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World Health Assembly requested the Director-General to report to the Health 
Assembly, through the Executive Board on the progress made in the implementation 
of tuberculosis control activities to achieve, by the year 2000，the global target of the 
programme. 

It reviews the global tuberculosis situation and describes the development of 
the programme, including its underlying philosophy and mandate, the progress 
achieved in the last two years, and the current status of programme resources. 
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I. GLOBAL TUBERCULOSIS SITUATION 

1. Tuberculosis is the foremost cause of death from a single infectious agent; one third of the world's 
population is infected; eight million new cases and three million deaths occur each year. It is thus a major 
global health problem, especially serious in the developing world, where 95% of cases occur, 80% of them in 
persons who are in their most productive years (15-59 years), and where it causes over 25% of avoidable adult 
deaths. This tragic situation continues although a strategy to control tuberculosis and the tools for its 
implementation, while not yet perfect, are already available. Past neglect by governments in all regions, 
misunderstanding of the methods and potential for disease control, a veering of scientific and research 
interests away from infectious diseases that are no longer important in the industrialized world, and from the 
health problems of poor developing societies where tuberculosis remains rife, explain but cannot excuse this 
situation. W H O has therefore been planning and putting in place the elements for a strong international 
challenge. Concentration of efforts and collaboration with governments, nongovernmental organizations and 
communities willing to take the necessary steps for sustained, effective tuberculosis control programmes may 
yield a coalition of partners that will be able to show considerable progress by the year 2000. The conditions 
making this initiative imperative and the progress made in the last two years are set forth below. 

2. The already serious tuberculosis situation is deteriorating as the epidemic of HIV infection spreads to 
areas, such as sub-Saharan Africa, where a substantial portion of the age group at high risk of HIV infection 
has been infected by tuberculosis. In 1992 the global cumulative number of persons thus infected is estimated 
to be 4.4 million, almost 3.5 million of them in sub-Saharan Africa. There having been an estimated total of 
about 300 000 cases of HIV-related tuberculosis in 1990, it is estimated that half a million people will develop 
HIV-related tuberculosis in 1995 and the figure for the year 2000 is likely to reach one million. A particular 
cause for concern is the resulting potential for increased tuberculosis transmission, and thus a continued 
worsening of the problem. As shown in Fig. 1，within a five-year period the annual number of cases in Zambia 
nearly tripled, that in Malawi more than doubled, and those in Burundi and the United Republic of Tanzania 
increased by about 40% and 60% respectively. 

3. The current tuberculosis/HIV situation in some Member States in the South-East Asia and Western 
Pacific Regions is similar to that in Africa five to seven years ago. Since two-thirds of the worlds tuberculosis-
infected population is in Asia, entry of HIV into that population will result in huge increases in HIV-associated 
tuberculosis and a rapid deterioration of the situation in the coming years. In Bombay, HIV seroprevalence 
among tuberculosis patients increased from 2% in 1988 to 10%-15% in the past two years. In northern 
Thailand, where HIV seroprevalence in tuberculosis patients increased from 5% in late 1989 to 14% in early 
1991，there is already some evidence that tuberculosis incidence is increasing. 

4. Fortunately, however, it appears that the increase in tuberculosis cases does not necessarily lead to 
increased transmission of the disease in the community if a country has an effective control programme. In 
the United Republic of Tanzania, where more than 85% of infectious patients are successfully treated and 70% 
of such cases are detected, there has not been an increase in the prevalence of infection in the last five years 
despite a 70% rise in the number of cases，as shown in Fig. 2. 

5. A second major problem is the emergence of drug-resistant bacilli, particularly those resistant to both 
isoniazid (INH) and rifampicin (RPP). Patients with drug-resistant forms of the disease are extremely difficult 
and expensive to cure. In some countries there is already concern that drug-resistant strains have become so 
common they may soon replace drug-susceptible strains as the main disease cause. In all regions of the world, 
drug resistance poses serious problems and mortality among multi-drug-resistant tuberculosis patients is very 
high. Clearly, more information is urgently needed about the extent of drug resistance. However, in the 
meantime, provision of short-course therapy, especially for smear-positive patients, supervision of the initial 
part of therapy, and the use of adequate retreatment regimens will limit the spread of resistant tuberculosis. 
For example, in 1990 in the Republic of Korea, following implementation of measures to improve treatment 
outcome, the overall prevalence of resistant tuberculosis dropped to 25% from 48% in 1980，and primary 
resistance fell to 15% from 31%. 



Figure Annual Tuberculosis Notifications in Selected African Countries 
1985 - 1991 
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* = tuberculosis notifications (all ages) 

V = prevalence of tuberculosis infection 
in schoolchildren aged 10-11 years 
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Figure 2 Tuberculosis notifications (all ages) and 
prevalence of tuberculosis infection in schoolchildren aged 10-11 years 

Tanzania, 1983 - 1991 
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6. A third problem is the slowing-down or reversal of the declining trend of tuberculosis incidence in many 
industrialized countries. In the United States of America the average 6% annual decline stopped in 1985 and 
tuberculosis incidence began to increase from 1986 onward. This increase has been largely attributed to HIV-
associated tuberculosis, although deterioration of access to health care services, worsening living conditions, 
particularly for the poor, and immigration from countries where tuberculosis is common have undoubtedly 
contributed. In Europe, notification of cases has continued to decline in Belgium, Finland, France, Germany 
and Spain. The downward trend has levelled off in Sweden and United Kingdom, and the disease is on the 
increase in Austria, Denmark, Ireland, Italy, Netherlands, Norway and Switzerland. So far, HIV infection 
appears to have contributed only marginally to overall tuberculosis morbidity in Europe, and the other factors, 
such as increased cases among immigrants, seem to play a greater role. 

II. WHO TUBERCULOSIS PROGRAMME 

7. The Forty-fourth World Health Assembly (1991), recognizing the growing importance of tuberculosis and 
the potential for cost-effective control using currently available methods, endorsed a global tuberculosis strategy 
and established the following two objectives for global control: to treat successfully 85% of detected smear-
positive cases and to detect 70% of such cases by the year 2000. 

8. Following the recommendations of the Coordination, Advisory and Review Group (CARG) at its second 
meeting in November 1991, the Director-General accepted a management structure for the programme and a 
work plan which aims at mobilizing resources and coordinating their use in an effective and efficient manner to 
achieve the global targets with the support of a broad political and scientific coalition. Three principles form 
the foundation of the programme's operational philosophy: first, that enhanced global control can only be 
realized through sound national initiatives, and that the programme itself must be capable effectively to 
support these national endeavours; second, that viable national initiatives are only likely to arise when the 
magnitude of the tuberculosis problem is clearly recognized, its social and economic consequences being 
sufficiently understood to generate a national commitment to its control, including the sustained allocation of 
sufficient resources; third, there should be consolidated authority to manage both control and research 
activities in order to ensure that research is designed to strengthen and sustain disease control efforts, and that 
an appropriate distribution is achieved in the use of programme resources for disease control support and 
research activities. 

III. PROGRAMME ACTIVITIES 

9. The programme has sub-programmes for operational support, and research and development. The 
former has two components - national programme support and operational research. 

National programme support 

10. National programme support activities for the last two years have aimed to develop a few key 
instruments by which WHO can disseminate specific, practical recommendations on the standards and methods 
for effective tuberculosis control. The first of these has been the issuing of treatment guidelines which clarify 
and report on effective chemotherapy approaches.1 The second was a guide on surveillance and monitoring， 
which describes a practical method of case-counting and reporting.2 Thirdly, a set of training materials for 
middle-level programme managers (Managing tuberculosis at the district 里evel) was developed. The first 
global workshop using these materials was held at headquarters in September 1992 to train future regional 
training course directors/facilitators and all the programme staff from headquarters and the regional offices. 
The first regional training course was held at Arusha, the United Republic of Tanzania, in 1992 to train future 
national course directors/facilitators. Subsequent regional and national courses, and translation of the 
materials into French and Spanish, will help to make known the new approaches to tuberculosis control 
rapidly. The training activities will help to produce programme leaders who can exert the necessary influence 
on policy and decision-makers - an element lacking in many countries - as well as prepare WHO staff, and will 
facilitate the organization of effective delivery of control services at the district and primary health care level. 

1 Document WHO/TB/91.161. 



11. In 1992, 210 countries, territories and distinct geographical entities were asked to update and expand 
WHO's information on their tuberculosis programme. So far, 94 countries (45%) have responded. As shown 
below, 70% of respondents had a central tuberculosis unit within the ministry of health, and 26% of these were 
integrated with the leprosy control programme. Case-finding methods and coverage are extremely varied, 
underlining the need for standardized approaches to data collection and programme implementation. The 
routine use of short-course chemotherapy (SCC) (i.e., a regimen lasting nine months or less, including 
rifampicin for at least the initial two months) in all sputum-positive pulmonary (SPP) cases was reported by 36 
countries (38%). The reported cure rates following SCC for cohorts of patients with SPP tuberculosis are also 
shown. In the African Region the average cure rate reported from six countries with well established 
tuberculosis control programmes was 78%, as opposed to 46% in another eight countries using SCC and to 
37% in countries using regimens without rifampicin. However, data on treatment outcome are difficult to 
analyse because regimens vary widely within and between countries, definitions of SCC vary, the cohorts are 
often small and not representative, and the data are sometimes unreliable. 

TABLE 1. DATA FROM THE NATIONAL TUBERCULOSIS PROGRAMME DATABASE 

Region 
(No. of 

respondents/total) 

Central 
tuberculosis 
unit within 
ministry of 

health 

Integrated with 
leprosy 

programme 

% case-finding 
coverage range 

(proportion 
reporting) 

Routine use of 
SCC in SPP 

cases 

% cure rate 
range with 

SCC in SPP 
cases 

(No. of 
countries 
reporting) 

Africa 
23/47 (49%) 17/23 (74%) 10/17 (59%) 11-93 (17/23) 9/23 (39%) 18-89 (14) 

Americas 
12/47 (25%) 10/12 (83%) 3/10 (30%) 40-95 (7/12) 6/12 (50%) 34-92 (8) 

Eastern 
Mediterranean 
15/22 (68%) 13/15 (87%) 0/13 (0) 29-99 (9/15) 7/15 (47%) 37-98 (5) 

Europe 
24/49 (49%) 9/24 (37%) 0/9 (o) 38-100 (14/24) 5/24 (21%) 75-100 (10) 

South-East Asia 
7/11 (64%) 6/7 (86%) 2/6 (33%) 19-100 (3/7) 5/7 (71%) 37-76 (3) 

Western Pacific 
13/34 (38%) 11/13 (85%) 2/11 (18%) 16-73 (7/13) 4/13 (31%) 60-100 (10) 

Total 94/210 (45%) 66/94 (70%) 17/66 (26%) 11-100 (57/94) 36/94 (38%) 18-100 (50) 

12. Good tuberculosis control programmes necessarily depend on the uninterrupted supply of appropriate 
anti-tuberculosis drugs. Without them patients are likely to be turned away, receive no treatment, inadequate 
treatment, or be forced to seek medication in the private sector where prices may be prohibitively high and the 
rational use of drugs less readily assured. To identify the critical issues for drug supply, studies were 
undertaken, the main findings of which included: (1) the difficulty of accurately forecasting drug needs in the 
face of rising tuberculosis incidence associated with the HIV pandemic; (2) rising drug costs for short-course 
chemotherapy, the lack of foreign exchange for drug purchases, and the lack of priority accorded to 
tuberculosis treatment when deciding the budget for essential drugs; (3) poor information on low-œst sources 
of procurement and procurement mechanisms; (4) inadequate technical, administrative or financial resources 
to assess the quality of drugs procured; (5) long supply delays due to the low volume of orders; and 
(6) inefficient or imbalanced distribution patterns. 

13. Regional level efforts to draw attention to and bring about consensus on the need for programme 
redirection are being made (for the African Region in Entebbe, Uganda, and for the Region of the Americas 



in Chile). The Regional Office for Africa now has a tuberculosis adviser (shared with the leprosy programme) 
and the Regional Office for South-East Asia was temporarily reinforced with the addition of a short-term 
professional for the tuberculosis programme, transferred from headquarters. If they are to take full advantage 
of the relative strength of WHO’s overall organizational structure’ some regional offices’ capacity to support 
the country programme with the new strategy urgently need strengthening. 

14. It is naturally most important for country-level activities to benefit from the use of programme resources 
if they are to have a direct impact on the disease. WHO has been strategically focusing on a small number of 
countries with serious tuberculosis problems and the potential for development of a model control programme. 
Technical cooperation in Guinea yielded not only a tuberculosis programme manual specific to that country's 
needs but helped to evolve the treatment guidelines mentioned in paragraph 10 above, which are applicable to 
many other national tuberculosis programmes. A programme review was carried out in Zimbabwe in March 
1992, which helped to stimulate activities to improve drug supply, treatment guidelines and operation of the 
national programme. Another programme review, undertaken in September 1992 in India, provided guidelines 
for programme reorganization and may lead to further cooperation in the preparation of a project for possible 
external assistance. Detailed technical monitoring and supervision of China's tuberculosis programme in 
cooperation with the World Bank is continuing，with early signs of success in that large project. Experience 
with it will provide lessons about effective programme dissemination and management and may be useful for 
many other countries. Twenty-nine other countries received technical cooperation, support in the preparation 
of internal evaluations, or limited financial support to reinforce their national programmes. 

Operational research 

15. A Steering Committee on Tuberculosis Operational Research was formed in early 1992. The Committee, 
with ten members representing a variety of scientific disciplines and programme experience, met for the first 
time in May 1992. It received reports on research projects completed in Bolivia, Malawi, Mozambique and 
United Republic of Tanzania, and progress reports on studies under way in Botswana, Thailand and Uganda. 
A WHO-supported study of the cost-effectiveness of tuberculosis treatment using SCC in Malawi, 
Mozambique, and United Republic of Tanzania was published in 1992 and has been widely cited as it provides 
strong evidence that this health intervention is one of the most cost-effective available. A similar study in 
Botswana confirmed that tuberculosis treatment remains highly cost-effective even in a middle-income 
developing country. A WHO-supported cohort analysis in Bolivia in 1990 demonstrated the value of research 
in monitoring and evaluation to stimulate improvement of national programme practices and intensify 
supervision of identified problem areas. 

16. The meeting of the Steering Committee also produced a list of priority topics for "global operational 
research" in four areas: (1) case detection; (2) treatment; (3) epidemiology; and (4) financing, management 
and socioeconomic impact. Steering Committee members formed regional working groups, with the objective 
of developing or funding one or two research projects in each region in 1992. It was decided that "country-
specific research" should focus in 1992 on preparing new activities in China, India, and possibly Bolivia. A new 
treatment study in Guinea was also approved. Tentative plans were made for field visits by Steering 
Committee members to several countries receiving intensified technical support. 

Research and development 

17. A series of meetings was organized to formulate the short- and medium-term goals of tuberculosis 
research. In late 1991 a report on priority research areas1 was mailed to nearly 1500 investigators throughout 
the world. In response, 37 investigators submitted completed applications for research studies. In April 1992 
the newly formed joint steering committee for tuberculosis and leprosy research reviewed and approved 11 out 
of 29 of these applications, the others being referred either to the Steering Committee on Tuberculosis 
Operational Research or to the Global Programme on AIDS for consideration. The arrangements endorsed by 
the CARG for close collaboration with the programme for vaccine development, the Special Programme for 
Research and Training in Tropical Diseases and the Global Programme on AIDS are working well. 



18. Research has been initiated in three areas: (1) basic studies/diagnosis，(2) therapy/drug development, 
and (3) tuberculosis/HIV interaction. In the first area, funding has been provided to refine polymerase chain 
reaction (PCR) for tuberculosis diagnosis (including the devising of methodology to apply this technology in 
developing countries) and assess PCR for the diagnosis of paucibacillary tuberculosis in adults and children. 
Links between investigators in industrialized countries and those in Guinea-Bissau, Thailand and Zambia have 
been established. Studies of the application of restriction fragment length polymorphism (RPLP) to 
epidemiological studies of tuberculosis include the refinement and standardization of methodology and 
epidemiological studies in developed and developing countries, and the establishment of a computer 
programme to facilitate comparison and classification of RFLP "fingerprints". 

19. In the area of therapy and drug development, support has been provided to a study to develop new 
pyrazinoic acid ester (РАЕ) analogues which may be useful in the treatment of tuberculosis, the evaluation of 
promising new drugs in animal models of both active disease and infection, the development of "depot" 
preparations of tuberculosis drugs, and a short-term clinical trial of sparfloxacin. The results of a WHO-
supported animal study of sparfloxacin suggest that this drug may be the most active of any new 
antituberculosis drugs yet developed. Other studies in animal models will assess new preventive therapy with 
new rifamycin derivatives, rifabutin and rifapentine suitable for HIV-positive patients. 

20. In tuberculosis/HIV studies, support has been provided for epidemiological studies assessing the effect of 
HIV on tuberculosis in Dominican Republic, Uganda and United Republic of Tanzania. Studies to evaluate 
the efficacy and toxicity of short-course chemotherapy in HIV-infected tuberculosis patients are under way in 
Haiti (adults) and the Dominican Republic (children). Another paediatric study in Zambia has shown that 
fatal skin reactions occur frequently in children treated with thioacetazone, leading to a change in WHO 
recommendations on tuberculosis therapy for persons who may also be HIV-infected. Among the most 
important studies are those of preventive chemotherapy, which include a unique study in Uganda to evaluate 
the operational feasibility of isoniazid preventive chemotherapy for HIV-infected persons. This study is crucial 
to the assessment of new public health policies which could emphasize tuberculosis prevention for high-risk 
populations in the developing world. One other project, in Zambia, is evaluating the efficacy of short-course 
preventive therapy regimens which include rifampicin. 

IV. RESOURCES 

21. The progress outlined above has been accomplished with a very limited budget. At present there is still a 
shortfall of several million dollars for the implementation of the tuberculosis programme activities for the 
1992-1993 biennium. Increasing press coverage of the tuberculosis problem may encourage more policy- and 
decision-makers in finance and foreign aid offices to consider supporting the programme with further 
extrabudgetary contributions. 


