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Principles of effective tuberculosis control in Nepal

Dirgh Singh Bam!

Ian Smith #

Tuberculosis is one of the foremost public health problems in Nepal,

causing an enormous burden of suffering and deuth. Although national
tuberculosis control activities first began in Nepal in 1865, the effect on the

discase has been negligible, and the incidence continue to rise,

Recent

international experience has demonstrated that the introduction of Directly
Ohbserved Treatment Short Course (DOTS) as a revised strategy for TB
control, is a highly cost effcctive intervention for disease control and will
reduce transmission, morbidity and mortality from TH.
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HISTORY OF TUBERCULOSIS
CONTROL ACTIVITIES IN NLEPAL
Although Nepal has a leny histery of aclivities
1o T,
achievements have been below expectations in

designed commbat the menace of
deleating this discase, and the incidence of TH
contine to rise. Historically four eras in TR

control can be identified in Nepal

i

2 The Pre-chemotherapy Fra: 1034-1950
The first to
tubereulosis in Nepal bepgan in 1834 with the
' The

sanatorium movement began in Kurope 1n the

organtsed attempts control

construciion of the Tokha sanatorivm.

carly 184042 partly to provide treatment for
people suffering from TH. but aiso to i=olate
them from the general population and prevent
infection. The effects of 1solation on the global
TI3 epidemic are disputed,” and vertainly the
establishment of just one hozpital for the
thousands of TH =ufferers in Nepal would hove
had a negligible offect on the epidemiolozy of
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the digsease in this country. The sanatorinm

finally elosed in 1976,

b. The Standard Chemotherapy Era:
1951-1989

Following the discovery of streplompyeln
in 1946, and the recognition that monotherapy
4 recimens that
combined izoniazid Yara Amine Salieylic
Acid (PAS) (%)
introduced in many countries of the world. Tn
1950z
available at a small number of hospitals in
In 1951, the Gyvanendra MMohan Ur
Chest Clinice)
established to provide curative TB services,
1

poor.

guickly led to drug resistance,
(H),

and streptomyein were

the carly treatment for TB became

Nepal,

Chikitsalava {Central was

including free treatment for the

However, the primary rate of treatment in
corttrolling tuberculosis was not  widely
recognised. and BOG vaceination continued to

be promoted as the main T control strateey.
=
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In 1965 the Tuberculosizs Control Project
(THOPY was established with the help of WHO
UNICINT, the
providing BOG vaccination to the population.

and with main function of

This vertical pregraumme achieved a high
coverage of vaccination in many districts. In
treatment with standard

the same veor

chemotherapy (18-24 months of isoniazid and

thincetazone, supplemented by 3 months of

streptomyvein injection was also introduced).
This regimen was laler modified to a 12 month

repimnc.

¢. The short course chemotherapy era:
I1986-1995

Although some private doctors had been using
short course chemotherapy regimens for
geveral years, iL wasn't until 1986 that SCC was
introduced as a THB conlrol strategy, in Kaski
and Kathmandu. In the early 1990s SCC was
adopted more widely, malnly by several non
government organizations (NGOs) including
the Britain Nepal Medical Trust (BNMT) and
the International Nepal Fellowship (INF). In
1989 the TBCP and the Central Chest Clinic
were replaced by the National Tuberculosis
Centre (NTC), and operational research with
the support of the Japanese Advisory Team
(JATY commenced in Chitwan and Dhading
distriets. Results of these operational rescarch
demonstrated that good cure and completion
rates could be obinined with SCC, even in
remote hill districts,? and SCC was extended to
several other districis of the contral region.

In 1993 a regimen of SCC was adopted as the
national drug I‘L‘L’il‘ﬂ{‘]’l,['; Lot with limited funds
it was not possible to implement it more widely.

This coineided with the declaration by WHO of

a Global TB Emergeney in April 1993, which
lent further impetus to the fight against TB in
Nepal. In 1994, with generous support from the
Pharmaeccutical Manuafaclurers

(TPMA) the
governnient, SCC drugs became more widely

Japuncse

Association and Japanesce
available, and 40 districls are now covered with

SCC.

d. The IDOTS era: 1996 onwards:

Initial optimism aboul TB contrel in
Nepat following the widespread introduction of
SCC in the early 19908 was tempered by the
findings of a joint HMG/WHO review team
congisting of international experls, N'I'P staff,
and NGO representatives. The team concluded
that ouly 30% of
repistered for treatment in the NTP, and only
409
treatient.” These figures were far lower than

infectious cases were

of these then went on to complete

the global targets of 70% case detection rate and
85% cure rate endorsed by WHO member
countries at the World Health Assembly in 1993,
In order to avert the potentially disastrous
situation caused by the uncontrolled usc of anti-
{uberculosis drugs, the team recemmended that
the NTP should prepare a b year plan for ThH
control in Nepal.

On the basis of recommendations made
by the review team a b year plan, based on the
WHO framework for Effective Tuberculosis
Control, # with a policy of supervised treatment,
or DOTS - Directly Observed Treatment, Short
Course? was prepared, and then approved by
HMG in August 199519 The implementation of
1DOTS requires considerable training resources,
and it was fortuitous that the Norwegian Heart
and Lung Association (LHL) agreed to support
training activities in the NTE from mid 1995,

In late 1995 eight districts; Kailali, Kanchanpur,
Nawal Parasi, Tanahun, Chitwan, Parsa,
Morang and Jhapa began to implement DOTS.
However, initial results were not as good as
expected, mainty because of the sudden collapse
of laboratory services in most of the districts,
following tire retirement of development staff
from the previeusly vertical disease control
programies, Other
implementation were also ideunlified, and in

problems in

April 1996 four national demonstration and
training centres were identified in Bliakiapur,
Birgun), Dhangadii and Parasi. These centres
arc implementing a strict policy of supervised
troatment, and will be used as training centres
for expansion to other parts of the country over
the next few years.
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-’j‘uhercuiosi; is an immense problem in
causing great euffering and death.
: otimates suggest that about 60% of the
ot ation i= infected with the tubercle
and cach year aboul 50,000 people
TH, 20,000 of whom C
gputum smear positive discase.’

;v suberculosis kills more people than any
: 1

over have

{ng}(' infectious diseuase.

not only
ant because of the threat it causes to the
health, but aleo becausze it is a cost
o strategy. Studies in several developing
Uf‘{ccmi _ have demonstrated that short course
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A third factor which malkes the establishment of
effective I'B control programmes imperative s
the rising incidence of tuberculosis in many
countries of the world, developed as well as
developing. 2 This awareness culminated in the
declaration of a global tuberculosis emergency
by the WHO in 1983, a declaration never
previously or subsequently made for any other
disease. The rising incidence has been attributed
to inadequate funding to TB control initiatives
by governments, poorly designed TB control
programmes, population growih, and the HIV
pandemic. In additicn, the spectre of multi drug
resistance, delined as resistance to isoniazid and
rifampicin,*® has crealed great concern.

Principles of effective tuberculosis control

AModern methods of TB contrel rest on the

treatment of patients with infectious

Other
preventive therapy, BCG vaccination and

tuberculesis. strategies such as
isolation are less effective, or not feasible on the

scale required Lo have an impact.

Treating patients with infectious tuberculosis is
a simple strategy that has a profound effect.
Treatment with an effective short course
chemotherapy regimen rapidly renders the
palient non infectious, and therefore breaks the
evcle of transmisgsion. The community bencfits,
Identification of
people with infectious tubereulosis is simple and

and so does ithe individual.

accurate. since sputum smear examination is a

reliable test, with a very high specificity and

sensitivity  for  infeetious tuberculosis. 17
Complaints about the inability of smear
examination to identify patients with smear-

negative and extra-pulmonary tuberculosis are
only justifiable in the context of the individual
patient since these forms of tuberculosis are
almost non infectious, and therefore of little

public health significance.

The principles behind an effective tuberculosis
contrel pregramme were first developed in
several model programmes supported by the
International Union Against Tuberculosis and

Lung Disease in countries in Africa and South

America. 17 These models, based on a strategy

of DOTS, have been adopred and adapted by

JNMA, T'B Special, Jan-Mar, 1996; 34
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WHO, and DOTS has been accepted as policy in
most countries of the world,

The principles of effcetive TB control are
deseribed in the WHO publication "Framework
8

for Fffective Tuberculosis Contrel”,® and have

been used widely as a basis for revising

tuberculosis control programmes in many

developing countries.

Revised strategy of tuberculosis control in
Nepal

Bazed on the "Frumework" document a revised
strategy for tuberculosis control in Nepal hus
been prepared, with the overall goal of reducing
the mortality, morbidity and transmission of
{ubereulosis to such a level that it is no lenger a
public health problem. Beeause of difficulties in
defining what '"no longer a public health
problem" means, and the long term nature of TB
control activities, two shori term objeclives have
heen developed and widely accepled. These are
(1) to detect 70% of new cases of sputum smear-
positive tuberculosis, and (b1 to cure B85% of
theae detected eases,

This WIO the
tuberculosis control stralegy aims to achieve

framework for revised

these objectives and consists of b basis principles
and 10 easential components (Figures 2 and 3).

Box 1. Elements of the WIIO Policy
Package for Tuberculosis Control

Box 2. The essenlial components of a
revised national tuberculosis programme

1. National Tuberculosis Programme with a
Central Unit

2. Programme Manual

3. Recording and Heporling system
4. Training programme

a. Microacopy services

6. Treatment services, providing DOTS
7. Regular supply of drugs and diagnostic

materials
8. Supervigion Plan

9, Project Development Plan

1.  Governmeni Commitmoent
9. Passive Case Finding
3. Standardized Regimens of Short Course
g
Chemotherapy

4. A Regular Drug Supply

5. Mouitaring Syslem

H all of these principles are followed, and the
components fulfilled, then tubereulosis control
should become a reality in Nepal. The five year
development plan for the national tuberculosis
based on  this

progromme  in Nepal 1s

framework. 1Y

Directly Obscerved Treatment, Short
Course (DOTS) in Nepal

The introduction of a policy of DOTS in Nepal
has been greeted with some scepticism, because
of the difficulties in ebhserving patients on a daily
It has also been suggested that DOTS
should not be used as a way of punishing people

basis.

for the failures of the health service. However,
this is a misunderstunding, since the main of
benefit of DOTS is that it improves the
performance of the health services, which is of
great benefit o the patient. 3L would be a foolish
patient who chose a health service that only
offered a 40% chance of surcess when a service
that offered an 85% chance was available !

it is obvious that implementing DOTS will be
difficult, but it is hard to see any realistic
alternutive. Malure Lo increase the cure rates,
without control of anti-tuberculosis drugs, will
unguestionably lead e high levels of drug
Lhie

chemotherupy era, when eflective drugs were

rosislance, and a return to pro-
unavailable, The twin threats of HIV and drug
resistance make it imperative that urgent steps
are laken Lo improve cure rales in Nepal
Several chullenues remain to the NTP in Nepal,
These include the implamentation of DOTS in
remote hill and mountaineus regions, and the
invelvement of the private scetor in tuherculosis

control.

JNMA, TB Special, Jan-Mar, 1996; 34
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