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Global fund’s woes bad news
for TB; is U.S. to blame?
Stingy pledge puts lid on contributions, critics say

The Global Fund to Fight HIV/AIDS, TB, and
Malaria is in big trouble, and will be bankrupt 
if more money doesn’t come in by the time the

next round of grant applications are due three months
from now, says Paul Zeitz, MD, executive director of
the Global AIDS Alliance, an advocacy group based in
the nation’s capitol. 

The fund was launched a year and a half ago by
United Nations Secretary-General Kofi Annan as a
means to way to marshal more resources for fighting
the HIV/AIDS pandemic, as well as fight the “Big
Three” diseases, which historically have plagued
developing countries.

The fund’s difficulties spell big trouble for TB, says
Joanne Carter, legislative coordinator for RESULTS, a
grass-roots advocacy organization that has taken up
the cause of global TB. The U.S. intelligence community
predicts that HIV infections the world over will triple
by 2010, and will probably grow fastest in the same five
countries — China, Russia, India, Nigeria, and Ethiopia
— that already account for half the world’s TB burden.
When the two epidemics collide head-on in those pop-
ulous countries, “TB rates will absolutely skyrocket,”
says Carter. “Can we really afford to just sit around 
and wait for that to happen?” 

In what may have signaled uncertainty about how to
deal with the budget crisis, the fund’s board of directors
postponed action last month on a financial prospectus 
it had been expected to approve. The prospectus maps
out a budget for the coming years, and by doing so high-
lights the enormous gap between what’s needed, and
what the fund actually has on hand. 

Next proposal round in jeopardy?

Based on needs projected by extrapolating from
requests that have already come in, the prospectus
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calculates the fund will need $4.25 billion in 2003
(about a billion of which would go to TB). So far,
only $650 million has been pledged. In 2004, the
need will grow to $4.6 billion — but a mere $300
million of that amount has been pledged. 

The crisis has grown so urgent that looking
ahead to 2004 is almost beside the point, says
Carter: “What I’m most worried about isn’t 2004
— it’s whether the fund will have enough money
on hand to even fund the next round of propos-
als,” she says.

A big part of the problem is that when U.S.
pledged only modest amounts to the fund.
America’s pledge for 2003 is just $250 million, a
sum Columbia University economist Jeff Sachs
calls “derisively small. “Other potential donor
countries took the cue, and followed suit with
even smaller pledges of their own. 

When Congress, trying to undo the damage,
attempted to pass a bill last summer that would
have put up another $500 million in emergency
funding, the White House blocked the move. The
Bush administration’s reluctance “has definitely
had a dampening effect on other countries,” says
Alexander Soucy, MD, national coordinator for
RESULTS/Canada. “It’s very important for the
U.S. to take a stronger stance.” So far, Canada has
pledged just $150 million, he adds.

A donor formula proposed 

In an effort to loosen the U.S. stranglehold on the
fund, the Global AIDS Alliance recently released its
reckoning of what each country’s equitable contri-
bution should be, based on the country’s world eco-
nomic output. According to the Alliance’s Equitable
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Contributions Framework, the 47 wealthiest coun-
tries ought to provide about 90% of the money for
the fund. By economic output measures, that would
put the U.S. tab at $1.488 billion for 2003 — seven
times the amount pledged so far. “When you con-
sider that the U.S. is about to embark on a war that
may cost as much as $150 billon, that’s not an
unmanageable sum of money,” notes Sachs. 

It’s worth noting that according to Sachs and
other public health experts, the $4.25 billion the
fund needs for 2003 is only half the amount it will
take to get a handle on the AIDS epidemic. That
is, along with the money spent by the fund, an
equal amount should be spent in bilateral aid,
bringing the total to somewhere in the neighbor-
hood of $8 to $10 billion a year.

Mitchell Daniels, director of the U.S. Office of
Management and Budget (OMB) and point man
for the White House stance on the AIDS fund,
counters that the U.S. has given more than its fair
share to the fund — more than twice as much as
the next highest donor — and that U.S. contribu-
tions make up only a fraction of what America
spends overseas on HIV, TB, and malaria. 

Nonsense, says Sachs. “We may be doing more
than our share, but it’s more than our share of a
wholly inadequate effort,” he says. “It’s as if there
is a raging wildfire out West, and we’re congratu-
lating ourselves for sending a single firefighter to
work on it.” 

Sachs is convinced that “the administration
hasn’t focused at all on the AIDS epidemic, and
they simply have no plan at all to deal with it.” In
an exchange of letters this past summer with the
OMB’s Daniels, Sachs adds that he was struck by
the fact that White House estimates of projected
need didn’t take into account the money needed
to ramp up infrastructure in poor countries. The
OMB didn’t even appear to understand that the
fund is intended to benefit not just HIV/AIDS
programs, but also programs that fight TB and
malaria, he adds. 

Zeitz says there’s still a chance that his organi-
zation’s equitable-contributions framework will
be picked up and approved by some influential
group — perhaps the G-7 countries as a whole, 
he says, or maybe the Organization for Economic
Cooperation and Development. 

That had better happen soon, say Sachs and
Carter. Otherwise, what Carol Bellamy of UNICEF
calls “the perfect storm” — a deadly convergence
of drought, famine, and AIDS — will continue to
rage unabated, and the costs needed to contain it
will continue to soar.  ■

Compliance in a box: 
A new bid for respect
Resistance persists, but inventors undismayed

Medication monitors — gadgets intended to
help patients remember to take their medi-

cation, as well as to record when and how often
they go astray — traditionally have garnered little
respect in the TB world. Part of the opposition to
the idea of using the monitors seems to be philo-
sophical, while part probably stems from assorted
kinks and drawbacks associated with various can-
didate monitors’ designs.

That hasn’t deterred the small universe of
determined inventors from continuing to tinker
with their beloved gizmos. As technical advances
in the prototype products continue to pile up, it
seems likely that sooner or later, a compliance
monitor will hit the market that’s simply too
user-friendly and inexpensive to ignore. 

Consider two recent developments: Sequella 
Inc., a Rockville, MD-based company that nurtures
promising research into marketable products, is
conducting animal studies on a monitor that will, if
all goes well, begin trials in humans in a little over a
year. The Sequella prototype is notable for the way
it vaults over what some critics say is the concept’s
biggest shortcoming — namely, that the devices
can’t tell whether patients have simply removed
their pills from the container, or if they’ve actually
swallowed them. 

Shining a light on the subject

Sequella’s solution — originally the brainchild
of University of Alabama researcher Candace
McCombs, PhD, and chief of experimental
medicine at the University of South Alabama in
Mobile — has been to add a fluorescing molecule,
or fluorophore, to the TB drug; and then shine a
tiny laser (concealed in an otherwise ordinary-
looking wristwatch) onto the veins that run close
to the skin’s surface on the inside of the wrist.
Once the drug has been ingested, the fluorophore
reflects light; and a recording is made of the event
to provide a record of when the pill was taken.

Sequella scientists think the monitor will
prove useful in a variety of settings where com-
pliance is problematic —including treatment for
TB, HIV/AIDS, and alcoholism. A grant that will
take the device at least partway through initial
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development, and which will pay for animal
studies, comes, in fact, from the National Council
on Alcoholism and Alcohol Abuse. 

Meanwhile, Tom Moulding, MD, a professor
of clinical medicine at Harbor-UCLA whose
name is virtually synonymous with the concept
of TB medication monitors, has been in discus-
sion with George Bergeron, director of technical
laboratory development at SAIC, an engineering
firm in Washington, DC; and with Edward Aten,
MD, a physician with a longstanding experience
in developing compliance monitors for research
applications. With Moulding’s knowledge of the
TB field and passion for the concept, Aten’s pro-
totype device, and Bergeron’s engineering know-
how, the trio hopes to find the money needed to
produce a batch of devices. 

In this instance, the monitor would likely be 
a variation of a monitor Aten has already pro-
duced. It consists of a blister pack covered with
paper imbedded with strips of electrically con-
ductive material. By passing a current through
the paper periodically, the device detects and
records when the package is opened and the
circuit interrupted. To be useful in a TB arena,
Aten’s monitor still would need some tweaking,
since it now dispenses only one pill at a time.

Features that are user-friendly 

Along with being simple to make, Aten’s
device, or a variation thereof, would be easy to
read, its inventor says. An outreach worker or
clinic nurse could “hook it up to a Palm Pilot or 
a similar system,” Aten says. Then, using the soft-
ware Aten has developed, users would simply hit
a key to generate a report. Up would pop a graph
or other representation showing, perhaps by
means of color-coding, whether a patient had
been compliant. 

“It’s not entirely clear to me that there’s a place
in TB for such a device,” Aten adds. “But it cer-
tainly seems logical that there could be.” 

Unlike the Sequella monitor, Moulding’s con-
tender can’t tell for sure whether a pill’s been
ingested. But Aten cites research that shows that
once patients have gone to the trouble to take
their medicine out of the blister pack, experience
shows it’s likely they’ll go ahead and swallow it. 

Critics of medication monitors counter that
regardless of how clever the device, some patients
will somehow manage to defeat its purpose. 

“They’ll lose them or throw them away,” protests
John Sbarbaro, MD, professor of medicine at the

University of Colorado Health Sciences Center in
Denver. “They’ll forget to bring them into the
clinic.” Alternately, the readouts may be too puz-
zling for outreach workers to decode properly. 

But will patients cooperate? 

During an experiment conducted years ago at
National Jewish Hospital in Denver, patients once
volunteered to use a new atropine inhaler outfitted
with a compliance-monitoring device, Sbarbaro
recalls. Of 32 volunteers, “only one person used
the inhaler correctly,” he chuckles. “Ten volunteers
actuated the inhaler up to 100 times right before
they came in.” Others did the same, and in addi-
tion falsified accounts in their medication diaries
to make it look as if they’d been model patients. 

To Moulding and other compliance monitor
aficionados, that’s not the point. After all, they
explain patiently, the whole idea of compliance
monitors is not just to help patients remember to
take their meds faithfully, but also to identify
those who fail to do so — and then give them
extra attention to make sure they do better. 

But the prospect of using monitors to screen for
those at risk for noncompliance doesn’t necessarily
sit well with critics either. “Now look what hap-
pens,” says Sbarbaro. “If the monitor shows you
didn’t take your medication, then we’re going to
‘punish’ you, by singling you out for DOT [directly
observed therapy]. Suddenly, we can no longer
represent DOT as a caring service we provide to 
all patients; instead, it’s become a punishment we
inflict on ‘bad’ patients.” (For patients with job con-
flicts or family duties, or who have to travel long
distances to get to a clinic, DOT may not seem
quite so caring, says Moulding.) 

At about $5 apiece or even less, the Moulding
device would certainly be cheaper than Sequella’s
contender, which the company estimates would
cost about $50 each. Another difference between
the two is that the Sequella prototype faces a hur-
dle at the Food and Drug Administration, which
will need to be convinced of that long-term use of
Sequella’s fluorophore, called indocyanide green,
or ICG, will be safe. 

Katherine Sacksteder, PhD, the Sequella
researcher who’s overseeing the monitor’s devel-
opment, notes that ICG already is approved for
short-term use in the field of retinal angiography.
In fact, Sequella has an agreement with an ophthal-
mologist to test a laser-equipped wristwatch on
patients undergoing the procedure. Plus, if ICG
runs into toxicity trouble, there are plenty of other
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fluorophores out there that could work, she adds.
The more important question, probably, is

whether the Sequella monitor or Moulding’s
device will manage to persuade skeptics that
monitors have a place in a TB treatment program. 

Aten, who’s tried for years to convince the
pharmaceutical industry to use his monitor to
check compliance in clinical trials, frames the
problem more pragmatically. “Historically, Big
Pharma is very conservative, and they’re reluctant
to change the way they do clinical trials,” he says.
But eventually, some drug maker poring over a
batch of trial data will decide to publicize the way
better compliance boosts a product’s efficacy, Aten
says. And as soon as the first package insert men-
tions compliance data, other pharmaceutical com-
panies will race to do the same thing, he believes.
From the package insert, it’s a relatively short hop
into the program arena. The rest, as Moulding
might say, could very well be history.  ■

Can NCET’s prince 
revive the princess?
Seggerson takes reins of advocacy group

When the task is to awaken a sleeping princess,
traditionally the job goes to a prince. Simi-

larly, when the job at hand calls for jump-starting
the engines of a stalled advocacy group, John
Seggerson (the recently retired associate director for
external relations at the Centers for Disease Control
and Prevention’s [CDC] Division of TB Elimination)
seems like an obvious choice. 

With 38 years of experience in public health, 19 
of them spent as chief of program services at the
CDC, the affable Seggerson is known and liked by
virtually everyone in TB control. When money
came available to fund a secretariat for the mori-
bund National Coalition to Eliminate Tuberculosis,
or NCET, he happily offered his services. 

As NCET’s new executive director, Seggerson
was hard at work on his first project last month,
which was to call a meeting of TB controllers and
other potential stakeholders in Baltimore. Partici-
pants at the two-day meeting, on Nov. 18-19, were
expected to create bylaws, hammer together a five-
year work plan, and form working groups to tackle
projects such as publicizing World TB Day and pro-
viding training for how to do advocacy work. 

“I don’t want to drive the agenda — that’s

entirely up the membership,” Seggerson said.
“But I’m dying to see what will happen.”

Founded by the American Lung Association
(ALA) in 1991 during the height of the TB resur-
gence, NCET’s job was originally conceived as
educating physicians about TB diagnosis and treat-
ment, building coalitions at the state and local lev-
els, and mobilizing public awareness and support
for stronger TB control programs. Over the next
decade, TB cases in the United States declined, and
NCET did as well. Once a start-up grant from the
Robert Wood Johnson Foundation had run out, the
ALA, using a modest donation from its sibling
organization, the American Thoracic Society, tried
hard to keep the organization vibrant, reports Fran
DuMelle, deputy managing director of the ALA. 

“People got very comfortable with letting the
ALA do it,” she says. “But eventually, it got really
hard for us to find the resources.” 

Years went by without the membership holding
so much as a single meeting. A survey sent out to
the 80 or so original members of the coalition asked
whether it was perhaps time to pull the plug on the
comatose coalition. Most respondents, it turned out,
thought NCET was worth keeping. With no money
and dedicated staff to nudge activities along and
nurture membership, the coalition languished in
what amounted to a state of suspended animation
until 2000. 

That year, NCET got a big break with the publi-
cation of the Institute of Medicine’s groundbreaking
report, Ending Neglect: The Elimination of Tuberculosis
in the United States. The report went out of its way to
cite NCET’s role as key to the TB elimination effort.
That, along with a talking-to administered by a fed-
up DuMelle to CDC honchos, resulted in federal
officials bestowal of a modest “educational” grant
to the group — enough, at last, to hire a part-time
permanent staffer.  ■

University gets ‘A’ 
for TB screening 
Streamlined form nets at-risk kids

By asking two simple questions, student health
staffers at a Virginia university have found an

easy way to zero in on the college students who
are most likely to be TB skin test-positive. 

By requiring skin tests only of those who said
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they’d been in contact with someone who has active
TB, or those who identified themselves as having
been born in a country where TB is endemic, the
school found they could pick up 80%-90% of all
tuberculin skin-test reactors, says Betty Anne
Johnson, MD, PhD, director of student health at
Virginia Commonwealth University (VCU) in
Richmond. 

The school hasn’t always enjoyed such a stream-
lined approach to the prickly subject of TB skin
testing. Until recently, VCU required all new fresh-
man to have a TB skin test. “We wanted to change
that to something more efficient, because we felt
we were placing a lot of skin tests unnecessarily,”
Johnson says. 

The question was how to narrow the field,
without missing lots of latently infected kids.
Asking about every risk factor named in revised
federal guidelines on targeted testing seemed
overly broad, notes Johnson. 

“I didn’t know how many intravenous drug
abusers I might find on campus,” she says, allud-
ing to one risk factor. “Nor did I know how many
HIV-positive students I might find. And should I
be asking about whether students traveled back
and forth across the U.S./Mexican border? I sim-
ply didn’t know.” 

At the same time, limiting the questions to
those appropriate for screening younger children
seemed too narrow, since college-age kids have
had considerably more experience than their
younger siblings.

Vetting the questions

So Johnson, along with Virginia’s TB control
officer, Ram Koppaka, MD, decided to test their
questions. For three years, they collected answers
to 33 questions in a health history filled out by
5,382 entering freshmen. Next, they correlated 
the replies with results of the school’s universal
skin-testing program. 

Country of origin proved to be “overwhelm-
ingly the best predictor” for whether students
would be skin test-positive or not, Johnson says.
“We decided to include the question about con-
tacts because we felt that issue was simply too
important to ignore,” she adds.

But figuring out how to ask the country-of-ori-
gin question got sticky, Koppaka and Johnson
soon discovered. Each time a foreign-born student
turned up, the two had to look up TB rates in the
pertinent country. Koppaka came up with the idea
of creating a list of only those countries with low

risk for TB. To make the cut, a country needed a
TB incidence rate of less than 15/100,000; had to
be politically stable; and had to have seen a con-
sistent decrease in TB rates over the past 20 years. 

Using that list, it was simple to identify stu-
dents who came from some other, presumably
higher-risk setting. “That simplified things enor-
mously,” says Johnson. 

Not surprisingly, the new arrangement has
trimmed student health’s skin-testing workload
enormously. Family physicians do the work of
filling out answers to the two key questions as
they complete the rest of the health history, leav-
ing student health to place and read the skin-tests
when indicated — thus making sure the proce-
dure is done properly by someone with plenty 
of experience. 

Other colleges and universities can adopt the
same streamlined strategy, Johnson says. To come
up with their own screening questions, she sug-
gest that they do an abbreviated version of the
same experiment she and Koppaka carried out —
that is, compare a single semester’s worth of
skin-test results from everyone to answers to a
list of potential questions. That way, the schools
would be sure to identify questions pertinent to
their own school, which might have a slightly dif-
ferent of risk factors from VCU.

Schools often go one of three ways

Though Johnson is in the midst of conducting 
a survey on the subject, there are no data on how
most colleges handle the challenge of TB screen-
ing. But since she and Koppaka recently wrote the
revised TB screening guidelines for the American
College Health Association guidelines, Johnson
gets plenty of calls from schools on the subject.
From the callers’ questions, she surmises that
most places now take one of three approaches —
either they make everyone get skin tested (so no
one feels they’ve been subjected to “discrimina-
tion”); they don’t make anyone get tested; or they
make only “international students” submit to the
procedure. 

Making everyone get tested is obviously a
waste of time. But the opposite tack — testing no
one — is hardly an improvement, Johnson says,
given that two college students (one in Alabama,
the other in Colorado) actually have died of TB
during the past year. 

Perhaps surprisingly, testing only “interna-
tional” students misses the mark as well, she adds.
“International students are those who are here on
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temporary visas, so they’re easy for the office of
international studies to identify,” Johnson says. But
using that term, instead of “foreign-born,” misses
naturalized citizens and permanent residents. 

When she and Koppaka compared skin-test
results from “foreign-born” students with results
from the smaller subset of “international” kids,
they found that the “international” students only
accounted for 40% of skin test positives.

To find out more about VCU’s TB skin-testing
program, or to read about a peer-counseling pro-
gram designed to enhance completion rates of pre-
vention therapy among the latently infected, go to
VCU’s web site, at http://ush1.ush.vcu.edu/tb.  ■

Compromise revives 
Russia TB loan talks 
Techies, bankers treading softly 

Negotiations between Russia and the World
Bank over a $150 million loan to fight TB

and HIV/AIDS are back on track, and the loan is
expected to go through sometime next spring,
according to bank officials. 

The loan talks unexpectedly collapsed last May,
apparently under the weight of opposition from the
country’s pharmaceutical industry. Even though the
Russian TB control program was suffering at the
time from a severe shortage of first-line TB drugs,
the Russian drug industry objected, fearing its
products wouldn’t qualify under the competitive
rules for procurement built into the loan. Having
decided it stood to be undermined by those rules,
Russian drug makers reportedly convinced the
health ministry to pull out of the loan talks.

According to Wieslaw Jakubowiak, a technical
staff member for the World Health Organization in
Moscow, the new agreement will let the Russian
government use its own money — though not the
bank’s — to buy drugs from whomever it likes,
including Russian manufacturers. The Russian
drug makers, in turn, have agreed to work with
international experts to bring their products up to
acceptable standards. 

More compromises have been struck between the
Russian TB control establishment and the World
Health Organization (WHO), with both sides
reportedly softening their respective positions. 

“We have an ideal scenario, an as-is scenario,”
says Armin Fidler, health sector manager for the

World Bank in Europe and Central Asia. “We
may wish that the Russians would throw out a
hundred years of medical tradition, but obvi-
ously it will take a while for all that to change.
Moving between where we are now and where
we want to be will take time — and progress may
not always proceed in a straight line.” 

That has meant that WHO hardliners have
had to soften their positions considerably, a tack
some insiders say has left some TB experts at the
organization fuming. “There’s a certain amount
of dogma in public health and at WHO,” says
Fidler. “There’s been the same sort of debate
over vertical vs. horizontal programs, for exam-
ple. But we can’t expect the Russians to simply
throw [away] 100 years of tradition.”

Trying to allay suspicions

Fidler adds that the bank, for its part, needed
to work harder at building trust and allaying
suspicions among the Russians. “There was the
widespread perception on the Russian side that
we were a commercial-style bank, not a develop-
ment agency, and that we were keen to make this
loan,” he says. “We reassured the Russians that
we know it’s not the 1980s anymore and they’re
no longer desperate for cash. We shift the focus
away from the TB loan to other projects we were
working on at the time. Even so, we never took
the loan off the table.” 

In the United States, some TB experts say pri-
vately that they worry the Russians simply will take
the bank’s money and do with it as they please. For
the record, TB experts at WHO say they’re happy
with the new agreement. 

“DOTS has always been a flexible strategy,
able to be adapted to specific country conditions,
and both sides are very pleased with what’s hap-
pened,” says Marcos Espinal, MD, coordinator
of WHO’s DOTS-Plus program, and focal point
for TB activity in the Americas and the Russian
Federation. “Russia is a huge country, and it’s
got special characteristics. We’re working closely
with Russian authorities, and we understand
that we need to be flexible.” 

That means Russia will make some changes in
accordance with WHO treatment strategies, but
will still be allowed to retain some elements of its
own costly and inefficient system for treating TB.
“Before, the system was weighted heavily toward
hospitalization,” says Espinal. “They may still
need to hospitalize some patients. For example,
in some faraway places, outpatient treatment
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may not prove not to feasible.” 
Likewise, the Russians will continue their prac-

tice of doing cultures, considered too costly for
developing-world settings — but have agreed 
to implement smear microscopy as well. 

“The Russians were worried that implement-
ing DOTS would mean replacing cultures with
smear microscopy. We’re not against cultures. If
the Russians have the resources to do both, they
should do both.” 

Some disagreements persist

Some points of disagreement between the tech-
nical experts and the Russians are yet to be ironed
out. According to Jakubowiak, “we still need to
reach a consensus on the issues of active case find-
ing and the role of fluoroscopy,” both practices
considered by WHO to be costly and inefficient.
“We’re working to help them become more cost-
conscious,” adds Jakubowiak. “But we understand
that will take time.”

For years, some in the old-school Russian TB
establishment have resisted the widespread imple-
mentation of DOTS, calling it (in one American TB
expert’s words) “soup-kitchen medicine” that is
better suited to homeless Americans or dusty
third-world countries, than Russia. Not surpris-
ingly, part of the new approach has been to avoid
using hot-button words such as DOTS. 

“Instead, we’re simply calling it ‘the WHO
strategy,’” says Jakubowiak. The same approach
is bearing fruit in other parts of the region as
well. Ukraine, for example, recently signed onto 
a TB loan from the bank, after resolving to call
DOTS-like changes in its TB control program
“The National TB Control Strategy Adapted to
World Standards.” 

Where the money goes

Of the $150 million loan, $100 million will be
spent on TB control, with the remaining $50 mil-
lion going to control HIV and AIDS. The case rate
of TB in the country ranges from 85 per 100,000 
to as high as 300 per 100,00 in some areas; and
more than 100,000 prisoners have TB, of whom 
as many as 30% have drug-resistant forms of 
the disease. Last year, for the first time in many
years, case totals showed no increase. Experts at
both the bank and WHO both concede it’s still
too soon to call the loan agreement a sure thing.
“After all, this is Russia,” says Fidler. “Obviously,
we’re not completely out of the water.”  ■

Reichman new head 
of alliance group
Stakeholders group gives advice, support

The Stakeholders Association of the Global
Alliance for TB Drug Development, a private-

public partnership intended to speed the devel-
opment of new TB drugs, has elected as its new
president Lee B. Reichman, MD, MPH, director
of the National TB Center at the New Jersey
Medical School in Newark. 

Maria Freire, PhD, CEO of the TB Alliance, says
Reichman’s election is “thrilling.” The Stakeholders
Association “is essential to our effort to educate
opinion makers around the world about the threat
of tuberculosis,” she adds. As the group’s president,
Reichman will sit on the alliance’s board, replacing
outgoing stakeholders’ president James Orbinsky,
MD, former president of Doctors Without Borders.

“For years I’ve been a broken record about the
need for new TB drugs,” says Reichman. “So for-
mally heading the Stakeholders Association brings
my work full circle. For years, many of us knew the
only way a new TB drug could be developed was
through an innovative public-private partnership
like the TB Alliance. It will be rewarding to have an
inside seat at an institution I’ve spent years clamor-
ing for.” 

The Stakeholders Association consists of 122
members who meet at least once a year. The group
was formed in February 2000, when TB experts 
and other interested parties gathered in Capetown,
South Africa, to affirm the creation of the alliance.
That original group included 120 members; now,
two more members have been added, including the
Filipino Coalition Against TB, or filCAT; and the
India-based National Institute of Pharmaceutical
Education and Research, or NIPER.  ■

Regionalization bid 
gets warm response
Low-incidence states mull wish lists

Some TB controllers in low-incidence states
have resisted the idea of regionalizing TB ser-

vices, fearing that would mean that already mod-
est resources and budgets might, in the name of
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Health leaders see need 
to link TB and HIV plans 
WHO has new mission in stopping TB

[Editor’s note: TB Monitor asked officials with the
World Health Organization (WHO) in Geneva to dis-
cuss the new international focus on combining TB and
HIV/AIDS efforts where possible. They want the two
public health camps to work together to prevent and treat
both epidemics, particularly in sub-Saharan Africa, Asia,
and other areas where the diseases work with synergy in
creating worst epidemics than what these areas would
otherwise be experiencing. Dermot Maher, BM, BCh,
medical officer in the Stop TB Department of WHO; Ian
Smith, MB, ChB, MPH, and Ger Steenbergen, MD,
from the Stop TB Partnership offer some insight into the
new focus and why it is necessary in this question-and-
answer interview.]

TB Monitor: According to a WHO abstract
presented in July at the 14th International AIDS
Conference, held in Barcelona, Spain, there is a
need for a comprehensive response to HIV/AIDS,
along with effective action against TB/HIV. Why
hasn’t this response been launched previously?

Maher: Although there is long-standing

recognition of the epidemiological overlap between
TB and HIV, and the ways in which these two
problems interact, the formulation and implemen-
tation of a joint response have lagged behind a lit-
tle. On the one hand, it has taken some time for TB
program to fully grasp the need for joint TB and
HIV program activities to tackle the growing epi-
demic of HIV-related TB, and on the other hand, it
has taken some time for HIV/ AIDS programs to
fully grasp the need for joint activities to tackle TB
as a leading cause of HIV-related illness and death.
This has been partly because TB appears as one of a
long list of problems on the HIV/AIDS agenda,
and so there has been a tendency to say, “Well, let’s
leave that to the TB people.” Also, until recently, TB
often didn’t appear very high on the HIV agenda,
because in the course of the HIV epidemic, the
emphasis was largely on HIV prevention until the
mid- to late-1990s. Since then, the development of
highly active antiretroviral treatment (HAART) 
has put HIV treatment and the care of people with
HIV-related diseases firmly on the agenda. 

TB Monitor: What sort of changes in interna-
tional and national policy do you (and the Global
Working Group on TB/HIV) advocate, and how
might these be most efficiently and effectively
implemented?

Maher: International policy is set out in the
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efficiency, be pared down even more. 
That seems to have changed, given that four

low-incidence states have happily signed up to be
subjects in a new federal project that aims to look 
at the issue. The Centers for Disease Control and
Prevention’s Division of TB Elimination is looking
for a contractor to carry out a $4 million, five-year
project to identify features of low-incidence pro-
grams that lend themselves to regional solutions.
States that have volunteered to submit to site visits
and needs assessments, and then implement what-
ever turn out to be the recommended changes,
include Montana, Utah, Wyoming, and Idaho. 

Needed: an expert, a plan, and a manual 

“We all decided if this helps our programs by
providing them with resources they don’t have,
we’ve got nothing to lose by participating,” says
Denise Ingman, TB controller of Montana. It’s
not yet known who will snag the CDC contract,
but she says that if the contractor asks, she’s
already has a wish list in mind:

• An expert consultant: “It would be great to

have an expert who’d always be available. As with
any disease, the last cases tend to be the hardest
and most complicated. General practitioners try-
ing to manage an alcoholic with no liver function,
for example, need to have someone to call.” 

• A policy manual: “Most big cities all have
their own policy manuals. The idea isn’t to repeat
the whole core curriculum, but to take the salient
elements and apply them to your state. These
manuals are typically written by a TB program
member working with a big group of experts —
something we don’t have.” 

• A TB elimination plan: “The CDC says we
ought to have one, but I certainly have time to
write it. Give us someone with the extra expertise
and time to take that on, so we’ll have a better
sense of whether elimination is even possible —
can you really go from 20 cases a year to just five?
And if so, how we’re supposed to get there?”

• Molecular fingerprinting lab: “The buzz
now is that you should fingerprint every speci-
men and compare them. If we’re going to region-
alize anything related to laboratories, why not
that?”  ■



World Health Organization document (produced
jointly by the Stop TB Department and the Depar-
ment of HIV/AIDS) “Strategic Framework to
Decrease the Burden of TB/HIV,” which the
Global Working Group on TB/HIV has endorsed.
With the current huge global interest in making
HAART widely available, there is more opportu-
nity than ever before for HIV and TB programs to
work closely together. 

There is greater interest in, and understanding
of, the need for comprehensive HIV/AIDS care,
including effective diagnosis and treatment of TB
as a leading cause of HIV-related illness and death.
In the health sector, the international policy advo-
cated by WHO and by the Global Working Group
on TB/HIV is to promote the implementation of a
strategy of expanded scope to tackle the problem
of HIV-related TB. 

This strategy comprises interventions directly
against TB (e.g., intensified TB case finding among
those most at risk, effective treatment of all TB
patients, and isoniazid preventive treatment), and
interventions against HIV and therefore indirectly
against TB (e.g., HAART, HIV-prevention measures,
and prevention of common HIV-related diseases
through the use, for example, of cotrimoxazole).
Joint TB and HIV program activities are necessary
to deliver this range of interventions.

For example, TB and HIV programs need to
collaborate in ensuring that people who test
positive for HIV are screened for TB, with effec-
tive TB treatment for those found to have TB
and isoniazid preventive treatment for those
found not to have active TB. Collaboration
between TB and HIV programs is essential 
in the monitoring and evaluation of activities
aimed at decreasing the burden of TB/HIV. 
The key elements of a public health program of
access to HAART are similar to those for access
to anti-TB treatment, namely political commit-
ment, case detection, treatment under good case
management conditions, a secure drug supply,
and a system of recording cases and reporting
their treatment outcomes in order to enable pro-
gram evaluation.

Five key elements

The direct observational therapy strategy (DOTS)
for TB control embraces these five key elements and
therefore provides a possible model for delivery of
HAART. This provides another fertile field for TB
and HIV program collaboration. 

TB Monitor: Why has it been so difficult for

international scientists and health care organiza-
tions to slow the TB epidemic? Was there a possi-
bility of this disease successfully being contained
to a small percentage of the world’s population if
it were not for the HIV epidemic? 

Maher: Progress in slowing the TB epidemic
depends on the effectiveness of the tools available
(drugs, diagnostics, and vaccines) and the extent
to which they are put into effect. The tools avail-
able to slow the TB epidemic actually represent
quite old technology — for example, no new test
has been developed, which is effective in detect-
ing the infectious TB cases since Robert Koch pio-
neered diagnostic microscopy for TB in 1882. 

Fortunately, there are now signs of increasing
scientific efforts to improve the tools for TB control
(drugs, diagnostics, and vaccines). Under the over-
all auspices of the Global Partnership to Stop TB,
there are now global scientific working groups on
new TB drugs, new TB diagnostics, and new TB
vaccines. Despite the limitations of the currently
available tools for TB control, there has been sig-
nificant progress over the past decade in increas-
ing the extent to which these tools are put into
effect. 

The number of countries implementing the
DOTS strategy for TB control is increasing year
by year, and the proportion of the world’s TB
patients treated under the DOTS strategy has
increased from 7% in 1994 to 27% in 2000.
Increased international commitment is neces-
sary to achieve the target of 70% global DOTS
coverage by 2005. 

TB Monitor: Is it possible for a comprehensive
TB plan to bring affordable TB drugs to a major-
ity of those who need them in at least some of the
areas where there is a high rate of active TB dis-
ease? If not, what should be done in place of this
course of action?

Smith: Clearly a plan alone won’t do anything
— it’s action on the basis of the plan that will
make the difference. The Global Plan to Stop TB
includes a description of the Global TB Drug
Facility (GDF) — a new initiative of the Stop TB
Partnership to secure access to high TB drugs in
support of DOTS expansion. 

Established in March 2001, the GDF already
has processed applications from more than 40
countries and made grants to 24, totaling more
than 1.1 million patients. Prices of TB drugs pur-
chased through the GDF have fallen 30% com-
pared with previous international prices, so that a
full course of six to eight months’ treatment now
costs less than $10. The GDF demonstrates that
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there are innovative ways of rapidly increasing
access to affordable drugs. The Global Plan to
Stop TB also emphasizes the importance of
additional investments in developing health
service infrastructure and strengthening human
resources to ensure these drugs are used effec-
tively and reach those who need them. 

Maher: The big picture is that every country 
has some sort of house service and house service
providers, such as nongovernmental organizations
(NGOs), missions, government entities, employer
health, and military policy services. We want to
harness all of these to deliver DOT strategy.

We want to see the day when all other providers
deliver DOT strategy, and we’re looking very hard
at community groups and whether NGOs or formal
groups can deliver DOTS for TB control. DOTS is
only one process, and as different health service
providers get involved in providing DOT strategy,
we can identify people to support patients, TB treat-
ment supports, and to provide counseling, etc. We
know that very few people can manage such an
arduous task of six months of TB treatment on their
own, and none of us are likely to do that. So we
want everyone to have a TB supporter, who can 
be someone on the house staff or someone in the
community. This is someone who is willing to be
trained and willing to be supervised and will be a
buddy for the TB patient, providing emotional and
psychological support and practical support.

TB Monitor: How realistic are the goals (or even
the name) of the Global Partnership to Stop TB?

Steenbergen: The goal of the Global Stop TB
Partnership, to significantly reduce the burden of
tuberculosis through the detection of 70% infec-
tious cases and curing 85%, is admittedly ambi-
tious. Peru provides a good example of a high 
TB-burden country, which has achieved these
National TB Programme targets. 

The broad support from the partners for the
Global Plan to Stop TB brings political commitment,
technical know-how, and operational expertise and
experience together. This unique forum with such 
a wide scope of interests and expertise, guided by
global principles for tuberculosis control as initiated
by WHO, has the best opportunity to tackle this dis-
ease at this point in time. 

TB control is not the exclusive domain of the
medical experts, but it requires input also from
other disciplines. Meeting the goals of the part-
nership is realistic with these multidisciplinary
and multisectoral collaborations and the synergy
between the partners (including a wide represen-
tation of donor agencies).  ■

‘Success stories’: E-mail 
boosts TB compliance 
AOHP conference highlights EHP experiences 

Christine Pionk, MS, RN, CS, solved an age-old
employee health problem with a high-tech

tool. She sends e-mail to communicate directly
with employees and remind them of their annual
tuberculosis screening.

It’s a simple change, but one that has made a
big difference. TB screening rates at the University
of Michigan (UM) Health Systems in Ann Arbor
have risen from about 60% to more than 80%. 

“For years we’ve been trying to figure out how
to increase our compliance rate with TB screen-
ing,” says Pionk, a nurse practitioner in employee
health at UM.

Pionk is one of several employee health profes-
sionals who shared “success stories” at the con-
ference of the Association of Occupational Health
Professionals in Health Care (AOHP) held Oct.
16-19 in St. Louis. 

The “success stories” offered a way for employee
health professionals (EHP) to share in the educa-
tional program of the conference, says Beverly
Smith, RN, COHN, employee health nurse man-
ager at Hamot Medical Center in Erie, PA, and
region four director and conference chair for AOHP.
The personal experiences also fit into the conference
theme of “Unlock the Gates to Success.”

A new perspective

While AOHP hosted leading experts in the
fields of ergonomics, regulatory compliance, and
bioterrorism preparedness, the “success stories”
offer a new perspective, Smith says. 

“It’s nice to hear about how people actually
made some things work for them,” she says.
“After hearing the theory [in conference ses-
sions], sometimes you wonder, ‘how can I put
that into practice?’”

TB compliance is a common concern. Pionk typ-
ically sent paper reminders about TB screening to
supervisors, who would then alert their staff. But
the chain of communication didn’t always work
well and employees often failed to follow up.

Now, e-mail allows for swift notification. Even
physicians are on the e-mail system. The employee
health department also streamlined the process of
screening follow-up. Employees can access a TB
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skin-test form on the health system’s web site and
bring it to the screening. Physicians and nurses in
the units can read the test within 48 to 72 hours,
and the employees fax the documented form back
to employee health.

“If there’s any question, they contact us and
we look at it,” says Pionk. Concerns about confi-
dentiality limit some other uses of e-mail, but
she says she uses it to remind employees about
influenza vaccination and post-exposure follow-
up testing.  ■
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CE objectives

After reading each issue of TB Monitor, health
care professionals will be able to:

• Identify clinical, ethical, legal, and social
issues related to the care of TB patients.

• Summarize new information about TB pre-
vention, control, and treatment.

• Explain developments in the regulatory arena
and how they apply to TB control measures.

• Share acquired knowledge of new clinical
and technological developments and advances
with staff.  ■
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21. Based on needs projected by extrapolating
from requests that have already come in to
the Global Fund to Fight HIV/AIDS, TB, and
Malaria, how much will be needed for that
effort in 2003?

A. $4.25 billion 
B. $2.7 billion
C. $9.5 billion
D. $11 billion

22. A TB medication monitor that involves adding
a fluorescing molecule, or fluorophore, to the
TB drug; and then shining a tiny laser onto
the veins that run close to the skin’s surface
on the inside of the wrist is being developed
by:

A. SAIC
B. Sequella
C. The CDC
D. None of the above

23. When Virginia Commonwealth University
tested which questions posed to students
elicited the response most predictive of the
presence of TB, the top question was:

A. Parents’ nationality
B. History of medical examinations
C. Country of origin
D. Socioeconomic status
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