with the possibility of a renewal at the end of the term. A rolling renewal system will apply. Additional participants with requisite experience can be co-opted for individual meetings after discussion with the Chair and Secretariat.

The Secretariat of the WG, housed at WHO, is answerable to the WG and operates under the WHO system within the TB/HIV and Drug Resistance unit (THD) of the Stop TB Department. The Secretariat also serves as the WHO representation in the CG. 

The Secretariat works in close collaboration with and follows guidance from the CG. However, initiative for action can come from either the CG and or the Secretariat, but should always include the other. 

The TOR are:

· Organizing the meetings of the Working Group and the Core Group;

· Preparing the agenda and relevant documents for these meetings (in consultation with the Chair and relevant members of the Core Group and other subgroups);

· Producing and distributing meeting reports;

· Monitoring and facilitating the implementation of the recommendations of the Core and Working Groups;

· Managing resources provided for the functioning of the WG;

· Proposing new actions to the Core Group (through the Chair, copying all CG members);

· Updating membership information (addresses, field of interest, etc).

· Assuring that the WG functions in an accountable and transparent manner.

Subgroups have been established with specific objectives to address scientific, programmatic, and administrative issues. Membership, achievements, and TOR/rationale for the subgroups will be reviewed at the annual WG meeting. Subgroups will be dissolved once objectives have been accomplished or by consensus of the CG and the members of the subgroup. Current subgroups include the GLC, Research subgroup, Drug Management subgroup, and DR Mobilization subgroup.  

Task Forces are set up for a limited period of time to address a specific issue. The terms of reference of the Task Forces are developed by the Core Group and include a time-frame and expected outcomes.   

4.3
GLC 

GLC membership rests with institutions drawn from the Working Group on MDR-TB, except for WHO, which is a standing member.  Institutional members designate two permanent representatives.  The term of institutional and representative membership in the GLC is two years, with the opportunity for one renewal term of two years.

Review cycles cover a period of two months, beginning on 20 January each year.  Applications received by the 20th of every odd-numbered month will be reviewed during the following cycle.  Meetings of the GLC take place approximately one month after the start of the relevant review cycle. The GLC meets to review applications six times per year, either by teleconference, video conference or face-to-face meetings.  Fast-track applications (those covering less than 50 patients) are accepted and evaluated off-cycle.  
Ad hoc meetings of selected members to address special topics may be convened when needed. 

GLC matters may require additional consultation and correspondence which is pursued on an ongoing basis through email, teleconferences, and other means of communication.

The GLC Secretariat is hosted and appointed by the WHO and is based in Geneva.  The secretariat communicates with program applicants, members and GDF on reviews and review outcomes, facilitates the review process, coordinate and facilitate monitoring of programs, manage budget and financial reporting and provide regular updates and keep the GLC website updated - http://www.who.int/tb/challenges/mdr/greenlightcommittee/en/ .

Documents are shared through the GLC sharepoint site http://sharepoint.who.int/sites/GLC
4.4
Drug management subgroup

The governance of the DMS is subject to the modus operandi of the MDR-TB WG. This is one of the four subgroups that report to the MDR-TB Working Group. The Secretariat is part of the MDR-TB WG Secretariat housed at WHO. 

Membership rests with institutions drawn from the Working Group on MDR-TB. Institutional members designate two permanent representatives, and these members elect the chair.  
Monthly meetings by teleconference and utilization of website for posting of minutes and briefing reports. In person meetings at large conferences.
4.5
Research subgroup (RSG)
Governance

The governance of the RSG is subject to the modus operandi of the MDR-TB WG. The RSG is one of the four subgroups that report to the MDR-TB Working Group. The RSG Secretariat is part of the MDR-TB WG Secretariat housed at WHO. 

Composition (membership)

The RSG is composed of representatives of Stop TB Partnership members, including research institutes, non-governmental organizations (NGOs), community representatives and research funding agencies, as well as technical experts who serve in their personal capacity. 

Membership is based on the following basic criteria: 

· Members are invited based on their specific field of expertise (laboratory, treatment, programme implementation, epidemiology, infection control) as well as their representation of major technical agencies, civil society and research funding agencies;

· Members are expected to engage in activities to achieve the RSG’s objectives;

· Members are expected to participate in telephone conferences and face-to-face meetings;

· Members of the WG employed by large institutions are expected to support Secretariat and WG activities through financial or staff support, and by hosting meetings of the RSG and its task forces; 

· Specific individuals may be invited to participate in meetings based on their potential contribution to the activities of the RSG. 

Chair
The Chair of the RSG is responsible for chairing the RSG meetings. The Chair also represents the RSG on Core Group of the MDR-TB WG, and acts as the chief liaison between the Working Group and the RSG.  If the Chair is not available to perform these duties, the RSG will designate a representative of the RSG or the RSG Secretariat;

The functions of the Chair are defined as follows: 

· Oversee the RSG and its associated task forces; and monitor implementation of the recommendations of the RSG;

· Lead and coordinate the RSG in an effective promotion of research activities in identified priority areas;  

· Guide and coordinate the annual work plan of the RSG;   

· Represent the RSG in the MDR-TB WG’s Core Group;

· Report on the RSG’s plans and activities to the MDR-TB WG at its annual meeting and through its newsletter, and to the MDR-TB WG’s Core Group during its regular meetings; 

· Foster coordination, interaction and exchange with other working groups and subgroups of the Stop TB Partnership;

· Amplify the collective voice and engage the expertise of the RSG.

Secretariat 

The Secretariat, housed at WHO, is answerable to the RSG and operates under the WHO system within the TB/HIV and Drug Resistance unit (THD) of the Stop TB Department. The Secretariat also serves as the WHO representation in the RSG. 

The Secretariat works in close collaboration with and follows guidance from the RSG. However, initiative for action can come from either the RSG or the Secretariat, but should always include the other. 

The TOR are:

· Organizing the meetings of the Subgroup;

· Preparing the agenda and relevant documents for these meetings (in consultation with the Chair and relevant members of the RSG);

· Producing and distributing meeting reports;

· Monitoring and facilitating the implementation of the recommendations of the RSG;

· Managing resources provided for the functioning of the RSG;

· Proposing new actions to the RSG (through the Chair, copying all RSG members);

· Updating membership information (addresses, field of interest, etc).

· Assuring that the RSG functions in an accountable and transparent manner.

Task Forces

Task forces can be established under the RSG for a limited period of time to address a specific issue. The terms of reference of the Task Forces are developed by the RSG and include a time-frame and expected outcomes.   

Procedures 

The way of working of the RSG aims for full transparency and maximal input from members. 

Meetings of the RSG

· The RSG will meet face-to-face at least once a year;

· The RSG will have at least one teleconference each trimester, with the agenda prepared by the Chair of the RSG and the RSG Secretariat;

· The dates of the meetings and teleconferences will be proposed by the Secretariat in consultation with the Chair. An alternative date will be proposed if less than two-thirds of the RSG members are able to attend the meeting on the proposed date;

· The agenda and all relevant documents for meetings will be prepared by the Secretariat in consultation with the Chair;

· Upon expiration of a CG member’s term, the Secretariat will issue a call for nominations to all WG members. Based on these nominations, the CG shall decide on the new CG member at a face-to-face meeting of the CG.

Decision making process
Decisions will be based on consensus. However, if consensus can not be reached, the majority vote will apply, and the results of any such vote will be reported to the MDR-TB WG’s Core Group. 

Election of Chair 

The Chair is elected from within the members of the RSG by consensus and will serve a term of two years. He/she is eligible for renewal for a second consecutive term. 

B. PARTNERS AND STOP TB PARTNERSHIP'S CONTRIBUTION

To evaluate the level of effort the working group or subgroup is expecting to put in (staff and funding).
1. Indicate names of key partners/people responsible and working in developing and delivering each activity described in A.2 in 2008 and 2009.
See annex with the list of members of the Working Group.
Core Group

Chair
: Kitty Lambregts-van Weezenbeek, KNCV Tuberculosis Foundation.

Vice-Chair: Case Gordon, World Care Council

The joint functions of the Chair and Vice-Chair are defined as follows: 

· Oversee the WG and its associated sub-groups and task forces; and monitor implementation of the recommendations of the WG;

· Lead the CG to fulfill tasks mentioned under A2

· Lead and coordinate the CG and the WG in an effective response to the challenges of scaling up MDR-TB and XDR-TB management, including diagnostics, treatment, infection control, and appropriate infrastructure development;

· Coordinate and expand a broad-based and inclusive global partnership to ensure MDR-TB diagnosis and treatment scale-up in all sectors of society affected by MDR-TB, including vulnerable and marginalized populations, as outlined in the Global Plan to Stop TB 2006-2015 and the Global MDR-TB and XDR-TB Response Plan 2007-2008;

· Guide and coordinate a proactive and comprehensive resource mobilization plan for the WG aimed at securing the financial, human and infrastructure resources needed to effectively meet the demands  of MDR-TB scale-up;   

· Foster coordination, dynamic interaction and exchange among all members of the WG and its subgroups, as well as other members of the Stop TB Partnership;

· Assume joint responsibility with the WG Secretariat in ensuring implementation of the recommendations of the WG and the CG;

· Amplify the collective voice and engage the expertise of the entire MDR WG

The chair represents the MDR-TB WG on the Technical Development Group (TDG) for the revision of the TB treatment guidelines in collaboration with the Dots Expansion WG and WHO. The vice-chair chairs the Mobilization subgroup
1. Dr Xie Xiu Wang, Director General, Tianjin Centers for Disease Control and Prevention; Chair of the MDR-TB expert Group, MOH, China. Dr Wang contributes to all CG tasks and provides input from a large high MDR-TB burden country

2. Dr Michael Kimerling, senior TB Advisor, Bill and Melinda Gates Foundation, provide expert’s opinion and provides input from a donor’s perspective. Dr Kimerling is member of the CG of the Core Group of the HIV/TB WG.

3. Dr Amy Bloom, USAID, provides expert opinion and input from a donor’s perspective

4. Dr Frank Cobelens, chair of the Research Subgroup, Amsterdam Medical Center/KNCV Tuberculosis Foundation, provides expert opinion in the field of PMDT and PMDT-research. Dr Cobelens ensures an effective link between the research subgroup and the CG

5. Dr Salmaan Keshavjee, chair of the Green Light Committee, Partners in Health (PIH)/Harvard Medical School, USA, provides clinical expertise and ensures an effective link between the CG and the GLC and it’s member institutions (MSF, CDC Atlanta, USA, UNION, Baltic countries, KNCV, Argentina, WCC)

6. Mr Paul Zintl, chair of the drug management subgroup (DMSG), PIH, USA, provides strategic input and ensures an effective link between the DMSG and the CG

7. Dr Thelma Tupasi, Tropical Disease Foundation, Makati Medical Center, Manilla, The Philippines is past chair of the MDR-TB WG. Dr Tupasi provides input from NGO- and developing country perspective and is liaison between the IC subgroup and the CG .

8. Dr Ernesto Jaramillo, Stop TB Department, WHO

GLC partners
Dr Agnes Gebhard, KNCV

Dr Francis Varaine, Doctors without Borders (MSF)
Dr Jose A Caminero, IUATLD (UNION)

Dr Salmaan Keshavjee, Partners in Health/Harvard Medical School 
Dr Tim Holtz, US CDC

Dr Domingo Palmero, Hospital Muniz
Dr Fuad Mirzayev, WHO

Dr Vaira Leimane, NTP Latvia

Mr Case Gordon, World Care Council 
Drug management subgroup

Raul Kiivet, WHO Pre-Qualification Programme

Joël Keravec, Management Sciences for Health (MSH)

Salmaan Keshavjee, Partners In Health/Harvard Medical School

Robert Matiru, Global Drug Facility

Mavlyuda Makhmudova, Project Hope


Fuad Mirzayev, WHO

Tom Moore, MSH





Fernando Pascual, MSF 

Jacques van den Broek, KNCV
Paul Zintl, Partners In Health (Interim Chair)

Research subgroup
Frank GJ Cobelens (chair). KNCV Tuberculosis Foundation, The Hague, Netherlands, and Center for Infection and Immunity Amsterdam, Academic Medical Centre, Amsterdam, Netherlands.  

Mark Harrington. Treatment Action Group. New York NY, USA.  

Einar Heldal. Norwegian Association of Heart and Lung Patients, Oslo, Norway.

Michael E Kimerling. Gorgas Tuberculosis Initiative, Department of Medicine. University of Alabama at Birmingham, Birmingham AL, USA. Affiliation will be changed to: Bill and Melinda Gates Foundation, Seattle WA, USA. 

Carole D Mitnick. Harvard Medical School/Partners In Health, Boston MA, USA.

Laura J Podewils. Division of Tuberculosis Elimination. Centers for Disease Control and Prevention, Atlanta GA, USA.

Rajeswari Ramachandran. Tuberculosis Research Centre, Indian Council of Medical Research, Chennai, India.

Hans L Rieder. International Union against Tuberculosis and Lung Disease, Paris, France.

Christine Sizemore. National Institutes of Health/NIAID, Washington DC, USA. 

Karin Weyer. SA Medical Research Council, Pretoria, South Africa (presently Stop TB Department, World Health Organization, Geneva, Switzerland). 

Matteo Zignol (secretary). Stop TB Department, World Health Organization, Geneva, Switzerland. 

2. For the concerned activity, indicate the expected contribution(s) (funding, contractual services, facilities, training, travel, consulting, research, etc) from the partner(s) and the Stop TB Partnership Secretariat.
The operations of the WG and Secretariat are funded by the Stop TB Partnership and USAID. Some subgroups, like the GLC receive direct funding from donors such as Global Fund through countries receiving grants for MDR-TB programmes, USAID,  OGAC and Eli Lilly. However, between 2005 and 2007, each member institution supported the participation of its representative; while cost of travel to attend meetings and conduct missions were covered through WHO funding from DFID, Eli Lilly, and USAID. 
At the moment, activities of representatives in the working group and its subgroups are also supported by the member institutions. In addition, member institutes provided financial support for specific activities, e.g. the international meeting on clinical trials for DR-TB.   

3. Please indicate how the working group or subgroup engages with its constituencies in a regular manner.
The WG engages with its constituency through the subgroups and, more generally, at the annual plenary meeting. Last one held in September 2007 in Georgia.

The CG actively consults, informs and reports to MDR-TB WG members, the Stop TB secretariat and beyond through:

· Periodic newsletters (two 2008 newsletters http://www.stoptb.org/wg/dots_plus/documents.asp?AM=MDR)

· Meetings of the MDR-TB WG and it’s subgroups (minutes available at the Stop TB Partnership website http://www.stoptb.org/wg/dots_plus/meetings.asp?AM=MDR )
· Official CG correspondence 

· Regular face to face meetings among CG members

· Face to face meetings of the chair and vice-chair with STP Executive Secretary, GDF and CB representatives

· Email exchanges with relevant partners and other WGs/subgroups to coordinate joint initiatives and to respond to ad hoc incidents and developments

GLC

The GLC engages through the annual report, http://www.who.int/tb/challenges/mdr/greenlightcommittee/en/index.html 
and through reports in major international meetings. In addition, the outcome of each review cycle is now being reported in the website.  The GLC monitors and evaluates country projects a minimum of once yearly; reports are shared through WHO regional offices with the projects and NTPs.  The GLC also provides donor-specific reports to the GFATM, UNITAID, OGAC, and Eli Lilly Foundation.  
Research subgroup
This subgroup engages through the following: 

· scientific publication (e.g. of the research agenda)

· the MDRTB newsletter

· its website (under development)

· annual scientific meeting (aimed at researchers as well as end-users e.g. programme managers)

· invitations to participate in task forces, project groups and meetings.

Drug management subgroup

Communication is done through the newsletter; regular updates on progress at major meetings such as the XDR-TB Task Force, and WHO regional meetings. Plans to improve communication are being considered, especially at the secretariat, currently housed in GDF. Fresh funding from donors is expected to improve the current situation
C. WORKING GROUP vs. SUBGROUP
1. Indicate the added value for your group to be a working group or subgroup? 
MDR-TB and XDR-TB pose a major public health threat. The programmatic management of drug-resistant TB (PMDT) is a complex health intervention.  Although fully integrated in the Stop TB strategy, the policy guidance is evolving as more evidence is being produced and more challenges emerge from the GLC projects and the research subgroup on a regular basis. 

Global expansion of PMDT requires excellent coordination and collaboration between the partners involved in policy-development, research, country-level implementation of  PMDT, technical assistance and those mobilizing human and financial resources for scaling-up.

The WG is the locus of coordination and information exchange between subgroups and technical partners.  For instance, lack of evidence on certain technical issues emerging from GLC discussions is actively shared with the research subgroup and leads to new research initiatives and subsequently to new evidence which is then incorporated in new guidelines and training initiatives. In the same way, drug-procurement problems or ‘political’ issues in countries reported to the WG by the GLC leads to immediate action by the DMSG, the CG and the Mobilization subgroup.  As a result, the key activities and products of the MDR-TB WG listed below, are effectively coordinated.  

· Developing and implementing new Drug-Resistance Surveillance methods

· Piloting different kind of PMDT strategies within the context of 114 very different approved GLC projects

· Monitoring the implementation of the MDR-TB/XDR-TB response plan

· Developing, updating and implementing the research agenda

· Updating evidence based PMDT guidelines

· Developing the concept and establishment of Regional Centers of Excellence

· Developing new approaches to human resource development

· Addressing the global shortage of quality-assured second-line drugs

· Mobilizing communities, partners and resources 

· Preparing high level missions to address barriers to MDR-TB treatment integration in national TB programs
· Empowering DR Patients and their communities.

The MDR-TB WG is involved in myriad activities that have a direct bearing on the achievement of Stop TB goals around MDR-TB and XDR-TB.  The current WG structure lend momentum to the work of WHO and other partners, and in so doing, provides added value  for addressing the major challenges MDR-TB and XDR-TB are posing to global TB control. Discontinuation of the WG and its Core Group would have a detrimental effect on global efforts to control the spread of MDR-TB/XDR-TB. 
This comprehensive and coordinated package of efforts is shared with all STP partners through periodic newsletters and during WG meetings and lead to recruitment of more active members.

2. Please specify why you need to continue as a working group or becoming a working group (for subgroups)? Please specify an estimated duration of time for the working group?

The work of the Core Group of the MDR-TB WG is essential to scaling up programmatic and clinical management of drug-resistant tuberculosis as an integrated component of national TB control programmes.  The scale up requires a comprehensive package of well coordinated activities by very different partners.  Maintaining Working Group status within the Stop TB Partnership provides an umbrella and structure that ensures the ‘added value’ explained under C1. 

Discontinuation of the WG and the coordinating and guiding role of it’s Core Group would lead, without doubt, to lack of prioritization, coordination and collaboration between partners and, consequently, to delay of progress . 

The programmatic management of MDR-TB is based on a framework to guide interventions that should be adapted to the local technical, political and operational challenges. Due to the strong need to coordinate and catalyze the response to those challenges, we estimate and foresee that there will be clear reasons for existence of this MDR-TB WG for another 5-7 years. 
� Currently GLC, Research subgroup, subgroup on Drug Management and DR Mobilization subgroup





PAGE  
1

