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Background 

The Global Drug−resistant TB Initiative (GDI) 
has been constituted as a Working Group for 
drug-resistant TB related issues (DR-TB) 
replacing the previous MDR-TB Working 
Group and the global Green Light Committee 
(gGLC). The mission of the GDI is to serve as a 
multi-institutional, multi-disciplinary platform 
organizing and coordinating the efforts of 
stakeholders to assist countries build capacity 
for programmatic management of DR-TB 
(PMDT) in the public and private sectors. The 
ultimate aim is to ensure universal access to 
care and appropriate treatment for all DR-TB 
patients. The group will mobilize resources 
and undertake activities to ensure a holistic, 
quality-assured, patient-centred approach for 
all DR-TB patients within existing TB care 
structures as well as through innovative new 
partnerships in priority countries. 

This was the fifth meeting of the GDI Core 
Group (CG), coordinated by the GDI 

secretariat housed in the Laboratories, 
Diagnostics and Drug Resistance (LDR) unit of 
the WHO's Global TB Programme (GTB). The 
meeting took place in WHO Headquarters in 
Geneva, Switzerland on 8 July 2016.  

Meeting objectives 

 To follow up on recommendations made 
and action points agreed upon during 4th  
GDI CG meeting in December 2015, and 
subsequent monthly teleconferences; 

 To provide an update on progress in scale 
up of MDR-TB services and care, and 
updates on new policies; 

 To provide an update on the progress of 
the respective GDI Task Forces; and  

 To provide an update on the progress of 
the  GDI "Costed Framework" document 
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Session 1: Update from the Secretariat 

Meeting started with a foreword by the chair 
of the working group and introduction of all 
participants where several new core group 
members have introduced themselves (Subrat 
Mohanty, Rafael Laniado, Jacques van den 
Broek and Sarabjit Chadha).  

On behalf of the GDI Secretariat, Fuad 
Mirzayev provided an update of the progress 
since the last in-person meeting in December 
2015 in Cape Town, South Africa. The GDI 
core group had five webex-based online 
conference calls, current face-to-face meeting 
is group’s first in 2016. Main developments 
were summarised:  

 the core group has welcomed a new 
member in the Civil Society constituency – 
Mr Subrat Mohanty;  

 the group has taken a firm decision to 
create a GDI-GLI Task Force and several 
core group members expressed interest to 
be part of it (Agnes Gebhard, Chen-Yuan 
Chiang, Carrie Tudor, Daniela Cirillo and 
Saira Khowaja);  

 the series of experience sharing regional 
workshops on introduction of new DR-TB 
drugs has been completed with two 
workshops in 2016 for WPR and SEAR in 
Bangkok in February and for AMR in 
Panama city in April. A meeting of MDR-TB 

focal points from countries of EMR in 
Khartoum in May was also supported by 
the secretariat and the DR-TB STAT Task 
Force (previous workshops for EUR in 
Copenhagen September 2015 and for AFR 
and EMR in Nairobi in November 2015);  

 Following a proposal prepared by the core 
group and the secretariat, new funding 
was received from the Stop TB Partnership;  

 DR-TB STAT Task Force proposed a new 
work plan and budget, which was reviewed 
and subsequently accepted for funding; 

 As decided by the core group, a consultant 
was hired and developed the draft “GDI 
Costed Framework” document.  

The GDI Task Forces on Advocacy and Patient 
Centred Care have successfully accomplished 
their work plans and closed their activities. 
The DR-TB STAT Task Force has submitted the 
extended work plan, is funded and will remain 
active until the end of 2016. The DR-TB 
Research Task Force has just submitted the 
new work plan for the review and, if funded, 
will continue its activities during 2016.  

An updated membership list of the core group 
was provided for information of all 
participants as well as a brief update of the 
current funding for activities.  
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Session 2: New WHO policy guidance 

During this information session, on behalf of 
the WHO/GTB, Dennis Falzon and Alexei 
Korobitsyn presented latest updates of the 
WHO guidance on programmatic 
management of MDR-TB and second-line drug 
susceptibility testing. First presentation 
focused on the main novelties of the 2016 
WHO guidelines that include 
recommendations on a shorter MDR-TB 
treatment regimen under specific conditions; 
reclassification of medicines used in the 
design of conventional MDR-TB treatment to 
reflect updates in the evidence on their 
effectiveness and safety; specific 
recommendations on the treatment of 

children with rifampicin-resistant or MDR-TB 
based on a first-ever individual patient data 
meta-analysis and the role of surgery in MDR-
TB case management. 

The presentation on WHO recommendations 
in the area of TB diagnostics provided updates 
on most recent policies and the use of the 
second line LPA for detection of resistance to 
fluoroquinolones and the second-line 
injectable anti-TB drugs.  

More information is available at 
http://www.who.int/tb/areas-of-work/drug-
resistant-tb/treatment/resources/en/  

  

 

Session 3: MDR-TB scale-up in regions.  

Updates from regional GLCs (rGLC), presented 
by respective rGLC chairs provided updates on 
the progress in regions since the meeting in 
Cape Town and also introduced a discussion 
on how GDI and rGLC can interact better. 
Chair rGLC AFRO, Hind Satti, could not 
participate in the meeting but presentation 
was made available to all meeting participants.  

The AMR rGLC chair, Dr Rafael Laniado 
Laborin, has highlighted in his presentation 
that two countries (Brazil and Peru) account 
for more than half of the MDR-TB burden in 
the region.  Many countries in AMR (53%) do 
not have access to the SL DST, which results in 
low proportion of estimated MDR-TB cases 
being treated. From patients identified 
though, the majority starts treatment (~90%). 
On average, MDR-TB and XDR-TB treatment 

outcomes are comparable to global statistics 
with significant proportion of patient being 
lost to follow up. While political commitment 
is evident for both TB and the DR-TB 
management, the investment in NTPs is highly 
variable and not always being appropriate to 
the needs. From observation of available data, 
the investment in TB is not a function of the 
countries’ economic wealth, in other words 
some less affluent countries invest much 
more when compared per case of TB. Many 
countries in the region are transitioning from 
the GF funding and this presents an additional 
challenge for TB control in the near future. It 
was also noted that the rGLC having no 
sufficient political power may lead to 
inconsequential follow up of the 
recommendations by the national health 
authorities. High level advocacy and 
expansion of access to the new TB diagnostics 
and DST for SLDs were considered the most 
important areas for collaboration between 
rGLC and the GDI.  

Chair of the rGLC EMR reported on some 
unique to the region challenges in TB and DR-
TB management due to the multiple armed 
conflicts and political instability affecting 
number of countries in this region. While 
many countries in the region do not carry high 

http://www.who.int/tb/areas-of-work/drug-resistant-tb/treatment/resources/en/
http://www.who.int/tb/areas-of-work/drug-resistant-tb/treatment/resources/en/
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burdens of the MDR-TB, highest being in 
Pakistan, population movements and refugee 
crises are testing resilience of the health 
systems with many patients being lost at the 
brink between routine management and 
assistance in emergencies.  

This also highlights the need for the rGLC in 
the region to tap into some unusual, external 
to TB areas of knowledge and expertise, 
involving specialists in complex emergencies 
and health systems in crisis, where GDI could 
possibly assist, given its broad, global reach 
and membership. Security situation in some 
countries often complicates and delays 
technical assistance and monitoring of TB 
programmes, also explaining plans for many 
regional trainings where rGLC actively 
contributes.  

 

Chair of rGLC EUR highlighted that EUR is the 
region with highest rates of MDR-TB globally. 
Countries have substantial experience in 
managing MDR-TB and are relatively well 
prepared in terms of TB and MDR-TB 
diagnostics. However, treatment outcomes 
greatly vary and default during treatment is 

generally high. The rGLC benefits from new 
platform of collaboration with ELI – European 
Laboratory Initiative. Another recent 
development, regional project funded by the 
GF - TB-REP, has entered into its initial phase 
of implementation with a scope that aims at 
supporting MDR-TB burden decrease, 
boosting political commitment and shift 
towards outpatient management models in 
11 countries of the region.  

Stronger collaboration needs with the GDI and 

other rGLCs were highlighted. Support and 

advice from the GDI on cautious introduction 

of shorter MDR-TB regimen was noted as a 

possible area for interaction.  

 

rGLC chair SEAR - Sarabjit Chadha, has shared 

updates from the South-East Asia region that 

carries a significant proportion of the global 

burden of MDR-TB.   

 

MDR-TB cases notification have been growing 

in recent years but number of patients 

notified is lagging behind (34%). The burden 

of MDR-TB may therefore be underestimated, 

also because of possible underrating of TB 

burden (example of recent prevalence survey 

in Indonesia). Support from the GDI may help 

to improve capacity of the rGLC in scoping the 

country needs and preparing plans, more 

updates and orientation session in the 

changing in the dynamically changing 

environment with new drugs, diagnostics and 

evolving recommendations, monitoring and 
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providing independent feedback on the 

performance of the rGLCs and facilitating links 

with partners and additional resources to 

assist implementation of new policies.  

Jacques van den Broek, a new chair of WPR 

rGLC presented update of the activities since 

the beginning of 2016. The rGLC WPR holds 

monthly conference calls. The presentation 

has also provided plans developed by the 

rGLC to promote WHO recommendations, 

expand interaction with the NTPs and develop 

a system of sharing the reports and rGLC 

recommendations with countries and 

partners. The rGLC WPR  has initiated a 

process to include a new member 

representing civil society and suggestions 

from the GDI and its CS constituency 

representative were appreciated. A 

suggestion to increase interaction between 

rGLC in different regions to share experiences 

was reiterated.  

The session itself and discussions during this 

session clearly highlighted a need for stronger 

and more frequent interaction between the 

rGLCs and the GDI and it was agreed that a 

separate dedicated meeting needs to be 

planned to discuss concrete plans in relation 

to this need, a meeting that would include the 

GDI, the rGLC chairs and the secretariats. The 

CG has also raised and discussed an idea for 

the rGLCs to use some survey tools to collect a 

feedback from countries benefitting from the 

rGLC support.  

Action points:  

 To present the need and solicit from the 

Stop TB Partnership possible suggestions 

for a high level advocacy on importance of 

MDR-TB management in order to nurture 

and boost political commitment in affected 

countries.  

 For rGLC chairs, to discuss with respective 

committees and regional secretariats their 

suggestions on possible avenues of 

interactions and support from the GDI to 

the rGLCs.  

 To organise a dedicated meeting 

(potentially a conference call or a meeting 

in Liverpool during UNION conference) of 

GDI with the rGLCs and their secretariats 

and the GF to discuss a mechanism for 

expanded collaboration, platform for 

regular knowledge and experience sharing 

and clear assignment of roles and 

responsibilities.  

 To develop a brief document (2-3 pager) 

following the meeting above that would 

clarify the roles and relationships of GDI 

and the rGLCs.  

 

 

Session 4: GDI Task Forces 

The DR-TB Research Task Force has submitted 
a new work plan that will be reviewed by the 
GDI chair and the secretariat and considered 
for funding.  

Updates on the activities of the DR-TB Task 
Force were presented by Jennifer Furin. The 
group was funded for the new term until end 
of the year with renewed and expanded plan 
of activities. Complementary funding was also 
received from the MSF Access Campaign and 
the USAID. An update on the access and 

implementation of new anti-TB medicines has 
followed. During a discussion after DR-TB 
STAT presentation, the CG supported plans of 
the TF to document observations on the 
successful and unsuccessful models of new 
drugs introduction. The CG considered a need 
to perform a similar type of activities to 
support introduction of shorter MDR-TB 
regimen in countries. The CG has also noted 
that the DR-TB STAT TF leader expressed 
interest to be involved or add these activities 
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in the scope of work for the TF and that the 
Research TF has included activities related to 
the shorter regimen in their plans. After due 
discussion and deliberations the CG agreed on 
several action points listed below.  

The proposal on the “Human Rights and the 
Law” Task Force was discussed and most of 
the CG members expressed interest in this 
proposal. At the same time, several questions 
raised by the CG members would need to be 
answered and group felt that more details on 
the plans, deliverables and activities of the 
proposed TF would be needed before taking a 
decision. The CG agreed therefore to invite 
the lead person behind this proposal for a 
presentation and Q&A session during next CG 
meeting or conference call.  

In a session with participation of Heather 
Alexander (GLI chair), the CG has discussed 
creation of the new TF linking two working 
groups – the GDI-GLI Task Force. Several 
discussions have already taken place in the 
group and between chairs of the WGs, some 
GDI CG members have volunteered to be part 
of the TF. The discussion during the meeting 
has confirmed strong interest from the GDI 
towards creation of the Task Force and GLI 
chair has suggested a couple of areas of work: 
translation of the new diagnostic and 
treatment policies into a linked 
implementation guidance using an example of 
SL-LPA and the shorter MDR-TB regimen; 
improvement of uptake of new DST 
technologies (for example Xpert MTB/RIF) 
into patient care cascades by identifying and 
bridging the gaps in integration of rapid 
diagnosis into clinical decision pathways. 
During discussion a potential benefit of 
including the GDF into this TF was highlighted 
and its possible assistance with forecasting of 

needs of both diagnostic tools and medicines 
for the relevant regimens was considered 
important for the work of this TF. The GDF 
representative supported this linkage and 
expressed clear interest on behalf of GDF to 
become part of this TF.  

Action points: 

 DR-TB STAT TF to document the 
successful and less successful models of 
new TB drugs’ introduction and present it 
to the CG with eventual plan of making 
this summary available to countries and 
their partners.  

 DR-TB Research TF to review and update 
the short MDR-TB regimen protocol so it 
could be used both for establishing use of 
these regimen within operational 
research and programmatic 
implementation environments.  

 DR-TB STAT and DR-TB Research TFs to 
discuss and consider best ways to include 
activities supporting shorter MDR-TB 
regimen implementation in the scope of 
work of one or both TFs, also linking with 
the partners like MSF, UNION, KNCV for 
potential synergies, expertise and 
funding.  

 Secretariat to invite the proponent of the 
“Human Rights and the Law” Task Force 
for a presentation and Q&A session 
during one of the upcoming CG 
conference calls or in-person meetings.  

 To create a new GDI-GLI TF, also 
including GDF representative. First 
conference call to be scheduled in August 
2016 and an in-person meeting in 
Liverpool in October.  

 

 

Session 5: Review of the GDI Framework document.  

The time during this session was dedicated to 
discussing the draft of the GDI Costed 
Framework document prepared by a 
consultant. It has therefore touched upon the 
roles of the GDI and focus areas for its current 
and future Task Forces, advocacy and way to 
address the advocacy needs in collaboration 

with the Stop TB Partnership team and the 
tentative budget as presented in the draft 
document.  

The summary of the document as presented 
in recent conference call by the CG vice-chair 
was reviewed and the group decided: 
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 To prioritize several strategic areas of 
work and include as priority the 
introduction of new TB drugs and new 
regimens, integration of diagnostics and 
treatment activities, advice, mapping and 
guiding the agenda for MDR-TB related 
research. Other areas of work can be 
included based on the need and available 
expertise and resources.  

 To continue forming or accepting 
proposals for specific Task Forces that 
map well into the strategic areas of work.  

 To formulate and present to the Stop TB 
Partnership the high level advocacy 
needs as identified by the CG.  

 To revise the estimates in the budget 
presented in the framework document 
based on feedback from current and 
previously active Task Forces and revise 
regional presence budget line, which was 
considered unnecessary by the CG.  

 To explicitly include the expected inputs 
and participation of the civil society in 
the document with support of the CS 
constituency representative in the CG.  

 For the Secretariat to proceed with 
development of the next version of the 
document based on this feedback and 
present a new, pre—final version to the 
CG for endorsement.  

Summary of action points 

General: 

 To formulate and present to the Stop TB Partnership the high level advocacy needs as 
identified by the CG and solicit possible suggestions for a high level advocacy on importance 
of MDR-TB management in order to nurture and boost political commitment in affected 
countries.  

 For rGLC chairs, to discuss with respective committees and regional secretariats their 

suggestions on possible avenues of interactions and support from the GDI to the rGLCs.  

 To organise a dedicated meeting (potentially a conference call or a meeting in Liverpool 

during UNION conference) of GDI with the rGLCs and their secretariats and the GF to discuss 

mechanism for expanded collaboration, platform for regular knowledge and experience 

sharing and clear assignment of roles and responsibilities.  

 To develop a brief document (2-3 pager) following the meeting above that would clarify the 

roles and relationships of GDI and the rGLCs.  

 
Task Forces: 
 

 DR-TB STAT TF to document the successful and less successful models of new TB drugs’ 
introduction and present it to the CG with eventual plan of making this summary available to 
countries and their partners.  

 DR-TB Research TF to review and update the short MDR-TB regimen protocol so it could be 
used both for establishing use of the regimen within operational research and programmatic 
implementation environments.  

 DR-TB STAT and DR-TB Research TFs to discuss and consider best ways to include activities 
supporting shorter MDR-TB regimen implementation in the scope of work of one or both TFs, 
also linking with the partners like MSF, UNION, KNCV for potential synergies, expertise and 
funding.  

 Secretariat to invite the proponent of the “Human Rights and the Law” Task Force for a 
presentation and Q&A session during one of the upcoming CG conference calls or in-person 
meetings.  

 To create a new GDI-GLI TF, also including GDF representative. First conference call to be 
scheduled in August 2016 and an in-person meeting in Liverpool in October.  
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GDI Costed Framework document: 
 

 Prioritize several strategic areas of work and include as priority the introduction of new TB 
drugs and new regimens, integration of diagnostics and treatment activities, advice, 
mapping and guide the agenda for MDR-TB related research. Other areas of work can be 
included based on the need and available expertise and resources.  

 To continue forming or accepting proposals for specific Task Forces that map well into the 
strategic areas of work.  

 To revise the estimates in the budget presented in the framework document based on 
feedback from current and previously active Task Forces and revise regional presence 
budget line, which was considered unnecessary by the CG.  

 To explicitly include the expected inputs and participation of the civil society in the 
document with support of the CS constituency representative in the CG.  

 For the Secretariat to proceed with development of the next version of the document based 
on this feedback and present a new, pre—final version to the CG for endorsement.  
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