





I Engagement for programmatic management of drug-resistant TB

3. Diagnosis and treatment of MDR-TB (large institutes,
tertiary care hospitals);

4. Drug supply and drug management (NGOs, phar-
maceutical industry);

5. Promotion and implementation of infection control
measures in all settings(clinics, hospitals,NGOs);

6. Advocacy at all levels for resource mobilization, ra-
tional use of anti-TB drugs, addressing stigma, and
legislation that reflects political commitment of
government (professional associations, civil society,
patient organizations and pharmaceutical industry,
among others).

Develop national strategy and operational
guidelines on PPM and/ or PMDT

* This should be based on the assessment of capacity of
the NTP and non-NTP sectors, and the decisions about
the appropriate task mix of providers in a given set-
ting.

* General PPM and PMDT strategies and guidelines
may already exist, as most of the countries have
started PPM and/or PMDT. A separate guideline
need not be developed, instead PPM strategies/
guidelines should be updated with a PMDT compo-
nent and vice versa.

Resource mobilization

Public sector should work with private providers, donors
and other partners to generate resources for PPM for DR-TB.

* Apart from additional national resources and exper-
tise, PPM for DR-TB approaches should be included in
proposals to The Global Fund, which itself is a public-
private partnership.

* NTPs can provide the non-programme sec-
tor access to the services of the Green Light
Committee (GLC) and the Global Laboratory
Initiative (GLI). Technical assistance may also be
arranged through TB TEAM.

Implement limited scale activities

* This involves trainings and provision of other in-
puts, such as second line drugs, equipment for
culture and DST, as well as recording and report-
ing tools.

* Implementation should startin limited scale under
close supervision and evaluation, before activities
are scaled up further.

Surveillance, monitoring and evaluation of
PPM for DR-TB

* The surveillance system PPM for DR-TB should be
integrated with the NTP and routine programme
data management system.

* WHO'’s revised recording and reporting tools can
track private sector contribution and MDR-TB cases.

* Third party evaluation is also recommended through
international experts.
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In Bangladesh, PMDT was started with support
from the public sector and the Damien Founda-
tion-Bangladesh (DFB), an NGO. DFB is one of the
main partners of the NTP in Bangladesh and pro-

vides both DOTS and PMDT through a network of

NGO hospitals, and through linking with private,
informal providers («village doctors») that are active
in rural areas of Bangladesh. These providers refer TB
suspects and supervise treatment of drug-suscepti-
ble and drug-resistant TB cases.

MDR-TB activities started in 1997 and have become
completely integrated with routine programme ac-
tivities. This initiative has full programmatic support
from the public sector. Village doctors provide ambula-
tory treatment to 80% of the MDR-TB cases in the DFB
catchment area, and have contributed to a remarkably
high cure rate (90%) and low default rate (5%) among
MDR-TB cases. After learning from this experience, the
public sector recently started its first GLC-approved
project for DR-TB patients in a public sector tertiary
hospital.

The Philippines has not waited for PPM to be fully con-
solidated, mainstreamed and scaled up, before em-
barking on PPM for PMDT. Instead PPM for PMDT has
been one step ahead. The first GLC-approved initiative
for PMDT was established in 2000 at Makati Medi-
cal Center (MMCQ), a private hospital in Manila, which
hosts the Tropical Disease Foundation (TDF).

Initially all MDR-TB cases were treated in the MMC
MDR treatment centre (MTC). Gradually satellite treat-
ment centres were established within the public and
private sectors. All DOTS (including PPM) units refer
MDR-TB suspects directly to MTCs, while other facili-
ties refer MDR-TB suspects to DOTS units for initial
evaluation and possible onward referral to MTCs.
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MDR-TB treatment outcomes have gradually im-
proved, and the treatment success rate has stabilized
around 73-74% in 2003-2005. An additional positive
outcome is the decrease in the proportion of patients
with a history of previous treatment with fluoroquino-
lones. This proportion dropped from 30% in 2001 to
zero percent in 2007. Resistance to fluoroquinolones
also decreased from 45% in 2006 to 12% in 2007 .



For further information, please contact

Stop TB Department

World Health Organization

20 Avenue Appia, CH-1211, Geneva 27, Switzerland
Telephone:+41 22 791 4695 Fascimile: +41 22 791 4199
Email: ppmtb@who.int

Website: http://www.who.int/tb/careproviders/ppm/en/
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