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The MDR-TB Death Sentence as Public Health Policy

“In developing countries,
people with multidrug-
resistant tuberculosis
usually die, because effective
treatment is often impossible in
poor countries.”

- WHO 1996

“MDR TB is too expensive to
treat in poor countries;
It detracts attention and
resources from treating
drug-susceptible disease.”

- WHO 1997




August 1996

MDR-TB treatment project initiated in Peru by Socios
en Salud and Harvard/Partners in Health.



April 1998

Harvard University
hosts international
meeting to debate
treatment of MDR-
TB In resource-poor
settings




Preliminary outcomes in 74 MDR-TB patients
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"We have to think about MDR-TB In a
new way. In the past, we have seen it
as a virtual death sentence for the
people in developing countries, but
now we can give people hope of a
cure.”

Arata Kochi, April 5, 1998
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Reduced prices of second-line TB drugs

Drug Formulation | 1997 price | 1999 price | % Decline
Amikacin 1 gm vial $9.00 $0.90 00%
Cycloserine | 250 mg tab $3.99 $0.50 87%
Ethionamide | 250 mg tab $0.90 $0.14 849%
Kanamycin 1 gm vial $2.50 $0.39 849%
Capreomycin | 1 gm vial $29.90 $0.90 07%
Ofloxacin 200 mg tab $2.00 $0.05 089%




WHQO Changes Policy

“Failures of regimen | that include rifampicin
In the continuation phase are more likely
resistant to H and R and have a lower chance
of cure with regimen Il, which includes only
one new drug. Alternatives to Regimen Il are
strengthening the regimen by adding 1-2
reserve drugs or using regimen |V In failure
patients with MDR, according to the
resources and capacity to keep the patients
on treatment .”

WHO Treatment Guidelines 2002



The Global Fund to Fight AIDS, Tuberculosis

(:) and Malaria

Third Board Meeting
Geneva, 10 — 11 October 2002

To help contain resistance to second-line tuberculosis
drugs and consistent with the policies of other
International funding sources, all procurement of
medications to treat Multi Drug Resistant TB (MDR-
TB) must be conducted through the Green Light
Committee (GLC).[1]

http://www.who.int/gtb/policyrd/DOTSplus.htm



Scaling up of DOTS-Plus through the GLC
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Changes in life expectancy in selected African countries
with high HIV prevalence, 1950 to 2000
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http://www.actupny.org/reports/bcn/BCNthompson.html

http://news.bbc.co.uk/2/hi/health/3884349.stm
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http://www.whitehouse.gov/news/releases/2003/01/images/20030128-19_speechd128-ed-515h.html

http://www.whitehouse.gov/news/releases/2003/01/20030128-19.html
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3by5 is an attempt to use time in the most creative of ways.  Bureaucrats who were supposed to lead the battle against this epidemic were simply telling us that it was getting worse and that we should pay more attention. Body counts and meetings, more body counts and more meetings.  When PLWHA demanded treatment for everyone, most of them just shrugged their shoulders and said it was too complex and not cost-effective.  We knew as we were preparing to announce 3by5 that we needed to use time to light a fire under all of us who have the skills and the resources to do something about this epidemic. I wake up every morning in a cold sweat thinking about how little time left we have to reach our target of 3 million on treatment.  But I take comfort in knowing that for even a brief moment, I might share a small fraction of the terror that people waiting for ARV treatment feel every moment of their lives.    

Gustavo Gutierrez, during a public conversation with Noam Chomsky that was sponsored by Partners in Health, told us that there is a simplicity on this side of complexity and a simplicity on that side of complexity.  He told us to try our best to never mistake the former for the latter and to do whatever we can to reach the latter in any great project we take on.  3by5 is often misunderstood as the simplicity on this side of complexity.  Nothing could be further from the truth. 3by5 represents an understanding that the mighty battle we are now engaged in to struggle with and ultimately handle the complexities of HIV treatment, may be one of the few chances we have in this life for redemption.  All of us, especially the health care workers among us, might be asked someday by our children, what did you do when you knew that AIDS was going to be such a huge problem.  My own answer will be that I didn't do enough but we took a good shot at it with 3by5.  

As you think about what you can do here in Seattle to participate in the great battles for health and social justice like the battle to bring treatment to poor people living with HIV, I would like to leave you with a quote from a particularly distinguished member of my tribe, the tribe of anthropologists.  Margaret Mead once said, "never underestimate the ability of a small group of committed souls to change the world.  Indeed, they are the only ones who ever have."      It is my great, great privilege today to deliver a lecture named after a man who every day of his life, lives in solidarity with the suffering poor who are waiting for so many things, especially treatment for HIV.  


Number of people receiving ARV therapy in low- and
middle-income countries, 2002—2006
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iInvestment

Bill and Melinda Gates Foundation $6.5 B
The Global Fund 8.6 B

President’s Emergency Plan for AIDS $15 B
International Finance Facility $4 B
Multi-Country HIV/AIDS Program $1.1 B

Global Alliance %3 B

Public-private partnerships $1.2 B
Anti-Malaria Initiative in Africa (proposed) $1.2 B

United Nations Fund $260
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-BMG data here represents how much money they have spent on global health thus far, to illustrate annual spending now a more accurate number would be between 2-3 billion


investment
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BMG grants to Harvard

$44.7 million to develop the program model for the control of MDR-TB 

$25 million to support AIDS Prevention in Nigeria (APIN)

$2.28 million to support the development human papilloma virus (HPV) vaccines 

$7.57 million to develop a new paradigm for needle-free vaccination technology

$18.7 million to develop valid, reliable and comparable measurements of population health
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Our Response:
Building the Field of Global Health Delivery

Better Health
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© 67 Military Spending and Foreign Aid, 2006

‘D Military Spending B Foreign Aid ‘

600

522

500

400

300

$ Billions

200 -

100 -

11 447 416

275 s0.2
- 291 108 101 ‘\9.92 ,_|17'2 5.05 109 573
0

United United Japan France Germany Italy Canada
States Kingdom



Presenter
Presentation Notes
Center for Arms Control and Non-Proliferation and OECD


American Perceptions on Foreign
Aid and Defense Budget

 Recent 2005 survey showed Americans
typically believed that economic and
humanitarian aid = 10% of total federal

budget
— Only 18% guessed less than 3%
— Actual = 1.6%

* \When asked what % should be allocated
to foreign aid, median response = 15%
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~ " Never doubt that a

small group of
thoughtful,
committed people
can change the
world. Indeed, it Is
the only thing that
ever has." —

Margaret Mead.
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