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RESURGENCE OF TUBERCULOSIS IN WHO

Dr. Tadao Shimao, Chairman, Board of Directors, JATA

Why Tuberculosis Problem

Neglected ?

T uberculosis problem had been neglected in spite of
its magnitude even in WHO in the past decades, and

the major reasons could be summarized as follows:

1) Due to chronicity of the disease, tuberculosis prob-
lem can be compared to an iceberg, whose only a part
floating above the sea could be seen, so that it is difficult
to know its real magnitude.

2) Success of tuberculosis control in industrialized
countries produced an illusion that tuberculosis problem
was already solved and there was no heed for further
research. Thus, scientific interest for tuberculosis was
lost, and it had become difficult to recruit young research
workers for tuberculosis.

3) Tuberculosis attacked mainly the weak, and their
voice hardly reach the policy-makers in each government
or international organizations.

Why given Higher Priority Now?

Tuberculosis problem has resurged first in the United

States in the late 1980s, then quite recently in WHO,
and the reasons of resurgence are the following:

1) Tuberculosis problem has been deteriorating due to
epidemic of HIV infections particularly in Africa, and
recent survey revealed that tuberculosis is still the
biggest infectious disease both in developing and devel-
oped countries.

2) Tuberculosis was successfully controlled in some
developing countries such as Tanzania, Malawi and
Mozambique using existing technologies including short-
course chemotherapy under the technical guidance of
the IVATLD, though the success was masked recently by

the epidemic of HIV

infection in these
countries.

3) The World Bank
analyzed the cost-

effectiveness of sev-
eral intervention mea-
sures, and has found
that passive case-
finding and short-
course chemotherapy
for tuberculosis was
one of the most cost-effective interventions. The data of
tuberculosis control in Tanzania and Malawi was used in
this analysis.

4) Recent advances in molecular biology and gene
technology gave us hope that new methods of tuber-
culosis prevention, diagnosis and treatment could be
developed by applying these new technologies in tuber-
culosis research,

Actions Strengthening Global
Programme Tuberculosis Control
In January 1989, Dr. Arata Kochi was appointed as
chief medical officer, tuberculosis unit, the division of
communicable diseases of WHO. He started to examine
in cooperation with world experts, the present epidemio-
logical situation of tuberculosis, programme coverage,
reason of failure in controlling tuberculosis in developing
countries, existing technologies used for tuberculosis
control and priority research area.
It was found that 1.7 billion people or roughly one third of
world population, were infected with tuberculosis; approx-
imately 8 million new cases of tuberculosis are coming
out, and nearly 3 million are reported to be dying of
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tuberculosis every year, and the majority of them arising
from the developing countries.

Commission on Health Research for Development
(CHRD) which was organized in 1987 presented its final
report in 1990, and it was emphasized that tuberculosis
and malaria are two major diseases which were ne-
glected in past decades in spite of its seriousness, and
should be given high priority in global health strategy.

The Executive Board of WHO showed interest on
global tuberculosis control, and adopted in its 67th
session a resolution on tuberculosis control after examin-
ing a report prepared by the director-general. The reso-
lution was sent to the 44th World Health Assembly which
was held in Geneva from 6 to 16 May 1991, and it was
adopted with minor amendment after active discussions
to support it.

Dr H. Nakajima, Director-general of WHO, took initia-
tives to strengthen the global tuberculosis control imme-
diately after the adoption of the resolution in January,
and organized CARG (Coordination, Advisory and Re-
view Group) on global tuberculosis control, consisting of
12 members, 6 from each region of WHO and 6 others
are members at large. | was nominated first chairman of
CARG, and its first meeting was held from 2 to 3 May
1991 at WHO HQ.

New Target by the Year 2000

T he situation analysis, objectives and target of the new
strategy, programme activities and proposed future

plan were discussed in the first meeting of CARG, and

the approved global target by the year 2000 was the

following:

1) First, to cure 85% of detected smear positive
pulmonary tuberculosis globally and the cure rate in
industrialized countries should be 95%;

2) Then, to improve the case-finding rate of existing
cases to 70% globally and at least 60 to 65% in devel-
oping countries.

To reach this target, it is needed to strengthen training
of key-personnels engaged in tuberculosis control, re-
search and development in every country, Dr. Kochi is
now trying his best to collect funds necessary for the
implementation of the programme asking for participation
of interested member states and donor agencies, to
increase the staff at the HQ and to organize manage-
ment structure of the programme. CARG will hold its
meeting consisting of small groups and interested donor

agencies in August, and its second meeting in Novem- |

ber.

| am sure that the detailed plan of action of the global
tuberculosis programme would be reported to you in the
next issue of the Newsletter. &

OUR _ACTIVITIES

Epidemiology Division

Dr. O. Tokudome, Division Chief

E pidemiclogy division is one of the three divisions in
the Second Research Department, but both the
division and the department is customarily called “Epide-
miclogy”. In other words, there is no clear boundary
between the division and the department.

Our studies are concerning TB and public health. So
they are quite closely connected with the national TB
programme of Japan. And the results of our studies are
fed back to health personnels through the training course
or publications. One of our current study subjects is to
find out the reasons behind the recent stagnation in
reduction rate of TB incidence in Japan.

Dr. T. Mori is Vice-Director of the Institute and also
Head of the Department. His main research work deals
mostly with epidemiological studies, and he carries out
his job very efficiently. He is terribly busy with research,
lectures, meetings, international cooperation and so on,
so that even our staff members can not find him when
need arises. For this reason, he has to carry a beeper
with him now.

Ms. M. Ohmori, may be known to you as a lecturer on
statistics and epidemiclogy; Ms. Y. Yamada is a public
health nurse but mainly works on computers for surveil-
lance. Ms. K. Miyamoto is a cheerful personality. Dr. M.
Sato is a non-regular researcher and often gives us a lot
of encouragement as if she were our mother. Dr. M.
Wada, Chief of Clinical Research Division, holds some
lectures on diagnosis in the course. Ms. N. Sato has
joined us this April. She is the youngest amongst all the
Satos in our Institute.

Dr. H. Tokuda, who was our chief and a lecturer on
diagnosis, left our Institute this May for Central Hospital
of Social Health Insurance, Tokyo. Ms. S. Kurakake also
left the Institute this March to live with her parents in
Fukuoka Prefecture, her hometown.

I was writing this column with serious lumbago, the
recovery from which took some days. | wish that all the
readers enjoy good heaith.




—— APPEAL TO THE 1983 COURSE

L

VOICES

Dr.Daniel Sokani Nyangulu , MALAWI("83C)

L et me first inform you that since
saying “Sayonara” to each other
eight years ago, | have remained very
actively involved in my country National
Tuberculosis Control Programme as a
National Coordinator. Now, after picking
up more skill from the “Advanced
Course”, | intend to continue working even harder in
order to reach/maintain the high cure rate and case
detection levels currently recommended by the World
Heath Organization.

Now, | am writing to ask all of my colleagues of 1983
course to make a reunion on the "VOICES’ page of the
Newsletter from Kiyose, which | hope you have read
through, by sending your fresh news. | am sure your real
activities, information, interests, problems at work would
appeal not only to us but also to all other exparticipants.

o hayo gozaimasu and warm greetings from Turkey
to all 1983's exparticipants wherever you may be.

As you remember, we had joined TB Control Course in
1983, together with Dr. Hiseyin Hiisnl ARIK, from
Turkey. | am grieved to
inform you that Dr. ARIK
died suddenly of heart
attack in November 1990.
He will always be fondly
remembered by us.

In 1983, | was the director
of a TB dispensary in Eski-
sehir. After coming back to
my country form Japan, |
was appointed to TB Con- =
trol Department in the
Health Ministry in Ankara. |
worked in this department 4
years. Now | am working in == L
the Directorate-general of Primary Hea[th Care, in order
to integrate primary health care services with TB Control
services. | can say at present every thing is going well.

The days which | spent in Japan were a wonderful
dream for me. | still miss all of you very much. I'd like to
express my thanks to all my teachers, JICA staffs and
send my best wishes and kind regards. And, many
thanks Dear Daniel, for your taking pains with his
opportunity. | believe, you are going to be the President
of MALAWI in the near future.

| am looking forward to seeing all my friends in the next
Newsletter from Kiyose.
Dr. Ayten Yarar, TURKEY('83C)

I t is good to hear always from the mother institute, RIT,
and most of all to hear from old colleagues of 1983
particularly from Dr. Daniel of Malawi.

| remember that our group of parl:lcmants were unique

in everything, char-
acter, language (En-
glish), ability, colour,

statistics ability, etc...
so unigue as that film
which was called “Mind
your own Language”
and | miss them all,
though it is now a long time.

| am still working in Asmara TB Centre and Sanatorium
with about 60 symptomatic patients attending every day.
Our patients come from every part of Eritrea and at times
they come also from the north part of Ethiopia, our
neighbour country. Mostly | was limited to only our
Institutions. And | should say our population are very
much aware of tuberculosis.

At times | am frying to see how the other health
institutions in the country are doing concerning TB inte-
grated with their activities.

Though | don't boast that | did enough as that of Dr.
Daniel for the simple reason that we were in war. The
war with the expansionist Ethiopia aided by the great
powers as that of USSR your neighbour and | had no
free movement. At last we won and we are free after 30
years day and night struggle.

Now at this time | am formulating a national TB control
programme beside my daily task with our fellow health
workers especially with those patriots who were in the
country side. They know the whole population and they
had a network of health service system up to the grass-
root village level including primary health care (including
TB) and it is my time to work fully and | am very
enthusiastic.

Dr. Bahibi Kifflom, ERITREA('83C)

W e are very grateful to the exparticipants for the
many letters we have received. We regret that all
letters could not be published due to limited space.
The number of letters received in each course was as
follows:

(TB Control Course ): 12
( Advanced Course) : 4
(Laboratory Course) : 1
(Individual Course) : 0
(Chest Surgery Course) : 1
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'CURRENT

ISSUE Dr. Enarson interviewed

Tuberculosis and HIV Infection
Making Emerging World Problem

Editor: What do you think of the combination of TB and
HIV infection in the world ?

— Dr. Enarson: | think it is very serious because it is going
to bother the situation of TB very much.

Is there much difference in distribution or incidence of
this problem in the world ?

— ltis quite different in different parts in the world for
several reasons. First of all, there are different patterns of
HIV infection. In Europe and North America, the pattern
is such type as affects mostly homosexual men and drug
addicts as the main target groups while in Africa and
other developing countries the HIV affects general pop-
ulation and it is heterosexually transmitted disease.
Secondly, its impact on TB is quite different because that
largely depends on the prevalence of TB infection in the
community where HIV enters. For example, in Europe
and North America where the prevalence of TB infection
is very low and where almost all the people infected with
TB are over the age of 45 years, the impact of HIV
entering community and infecting largely young people
between the age of 15 - 45 will be very small with regard
to TB. On the other hand, in Africa where the TB and
HIV infection are involving the same age group, young
people between the age of 15 - 45, the combination of
two will be very dangerous.

In terms of the combination of two diseaseas, the situation
would be much serious in the country where TB infection
is quite common among younger age people ?

—  Exactly.

How serious is it in Asia and other countries in another
part of the world ?

- | think the potential impact is even worse in Asia as
there are more people infected with TB than in Africa.
One would imagine that HIV enters the community in
Asia following the African pattern of the heterosexual
transmission.

Clinical characteristics
Tell us clinical characteristics of presentations of the
disease.

-~ We did not at first know any difference about cases.
We just noticed there were so many more cases than
before. Each year the number of cases would rise. And
yet the clinical presentations of cases did not seem to be
very different from the cases which had been before HIV
came into the community. There were some exceptions
of some unusual types of cases. These were particularly
cases of severe TB Pericarditis and TB Pleurisy. But
these were the least common types of TB. Biggest effect
was the increase in the total number of cases.

Clinical features or presantation are not necessarily very
different ?

~ No. There are some unusual cases, but if you didn’t
have the serum test, it would be difficult to say so.

Canada in 1946,

Dr. Donald A. Enarson, born in
is Professor of

Response to chemotherapy
Can we say that chemotherapy is as effective
to HIV positive TB patients as to the HIV
non-positive patients ?

Pneumonology at the University of
Alberta, in Edmonton. He has been
engaged in medical and public health
in the Philippines, Latin America and
Africa for several years and
succeeded Dr. K. Styble as Director,
Scientific Activities of TUATLD in
1991. He talked to the Editor at
RIT on the occasion of lecturing for
TB Control Course this summer.

- The response to chemotherapy is basi-
cally the same between two groups with the
exception of fatality. Those who are HIV
positive are much more likely to die of their
diseases. Palients would initially improve on
the chemotherapy and become sputum neg-
ative and then would die at a later time. ltis
not strictly TE fatality. As many as one thirds
of HIV positive patients would be dead by the






