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Asia-Pacific Tuberculosis Workshop  Class Room Now —

Held in Tokyo

RIT News-10

with Twenty-Six Asia-Pacific Countries in Attendance

The first Asia-Pacific Tuberculosis Workshop, orga-
nized by WHO and JATA and sponsored by the
Japanese Government and the Sasakawa Foun-
dation, was held in Tokyo from November 29th to
December 1st,1993. It was the first time that almost all
countries befonging to either the Western Pacific
Region (WPR) or the South East Region (SEAR) met
together in one place to discuss WHO’s new tuber-
culosis control policy and strategies. Dr.A.Kochi,
Tuberculosis Programme Manager of WHO head-
quarters and his staff of four, Regional Advisors from
WPRO and SEARO, 4 temporary advisors from RIT,
and 26 representatives from member couniries in-
cluding 8 RIT international training course ex-
participants (listed below) attended along with 24
observers.
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Urgent Need to Strengthen NTP

many Asian countries are a little behind in imple-
menting WHO’s new tuberculosis control policy and
strategies. Therefore, there is an urgent need to
improve and strengthen the NTP in many Asian
countries before the spread of HIV infection.

WHO TB Control Policy Package

WHO is now strongly recommending the adoption of
the following policy package:

1) Government commitment to a national tuberculosis
programme with a central unit and integrated ser-
vices.

2) Passive case-finding using smear microscopy and
standardized case definitions.

3) Standardized short-course chemotherapy for, at
least, all smear-positive cases, with supervised ad-
ministration of the initial phase.

4) A system of regular drug supply.

5) A monitoring system for vigorous evalu-
ation of case detection and treatment out-
comes.

After spirited discussion in group workshops
and plenary sessions, it was concluded that
all nations should adopt the WHO policy
package as early as possible. Accordingly,
the first Asia-Pacific Tuberculosis Workshop
has adopted the recommendations (Page 9)
to strengthen NTP in each country.

(Dr. M. Aoki, Director)

Eight RIT ex-participants as representatives

From Former Course Directors — 8
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Each country reported their present tuberculosis
situation and the National Tuberculosis Pro-
gramme status. It became clear that NTP is inade-
quate or inappropriate in many countries due to such
obstacles as poor infrastructure, economic difficulties,
shortage of health personnel, outdated NTP, exis-
tence of many private sectors. As a result, | think that

WPR] Dr.Keng Kim San (Cambodia/93Advanced course)Dr.Viliame
Bera Kaitani (Fiji/ '87TB control course), Dr.Young Pyo Hong (Ko-
rea/'80Advanced course, Lecturer)

SEAR] Dr.A.K.Md Ahsan Ali (Bangladesh/76TB control course,'80Ad-
vanced course), Dr.Abdu Manaf (Indonesia/85Advanced course), Dr.Soe
Myint  (Myanmar/ '76TB control course), Dr.C.Pitigala (Sri Lanka/
'87Laboratory course, '91Advanced course),Dr.Daranee Wirlyakitjar
(Thailand/ '86TB control course,'90Advanced course)



VOICES FROM EX-PARTICIPANTS

1 Belonging to the earliest group of trainees, | am
particularly interested in how the doctors and office
workers we came to know well during our stay there, are
doing at the present time. Of course, | have learned that
Mrs.Takeda passed away last December. How are
Dr.lwasaki, Dr.lmamura, Dr.Takase, Dr.lwai, Mr.Kawakami
and the others?”
Dr. Fermin M.Manalo, Philippines ('63 TB control &
'73 Advanced course), July 17, 1993
or All of them are still actively involved in tuberculosis related works
for RIT or JATA. Messages from Dr.imamura and Dr.Takase and
Or.lwasaki's essay appear on page 8.

111 Newsletter makes me remember how inspiring it was to
participate in the TB course with its unforgettable
and dedicated staff including prominent guest speakers
from abroad. We received very useful lessons in Japanese
conversation from Miss Ichimura, which really made our
daily shopping for food not only simple but also quite
enjoyable. | managed to climb to the top of magnificent
Mt. Fuji during our few days offl " After serving with the TB
Control Center in Amsterdam from 1976 to 1983, | am now
the person ultimately responsible for the St. Carolus TB
Program in Jakarta.”
Dr. Muherman Harun, Indonesia (67 TB control
course), July 19, 1993
or A message from Ms.lchimura appears on page 10.

uln Bangladesh, there are many problems in controlling
tuberculosis and other diseases. One of the important
constraints Is illiteracy. Now, as a TB specialist, | also have
to take an active part in other health related programmes
such as tobacco control, AIDS and drugs. On the World
Tobacco Free Day of May 26, 1993, | took part in a rally,
processions, seminars and radio-programmes. On these

occasions, | have also written articles which are published
in the National Daily. | think it is our moral obligation to
educate people on health related matters.”

Dr. Anwarul Azad, Bangladesh (’89 Advanced course),
July 12, 1993

::I am very much interested in the JATA Organized
Symposium TB & AIDS in Tokye". From that article, |
learned that 88% of 338 HIV infected perscns were for-
eigners infected abroad and also that 274 HIV infected
females were foreigners. So | was wondering whether you
(Japanese) need to test immigrants in some way for HIV
infection. | am concernad about the risk to non-infected
Japanese. "

Dr.Lwin Ko, Myanmar (’88 TB control course), July 20,
1993

uS ince leaving Japan in 1988, | have been very busy. In
1989 | went to Suva Fiji, in 1991 to the Kavigiri
Leprosy Research Institute in South India to do training on
Leprosy and to Papua New Guinea in 1992 to conduct a
diploma course on Community Health at the Medical
Faculty University of Papua New Guinea. Now, | am back
to work in TB/Leprosy programme. Anyhow, this month |
met Dr.l.Onozaki, WHO consultant to Papua New Guinea,
so | decided to write. | send my best regards to all my
course friends and look forward to hearing from them at my
new address: Department of Health,Communicable Dis-
ease Control,P.O.Box 3796 Boroko,Papua New Guinea."
Ms. Miriam Pahun, Papua New Guinea (’88 TB control
course), August 20, 1993

OUR ACTIVITIES

Dr.Prasai and Dr. Mishra from Nepal

recently

completed their bronchial tree models. | wonder if Dr.
Mishra keeps it on his desk, as he told me he would
take it home.

Radiological Technologists
Training Division
Mr.S.Kozu, Div.Chief

T he Radiclogical Technologists Training Division

was established in 1951 to disseminate X-ray
photographic techniques throughout Japan, following
the adoption of X-ray examination as a key case -
finding tool in the national
programme.

Presently, 3 day, 10 day and 4 week courses are held
five times annually for Japanese radiological
technologists with a total of 120 participants. From time
to time, we also offer 4 to 6 month courses for overseas
experts. The curriculum principally focuses on taking
good photographs with minimum level of radiation and
includes such subjects as the maintenance of X-ray
apparatus and anatomy of lung with tuberculosis or
other diseases. Bronchial tree modelling is also an
important exercise for learning the structure of the lungs
on photographs, facilitating proper readings by
understanding the bronchial structure from all angles.

Public Health Nurses Training
Division

Ms.T.Yamashita, Div. Chief
tuberculosis  control T he Public Health Nurses Training Division has been

conducting several training courses on tuberculosis

control for domestic public health nurses (PHNs) since
1941, Its curriculum reflects the National Tuberculosis
Programme for each year, and covers both basic
knowledge and skills in community nursing such as
case-management, health education and the latest
worldwide tuberculosis situation.

The 4 week course trains 20 senior PHNs and the 3
day course aims mainly at offering current information
on topics of interest related to tuberculosis control. In 3
day course, participants give presentations on
tuberculosis cases. An 8 day course is also held twice
ayear. (Continued to page 9)
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ISSUES,”RESEARCH ARTICLES

The Dynamics of Tuberculosis
Control in Africa
Dr. Patrick A. Orege

Director, Alupe Leprosy and Skin
Disease Research Centre, Kenya

Iwas trained at the Research Institute of
Tuberculosis in 1980. At that time the
trend of incidence and prevalence of TB could be
predicted. Using a simulation model of the data
obtained from Kenya in 1976, it was predicted that
tuberculosis incidence and risk of infection would
decrease to 90 % (1). To increase treatment cov-
erage, ane needs infrastracture such as provision of
adequate peripheral laboratary services, backed by a
central (referral) laboratory, availability of anti- tuber-
culosis drugs, and trained manpower. The political will
must also be there. In Africa, although there could be
political will, the bottlenecks are experienced in the
availability of funds to run the programme, the avail-
ability trained manpower (few health workers still do
opt to do TB work) and availability of the infra-
stracture.  Tuberculosis control officers are often
faced with untold hardship when faced with the above
mentioned shortcomings that are realities in most of
the control programmes in sub- saharan Africa.

The emergence of HIV infection in sub saharan
Africa has not helped the already deteriorating situa-
tion. It is already predicted that the tools available for
tuberculosis control will fail to restrain the increase in
the incidence of tuberculosis due to HIV infection (3).
Data from Tanzania has shown that between 1983 -
1989, there was 67% increase in the number of cases
of all forms of tuberculosis, which are of particular
concern because of their infectiousness. It is postu-
lated that these increases could in part be due to HIV
(2). similar increase have been noted from Malawi
and Zambia (3), where the two diseases co- exist like
in sub saharan Africa, the effect is expected to be
catastrophic. the international community should
therefore be called upon to make more resources
available in order to strengthen national control pro-
grammes to be prepared to meet the new challenges
that have been introduced in the tuberculosis control
during the mid-eighties. Otherwise our prediction or
reducing incidence of tuberculosis risk infection and
TB mentality in Africa, will be nothing but a sweet
dream. (‘80 TB Control course )
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A Case-Control Study on the
Effectiveness of BCG Vaccination
in an Area of Iraq

Dr.Hikmat A. Aboud
Tuberculosis and Chest Diseases Centre
Wasit Governorate, Iraq
Acase-control study was conducted at a consultant
clinic for respiratory diseases in the Wasit Gover-
norate, Iraq, to determine the protection conferred by
BCG vaccination against smear-positive pulmonary
tuberculosis. In this area, BCG coverage is now about
95%.
Materials and Meathods: A total of 100 files of smear-
positive pulmonary TB patients below 40 years of age
were selected randomly. 300 controls with clear chest
X-ray were selected from clinic patients, at a ratio of 3
controls to 1 case. Controls were matched by age,
sex, social origin, nutritional status, place of resi-
dence, and other socioeconomic factors. BCG scars
were checked for all cases and controls. Only those
having a visible scar were considered to be BCG
vaccinated, irrespective of the reported BCG vacci-
nation history.
Results: The first row of the table shows that the
overall protective Vaccine Efficacy (VE) was esti-
mated as 58% with 85% confidence limits of 33.5% -
73.5%. The table also shows a VE of 70% in males
and 53% in females. Although this difference is not
statistically significant, it may be possible that physio-
logical stresses work unfavorably towards females of
reproductive age, because of pregnancy, labour and
lactation. Concerning age factors, it is shown that the
highest VE was seen in the 10- 19 year bracket
followed by the 30- 39 year bracket. The absence of
protection for ages 0- 9 years may be due to the small
sample size and uncertainty of diagnosis of smear-
positive pulmonary TB in children. Also note that the
more sensitive parameters of protectivity in this age
group such as miliary TB and TB meningitis are not
included in this study. VE is higher in urban than rural
areas. Although statistically insignificant, it is possible
that the difference is caused by the gap in socio -
economic status between two areas and also by the
lower technical proficiency in vaccination adminis-
tration in rural areas. (Continued to page 9)
('80 TB Control course)

Table. Summary of Reaults. Numbar of Cases and Controls
by BCG History

Cases Controls Test
Tatal BCG(+) BCG(-)  Total BCG(+)BCG() VE -]
gotal 100 48 54 300 201 98 5B0% 0.0003
L-F ¢
Male 29 14 16 87 B6 21 703% 0.0005
Famale 71 3z 38 213 135 78 526% 0.0068
Age Group
0- 9 yrs 2 1 1 (] 3 3 0.0% -
10-19 41 22 19 123 101 22 748% 0.0003
20-29 3z 18 14 96 65 31 387% 0.2397
30-39 25 5 20 75 32 43 6B4% 0.0421
Arga Type
Urban 57 28 29 171 124 42 ©B6% 0.0002
Rural 43 18 25 120 72 57 430% 0.1126
Living Condition
Crowded 61 27 34 183 112 71 497% 0.0206
Not 39 19 20 117 88 28 70.1% 00014

VE T Vaccine Efficacy P : Probability far VE equal to zero
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