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/i) & Post
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Global TB Symposium

16-17 NOVEMBER 2017, MOSCOW, RUSSIAN FEDERATION

SRR RIRYE WHO #2 TB Symposium  H£({i27> Centro Universitario de
Ciencias de la Salud 1Y University of Guadalajara , University Center for Health
Sciences AHHETT - HHEEH > RIS TS HES VAl Guadalajara EEEY)
FIEEFJEESE - 1 7 WHO Global TB Program HJEZZ I the Union 5 CEO LLAp »
S KAV 2 Pan American Health Organization/ WHO Region of the
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app /" agenda :

Global TB Symposium Agenda

7:45-8:15 DEDICATED BUSES

Ms Diana Weil, Coordinator, WHO Global TB Programme
Mr José Luis Castro, Executive Director, The Union

the Americas

University of Guadalajara

Moderator: Dr Kitty van Weezenbeek
Executive Director, KNCV TB Foundation

Response, on the way to UNGA 2018 High-Level Meeting on TB

A new national strategy in India

and Family Welfare

Dr Babis Sismanidis, Scientist, WHO Global T8 Programme &

Questions & Answers.

10:45- 11:05 COFFEE

2Urage

Global TB Symposium, 10 October 2017

48" Unlon World Conference on Lung Healtt

Free buses will leave EXPO Guadalajara from in front of the big Tent “Expo Foro”,
corner of Mariano Otero and Las Rosas) to Centro Universitario de Ciencias de la Salud

9:00 - 9:45 WELCOME AND AIMS OF THE DAY
Dr Massimo Ghidinelli, Unit Chief, Pan ican Health O /WHO Region of

Brief remarks: Innovating for global health — the role of the university
Dr Jaime Andrade-Villanueva, Rector, University Centre for Health Sciences (CUCS),

9:45-10:45 ON THE ROAD TO BIGGER COMMITMENTS, DATA AND IMPACTS

The WHO Global Ministerial Conference on Ending T8 in the SDG Era: A Multisectoral

Ms Diana Weil, Coordil , Global TB Progr World Health Organization
Dr Sunil Khaparde, Director, Revised National TB Programme, Indian Ministry of Health

T8 impact and patient Progress since Liverpool

Dr Christy Hanson, Senior Programme Officer, Bill & Melinda Gates Foundation

'

11:05- 12:00 STAKEHOLDER ACTIONS

: Dr C WHO Global TB Programme
Outcomes of the 2017 End TB Strategy Summit of the Highest TB Burden Countries
Dr Julia Rios, Chief of the Peruvial T8 Prog on behalf of the highest

burden countries

Progress on the Civil Society Call to Action to End TB
Ms Jamilya Ismoilova, Country Director, Tajikistan, Project Hope on behalf of the WHO
Civil Society Task Force

Progress on parliamentary action
Hon. Warren Entsch MP, Co-chair of the Asia Pacific TB Caucus, and Member of the
Global TB Caucus, and Member of the Global TB Caucus

Questions & Answers

12:00~13:00 MAKING THE CASE FOR INCREASED COMMITMENT TO T8
RESEARCH
Moderators: Mr Mike Frick, Senior Project Officer, TB/HIV, Treatment Action Group &
Dr Nebiat Geberselassie, Technical Officer, WHO Global T8 Programme

The case for TB vaccines
Dr Norbert Ndjeka, MDR-TB Director, Department of Health, South Africa &
Dr Jacqui Shea, Chief Operating Officer, AERAS

The case for TB diagnostics
Dr Celine Garfin, | TB P Department of Health, The
Philippines & Dr Claudia Denkinger, Head of T8, FIND

The case for TB drugs & regimens
Dr Carl Mendel, Sr. Vice President T8 Alliance

The case for implementation research
Dr. Frank Bonsu, Nati TBP ; Ministry of Health, Ghana &
Dr William Wells, Sr. TB Technical Adviser, USAID
Questions & Answers |
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Dr. Christy Hanson #4815 patient pathway analysis: 55 A ZEHH-E{E
T ? patient pathway analysis & TB detection rate T;&RE Y TR —EH A [ EAVER
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Qndy 11% of DR T8 treated successiully

12



HENZAZELA > IR EAE 4-5 15#AY missing people = ZA1f1 A
A A9%HHTE A (E R RESIEHRRY) > e DU MEEE L R 1% 2 6 R pE
iy -

HR Y S IEAE DR PR (B ZE o > BB ~ ENfefl EZR A aE - KRR
HLAE THAEIRY 4.3 EHETHY 50% o BN AR 5 [H R AVF LA EGEE
PRS- T2 3R R D - BIANTEEEE ~ (PRI ~ BRI ey - (52
HEEER (E 2 — EAMEH A& PEER S BIAER RAnE - EIfefl
F=Eb5T - TB REACH ZE([ projects CASE ) T HF ZHRININEE - SHEEG
i -

PEAMEATEE T 203 2l ZERO TB initiative » $fjA & BIRVEN T & RIEE

TEERVEAR - B Bh M E S P AR R RE R 2 ) » R AR AW

(Equality) HYZFENR - MEEHER S RE R S ERGE - A6
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REEHE R R BB K AR EEAERARYBRA EFIEE (R - 2020 2 7 » BFEAZER S
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-« Why are they missing?
L4 Wit can be done to find them?

75 EF NTP AHS /M 4H3 4 FME A 20/10 BRI - F KRB E R E
B AT A RE - BRI ETT » fE2EET2 DM-TB iy &1E - A favfE=X
SR OEIRAL2ET - ST ERR AL B R P R (L 2L [E] I -

P EE A & VR - F9JRAY DRTB 4H 4% Norbert Ndjeka /Z55—
R B BRI AR Ryl i 3 e s I R - S ey ER 7y R ARAS 1Y
Jacqul Shea &
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2 J51E : (1) DRTB- DSTB A HFRE W {7 BHHVEE HEE B A aEy) BE 427
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unity to re-engage pharma
'_ ‘“dﬁetem if clear and efficient path to ¢
zappml and if large volumes

£ HLM FIRYEAEE R - BRI LR AL « e A AR
e > SES A B H R B AL AV R SR I - HEt B iiaaT alagn s -
i M% FREERESIER B T A2 R R

13:00 ~ 14:00 LUNCH (Provided) 15:30 ~ 16:40 FOSTERING MULTISECTORAL RESEARCH TO END TB
Moderators: Dr Priya Shete, WHO Global T8 Programme/
14:00-14:30 NO SKILLS, NO CURE University of California, San Francisco &
Moderator: Or Massimo Ghidinelli, Unit Chief, Pan ican Health Organization/WHO Dr Christy Hanson, Senior Programme Officer, Bill & Melinda Gates Foundation
Region of the > The i social p ion and TB elimination efforts - a new social
Strengthening healthcare systems through training & education: protection research agenda to meet policy and programmatic gaps in Brazil
The case of Kenya Dr Kleydson Andrade, National T8 Programme, Brazil
Dr Brenda Nyambura Mungai, Chief of Party, TB ARC Centre for Health Solutions, Kenya
Ms Marianne Gaye-Ayrault, Global Training and Education Director, The Union The role of multi-sectoral research in improving quality of T8 care in India

Dr Madhukar Pai, Professor & Director, Global Health Programs, McGill University
Brief Comments: Mr Godana Mamo, Regional Officer, TB ARC Centre

Dr Maurice Maina, HIV & AIDS Care and Support Specialist, Health, Population and of UHC (S Popular) in T8 care and
Nutrition Office, USAID/Kenya and East Africa prevention in Mexico
Dr Lourdes Garcia-Garcia, Instituto Nacional de Salud Publica, Mexico

Questions & Answers.
Questions & Answers

14:30 - 15:30 WORKING ACROSS SERVICES AND WITH COMMUNITIES IN
LATIN AMERICA
16:40 - 17:00 CLOSING

Moderator: Dr Rafael Lopez-Olarte, T8 Adviser,Pan American Health Organization/WHO

Region of the Americas
Dr Jeremiah Chakaya Muhwa, President, The Union &
Linking T8 and diabetes care Chair of the Technical Review Panel, The Global Fund to Fight AIDS, T8 and Malaria
Dr Martin Castellanos, Chief, National TB Programme
Ministry of Health, Mexico Mtio. Itzcéatl Tonatiuh Bravo Padilla, Rector General, University of Guadalajara
Engaging comeunities in T8 care in Paru Ms Diana Well, Coordinator, WHO Global T8 Programme

Mr Melecio Mayta,, Executive Director, ASPAT (Association of People Affected by
Tuberculosis of Peru (ASPAT PERU)

TB in big cities — Initiative progress in Colombia
Dr Ingrid Garcia, Medical Officer, PAHO/AMRO, Colombia

17:00 ~ 17:15 Dedicated buses leaving for EXPO Guadalajara

Questions & Answers

\
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e USAID

The importance of operations research, and
JSAID's strategy for supporting TB research
at national level

WWilkown Vvally

Globe ! TH Symposium
Guacaiara, Mexico, October 10 2017

USAID :EXRAEE S (RRBIEEMNE) - 4 E2E ek H 2 S+
operational research (OR) _FiAMY%57] | 7% WHO Bl USAID &{F&ETEATS
51 EERSEEUESTE 5 SRR 7Ry B AR - AR FE Y 45
ARV RGP 78T © LA USAID SZFFLL N IHfE OR » HhEZAEIEAE 28y
FE/E in country research capacity HYZTLDL K% OR 04SSR 7K 5Z B EL R T
AE °
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Mexico Tuberculosis profile

Population 2015 127 million
Rata per 100 000 popuiation per year)
‘
Moralty (HIV+TB enly) 051(0.03-17) 04(002-13)
cidence (includos HIV-TB) 7 (22-%) 21(17-25) 2
Incidonce (MIV+TB only) 3{1.9-4.3) 23(15-34) p
Pcigence (MDRRR-TB)™ 081(0.75-1.1) 0.72(0 58-087)
> 14 yoars Total — Mortabty (excludes MIV-TS)
Fermaies 1.:’@% 612 10(66-14)
Males 13(084-17) 15(12-18) 16(12-20)
Total 24(1821) M@2n 27(2-32) lR.,- per 100 000 popuation per yoar)
-
e TR cane notifications, 2015
Total cases rotified nwm 'L\.
Total new and relapse 21600 Py
- % tosted with rapid Sagr of temve of diagy %
= % with known HIV status N o
- % pumonary 1% B ME N XN X B BT B
% pcefly confrm 2 pus - L. o Inodence
____Universal health coverage and social pretection Nodfied (new and relapse)
s age (nolih ), 2015 ) anm
B patents facing cotastrophic total costs
T8 case tataity rato (estmated monaityestimated ncdence), 2015 0.12{0.08-3.18)
Notfed Cases by age group and ses. 2016
—‘wwm—ig -
Patierts with known HV-status who sre HIV-postive o
- O antiretroviesl herapy 2120 WS o
o iotent T8 - mm = S
Estrmated MDR/RR-TH canes among notifed 610 '
piimonary T8 cases (540-670) s
Estimated % of TB cases with MDR/RR.TB 26% 23-25) NN e2-1y o
% notfed tested for rfampicn resstance % s 1072 e e rr e e
MDR/RR-TB cases tested for ressstance 10 second-ine d 8
|aboratory-canfrrmed cases - MORRRA-TE 153, XDR-TB- 2 B recaies s
Patients started on treatment ****
C Treatment success rate and cohort size
Now and relapse cases regstered n 2014

Previously reated cases, exchuding relapse, registered in 2094
HiV-postive TB cases, Al thypes, regstensa in 2014
MDR/RR-TB cases started on second-ine Yeatment in 2013
KDR-TH cases started 0n second-ine Featment n 2013

T8 preventive reatment, 2015 m O EN WE Ee B B0 B
tdmmm(m-wnm)mmm e
chidran (aged < 5) . of 100% (100-100) New and relapte
humu\wmw eSS Reveatment escuding relapse
— HIV-postive MORRR-T8 . XDR-TB
Nationai TB budget (USS milons) 1%

Funding source: 100% domestic, 0% international, 0% unfunded o tudge! (USS moss)

, I

1

: l ..
o nu e R EA

Funded miemasonaly
Funded camesscaly

'memm
“MORIsTB o picm and RRiTE o s
" includes cases wieh B bwstory

‘“mmwwmwmmmmww

BV SFESIOR BRI E A 21/10 & - B AN EAERE S AR
KBNS - (R MERT ARSI £ (0o A SR S S B 47
R BRER R EER R - A~ BRUKEA » &%
PREERT » SBYMEAAIBREAE © PR - R B~ T - B

B A RRIVEE SR AN EE o SBPHEMY NTP head AT HEREIMLMIHIRERR A R &S5 3t

[FIIRREBE - N B B HGER DA ER R R AN e - FREE SR EAEIRAY

NEABPEMISEL -
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Workshop 09 "What we need to do for ending TB; adapting current progress to
the frame work of End TB Strategy"

FH(EGE) Z S LI 5 8 & B R TR it & Cra FE T 52
7] > ARES s 4SRRI S TP 22 BT & 1R - )2 A3 REAE 2035 FEZF] 10/10
HR R HER RN | A - JEREE - PR - R R e E A EE R A R
BHEHE » 2REF R (UHC, universal health coverage) & #1 &7 {5 (social
protection) [F&EAZIRIT G ERYRIEER - FXEIRY National TB Program (NTP) &
TE PR - (HRREHRD - SRR -

F—(E_E35HYE H A Japan Anti-TB Association (JATA) HY Ohkado f&—+- >
EAM 1960-1980 HIFESLER AR ER—K | EERVE H AW TB care Z AR 53/ ATLFAIL
B - MHRFREA UHC, $j? active case finding MUZFFAIRYAEER ST - HAS
AR S S I XtV ERRE - ARFEERRA - I FHESES
% o HAl AR R E - - SO 15/10 FEHyE45 - FAR{T 24
WE? FEREA REFE N AR? WS LEESAMTIHA » AI9E BRET
ENEHEIEREESEHRTE? BIEE H A BEA HEFEEENEE - ERVERE
SnsiE)E S BRI R  E IR RETRAVIR 5 - NS LR - 35701
WG - D — 2R R AR D S E

Workshop (WS)
What we need to do for ending TB: adapting

current progress to the framework of the
End TB Strategy

Wednesday 14:30 - 17:30
Los Arcos

Universal Health Coverage (UHC):
social protection and other
countermeasures against TB in Japan
Akihiro Ohkado, Tokyo (Japan)

The End TB Strategy aims for a 10 per cent
annual decline in TB incidence globally for
2025. In the workshop held at the previous
Union Conference, in Liverpool, we discussed
what brought about the rapid reduction in TB
in Japan, western Europe and North America.
Through the discussion, we identified several
factors possibly attributable to declining TB:
intensified case findings, involvement of all
health care providers, quality assurance
mechanisms for diagnosis and care,
continuous human resource development,
community involvement and improved
environment.

In the coming workshop, five speakers from
Asia will present the current or planned
policies or systems against TB in their

R N P

New law against TB and Universal
Health Care (UHC) in the Philippines
Celina Garfin, Manila (Philippines)

Universal Health Coverage (UHC) and
social protection in China
Caihong Xu, Beijin (China)

People-centred care, Universal Health
Care (UHC) and social protection in
Korea

Kyung-Hyun Oh, Cheonju (Korea,
Republic of)

Bold policy of Universal Health Care
(UHC) and social protection in Taiwan
Pei-Chun Chan, Taipei (Taiwan)

22
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HIEb T B - IS ASRGIRER - HEUPFEEEGZHE ALV - THES
EHEEMH A | N/ D PTEZEE 2 1% o BRI A SEER M EEE - 55
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PMDT Progress in China
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—HIRABIA ORISR E 2 S A E B R A4 | Celina Garfin EHiZ
JEREAZRAEAVA R - WEErVIRIEE - BUERIEIYRDIAATAE 2016 20K
WOELAZ IR R GA BN - ARCATEH - B MRS ERERE TR IRE b
2 PTER A] LA PhilPACT HY package U5 (Y & () » IFAGREZIEAED
KR)7 s RNiE SRR E - CHEMA SR EENRNIER AR B2 it
SEAVRE - — EERELE - | 2016 AY national TB prevalence survey 8 5AIERH
BEHEZW ANEE » LLEGE 2007 1Y survey, i ARAIZR D - HEIEEHEE
REEARFES TN A |

TB Outpatient Benefit Package

'« After Continuation Phase
* PhilHealth Accredited TB DOTS Centers
* Hospitals
* Out-patient Clinics

e Hoalth Canters
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Logical
Framework

of the
2017 —- 2022
PhilSTEP1

Vision r TB-free Philippines }
Reduced TB burden -~ TB tastrophic Responsive delivery

Impact mortality and T8 [ - o ] of TB services

incidence

) |

I 1

Outcomes ' Increased High High LTBI Reduced out-
X case treatment coverage of-pocket
notification success rate expenses
U 1

S i | 30 Performance Targets A

E

1. Activate TB patient support groups and communities to access quality TB services

2. Collaborate to reduce out of pocket expenses of TB patients and expand social
protection measu-es

3. Harmonize national and local efforts maobilize adequate and capable human resources
4. Innovate TB surveillance, research and data generation for decision-making

5. Enforce NTP TB care and prevention standards and use of quality TB products and
services

8. Value clients and patients through provision of integrated patient-centered services

7. Engage local government units to implement localized TB elimination plans through
multi-sectoral collaboration

91% of
Populati

<

A
Types of
Members

Dependents

Source of
Premium

Benefits

Sponsored

. Informal Indigent Lifetime Senior
Economy Economy  Members  Members Members  Citizens
T s e AT R n e B R
Salary Voluntary LGUs and National No more National
Deduction Payment Others Govt premium Gowvt
{thru Sin Tax)
In-patient In-patient In-patient In-patient In-patient in-patient
Out-patient  Out-patient  Out-patient Out-patient Out-patient Out-patient
PCB1 PCB1 PCB1

PCB - anaryACare Benefit

FUU{E SRR > KIT FERESEN - S thMIR AT 5 FH-A 55 M
iy TB rate, {HEiEfl MEAYSRFIRPEITRG: - ARIER A EG HVESY (H
FyiS M {EE XYY Drug resistant TB (DRTB) Hi-&#RMEA - 1 HEL A HAVHE
(DOTS) - A iEEEE ] isolation Jpj NFA4E40EE: - HISGEEY - FEEL
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AT OREG (T RIEAVRERE - A SFRAPEINEARTE GRRAR A - 220 SRS
ZIZIEFE T BIEERS > BRI Iz aEg? SEAVEUARA
AE] > BEA SFA A AR AT LS9 A EEBL 1Y incentive » A& E2EL- A
AR SR TSR FE RA TR > WA EE R R A A LA R B

~ Health Security System N e
|
Social Security System in Korea
Basic Livellhood
Health Insurance Protection Welfare for the Eiderly
Long-term Care
IR RER Medical Aid Welfare for the Disabled
Pension Insurance Welfare for Children
Unemployment
TRt Welfare for Woman
Industrial Accident Maedical or
Compensation Psychological Business
T ey

FH SN REHERIY A 38 - SERR T REH R IR IR I » FREIHY
NTP HE{# T RZ 5 KEH A EMETIRIE 7T - £F5 A Dr. Paula Fugiwara,
I Dr. Kato - 1E8E T [R5V {EEI S - M e AEEE - WA —(ES&HEE
F o —HERMNEAIWARAE? EH0E QBRI E HIF AR D
T RERTEEE AV MR - SN EHIE AR R 8IE - TN
LU E G E] » (e - EERH TR R R ©
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One Health Zoonotic TB Working Group

(—) Transmission models for evaluating next generation vaccines

F—{iL5#% Frederick Quinn, [KAE225H PD (ff/2 chair, {EtZ2EY)H
X FTLAEE RSB T co-chair) » & 2 1% » #efth 55 KHY zoonotic SP,
fr a5 H, - &8 M. tuberculosis & colonize fF airway £ nasal cavity fYH]
REMENS? [N M bovis 52 B ## swab FHY S A ERY - A rIEEREE - (]
e R B E VSRR - BOEEE R RS E R - W20 B A LA
RN BB 38N - ISR A4S EY) - AERRABSETEA
HEHRERVEIIE - BAEFAIELE |

Symposium (SP)
Zoonotic TB: every TB case counts!

Diagnostics, vaccines and surveillance: from
the Americas to India

Friday 10:30 - 12:00
Hall 7 - Events Ballroom

Mycobacterium TB is the primary causal
agent of human TB worldwide. The official
incidence estimates of zoonotic TB (ZTB) -
caused by Mycobacterium bovis, the causal
agent of bovine TB - are based only on global
TB estimates. The main challenge lies with the
Mycobacterium specie-unspecific diagnostic
used in most of the high-burden TB countries.

This bottle-neck is of particular resonance for :g&‘::,’,““"“
developing countries, which are characterised ELIMINATION
by a high TB burden. There is now recognition
that the success of the current elimination
strategy must include ZTB. This symposium
will discuss current scientific and evidence-
based research on ZTB globally and the
challenges with special emphasis on the
Americas.

U, Pittsburgh

JoAnne Flyna
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(=) From Baja, Mexico to San Deigo, California

A& USDA HY Suelee Robbe-Austerman, Ames 15 Whole genome
sequencing of zoonotic tuberculosis offers a pathway for collaboration between
agencies and countries ; “FHUGERZ E R T UMY AL B - &OBETEIRA
e IINEY N A B R - 2RI E s PR A A8 S e B A IR e AU R 2 DM
PURCETEIR - BERERe 2 th = - FE4RETA D/ baby (R B2 AT R/
(GEEEAFEE R ER) » —HIZ TABEGE LEEA S FEBL LA
BB/ N2 — S5 RIG B S5 - KA REZETRESE T » A T EM T EFIRT
WEEER > B AR E S | SRERIZEPYEH5E T35 One health HY7R
O VG NMESUDA VNI - BRFEREEARIF SN | KRR g
TREAIIGER -

M e i Ot ot e

Summary of human M. bovis WGS

rip No. ge

Human isolates Mexico but no links to Baja CA 6 5%
recovered in Unknown* 1 1%
Southern, CA Originate from Baja CA 117 34%

Total 124

MCRA s most ity Baja CA

uman i No. F

"ncm';d;n‘fromaah Mexco but no ks o Baja CA 1 5%
CAMEX Originate from Baja CA 21 95%

Total 22
Human isol: : ipti - No. P
recovered from other  MeXicobutnolinksto BajaCA 25 100%
areas of USA including Originate from Baja CA 0 0%
New Mexico and MEX 25
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(=) From Michigan back to Mexico

£ Ohio State University T-{FAYFIREE 1 - Heds i E 2 Pa iR AN S5 P8 EF Wit
AL — SRR HE Y2 & R B om R iele TR - difT A/ > e
A BREELEAR 2/ DA —FREABGEIRIF @ 8 (6
AL - Hp NS - i R 2R SO B A RE2ET - H
A TE P A SR & 4878 S PR TR S TR 50 e ] A AE0H

Rapid Diagnostic Tests

»
mmmmummuumzwdA e
mm Mnmmtm

STREAM Trial

the STREAM (Evaluation of a Standardised Treatment Regimen of Anti-
tuberculosis Drugs for Patients with Multidrug-resistant Tuberculosis) Z5—F§
BSERA SR, > BRI B RSEEH TR EART (A
Moxifloxacin BECE AR ZZI0HLE 55 HY Gatifloxacin ) B 2011 4£ WHO 1£§5
SRRy 18-24 [EHEE T » A—HRIVEINEREE 80%)  EX/IVMIERS
BEKERE > FRAENE FFFNRETE R  ENEFECHERK -
WREFE BB ELFN—Y] - RELIRFEBEANES A8 S EHIEEER
EEREE SR - BBTLTK audition » E—PME—ESHEEEKRS
B BEARARRIAROBIIAWENRE - BEEEVLARGEBEEHER
SRS ES BT -
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DUT Rz iE RSB R E RN (485 T the Union E4E)
Preliminary results - released today at the 48th Union Conference on Lung Health -
from Stage 1 of the STREAM randomised clinical trial show that the nine-month
treatment regimen being tested achieved favourable outcomes in almost 80 percent of

those treated.

The results suggest the nine-month regimen is very close to the effectiveness of the
20-24 month regimen recommended in the 2011 WHO guidelines, when both

regimens are given under trial conditions.

The STREAM trial - initiated by The Union in 2012 with its main partner, the
Medical Research Council Clinical Trials Unit at UCL, is the world’s first multi-
country randomised clinical trial to test the efficacy, safety and economic impact of

shortened multidrug-resistant tuberculosis (MDR-TB) treatment regimens.

Stage 1 of the STREAM trial seeks to determine whether a nine-month treatment
regimen that demonstrated cure rates exceeding 80 percent during a pilot programme
in Bangladesh is as effective as the longer regimen under clinical trial conditions.
Seven sites in Vietnam, Mongolia, South Africa, and Ethiopia are participating in

Stage 1. In June 2015, Stage 1 of the trial enrolled its 424th and final patient.

Multidrug-resistant TB (MDR-TB), defined as forms of TB that are resistant to at
least the two first-line antibiotics isoniazid and rifampicin affected an estimated
480,000 people in 2015 (source WHO 2016 Global Tuberculosis report) and has been
declared a public health crisis by the World Health Organization (WHO). The 20-24

month regimen used in many countries globally is costly, has significant side effects
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and the length of the regimen makes it hard for both patients and the health system.
The regimen has an average treatment success rate of approximately 50 percent when

used in many real-world treatment settings.

Because of these widely-acknowledged challenges, in 2016 the WHO guidelines were
updated to recommend a shorter, nine-12 month regimen for most people with MDR-
TB under specific conditions. The guidelines acknowledge that this recommendation

is based on very low certainty in the evidence.

The Results

Nine-month and 20-month regimen very close in terms of efficacy

The results suggest the efficacy of the nine-month regimen in the trial will be very
close to the longer regimen currently also recommended by WHO, but, statistically,
we are not currently able to say the nine-month regimen is equivalent to the longer
regimen (78.1 percent of patients receiving the nine-month regimen achieved a
favourable outcome, compared to 80.6 percent of patients receiving the 20-24 month

regimen)

I.D. Rusen, Union lead for the STREAM trial said: “The nine-month regimen did as
well or even better than we expected given the rigorous standards of the clinical trial,
but the 20-24 month regimen did much better than routinely reported outcomes from

programme settings.

“The trial setting meant that more patients completed treatment on the 20-24 month
regimen than we know is often the case in most real life settings. In routine
programmes unable to achieve the high STREAM retention rates, the nine-month

regimen may actually perform better in comparison to the 20-24 month regimen.”

Andrew Nunn, statistician at the MRC Clinical Trials Unit at UCL and STREAM co-
chief investigator, said: “STREAM provides a robust comparative estimate of what
can be achieved by both regimens under rigorous trial conditions and in diverse

settings. The outcomes in patients coinfected with HIV are particularly important as
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they suggest that the nine-month regimen is no less effective in this patient group than

the 20-24 month regimen.”

ECG monitoring

The preliminary results show that electrocardiogram (ECG) monitoring was very
useful, and required throughout treatment. This was done effectively during the trial,
and close monitoring would also be necessary with regimen use in routine programme

settings.

Sarah Meredith, clinical co-Chief Investigator for STREAM and Professor of Clinical
Trials at the Medical Research Council Clinical Trials Unit at UCL, said: “We have
the opportunity to try to improve the regimen during the remainder of STREAM
Stage 2 to see if we can reduce the need for ECG monitoring throughout treatment.
This is just one reason why dynamic clinical trials of this nature are so important, and
why we felt it important to release these preliminary results as soon as they became

available.”

Health economics

In terms of the economic burden of MDR-TB, health economics analysis conducted
by the Liverpool School of Tropical Medicine show the nine-month regimen reduces
costs to both the health system and patients, compared to the 20-24 month regimen. In
both Ethiopia and South Africa where these costs were measured the nine-month
regimen reduced the cost to the health system for each patient by a least a third.
Patients’ direct costs were also reduced due to fewer visits to health facilities, reduced
spending on supplementary food and the fact that the patient was able to return to

work sooner than if on the 20-24 month regimen.

Pill burden
The nine-month regimen also has a reduction in pill burden by approximately two-

thirds compared to the 20-24 month regimen.

Follow-up of Stage 1 is on going, and full results will be published next year, which
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will include data from the final follow-up visits. These additional data are unlikely to

materially change the results.

The STREAM trial is currently implemented by The Union, the Medical Research
Council Clinical Trials Unit at UCL and several key partners. Vital Strategies, based
in New York, is supporting several important areas of the trial including
pharmaceutical management and community engagement. Other collaborating
partners include Institute of Tropical Medicine and Liverpool School of Tropical

Medicine.

In a response to the preliminary results released today Dr Paula I Fujiwara, Scientific
Director, The Union, said: “The Union is pleased with the performance of the nine-
month regimen in the STREAM trial. We believe that this regimen has been shown to
be feasible to implement in the field and should continue to result in good treatment

outcomes for patients.”

“Scientific data form the premise for WHO public health policy recommendations,”
said Dr Mario Raviglione, Director of the WHO Global Tuberculosis Programme
(GTB). “It is heartening to see the rapid evolution of scientific evidence on MDR-TB
treatment over the past 10 years”. Dr Karin Weyer, GTB Coordinator for Drug
resistance, added: “At WHO we are ready to update or refine current policy
recommendations on the shorter MDR-TB regimen based on new and quality data, so
as to rapidly transfer benefits to people and programmes who struggle with MDR-TB
daily.”

USAID's Acting Assistant Administrator for Global Health, Irene Koek, said:
“USAID is committed to helping develop new tools and better approaches to
combatting TB that can be used effectively at the country level. ~As the major donor,
USAID welcomes the interim results of the first world’s first randomised STREAM
clinical trial on MDR-TB regimens. We are committed to a patient-centered approach
and support the development of better, shorter, more affordable TB treatment

regimens. USAID thanks the Union for their leadership in this effort."
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Stage 1 of the Standardised Treatment Regimen of Anti-TB Drugs for Patients with
MDR-TB (STREAM) trial was funded through the TREAT TB cooperative agreement
with the U.S. Agency for International Development (USAID) with additional
funding from the UK Medical Research Council and the UK Department for
International Development (DFID).

PAT RN A The Union FFE2ESFT F fF Paula Fujiwara By 1F 2[R FE

Union response to STREAM clinical trial preliminary results for nine-

month treatment regimen of multidrug-resistant TB
13 October 2017

In @ response to the preliminary results released today Dr Paula | Fujiwara, Scientific Director, The Union, said:

“The Union is pleased with the performance of the nine-month regimen in the STREAM ftrial. We believe that this regimen has been shown
to be feasible to implement in the field and should continue to result in good treatment outcomes for patients.

“We believe that the results support the current WHO recommendation to change to a shortened regimen for many patients, and that
close monitoring remains an important feature of the regimen.

“The nine-month regimen performed in the STREAM trial in a way that was consistent with its use to date within programme settings, such
as in the Bangladesh, West Africa and MSF cohort studies. These outcomes were observed despite the high standards of the clinical trial,
including stringent definitions of unfavourable outcomes and very long follow-up periods after treatment was completed.

“Observations over many years of supporting programmes in MDR-TB management tells us that the high retention of patients on a 20-24
month regimen in the STREAM trial is very difficult to achieve in the field, and such good treatment outcomes have not to-date and likely
will not be replicated in ‘real world' settings. Nor can patients be expected to tolerate an eight-month peried of injections and the huge
burden of pills that the 20-24 month regimen reguires.

“The STREAM trial demonstrates the importance of evaluating treatment regimens in clinical trials to fully understand their potential.
Further research is required to explore ways to make the nine-month regimen even more effective and as safe as possible so its potential
can be maximised. STREAM Stage 2 is an important step forward in this process.

“The Union’s Expanded MDR-TB Programme team looks forward to working with our technical partner agencies, including WHO, to fully
support programmes as they transition to this shortened treatment regimen.”
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Catastrophic Cost Survey

£ WHO HYHFREEIZ TS 1 0 NAE L AR G o N B o A K
MEELFHEE (catastrophic cost)/E H i —THEE ST - WHO H 2015 4547
national survey HYFEAERAR - W3 T-EAX B NTP &{FET RE A »
BhEEE catastrophic cost (VBT S=EEE o TEIES(2017)FEL BB THEE -

3. Global progress —Aug 2017 (a)

] completed, n=5
[ Uunderway, n=7
[ Pranned, n=9

l:] Not applicable Source: Global TB Repart 2017,
C’lﬂp!ll?(OclM?Olﬂ

| Overview of the implementation of T8 patient cost surveys following WHO methodology

R E 2016 £ = HEFHOHVHEE - £ WHO &R T - ERF—FH
% 735 2R BI(E S 58 #4 MDR B A) » SELEREH 63%%5 - G HAEZH
MDR-TB Ja il SEEEMEACPHRR FRR RN R T 20% UL A) « BEE T
WHRIHEITEEE - Y HEEZ NTP (A -

VIET NAM E Costs experienced by households affected by
TB or MDR-TB, on average
FIRST NATIONAL SURVEY ! : %
Patients faced direct and indirect costs
amounting on average to:
USS$1068 FOR AN EPISODE OF TB

of which USS 519 (49%) was reported household income loss

OF COSTS FACED BY TB

PATIENTS AND THEIR
HOUSEHOLDS

2016
SURVEY COVERAGE
tiiiiiife tirieiie
* tiiiitiee tireieiee
ittt tetieeid
tiitititiitiiiixio
20 CLUSTERS 677 TB PATIENTS

TB (MDR-TB) PATIENTS

Proportion of households that experienced

catastrophic costs

63(y of households affected by TB or MDR-TB
O experienced costs that were above 20% of their

annual household income

IATATATATATATARATAIA

98% of households affected by MDR-TB experienced

catastrophic costs

The poorest households were the most affected, with costs
representing on average 347% of annual household income

US$4289 FOR AN EPISODE OF MDR-TB
‘of which USS 2142 (50%) was for travel, accommodation,
nutritional supplements and special foods

Reported household income loss

Travel, accommodation, food, nutritional
supplements (post-diagnosis)

Medical expenditures (post-diagnosis)

Travel, accommodation, food, nutritional
supplements (pre-diagnosis)

1 MORTB
)
Medical expenditures (pre-diagnosis)

0 500 1000 1500 2000
uss

Coping strategies and perceived impact
Households affected Households affected by

by TB MDR-TB

389 ofhouseholds employedone 579, of households employed
of these strategies: taking one of these strategles:
aloan, use of savings, taking a loan, use of savings,
borrowing or sale of assets borrowing or sale of assets

229, ofhouseholds experienced 32Y% of households experienced
food insecurity food insecurity

27% ofhouseholds ‘perceived” 7%, of households *percelved”
the financial burden as the financial burden as
“serious” or “very serious” “serious” or “very serious”
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Digital Health

(—) Digital Health fi&+

T NZRAEAZ R HERE - 48th IUATLD &R E55%5 4 (& workshop -
symposium DL FEF ARG ZH ST poster session %) » # G 55w E & H T EA
Al R R 4SO B e LI - IS AR 9ifE & digital health (¢ eHealth)
W RTRENSE & T TENEEE - 14 £y mobile health (mHealth)

MR s 5 rl B0 2 WHO ££ 2015 FF4H R dmaHPRET digital health ¥f
ATBRREEIZTR S - ARG — A& M#5 5] « T Digital Health for the End TB
Strategy: An Agenda for Action | > 5%+55 |47%Z digital health 1F end TB strategy —

RAZO RIS N HY ST AT EEME (A NIED) © 2016 5% [E R AE BT European

PILLARS AND COMPONENTS

1. INTEGRATED, PATIENT-CENTRED CARE AND PREVENTION

Electronic tools A. Early diagnosis of tuberculosis including universal drug-susceptibility
to help stock testing, and systematic screening of contacts and high-risk groups

Automated
laboratory results

VOT

management and B. Treatment of all people with tuberculosis including drug-resistant
procurement tuberculosis, and patient support

C. Collaborative tuberculosis/HIV activities, and management of )
SMS co-morbidities elearning for staff
communication ighri inati

D. Preventive treatment of persons at high risk, and vaccination against
tuberculosis

D

eLearning for
2. BOLD POLICIES AND SUPPORTIVE SYSTEMS patients
A. Political commitment with adeguate resources for tuberculosis care

and prevention

B. Engagement of communities, civil society organizations, and public

: . Digital unique
and private care providers

Electronic identifier
notification of C. Universal health coverage policy, and regulatory frameworks faor case
TB cases notification, vital registration, quality and rational use of medicines, —

and infection control
! ! Add-on hardware

D. Social protection, poverty alleviation and actions on other to smartphones
determinants of tuberculosis it elini
Mobile phone torffggliccr!r’llstal
credit as enabler 3. INTENSIFIED RESEARCH AND INNOVATION

A. Discovery, development and rapid uptake of new tools, interventions
and strategies

—_—

Lo ) ) Mabile devices
B. Research to optimize implementation and impact, and promote . as resources for

innovations data collection

Respiratory Journal [F=#$7% digital health fYEEBE H 27 TLEE[E (target product
profiles, TPPs) » HEHSLIAM N ER) - HE5(2017)Fw] - WHO BEARFINEH
F I EEEREZ TPPs H 2015 Fi25 5’%@ B ~ [EI 855 & TR i 3%
HH 7 B FH 5 1) 55 e I PR B e P 4B RN BE RS SO AR A
Lﬂ\?%l%ﬁﬁﬁ%%(http://www.who.int/tb/publications/digitalhealth—
meetingreport2017/) o

DUN BTt 44 E BPE w2 s amV EE fn i i 71 PR ICIvEERE &8 E R
B LR A o
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Table 1: Summary of priority digital technologies defined by TPPs(5)

Function TPP : short description

Patient care 1. Video-supported treatment (VOT) via mobiles UK, US, and many countries

2. eHealth portal Onelmpact

Surveillance & monitoring | 3. Graphic dashboards

4. eNotify e-TB manager, VITIMES

5. eReporting of adverse events of treatment

Programme management | 6. Diagnostic device connectivity CDP (FIND) - €360 & Omni (Cepheid)

elearning 7. Patient information platform

8. Web-based training for health care professionals

9. Clinical decision support systems

(=) e-TB manager

1. &

E T AW AT B R bR B - S50W = B BRI
24w RAFIE T LRIR B 240 - I B B AISER T BUMRHR N B R A&
T Ry e HEN 28 B P L PRRAIFIE R - fEERESAR T » B MBS nst
ETEAER AR - SEELUEEARR - AN RER - 5F
EREUSA SV EE -

1F 25 BX| B4 P2 B 28 %8 (United States Agency for International Development,
USAID)HJ#EEN T » ERfE4H 4% (Management Sciences for Health, MSH) 2%t —1I5

ABOUT FEATURES TRY M CONTACT

e-TB MANAGER 3

The ultimate solution for turberculosis suryeillance and management

FIND OUT MORE

FROM THE AMERICAN PEORLE

S)USAID @l (Dmsh | SIAPS A




iHE > R BRI EEEN RS - WSS S B R 2 R H A2
R REE -

Z 4K AG (e-TB manager) IR 2 =L - FFEOBEELT) ¢
(1) AJIRHE R ARIFTAESSIZR 6 - fabpEnt &R H -
(2) WG THELT & WHO R 298 A8~ il s 4551 ~ JBR ST -
(3) {rimAdpsRty - FEAt BEMRIREECIRAE  NEF RS HA OB RHE -
(4) #2HLEE £2%¢ API (application programming interface) &R #/1H] °
(5) &G MSH JE N HAMEES - FREEY)E T R 2 TOIThRE (BB ) -

e-TB manager H B R E/E 2V UEBIFE - B a s MNEZ &AL
SaIfZE ~ EJE Rtk » FRMNEIZ 40 K bR (Namibia) f2 % Ko 1|55 (Nigeria) » 5
BUE R S 5c il ~ no3E/End(Armenia) DUSSENEETE « HIERFREAIA - &
oo 1 DA RGBS L 7 RIS 2012 47 Kz 2015 FEJESHRF e-TB managers 44 fy 2 EI45 T
S ENS T
2. HEEF A ES |

e EE KB fr WHO Bk & IUATLD conference B[S 5 » #DLF
it e-TB manager B PEHEITIH IS ERRAL - B HEEh 1 LEOH A AV iR By
2006 -2 2007 ] - ZEPITHE —RERZR BRI TR R ER; - 25HUHES
NTP IRV RIS A R THa MR R TR B4 R B €l > NMERHH
B HA R -

£ WHO ZEz DL K Bill & Melinda Gates Foundation BB |~ » #kEg 258
BEE OB L A4% » fa44k VITIMES (Vietnam TB Information Electronic
System) (41 N EH[E) » HZPPHEEINEHEE - 2015 FERER 2R S TEE
100%78 &% - {KiEkE NTP H1T4EET » 2015 G2 BlE ALY 87% ek
VITIMES(UAS & (R E V4 a B 1F By ELEEAE) « RTBERIEREERHEE L
AFFESS I B R - HRHERIG BB E - W AEEEHEHEER
diE £ A VITIMES -

£ VITIMES 25| » Bt 25 B fi 8452 (MDR-TB) F SR AHE Y EE -
i rd MDR-TB J5 A\ EREEY NS §% 7> e-TB manager (41 |~ E[&]) ° e-TB manager
HI5 A » R Pefs Ryl VITIMES FAE T MDR-TB FURE=RER 2 » (HEE
FIRIREAI IS R — &S X0 L MDR-TB B &R B G -
3. e-TB manager 8l & A5 T 244 Ll ¢

e-TB manager {F Ssfit & WHO BRI EFTaa tHVAS 2 B 247 » THEE
REA U BIET 2 4512 = BB B R s | A s i B H AR A2 B B
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Data flow

s‘mmcs REPORT MODULE

(Note: eTB Manager is a separated system for MDR-TB
which is linked on patient data with Vitimes)

2 - ZEHE S [HF e-TB manage 4455 FEH A demo version
(http://www.etbmanager.org/etbm3/#/pub/login) » i [5]20 FL#e WHO 5z#rhi
Definitions and Reporting Framework for Tuberculosis (2014 4 12 H & ¥ » 448
"N EkEL http://www.who.int/tb/publications/definitions/) » 253 e-TB manager 5
IVENG &

(1) BEEALAAR © RN 2 SRS RD - SRS - IR
B - MRS S DB SRR - $B WHO %‘ﬂtﬁ}ﬁﬁ%ﬁﬂi
TESEMAE—2 -

(2) JEFFSLIERESTHE ¢+ e-TB manager TR E BELUR AMEZE) - — A SH

ASPE(ED : new case, retreatment after loss to follow-up %) » FE{REALH
NBEEISHE 2 SR

@ MSH Demo
CASES
Not on treatment
Open cases 1-50 0f 111
Q Case search n 2 3
@ Reports
Patient Case Info Unit
Not on treatment [ 111]
* arianto mantoba Presumptive TB CRS
ent @ * ariyanto Presumptive TB HEALTH CENTER 1
1072} #) Armen Confirmed DR-T8  HEALTH CENTER 2
Case
[2) ,‘\ asti setyowati Confirmed 78 HEALTH CENTER 1
Case District A, Province A, €
o #) Chinenye Ejike Olve Presumptive DR-  HEALTH CENTER 1
o i) District A, Province A, €
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() AT ¢ =R R HER Y HIRY case tag THAE - Tag 53 R ASH -
F—BRHREREPE SQL 587k - HEENEREHE RIHE - MR
ZonEZEIN LB Y tag (PI0 T ERESERMEE T OHE]
HIV fglgicsk , 5) 2 B0 RIZHEMAEANTAE » vt - LTEIR
THEER )\(Wﬁ[l D TERIE—VEE ) - TERARANEAEEE F) -
tag THREHVAIERSAER » (EFHEF TS ARG EEE » 5L tag g
AR —E%ﬁ%e}_fﬁb tag - RFEBAFTATHE R S > (EAIE A
(Bran « Em AR E ) R R B E SRR KTl -

Case tags oADD

0 AIDS as comorbiiity witheut HIV result Cases with comments

DELETE

° Cases with open issues ° Check treatment regimen
Closed without treatment Confirmed cases on treatment
0 Defaulter 0 DR-TB Confirmed cases without DST recorded
° DR-TB Confirmed cases without DST recorded
Not on treatment { 56 ]
Confirmed on t: t (71]
Confirmed not on treatment t @
Patient Case Info Unit
Closed @
* Gilberto Pennell Confirmed DR-TB HEALTH CENTER 1
DR-TB Confirmed [29] Case
thol D?F d d
* Ronaldo Romeo Confirmed DR-TB HEALTH CENTER 1
Case
i Ernes Smith Confirmed DR-TB HEALTH CENTER 1
Case
* Iraci Jordan Confirmed DR-TB HEALTH CENTER 1
Case
= Garcia Roque Confirmed DR-TB HEALTH CENTER 1
L Case

LL_E#875 e-TB manager {885 > JLHIGHR S8R A tag THRE(ETS &

TEERE - B55—J5H > GEARGAIE LT 28I ES

(1) eSS EZEERL © e-TB manager H Y Ry FI R 45 1%0m im RYEEY
% HELEZAH AT AT St (28RIA 58T 9R) - &
It e-TB manager Y #R I AEF A AL 0 B A H H 4R #H
PrERES - FTRYEUIER (L A8 25 B8 i S B B et S » B AR
BRI ety - ARG TIE N SRRFIRIR S - A1 > HNiE e
I TERR M - 3T 2 AR PR ARSI A S5
[E S 2 BRI S o JEsE R - DUBKES M0l - @& 2015 A el



e-TB

manager

2

Bl R > HEMEEIERE 2 E 87%K A - IS » 88 H 1990 4K
RIBUHEE bl B E B - 28 BRRE AR GFESL - H H AT
smén iz R s S RS E R R e s E B = H g 1% - e RIBHEE
BRI AR E S &

) HxFEHWBERNHEFEERES S - HRNV PR T LEEHE
EEZmE BRI S - SRIEEERFE N BRI - M

SV BNl S SEUN R T e

= U E AR R S A S

P g se SRRt ~ #VEH BB FEEERHEE » EHES

FREEhE -

e-TB manager EAFREUGHIZ I EBE S22 A ELRE - SR TR ¢

-]

= FEfC WHO et > &
GEAZI T SR -

= REERIREERZ AR » SPETR
NI BT EE -

= HEME - AIEEAL case tag
REECIEE

- aFEEeinE RS EE K
Hi=EEEA - HIRE
BT R SR

» FeE A R R
ZEHRHIE - A an'E By

RETE ©

AR5

WAZET TR E R RGN - tebafE

12) > EEEERERAE - B HIEHENE

(BEg) -

" RARESRE IR TR R ot R A T
AfrEs (8 -

HREEEEESEERZ G - DeEE

HILEETETT -

»  EEPMEZEETRR o SR A -
» KA N EHE A outcome 4N BEHITHE o
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(=) Diagnostic Connectivity
7

BN ABELLE TR Tl (E - T —(ERAs B AR EHt e B
% - WREZET S

1.

diagnostic devices
for digitisation and

transmission of

data

Providing secure data
storage and routing

B e O R E - WHO T284F1% %8 Global

actionable data use

e.g. patient results

notificaiton

and medical records system

Current focus

Future
focus

Laboratory Initiative (GLI) #%.(»/N4H(core group)& - HEE A& Ia 5= B 247 Bl
EhnE i 2400 E R > ETET/EXETE " Diagnostic Connectivity | o 32 {[

6LI QUICK GUIDE
TO TB DIAGNOSTICS
CONNECTIVITY

SOLUTIONS

Product developer /
Initiator

FIBFEI
THYEENEHE -

A
N

BRI RBIE 5
el eSS B N
M~ B H AR SR EEEE 0 OR
JREHHAR—7 quick guide Feft & (B > 4L
https://www.finddx.org/publication/gli-quick-guide-tb-

=~z
S\

diagnostics-connectivity-solutions/) °
fEst S aExditalaT > GeneXpert [N Rstnlndh s AL
Bl R85 bts=X » (Rt EA 28 Diagnostic Connectivity

TRUSHY S K AEZS © GLI Y quick guide Y4

Cepheid

CDP (Connected Diagnostics
Platform)

Blue Frontier
(Awarded from FIND Q2 2017)

A comparison of available data connectivity solutions for TB diagnostics: as of 24 August 2017

DataToCare™
(previously GenXchange)

Savics
founded in March 2016

ERE iR
T

El4 k. - 55 GLI

B E R —(E

GxAlert™ (TB) and Aspect™
(A multi-disease platform)

SystemOne

. B . Available for installation (as of . . . . N -
Status Available for installation September 2017) Available for installation Awailable for installation
Vish Kulkarni James Fry
Global Marketing Manager Managing Director
) wish, id.com Xavier Morelle, .
Lead w"‘aﬁm and Jack Regnart Chief Enthusiasm Officer Jeff Taklet. ‘I:dhelg Develvpmeil;t Officer
emall address Priyesh Bhoara Technical Contact avier @savics.org ftakle@systemone.
Global Product Support Engineer
Priyesh.Bhoora@cepheid.com cdp@bluefrontier.co.uk
How it can help ensure your GeneXpert network is functioning properly (device management)
Yes
Yes Dashboard charts show test numbers | Yes Yes
Shows usage statistics by per and by lacation as well as Dashboard shows totals and can be

device (e.g. number of tests
run over time) to see whether
devices are operating

Dashboard filters include daily,
weekly, menthly or guarterly results
with drill down capability by Country,
State, District or Lab level - viewed

ically and numerically

the number of days that devices have
not reported data. Time period
options are available are weekly,
monthly, quarterly or annually. Time

DataTeCare Analytics shows charts
with the number of tests per device
for a timeframe defined by the user.
The last laboratory connection

i is also d

periods can also be ¢ ised by
the user. Dashboards are customised
for each deployment

filtered by timeframe, location,
specific instruments, etc. Also shows
last time the GeneXpert sent results
to the platform to help troubleshoot
network issues

43



SFRFE(WI L - 484k http://tinyurl.com/gliconnectivity » RN EHIF ) » 478 H
AER GeneXpert HRHEVE R %1 G#HE -

ZAIM > BR T GeneXpert LASD - (&Y H A AmERIHE H Al R R Eplsh 2
B - BRGNS > WHO fE&5 %00 = BB R H B T TAE Y E S H s —PEE:
ARAE KB B E L BB A 73 (2 AL T e SR A1) -

2. gy

A Y Connected Diagnostics Platform (CDP)E1E5 » f47F FIND [5|[54H 4%
AT - B E SR bARER(GeneXpert) S{E G I FEU L (LHYRZ B R 25 (]
0 XOeR ~ B ES) B EE G o UG ZIRRRZ
(R T)

..--.0.--.0.--00.-.0..-.Oo....-.0.--.0.--00.-.00--.

LI pATlENT LI L I
. ° .
. . A
CONNECTED : . UNCONNECTED
DEVICE DEVICE

.0 COP o---

...UOOCUU. RESUL"’S .0..‘..0 RESUL"’S 00‘..00..‘

® 8 8 & & 8 8 8 8 88 s e e e
L I I I I T I I I D D

FIND f£ 2016 )2 H B S {FHE2E > IR 2016 4 11 A 2 2017 482

CDP Components
CDP Server Integrations
Diagnostic Devices $/W Connectors Network Data Collection Management & Clinical Sharing
Lan / Mobile Services
Clinical Systems
CDP: Bridge —
CDP: Mediation Layer
Cepheid
GeneXpert

CDP: User & Inventory Management
CDP: Dashboard Alerts & Reporting
. CDPV1.1 Connectivity elements
CDP: Patient Testing Workflow

CDP: Vietnam Data customisations I

. CDPV1.1 User Interface Services

j COPV1.2 Vietnam customisations CDP; Vietnam Workflow Roles & Alert Customisations

. Vietnam External Integrated Systems CDP: Vietnamese Language |

Ak Ha Ba Trung ~ Hoang Mai {7 & B W ] 82 [ Hanoi Lung Hospital
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¢ National Lung Hospital B {E - 38 FHAIAEET3H# 3304 S X Y6k 316
45 Xpert #7145 0 T 4000 %V )\E!’J%L%ﬁ B N E) -

Total Tests By Site Testing Profile
21stNov 2016 - 6th Jan 2017

mMirozopy  ® Kpen

Number of Tests * Microscopy » Xpert

Patient Episode Status All Sites

= Numiber of New Paitients
Number of New Paitients

= Number of Previous Paitients Number of Previous Paitients

Number of Unknown Paitients
Number of Paitients with no Status
Number of Paitients with no Status Total Number of Paitients

= Numbser of Unknown Paitients

Number of Paitients Created at a Institute Level

Number of Paitients
- g g g
o
.

£ E 22243288 SRR I EEEEE E 58S
o~ . A S o o oo oW e = R & % &
= A 1-.”29@@::@:22—: nnnnnnnnnnnnnnn 258

Date of Creation

W Numbser of Males Created @ Number of Females Creatoed
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3. Cepheid 2 Z=01

Cepheid & HATH K 4LHY GeneXpert fali T8 - {EZ {00 FH YRR
b MFE R R N T HE R E R 0 B el Eas ey
C360 ~ DLE #Hr—1X point of care HY4E/Nif 0] #8 R ia B % 25 GeneXpert Omni
TR EEAITE -
(1) Cepheid C360

/ Cepheid.

w Cepheid C360

Disease Surveillance and
System Monitoring Software

A secure, hosted piatform that collects and aggregates
real-time information from any GeneXpert® System,

C360 il EAllE —HEREETE - ) A ERE S 4R
B —EBEHY GeneXpert FEesiViRipH s - FEHERIPUKERHEZLE
B FN BRI R BRI E s > SRR S &N e
# o

C360 £1& Sync ~ Analytics B Administration = AKF2=fH4H - C360 Sync
éﬁ*ﬂﬂi?éﬁi{%ﬂ » SAEIUA] B2 B2 OREN A 48 (web portal) BT

ALY GeneXpert s FTIEAVEERS - FTA L4820V ER - #rTEEfE
ﬁ] BB (1% 2 Cepheid HYERHL(H ATSN SR M BCE IR 2

%) - C360 Analytics JE I RI B BELHRE BT 54 - &35 S (aggregate) T A

AR GeneXpert system Je by - A7 H B8 230 BRI EER SR -
{# F & v B A 2 (RN A I480E > IS E_ EEER - C360
Administration 2 {2 12 2 & U (5 H B RESR LUK 2 & 5T -

£ C360 HYA=REHE | - fi3w GeneXpert eI i4K — B L B b
RN S BT ~ ARG AR > HUEREER—EERNER > B
BRI sE B 3 E R EE N BV S E bR ERE - E 2 TR T2
B PR R > F H R B EORIIAE -

Tl e R B A B E BT - R e T e & Y SR IeE 3
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FEARGZE - NI C360 Z &t AR s FL 5 Bl © C360 HYE R T
M BEREREESIEE T - HREMFHTRE MR E NG 4 Im s & A
Ko Cepheid &t ©

Cepheid C360: Enhancing Productivity & Performance

Secure Collection and Aggregation of Real-Time Information

Disease Surveillance S—— -
& Reporting Data Transmission

* Real-time visibility into « Early detection and * Direct, real-time result
system performance monitoring of outbreaks communication for both
« Monitoring of invalid « Identify at-risk clinician and patient
rates, module populations * Accelerates time to
calibration treatment
: s » Automated statutory
requirements, utilization reporting (e.g., CT/NG to
« Supports hub-and- CDC)

spoke models

* Enables proactive
customer care

(2) GeneXpert Omni

GeneXpert Omni FEARFEZFY 2015 42 7 A EEHEL > AlaE Ry 1 B point
of care HYHT—f{ GeneXpert ZErn > H? 2017 FEEIRFIEF £ - Omni A58
Ryl (EE/ N —AT) ~ (EFEE ~ WEREREIVWNGFERTT) ~ AT
BEAM > EISPRFF AT GeneXpert Z4TLIAE * (# FTHAE AR (cartridge) ~ R 81
C360 RHFHER EEiglprds - Omni & T RNFES —R N B i FANG R s
B ~ RISk e YRR SR - T HY AR AR B 5 X ThAE © JEEST Omni £52H
KRG w R EH DL Pl -

Introducing the
GeneXpert®
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() VDOT

1. f&57

#l/a(directly observed therapy, DOT)J /5 & il B fH A\ IREENHEE MY E
S » 2R DOT i AJIBRA B3 S BUZ H NTP 2 —(E L &l - 4
LR 2 4y % VDOT (video directed observed therapy)fi: A B H]
a0 5 H TS HEVE A e~ RRE R (EZ - R
VDOT Ji#5 - VDOT F£573 By AJEH! + (1) Synchronous VDOT (2)
Asynchronous VDOT - &% FEEBERF T ~ B/ VVEE TIE A B
[EPEEI N TIREA -

TUATLD 75 ZC#8 5 EBIIMNREERY Garfein 1873 A AT FAFIEE
LB S R PR T R R AR - 225 Ry (s e BRI ASER 2 Ky
efficacy trials - DIBERE M IRERRI 72355 T 20 PRET VDOT BN 45IZ R
LTBIVERRAVEUH © H AT A AT e By 2 o M e Eh &g i) -

UC San Diego VDOT Studies

NIH R21 Pilot Study (2010-2012)!

- San Diego, CA & Tijuana, Mexico
VDOT Expansion Study (2012-2015)

+ San Diego, San Francisco, New York City
Practice to Policy Project (2015-2016)

- San Diego, San Francisco, Santa Clara, San Joaquin, Imperial Counties in California

Center for AIDS Research Pilot Study (2016)
« HIVITB co-infected patients in Tijuana, Mexico
NIH U01 LTBI Treatement Trial (2016-2020)

« RCT comparing VDOT to DOT for LTBI treatment using INH & RPT (3HP)

e & & & & & &
» W ¢ ¢ ¢ o ¢
o @ ot &° & o

100%

% of Expected Doses Observed
8 8 8 88 g8 g 38
® R R R F R ® R

g
®

9
B
7
6
5
4
3
2
1
0%
. &~ i\’f’q’\
& N
4 &

0 2
o o < & & # o
o e o & 40 o W A
o & e < & o
= A & e & &

ot
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2. AiCure ESLZEH)

AiCure /& VDOT sty — I SeBE (7 i i s2 1 il 2 DL N 48hk
https://aicure.com/video/) - i&{lE & sk FH 250 242 B BB - 58EH 0L
N TSR e FIErm N S0 ~ SEVIfEss i AEREE - H
BEREAT—0#  FalQABICHE A S6Z -

AiCure fRHLEIREORMEE U BOHIEAE - 08kt N R IR BERE S R
ARG - A S A bR (e i o P B DA SR A s 4H H T IEAF S5
AR AT PR - SSIEEC AN LEPP IR - WEHRE SR AKX
LTBI & EZE » 8% 2017 £ 2 A3z 41 AEEZm A 14 A~ LTBL)A
27 N) o WP EEFITRUTR AR LR i 4K 4T -

Flexible and easy to use for healthcare workers and patients

Protocol / regimen selection Medication alarms and automated
reminders

Clinic visits and reminders

Real-time alerts of missed/incorrect

doses

Communicate directly

with the patient

Real-time side effect reporting
Data can be exported

at any time for
patient/clinic performance

®AiCure

Maximize therapeutic benefit through Al

HIPAA-compliant Automatic medication Real-time ingestion
facial recognition identification confirmation

/?‘m o
Y%

3

®AiCure
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(11) HALZEH]
1. Onelmpact (http://oneimpact.org)

Ry T BB LAY EE 2P 1 S B B M (community based patient
supporting) > ER[Z4H4%% Stop TB partnership j7* 2016 -Ei Dure Technologies &
{ESER T app " Onelmpact | - /£ A AFVE FHEITENEEE - HAUMRHLRT)
RERVIHR - FHZ ARt B 1 BLH AN T &RV 7 - Onelmpact F1F app JE =12
PR N - U ERIE S8 - AE o EEE RN W AAE
[FEKIG - AJLLZE M app EREETTRE REE - $50nE A BRI AT

Home  AboutSton T Partnership  About Oneimpoct  App Components  Response Dashboord  Gabery  Retources

Get Knowledgeable

~

v Provides scientific information about T8
v Myths and facts

v FAQs

v Know your rights and responsibiities

v Messages from people with T8
 Informative videos

+ Multiingual support

1% app HVEH A B AR BRLASN » 55 AT ] Onelmpact Y485 -
F M E R R BRI ARSI BRIE T -

2016 7 » Onelmpact Y3825 58 (Tajikistan) #E{ T X E M| - 54 ITUATLD
#3574 Tajikistan Stop TB partnership 4525 A Safar Naimov {5 &7 25 &K
B o HIJ7® Onelmpact S8R FHE T REBUE - FEHEEDEMEH - Stop TB
partnership &5 Bl & bl B HETT 2 JCE SRMERS (E FH B AVFR K ~ A HARFEAE
TEFES  EEE S KB - Bt HE R & (5 A Onelmpact 1Y £ ZEF AT 42
THEE B A\ B R RIEE
(empowerment) > [RIFE{EE%ET& (L
app I » FrAlII A B G ENTORE - Bo
&1 &N E A patient support group
program - R&H 58 )6 9R A\ SR &
BENAR > R 8w
5 o 1F 2016 FERYETE T - HF 23 4
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HFREMASCRAERR » el 230 IR A\ SEpldaizimafs - Efe—fetth - &
stre Naimov AR A8 2 — (IS tZm B e - M RESEIORECEE T Ay AL
(EJ5H R Ry B pream Ry BT RE]) - MR E e AR A SRS

2. 99DOTS (https://www.99dots.org)

99DOTS Z+EHEIE RNTCP (Revised National Tuberculosis Control
Program) £ 2 - REEEY (i 28 KAEIR)H% H B Rikaeat 12 - Hiw
NG HHRERIGEESE% - FRESE EArFIENEEERNS (R HER - R 7]
FANBE LA E LA & ~ TERE5E IR ZE -

99DOTS it Ry ¥ AR AL R & ESh) ~ Fot &Rl o tisat - 58
(EES ==t a6/ PN 2 R EAs A SSeal apa = e DN i
99DOTS BA M G EITNRE - HIffal B BHEiEm AREE - HAEERERE
WAEEHEE(EE R B - BH A& 05 &R Ry R R ]
BEEHR AR EENEEME ~ H 99DOTS & DARGENAAAIE T A & FEAR AHRAY
HEXE - AETEEHERIEES  CAREBNEXRESH -

Adherence

B Monday, 22 September 2014

Segtamber v > 2014

51



N EHESECEUNE

ZAIM > AEIEFTAEER digital health HYZEBIED—E Ryl D) H#WSE2EH -
FEZEH 2T poster session » 5iZEfgns NTP A& - Khachatryan 22z
F Skype 175HEHS - 126t VDOT f#s4a A delamanid 458005 A » fE4HY
s Eal2s3E » VDOT A 4R Ak Y 2 F (unsuccessful calls 20.4%) - &
session £ #E— T B 5 Lo [ A AIREEIRF I Rl - s & A
iR

() 484

THEEESEE A H s B RHER AR B E AR E8EXR - A
TUATLD #gatHat 7 = mry &R LA
(1) SMS (Short Message Service) (2) VDOT (video directly observed therapy) (3)
electronic medication monitor and surveillance °

SMS J& = F IR o I (A — 1 > oA TR » B ATS JE (R
Ei R S BEEF W E 2 B4 o 1F electronic medication monitor Zf557 @ E[IEHY
99DOT = EAPY B S=E 5 HY VDOT HATERIES [REEIZE G » BRIl &
MTFHREITEEEEE B - B BN N E R G B -

BA TREMNERER G # P e EATREES - FEEEEN
& 0 AEEEREEL Y ARIPHETE Rtk - WM 2R s s E Rl HAE & Al
o SLE B E BGAY o 1838 LR & AR sk = /Y -

GEAEMEE TSN ERSE - BASESHEIRN &R E L3t
EEERR R B ARV EF S - B EEREAE - fTEhEe B LG =T F
R R ESERIR TR S R 25 -
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WHO Preferred Product Characteristics (Draft of Pre-qualification Guide)

PN 25 i 7 S HE S phase 3 Y MVASSA #:{% 1 phase 2b Rz » {H
& pipeline B2 A/ candidate vaccines » £ [ 33 WHO 1R A ZFaZ &%
R HNEE R e - WHO BB pREM i v Ay S e — A% - $2 Pl ey
Preferred Product Characteristics - F7 DLi2 X B & ZL 5] &% Draft of Pre-
qualification Guide - fHFY TB Ed—{EARE S M IEBIVE S E T &Y Target
Product Profiles (TPPs) HYME&-R[E (fF4]: Ebola % Zika) » B—{E{FFE A
HIRRE - SRR T - A EER RS phase 3 7 AR SRR Bmagst
HEEK - (SR m IR, REER RIRBURHSAFTITE - thaefERiz
Ey ERIE S USRS S Y R B T A RS I - E 28 WHO
b PR EE A B RS > BT PUE(E draft JRAEHE pre-

qualification HYZERK > FEAFHAITEAENE BRIV 2HYE T 0] DIBEE -

ERFEGE TB BUHEE A RRENE e EEE AR E REH
AiI{E WHO 4815 _F{E AR - B RUSHERE ~ Ik B R &5 LSS — U
i B57% i (Malaria, GBS, RSV, Next generation of influenza)#y PPCs - H FifR%S

M [E TR AF A E a2 B FE: ETEC and Shigella, Herpes Simplex Virus °

2. Vaccine Development to Policy

Preclinicaldevelonment Early stage clinical Late stage clinical sttive: l:!lory Policy WHO
" development development sess e “ recommendations 4 prequalification
icensure 4
/

/

Overarching guidance / norms and dards / technical support / impl i h/ expert input
Supporting and facilitating Transparent and comprehensive  Global policy and access
product development evidence reviews to quality products
Licensure
| | Class specific guidance to product development = J +
Norms and standards SAGE recommendations

+

Advisory Oversight
- - - Prequalification

PDVAC

ECBS NRA joint reviews +
Full evidence review

Ad hoc experts

From Vaccine Development to Policy: A Brief Review of WHO Vaccine-Related
Activities and Advisory Processes (2017) 1] £:7%

http://www.who.int/immunization/policy/ WHO_vaccine development policy.pdf?ua

=1
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Rapporteur

E4{%— KA closing ceremony, FRHELEPIEAGHIS T I ek EB60K
i > GIEITEREEELE SHP EATE BARE] » IR AERIT 2000 R
[1] highlight » B35 BRI 22 0, -

PD-767-13
LTBI SOA-430-13
PD-761-13
* Indonesia — Care cascade
— 369 contacts <50% evaluated
and 3% initiate therapy
* Adult primary care clinics demonstrate major fall
Oﬁ: |n Cascade - Denver LTBI:alecontinqufovre.au!ts-'erp?rting‘bi'th:eu"tl\rwithan
—9,397/32,452 eligible tested -

* Surveillance of SAE with |
3HP Taiwan =
— 2652 initiated 3HP - - . -
. 29(1%) pOSSiblE SAE ' Estimated LTBI Knawn LTBI Started Therapy * Completed Therapy"

* Flu-like illness during 1-4 dose

A4 A

THE 48™ UNION WORLD
CONFERENCE ON LUNG HEALTH

wortunghesory @ TheUnenlungrests QUrionConderarce BuricnCart

54




Encuentro

PALIE bottom up FydffoK > AREE IS B (8 A0S Eh
(—) 7 TB &%
ERFAGRIAEEE - T E s T YA IR SRR R B T P ARt 157
EFAL R - #EIRE = D USRS - ERREGT - BTE e SR
NEEE—E > 28 ERIIERIIN !

() Rodando por el Pulmon (£ i &l (e R s B 0 )

{i Foro - Encuentro Expo H#F%EMT—& » &85 =fr{FRa8 > T HEEH
RS E%HT¥T AH A Dr. Suvesh #2ESEXT# 05 » #H1 STREAM TRIAL HY Andrew
Nunn —ifE6i 5 » 2MHER B EAVEE; |
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Southbound Relationship

G ERAE ARG 0 (BJ5H9%) Dr. Kedar B, 3 H EL st
1% BDQ 45%1 5N B i & I8EE XDRTB HY Damien Foundation (ELFI[EF NGO,
Fy Nepal FANZ WHO £EkE:4E 2 RE 1 » EE501 5 Save the Children) , #E{T
afam, CHIA— 20 2Kk b 2edRaz i g o WAHEYES B BRI s RO B
WA ERT% - FELL e-mail HEFTIREHE -
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\N“ ‘r‘w

FERERNEAIERIRIS TR &, Bl&E%i4H4H & Dr. Celine Garfin F5%

[T [ S B S FE FE R R 2 1Y Tito Rodrigo &71HI, BT A BB &R, i
DAMESS B RTRHEAT Z BN i Bh 8 /EF 9T (operational research) FE %R,

A B B0 EL 2016 prevalence survey 45 BREN{TEREL 2010 FFAHEE SR F—=, #£
EEATE A A am ) - H AT HZEE 2 Vital Strategies (the Union Z 5k
B4R THABIEL Region 3 & 7 18 45 HIBISR B BRE RAGEREATIRIFHIZE 5 5351
BRI E#HhE (National Capital Region) Y Regional medical director » Ariel
Valencia ¥ & & BV AE R P2l s TR R R 22 B, 5 T/ NaH o 77 B HO B
fi e B R AU

57



Poster and Oral Session

SHP HHRHRITE A EL, M EFiERiiE, %R LAVERE HE
BiS= L - R KIT 2 BRI EIGREL - SRR TR DL B aRI4E T
HE0 FEREFEERR medical tWEISREHC - WHLEFHE AR R - HAT cytokin
storm #53, &KEE b LRI B EiTHE TR i DA AE 2 FE in B a SR F A AHY
778 AEFEEEHYAEACE - INH AyA G AR 2L Rifapentine E—2E > 45
EIPAREISEE 2N E RN @ SUWEE TR

EFRRITEHE R - HEEFEEITHTIE & s b 2 REIRAT PAP
FEEERE, 7% HGENEEAEBIENER TB & (55AE /e HAEDR
TR LR, JEETR RS AL -
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ke home messages..-

serspective, P4P (incentive) is more cost-
-ss than DOTS (regulation) program.

ncrease direct costs

\nancial incentives could i
.penses), but less indirect cost (productivity loss).

e feasible model for engaging healthcare providers
ation with public health authorities.

|cators for Structure, Process and Outcomes monitor

»uld come with P4P system.

- AAHEAE LB e &) 5 metformin FERERRIAHY(E AT 82 BR SREE A% HY
ol o UGB OB E T - rEaB R EIYE R R E R E e LS

A AL e S s o
RAriE > WHRIGET G TEEYIEI TR - TDVER AR B sR ER 5 1R
TERHER -
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LAt T B Y 5 10 - B o SR B R ISy MIC &52R ~ VT

AT {F meet the expert section ¥f MDRTB program FYZEEE (v K (i il il

Ay A\m
njé =)

RELFUR B TRV B 2T AR SR E B ER AP - Al el ~ (@ LUK Nicholas

BT RS R SERZ A BEBR E A bT FE R -
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{h ~ S ETER

SR FRE R Accelerating Toward Elimination » FF B2 [R 2B PE B 45 %R
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