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Tuberculosis Control Concept in Nepal

“DR- JAYA N. GIRI*
-DR- 0. H- PATTERSON*

1. Tuberculosis is not an easy diseasé to treat in any country. In Nepal, where tlc
. terrain hardly encourages rapid mobility, and the aonual expenditure on bealth per capita
_is one US dollar, the logistics of providing an effective Tuberculosis Control Programme

arc difficult but not, fortunately, impossible. The problems are formidablein any field

_ of medicine or surgery, but because TB requires regular treatment for up to, or

beyond, eighteen months, it is, perhaps, a special case.

2. THE PREVALENCE OF TB
Not a great deal is known, but some work has been done and is briefly discussed.

(@ House to house surveys have been carried out at the same time as mass BCG
vaccination programmes in several districts by TBCP and BNMT. In general,
approximately half of the adult population were available for interview, and of
these, about 4% were TB symptomatics, i. e. coughed for more than one month,

haemoptysis, chest pain and fever. (Table 1). This gives aprevalence of 0.4-0.5%
" for PTB. In one Jiila, Dhankuta, we have broken down the case-finding into

ages (Table 2). Tt can be seen that the number of sputum positives among the 25-40

year age group is the highest for the mumber of sputa examined. In our house to

house survevs the male population aged 25-40 comprises, hewaver, the targest age
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group not available for questioning and therefore for sputum examinatiop,
are usually out at work.

(b) Surveys inthe Kathmandu valley and in the hills (Dr. Iwamura) showed ap inf
rate of sputum Pos. TB of 0.82 and 1.78 respectively (Table 3 and 4y,

{c} Dr. Phelps found in Kalimati that of the adult population contacted, 0,755

sputum positive.
(d) In 1945 Dr.J. Aspir reported that 1% of Gurkha Recruits had PTB.

(e} Overall prevalence:

Microscopic examination does not quite give 100% accurate diagnosis of PTR ¢

with 3 early morning sputum samples. Often the bacilli countis tao low to be detected s
Y

oy
1

without culture. (However, in a clinic, of cases of PTE wunder therapy, probably:,f

figure of 70% sputum Positive is acceptable) Below 60% sputum positive gy

children.)

3. THE DIAGNGSIS OF TB

bacilli. Thus, the examination of the sputum of symptomatics is the most inilporlaﬁjéf
method of selecting patients for therapy, accuralely. It avoids the two problems that ha;y"
been encountered in many couatries - where TB is common, (i) over—treating and (ii)’.' i
under—treating. We, in Dhankuta, have unwittingly been treating two patients who wcr§

sputum negative over the past year with INH/TBI. Unfortunately, as time passed it

in many parts of NMepa! whore x-ray facilities ars lacking.
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X-rays can be useful but it is clear that cases of non-TB bronchiectasls, bronchitis ete,

:s are being treated as TB. As Sir John Crofton showed in the seminar in Kathmandu last

. February, in a survey among expert radiologists, there was little unanimity on what
constituted PTB and a very low correlation of x-ray diagnosis with culture results.

GLAND TB.

It often seems casy to diagnose, butit is always well worth examining the scalp and

throat, particularly in children with several weeks history of enlarged cervical glands, to

ensure that the glands are not infected secondarily to the scalp.

TB MENINGITIS.
This is often difficult to distinguish from aseptic meningitis, or a viral infection
- The CSF tends to be opalescent, but the important feature is the lower blood sugar

“fevel. and AFB may be scen on a sputum Sample as well as in a centrifuged CSF specimen.

. ABDOMINAL Th.

History, examination of the abdomen and trial of therapy.

4. THE CONTROIL. OF TB.
There arc three ways in which TB prevalence may be brought dewn to an acceptable

level in a community -

{a) Immunisation. -
_tb) Case Finding and Treatment.
(c) By improvement in the socio—economic status, (as in Europe in the last century.)

(#) [MMUNISATION (BCGQ)

Work carried out in the UK on a large scale by MRC has provided data that show
that BCG gives Just over 799 protection against TB. It is not clerain developing
countries whether the same figure applies since there are two major differences in the

conditions undzr which the vaccine is given, when such countries are compared with

the U. K.:-
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() STORAGE OF THE VACCINE AND MAINTENANCE OF THE COLD CHAIN,

H
¥

1. The Jife span of BCG freeze dried vaccine is not more than 4 wecks Outs".

refrigerations,

ittt

2. Reconstituted vaccine has a “life” span of only 4 hours in normal field conditipny

Thus, in Nepal, high temperatures for many months of the ycar may cause an ev, F

more rapid deterioration in the viability of the vaccine. In addition, lack of skullg

manpower may mean that refrigeration units are not functioning PTOpeﬂ‘
if at all.. E
6

ki

of the population to produce an adequate immune response. Qur conces

(1) The nutritional status of the children may be too lowin an appreciably large seqi;

1‘*}?#&’#}1@'{«1'%

1
-

over this has led us to propose a trial of BCG efficacy, to determine thth‘

¢

the annual incidence of TB which should fall after a muss BCG vaccination campa;“

¥

bicbeay
'y,

has the same order of magnituds in the two groups, adequately nourished and malngis
g 0

rished, asit is anticipated it will show before vaccination. In other words, whether
applying the MRC figures, there is a drop of approximately 80% in the annui

2
incidence of TB in both growps (adequately nourished and mai-nourished) under study

We anticipate that the study will take about five years for significant data to

collected® or, perhaps more realistically, for a trend to be demonstrated.

In spite of the problems of storage and refrigeration, it is worth noting that onlf$

sample of vaccine, taken from the ficld, that we have had tested in the U. K.,

MCH, EPJ, NTBA NCO/SCF on a total of 3.5 million ¢hildren.

(b CASE FINDING AND TREATMENT *

* Note: In case {inding by micrescopy, approximately 40% of the infective cuses
remain wndected unless multiple early morning sputuns examples are examined. ;
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a cure rate of about 70% is reached, the chronic excretor rate of 259 remains unaltered,
And, in the presence of what is termed in the .table as ‘‘unsatisfactory programme”,

‘most of these chronic excretors will be drug resistant also.

The type of therapy is not really relevant'as long as it provides a cure rate of* about
85—96%, i. e. that of Streptomycin INH/TBI for two months, and INH/TBI only for a
further cighteen months. A regime that i§ 989/ efective is only significantly more helpful
when all he TB patients in @ community are receiving therapy, and when the
defaulting rate is virtually zero. The Table 6 shows the contrast ‘11; two hypothetical
situations. The first is where there is a high efficacy in the . drug regime, but poor
compliance on the patients’ part, and only a few of the sputum positive patients are
uﬁder therapy. The second, shows the more marked reduction of TB in the community
when there is an effective delivery of TB services, but- not so effective or c:_(pcnsivc

a drug regime.

A further point about thel:apy, is not merely that the patient with bacilli in his sputum is
cured as a result of anti-tuberculous drugs, but that he becomss culture negative very
carly on in the treatment. Although bacilli appear in the sputum for up to three .mo.nths
in a patient who is responding to therapy, these bacilli.are not, infective. After. tx;ao to
.four weeks' treatment, the microscope may demonstrate several bacilli per ficld; but
the culture of the same .sputum sample will yield no growth. . .
With these points in mind, let us have a look at some of Nepal's problems with specific

reference to TB, 'prcsent methods being used to combat the disease, and tentatively

suggest further ideas for implementation, discussion, accepténce (or outright rejection.)

() SOCIO-ECONOMIC STATUS
The medical profession can only intervene in thispartié:ular problem by improvement in
the genera’ standard of preventive and therapeutic medicine, as well as acting as a pressure

group for the political and socio-economic reform where relevant to Nepal’s needs.

5. NEPAL'S PROBLEMS

(a) The terrain of. the country makes communications difficult over the major part.-Medical

services are difficult to support, and patients have difficulty in reaching curative centres,
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satfisfactory stitl outside Kathmandu.
(¢} Health expenditure is about 12 NCR per annum per capita (as stated earlier) |
Haalth budget being spent on TB,
(d) Poor nutrition and perhaps low socio-economic conditions. This has to meap 1
resistance to infection.

(e) Population movements have often meant bringing infection f{rom aveas owtside

(e g A§sam) into the country.
(f) Availability of drugs in the past and their distribution to treatment centres. Fyjj ks
request drugs from Kathmandu in time for uninterrupted therapy.

¢) A high defaulting rate, which we will discuss in more detail later,

6. AVAILABLE FACILITIES

(a) At present (1978 figures) there are 50 HMG and 15 other hospitals.

(b) 483 health posts, 278 of which have been integrated.

(c) 90 Ayurvedic hospitals and dispensaries.

(d) 40 Centres or Laboratories with a microscope.

(e) 19 x-ray units, not all of which are in operation.

() Equipment, advice and facilities from WHO, UNICEF, missions and other organisati

(g) TBCP set up in 1965 to train, supervise TB drug distribution, advise on con
methods and carry out field work, e. g. BCG, as well as evaluation of progress.

(b) BNMT is responsible (amongst other things) to TBCP for TB control in E. Ne
setting up clinics and laboratories attached to HMG hospitals and BCG vaccination-

(i) FP/MCH, NCO/SCF, Integrated Health Services and EPI are involved with BCG.

7. PROBLEMS WITH MANAGEMENT OF TB
There is nothing startlingly new in this list; more could probably be added.
First difficulties in the treatment of TB; and then suggested remedies.

(a) Drugs not available in the health posts or hospital.

(b) Inadequate explanation by clinician of the need for long term therapy.
(¢) Incorrect managemsat, e. g. changing one drug at a time if resistance is suspected.

(d) Resistance because patient has already been buying tablets from bazar ete.

6 JNMA Get-Dec [1978]



ondly, problems associated with the management and supervision of patients.

uitmg or non-compliance,
3 Pat:ents who live more than about three hours away are often either relustant to

'come to the treatment centre in the first place, or reluctant to continue therapy.

A distrust of scientific medicine.
f‘"j’ okmv after patients during thsir initial intensive three drug period. They have
whcrc to stay, hospitals have no room, and there is po food available.

,9 Some are being used now ir parts of the country, and could be extended elsewhere.
y'Drugs notYavailable. If necessary internationa! funds may have to be made available

be treated irregularly because of the danger of resistance. It is not possib'e to
stop for a couple of months and ask the patient to return when the drugs are
available again. It might cause rejoicing among the TB bacilli, but not among the
patients or medical profession.
Inaﬂequate explanation. We, as a profession, are rather apt to thinks that we are
slightly superior to patients, particularly if we are providing what is described as
a free health service. Here as in UK, doctors are liable to behave as if they were the
¥, source of the charity. We all make this mislakc, and when explaining to a TB patient
how essential it is to take regular therapy, it is important to recognise him or her as a
[ fellow hnman being. '

ci Incorrect management Mistakes are easy to make in TB therapy. A beok on TB
gl chemotherapy is being printed in Nepal. .
£ d) Resistance. Over the next year, legislation may be considered neccessary to control the
1 sale of all typss of antibiotics without a doctor’s prescription. To re-state what was
pointed our at the TB seminar last year in Kathmandu, one of our stafl visited six

pharmacy halls complaining of a cough. When he stated that he had coughed up blood,

JNMA Oct-Dec. {1978] 7




ii)

g)

a) Non-compliance; (Table No, 8)

§
i

or had the cough for several months, TB medicines were offered on each occasi;

even rifampicin, two week’s course only.

Penicillin / Streptomycin. It is possible that Pen/Strep should be recommenge ‘;‘
4y
¥,

unsuitable for use in chest infections in Nepal.

example, has a course of iron therapy after demonstarble improvement following,
four weeks' Streptomycin, INH/TBL. Confusion occurs when the putient doey nc-fi
know what medicine has made himn better. g

X-RAYS. Expert radiologists often do not agree on whether the lesions on an x-ra}

are due to TB or, if they are, whether they are active.

THE SUPERVISION OF PATIENTS.

i) Treat the patient as ncar home as possible, for cxample, using health postsf
This was recommended last year in the TB Seminar, and table number 7 mus’-i ;

trates our results in Eastern Nepal over the years since we started this,

":‘ .;u ]

11} An adequate supply of TB drugs is essential for continuity of trcaiment.

i) Many trials throughout the world have shown conclusively that patient comp-] g
" liance is proporiional to the amount of explanation provided by the clinician iﬁ
EY

patients.

iv) Health posts are more likely to support the anti TB programme if giveny
encouragement as a result of visits from a Health Inspector and, if he ilﬂs:’

time, the doctor.

not intcgrated can usually manage by making full use of panchayat aulhorif"._

w5

ents who live more than three hours away will use health posts i thesisy

centres are supplied with medicine and supervision.
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b) A Distrust of seientific-medicine. This will: be modified by
i) time.
i) seeing that it really does work. :

¢) Initial two month therapy. Even when heaith posts are fully used, there are always
a number of patients (usually averaging ten) who need to stay near the hospital
for their daily injections. At present, wein BNMT are bulldmg some simple hostels
in which the patients look after t.hcmsclves. Since they are sited near the District

Hospitals this does he'p to solve the accomodation, if not the food, problems.

We feel that urgent consideration should be paid to this problem particularly in the

hilly and mountainous regions, where without some kind of hostel accomodation
(not hospital) sputum positive patients cannot receive the initial intensive therapy

they need to protect their community as well as to control their own disease.

SUMMARY _

This paper looks at some of the difficulties in TB management. It also attempts
to encourage the medical and paramedical proféessions to regard TB Control as something
more than handing a TB suspect a supply of mediciis, rather to regard-gase finding

end case holding as challanges which can be overcome,
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To the jay mind, the term
“Scowge of the Teopics”

might appear an exnggerniad
descripton of the praiiem of
helminthiasis in indis, To (ln
practised pratessionel aya
Rowevze. the phrase vividly
portrays the endemic extent of
this insidGivws condition.

it 15 in the conltext of Today's
nred lor an antholmintic that

is affective in mixed infestations,
that js simghy, gafe and
guonomical, that CIPLA has
introduca MEBER,

Faten<ive documenkation ratas
MEDEX (mabendazolt) superiot
w0 ail earfigr anthelminting, .,
MEBEX (mipbendarolng has
alno bien assessad NUMBER
SHE dirugd ha behisicthiasis
{"Modnt List of Gssemial Drogs ™~
WHO Expert Commitine)
MEBREN is 8 remiarkable broad.
spucta antholinintic——witlhs a

ehex &

todlets of mebanttazads [0 iy

Hws
Besodnning
ol thy end

Tl A

wrovece turs rate of 8O-y par
cunl against Hookworm,
Rouadwornn, Pinvoem,
Tvwadwvrarm a0 even tha
nolosisusty vifficubt so.eradicme
Winpavoem.

MEBEX acis v causing
selottive snil trreversible
inhibitign ot glucose uptake in
helminths, resulting ia theis
immobilizatian and dasth.
RAEREY §s pootly absortod hom
the gastrointusiiaet taat, iy
remarkabily froe froe gids

offectz. and dees ant Lhuse voxiciny

evan in the presence ¢f
anasmiafrstrulsition, MEREK
his i conveniant dasags
schedelo -1 tablot boid iy 3
eonsscuive daya, both bor
vdutis aped childien,
MEBEX 15 availabt

@ in steiys of €

tablets ot & most scopansinal prica,

A A

the one-for-all
once-for-all anthelmintic
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