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NOTE 

The views expressed in this report are those of 
the oonsul tants and partioipants at the seminar 
and do not neoessarily refleot the polioies of 
the Organization. 

This report has been prepared by the Western Paoifio 
Regional Offioe of the World Health Organization for 
governments of Member States in the Region and for those 
who partioipated in the Seoond Regional Seminar on 
Tuberoulosis Control which was held in Seoul. Korea. 
from 5 to 11 Ootober 1971. 
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1. INTRODUCTION 

The first WHO Tuberculosis Selll1nar for the Western PaCific Region 
was held in Sydney, Australia, with the collaboration of the Government 
of Australia and the National Association for the Prevention of Tuber
culosis in Australia from 23 May to 3 June 1960. The second was conducted 
in Seoul City from 5 to 11 October 1971 with the collaboration of the 
Government of the Republic of Korea and the Korean National Tuberculosis 
Association. 

. 
The objectives of the second seminar were to discuss the organization 

and administration of national tuberculosis control programme, co-ordination 
and co-operation with other health agencies, and measures for the integration 
of the tuberculosis services into the general public health programme. 

There were thirty-one participants from fourteen countries and thirteen 
terri tories. In addition, sixteen of the nineteen participants, together 
with two Japanese instructors, of the 1971 WHO/Japan Tuberculosis Course 
and thirty national tuberculosis experts attended as observers. Dr Kurt Toman 
was appointed Seminar Director. Dr P.H. Teng served as the other consultant 
and Dr M.H. Lee and Dr C.S. Lee as temporary advisers. The list of partici
pants, observers, consultants and Secretariat is attached as Annex 1. 

The Seminar was opened by the Honourable Minister Kyung Ho Lee, 
Ministry of Health and Social Affairs, at the inaugural ceremony held in the 
Conference Hall of the Academy House, Seoul City, on 5 October 1971. 

IRlllediate1y following the inaugural ceremony, the following were 
elected chairmen and rapporteurs for the group discussions: 

Group I 

Group II 

Group III 

Chairman 

Rapporteurs 

Chairman 

Rapporteurs 

Chairman 

Rapporteurs 

Dr Dal Ho Song (Korea) 

Dr N.C. Sen-Gupta (Singapore) 
. Dr William Murphy (New Zealand) 

Dr Jose Y. Buktaw (Philippines) 

Dr Ng Yook Kim (Singapore) 
Dr Gopal Prathap (Malaysia) 

Dr Le-Van-Giat (Vietnam) 

Dr Philippe Leproux (French Polynesia) 
Dr W.G.L. Allan (Hong Kong) 

Selected WHO documents on tuberculosis were distributed to the parti
cipants and observers during the Seminar (see Annex 2). 

Discussions began with the country reports presented by the parti
cipants. A I5UJIIIDary of these reports appears in Annex 3. This was followed 
by technical discussions. The major topics introduced and discussed were: 

1. APplication of contemporary knowledge in tuberculosis control 

2. l3CG vaccination 

3. Case-finding 
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4. Chemotherapy 

5. Evaluation of national tuberculosis programme 

6. Training of personnel for tuberculosis control 

7. Integration of tuberculosis control into the general 
heal th service 

The agenda of'the seminar is attached as Annex 4. 

Working papers on the maJor topics were introduced briefly by the 
consul tents or the Secretariat. This was followed by group discussions 
for approximately one~and-a-half hours. The conclusions of the group 
discussions were reported during the plen&I'J' .ession. After further 
discussion in open forum the oonsul tant or the secretariat member who 
introduced the subject summarized the conclusions. 

A field visit was made on Monday. II October 1971. The partiCipants 
were divided in four groups each of which visited a rural and an urban 
health centre. where the tuberculosis activities and general. heal. th services 
were reviewed and discussed. 

The clOSing ceremony was al.so held. at the Conference Hall of the 
Academy }louse at 4.00 P.M. on II October. 

2. APPLICATION OF CON'l'mtlPORARY KNOWLEDGE 
IN TUBERCULOSIS CONTROL 

Introducing the subject •. Dr Hitze said that many countries had not 
caught up with the progress made in the implementation of efficient and 
effective national tuberoulosis programmes despite the available technical 
experience and scientific knowledge aocumulated in the past decade. 
Achievements were far from what could reasonably be expected even under 
unfavourable conditions. This applied not only to developing countries 
but also to many affluent ones. 

The main reason for the gap between the technioal possibility of 
controlling tuberculosis and its actual application is the difficulty of 
persuading the medioal profession of the necessity to operate disease 
control programmes strictly in accordance with managerial prinoiples. A 
national programme based on the concept of community medicine. and meant 
to make optimum use of and involve all available medical. and health 
facilities. can hardly be expected to prosper unless there is general 
acceptanoe and understanding of the objectives as well as the means by 
which they can be achieved. This applies to all categories ofheal.th 
personnel concerned with the progrlllllJlle and. equally so. to the public in 
order to obtain the necessary oommunity partioipa~on. 

Dr Hi tze ci ted. as examples of the problems encountered, the often 
ineffiCient case-finding operations, unsupervised chemotherapeutiC regimens. 
the still widely practised institutional treatment, the training of statf 
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who were neither job- nor programme-oriented. This indicated how 11 ttle 
ourrently available scientific knowledge is being applied. If the 
objective is the control of tuberculosis. only a community-wide attack 
can be expected to achieve a reduction in the problem and the control 
services will have to be brought wi thin permanent and oonvenient reach of 
the oO/DlllUlli ty. This requirement can never be met by the speoialized se1"'lioes 
themselves. Integration of the national tuberoulosis pl'ogramme is essential 
whether the epidemiological or operational. eoonomic or social requirements 
are taken into conSideration. 

3. B:G VACCINATION 

Introducing the subjeot, Dr Tao said that the direct method of the 
control of contagious diseases is naturally the elimination of infectious 
sources through treatment. In the case of tuberoulosis, however, the 
organization of an effective treatment programme with adequate coverage 
takes many years and is difficult to achieve. The last country-wide 
prevalence surveys carried out in China (Taiwan) and the Republic of Korea, 
where comprehensive tuberculosis programmes had been in operation for many 
years, had revealed that 6O-1fY!, of the infectious cases still remained 
undetected. A B:G vaocination programme, on the other hand. can be easily 
organized within a relatively short time in almost any country. no matter 
how limited the resources. in view of its Simplicity and low cost. 

Two methods are available for the prevention of tuberculosis: 

(i) chemoprophylaxis of the infected; and 

(ii) B:G vaccination of ~ uninfected. 

For obvious reasons. it was virtually impossible to practise chemo
prophylaxis in countries with a large population and at the same time a 
high transmission of tuberculosis. In most countries. therefore, B:G 
vaccination has' been seleoted as the main preventive method. 

The factors whioh might affect the efficacy of a B:G vaccination 
programme are: 

(a) the size of the susceptible population; 

(b) the risk of infection and tuberoulosis disease among 
the susoeptible population; 

( c) the potenoy of the vaccine; 

(d) the coverage of the susceptible population with B:O 
vaccination •. 

The age-group under five years and that of adolescence are most 
important as far as the incidence of the disease is concerned. In the 
organization and operation of a national B:G vaccination progr8lllllle, the 
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latter group under (d) above is particularly important. WHO recommends 
that at least 75~ of the susceptible population Should be covered at all 
times. The vaccination service of newborn infants praotised in Hong Kong 
and Singapore and the simultaneous JD) and smallpox vacoinations of infants 
under twelve months of age in China (Taiwan) are examples of successful 
ooverage of the most vulnerable age-group. In other countries, the intro
duction of B:!G vaccination without pre-vaocination tuberculin testing up 
to certain age lim! t has helped oonsiderably to increase coverage. 

Referenoe was made to the results of reoent experimental use of the 
dermo-Jet as well as other attempts in simplifying further the vacoination 
technique. The instruments and techniques still require improvement. Atten
tion was drawn to WHO's efforts to improve the uniformity and quality of B:!G 
vaocine through the pe_riod1c supply of "seed-lots" to B:!G laboratories. 

Organization 

The service should be a long-term one and should, therefore, be bu11t .. 
into the general health service on a permanent basis. The staff in the 
peripheral health units Should be utilized to give the vaCCination. Short-
lived oampaigns with specialized personnel should always be avoided. Even 
if Justified at the beginning, special B:!G vaccination teams Should be 
transferred within a few years into training, supervisory and assessment 
teams and the actual work Should be decentralized to every part of the country. 

Coverage should be achieved both in quantitative and geographioal terms. 
Periodic quality control of the vaccine stored under field conditions and 
distributed to the field staff was essential. Soar surveys oould serve for 
simple and quiok quantitative evaluation of vaooination ooverages and outputs. 

Discussion 

The views expressed were" in general, well aocepted by the participants. 
The ori terion of a tuberculin posi tin reaction was disoussed in one group 
at length. When tuberculin, 2 T.U. PPD, Rr23 with Tween is used, a oriterion 
of 10 DIll induration or more has been adopted as a positive reaotion for the 
purpose of B:!G vaooination by almost all oountries and territories in the 
Region, exoept for a few in whiob other tuberculin is -used. The l08S of the 
diagnostic value of tuberculin testing as a result of the widespread use of 
B:!G was recognized. 

The satisfactory coverage of B:!G vaocination of newborn infants in 
Hong Kong and Singapore was noted. This can, however, only be practised 
in those countries where babies are routinely delivered in institutions. 
The al ternati ve measure is the method of simul taneoua JD) and smallpox 
vaccination as practised in China (Taiwan) in the past fhe years. Every 
effort should be made by countries with a high transmission of tuberoulosis 
to reach as many as possible of the children before they enter soboo!. At 
school-entrance age (6-7 years) complete coverage should be the aim. '!'be 
need to vaocinate school-leavers Should be studied in eaoh oountry before 
a routine pro&I'&DIIIe is undertaken for this group. 

After a high coverage of the susceptible population has been achieved, 
vaocination activities should be oonsolidated into the MCH servioeon a 
permanent basis. Coverage and quality oontrol should be assessed frequently 
by the staff responsible for tuberculosis oontrol. • 
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The di ffi cuI ties enountered in the field, such as maintenance of 
logistios, preservation of the vaccine potency, transportation of workers, 
etc. were mentioned by some participants. Provisions to meet these 
difficulties were recognised as essential by many participants. 

The advantages of heat-stable freeze-dried BOG vaccine were enumerated 
by a number ef participants. The need of unifonnity in. quality and the 
dmger ot proliferation of production laboratories was emphasized. The 
impractioability of the UNICEF-supplied lOO-dose ampoules of BeG vaccine 
for conSOlidated BeG progr&RllleS was brought up. It was noted that as the 
cost of large and small ampoules produced by the Japan BeG Laboratory is 
almost the same, UNICEF prefers to procure and supply only the lOO-dose 
ampoules. For better service, field workers should be advised that the 
use of lOO-dose ampoules ot BeG vaccine is fully Justified even for a few 
infants • 

4. CASE-FINDING 

In introducing this item, Dr Toman said that as the control of any 
cOllllllUJlicable disease is aimed at the continuous reduction of the transmission 
of infection, the persons who transmit the infection, 1.e., those who excrete 
tubercle bacilli, must be found. Henoe case-finding, for the purpose of 
tuberculosis control, would be better termed as "identification of sources 
of intection" or "source identification". 

The results from two retrospeotive and one perspective study, whioh 
analyse the yield of infectious cases identified by various measures and 
service components. were presented. In three countries with similar control 
policies (Canada, Czechoslovakia and the Netherlands) the dats showed that 
mass miniature radiography (MMR) carried out for about fifteen years at 
intervals of three years had identified only 12-l~ of the smear positive 
cases, whereas the vast maJority of the infectious cases had been discovered 
in persons who, on their own initiative, had sought medical help because of 
their symptoms.· About 5~ of the cases with infeotious tuberculosis had been 
diagnosed for the first time through post-mortem examination, a remarkably 
high percentage if one considers that the persons conoerned had been 
repeatedly examined and X-rayed and that in the oountries conoerned only a 
part of the deaths are subJected to autopsy. 

In one study to investigate the length of time between a normal chest 
X-ray and the manifestation of infectious disease (see Annex 6) 55~ of the 
infectious cases discovered had appeared wi thin two years after a normal 
X-ray picture and 87~ within three; l~ of the cases were diagnosed for the 
first time during post-mortem. In other words, an interval of three, or 
even two, years between *R is far too long to discover patients in an 
early stage of infectiousness (~ were already smear positive and l~ died). 
The study showed also that a sputum smear positive case is not necessarily 
an old or advanoed case due to negligence on the part ot the patient or the 
doctor. A large proportion of patients with advanced sputum smear positive 
tuberoulosis may develop it very fast and many even die without haVing it 
diagnosed because shortly betore they had a normal chest X-ray • 
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Bacteriological studies investigating the oontent of bacilli in 
various types of lesions had disclosed that tuberole bacilli oownta in 
cavi te.ry lesions are about 100 000 times higher than in solid neorotic 
lesions of the same size; further, that on an average tubercle bacilli 
in cavities which oan be almost invariably demonstrated by microscopy 
multiply markedly faster than the few bacilli in solid lesions which can 
be demonstrated by culture methods only. This shows that a case harbouring 
large numbers of bacilli has not only a more serious prognOSis than a 
culture positive patient but that his infectiousness is several times 
higher. 

fbis hypothesis see.. to have beeD oonfirmed by several investiga
tions which olearly shows that the number of infected oontacts was directly 
related to the sputum status of the source of infeotion (see Tables 2 and 
3) • The· contacts of Sllear posi ti ve cases have the highest risk of infeotion 
and morbidity. '!'he risk is markedly lower &liang contacts of _ar negative
culture positive patients. '!'hey have the same risk as contacts of suspects 
and almost the same as of persons from tuberculosis-free households. 

In SUJIIIIIary: 

(l) Tuberculous patients with sputum positive by miorosoopy oonstitute 
the epidemiologically most significant danger group. The identifioa
tion of these patients appears to be a clear priority in a tuberculosis 
control programme. 

(2) Case-finding by MMR is an unsatisfactory measure for identitioation of 
souroe of infeotion even if carried out at intervals of two or three 
years. MMR has contributed only lO-~ of the newly d1scovered cases 
with infectious tuberculosis in countries with very intensive MMR 
campaigns covering 55-~ of the eligible population. 

(3) '!'he great majority of infeotious cases which are sputum positive by 
microscopy are identified because of symptoms. Henoe selective case.
finding among patients spontaneously reporting to health services 
beoause of symptoms is the most efficient way of source 'identification 
at present. 

Discussion 

'!'his was fooussed on the teohnical aspeots of X-ray diagnosis and 
baoteriology rather than on the polioy aspeots of mass health examination 
prooedures, such as indisoriminate chest X-ray examination as a oase-tinding 
polioy. The validity of test results was discussed and it was agreed that 
the diagnosis ot tuberculosis by X-ray alone, particularly if based on a 
single X-l'al' picture, is aocompanied by a high degree of inacouraoy. It was 
also agreed that a large nUllber ot inflamatory lung diseases, parasitio or 
fungal diseases, neoplasms or diseases oaused by aerosols of aggressive 
substances can frequently simulate the X-ray morphology of pulmonary tuber
culosis. Consequently, without bacteriological oonfinuation the diagnosis 
based on X-ray remains hypothetical and inaccurate. 

.. 
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Some participants presented date based on their own experience when 
culture faoilities were not available, showing that the results of sputum 
III1croscopy had been inaccurate because of the inconsistent reading of 
smears by auxiliaries. The consensus of the discussion in one of the 
groups and the plenary session was that microscopy of sputum, although a 
relatively simple procedure not requiring particular technical knowledge 
or skill, must be done in a meticulous way with strict adherence to the 
accepted technique. The yield is in straight correlation with the proper 
motivation of the patient to produce bronchial sputum, the right selection 
of particles from the specimen and the adequate preparation and staining of 
the smears. Spot specimens produced by inadequately instructed patients 
will mainly consist of saliva or mucus from the nasal or paranasal cart ty. 

f til " ttl Microscopic examination of such material is a waste of time. I e spo 
sputum -is unsatisfactory, a second specimen, produced in the early morning 
if possible, should be examined. Sputum collection, smear preparation and 
examination require proper training and supervision. Those who even after 
re-training fail to work consistently should not oontinue to do this work • 

It was repeatedly stressed that X-ray examination, although a sensi
tive method, has a low specificity. The degree of overdiagnosis of "false 
positives" varies with the prevalence of other X-ray pathology due to 
healed speCific residual lesions and/or other diseases situated in the 
lung. Additional data and tables from extensive studies on multiple 
independent reading and "interpretation of X-ray films" were presented to 
support this finding. Microscopy of sputum, although it has a lower 
sensitivity than X-ray, has a higher specifioity and discloses the epidemio
logically most Significant group of patients who excrete tubercle bacilli 
and are responsible for the transmission of infection. 

A few of the participants thought that it would be sui table to differen
tiate case-finding polioies into active and passive ones. They oonfirmed 
that the latter give higher yields, particularly if the patients with chest 
symptoms of a longer duration are selected. In countries where X-ray faoili
ties are limited and concentrated only in a few Cities, sputum examination 
is the method of choice and the cost effectiveness (efficiency) is high. 
On the other hand, active case-finding, whether by indiscriminate X-ray or 
by sputum collection from house-to-house, usually results in poor yield at 
a high cost. Indiscriminate X-ray examination of large communities would 
have to be carried out at short intervals (6-12 months) if patients are to 
be found at an early stage of bacilli excretion. Such a policy is, however, 
rarely operationally feasible because of the requirements for skilled staff, 
vehicle repair shops, independent evaluation of films taken, and the 
decreasing participation of the public in any kind of mass health examina-
tion to which they are invited repeatedly at short notice. The long distances, 
bad roads, frequent breakdowns of machinery, lack of spare parts and of 
faCilities for repair, power supply and the difficulties in lining up suffi
cient number of examinees from the villages, particularly in the higher age
groups, are all insurmountable operational obstacles even if financial and 
manpower resources are not limited. 

The reasons for giving first priority to the bacteriological eX8lDina~ 
tion of symptomatic groups were BUIIIIIar1zed by Dr Tao, who also pointed out 
that case-finding cannot be separated from the purpose for which it is 
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intended, Le., the treatment of infectious cases. There was general 
acceptance of his statelllent in the plenary session with the exception of 
one partiCipant who admitted that indiSCriminate active case-finding by 
mobile X-ray can be a waste of resources, but felt that a revision of the 
present policy of MMR seemed unJustified. 

At the close of the discussion it was again emphasized that a case
finding programme is only as effective as the treatment of the patients 
discovered; in other words, the oase-finding component of· a tuberoulosis 
progr811D8 can never be better than the treatment oomponent. The following 
simplified formula was proposed for the purpose of evaluation: 

100 x 
No. caaes rendered 
non-infeotious 
No. infectious 
cases detected 

No. non-infectious 
and 100 x patients followed up 

No. non-infectious 
patients detected 

5. CHEMOTHERAPY 

Dr H1tze pOinted out that the main problem in tuberculosis chemotherapy 
is not the need to devise new regimens or to discover new drugs, but to know 
how to apply successfully the knowledge available. If the facton known to 
be vital to the organization and the outcome of chemotherapy are efficiently 
applied, then the level of success aohieved in tuberoulosis chemotherapy 
programmes would be very much higher than it is in actual practice. The 
suo cess of a tuberculosis programme depends not on the perfection of treat
ment, which oan be achieved only in certain outstandingly good but quite 
exceptional centres, but on what is achieved in general by the tuberculosis 
progr.-e. It is very important also to place in accurate penpective the 
relative unimportance of initial drug resistance as a oause of failure of 
chemotherapy when oompared with the importance of ensuring that the patients 
reoeive a good treatment regimen regularly and for an adequate period of time. 
Studies assessing the reliability of the laboratory diagnosis of drug resis
tanoe have shown that even in the technioally ~vanoed oountries it is often 
difficult to find laboratOries that perform sensitivity tests accurately and 
with consistent reliability. Bearing this in mind, it is important to 
realize what harm can result to the individual patient from olinioal action 
taken on the basis of inaccurate results whioh only add further to the oost 
and clearly outweigh the slender possibility of gains. 

The major problem is to improve the primary standard chemotherapy and 
so prevent failures and not, as is so cOllllllonly assumed, to concentrate on 
resel've regiJDens to deal with the preventable failures. To overcome the 
well-known defiCiencies with standard unsupervised regimens, fully supervised 
intermi ttent chemotherapy is reoOlllll8nded since it has proved suooessful in 
those countries where it haa been possible to implement it. 

An overwhelming and irrefutable body of evidenoe from oontrolled 
clinioal trials is also available on the unimportanoe of sanatorium treat
JIellt. The important points whioh the responsible authorities bave to oonsider 

.. 
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with regard to choice and adII1nistration of regimens of chemotherapy for 
pulmonary tuberculosis in a national programme, and which were illustrated 
by the speaker through a series of tables, were summarized as follows: 

(1) 

(2) 

The main problem of the chemotherapy of tuberculosis is how to apply 
available knowledge successfully. 

The principal reason for failure of the so-called "lO~ regimens" is 
the failure of' the treatment servioes to obtain adequate co-operation 
from the patients. 

* I~ has been clearly demonstrated in a oontrolled olinical trial that 
initial drug resistance is a relatively unimportant reason for failure 
of chemotherapy. 

(4) The results of sensitivity tests, even in the teohnically advanced 
oountries, are often unreliable. 

(5) Inaccurate sensitivity tests are of no value in the management of 
patients or the organ1zation of chemotherapy programmes. 

(6) A sputum smear servioe for diagnosis and to assess the progress of 
therapy in the individual patient and a culture service (seoond priority) 
are much more important than the provision of sensitivity tests. 

(7) In both teChnically advanced and countries at all stages of develop
ment, the greatest therapeutic gains are to be obtained by improving 
the organization of primary'chemotherapy. 

(8) New drugs, new drug regimens and failure regimens do not offer solutions 
to the problem of organ1zing a suooessful chemotherapy progrlllllll8. 

(9) Supervised fully intena1 ttent regimens offer an al ternati ve system of 
chemotherapy which merits exploration, especially in the many oountries 
where the organization of standard oral regimens has failed in practice. 

(10) Streptolllycin plus high dosage isoniazid twice a week is a fully 
established and highly effective intermittent continuation regimen. 
PAS plus high dosage isoniazid twice a week is also a promising oontinua
tion regimen. 

(11) There is an overwhelllling body of evidence that sanatorium treatment is 
largely irrelevant to tuberculosis progr8lllllles. 

(12) The keys to a sucoessful chemotherapy progr_e are good regimens, both 
daily and intena1ttent, applied in an effioient organizational framework. 

* Paper presented by Dr W.G.L. Allan, ADMS(TB). Hong Kong Government, at 
the XXIth International Tuberculosis Conference. Moscow, 1971 
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Discussion 

There was agreement in general with the concept and the points made in 
the introductory remarks. However, it was pointed out that in some areas, 
it ia not always easy to implement the supervised intermittent (streptoaycin, 
im. + INH orally) regimens, especially when the infrastructure of health 
services is weak or regulations exist that do not allow unqualified staff to 
give injections. In this context, attention was drawn to the possibility of 
the oral intermittent regimen with INH in high dosage (15 mg/kg bod3" weight) 
plus PAS in standard dosage which, in a controlled clinical trial *, had 
achieved results as good as the standard daily regimen and with a lower toxi
city rate. 

The participants all agreed that dual drug treatment is essential. It 
was noted that in some instances attempts had been made to supplement the 
course of treatment by an initial pha.se of intensive treatment wi th three 
drugs. The toxicity of thiacetazone was discussed at length in the light of 
the obviously considerable differenoes in this drug's aoceptability in differ
ent ethnic groups. 

The partiCipants considered that each country had to ohoose which regimen 
could be best applied in the national progr8llllle, due consideration being given 
to the operational and financial factors involved. Attention was drawn to 
the fact that there should be no deviation from such reooum.nded regimens, 
the efficacy of which had been unequivocally established, based on scientifio 
evidence gained from controlled clinical trials, because this usually results 
in less effective treatment. 

The discussions underlined also that integration of the tuberculosis 
treatment services is essential since the aim is to provide the_ required 
treatment allover the country and as close as possible to the patient's home, 
in order to ensure the necessary regular! ty during the standard course of 
treatment. The general practitioners have also to collaborate with a national 
tuberculosis programme. They should, however, receive instructions on modern 
tuberculosis chemotherapy and the service should be continuously supervised by 
the authorities responsible for the national programme. 

In view of the role still accorded to sanatorium treatment in some 
countries, the participants emphasized that chemotherapy is now so effective, 
especially when fully supervised as in the intermittent regimens, that ambulatory 
treatment has become the treatment of choice in the management of tuberculosis 
patients. It is already being practised extensively in an increasing nUllber 
of countries. both developing and affluent. and ,is recently particularly recom
mended by the American Thoracic Society. The cost of treating one tuberculosis 
patient in a sanatorium could provide at least 50 patients with adequate and 
effective ambulatory treatment. The previously held opinions regarding rest, diet, 
fresh air, and so-called "education" of the patient are largely irrelevant in 
modern tuberculosis chemotherapy. It was essential to concentrate personnel. 

* Paper presented by Dr S.P. Tripathy, Director, Tuberculosis Chemotherapy 
Centre. Madras. India, at the XXIth International Tuberculosis Conference, 
Moscow, 1971. 
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organizational and financial resources on the vital factors of tuberculosis 
treatment, namely, good regimens of primary chemotherapy and their efficient 
organization. 

The treatment of patients diagnosed on the basis of X-ray pathology of 
the lungs suggesting tuberculosis but without demonstrable bacilli was also 
discussed. In several countries the number of such patients ("suspects") 
recei ving 12-18 months of chemotherapy is two to three times higher than the 
number of patients with bacteriologically verified tuberculosis. It was 
emphasized that such treatment programmes were diverting attention, funds 
and manpower from the group of first priority, the infectious cases. In 
many countries, only a fraction of the existing infectious cases have been 
identified and put under treatment in spite of the fact that successful 
treatment of such cases is known to be the most important factor in the 
control of tuberculosis. A country can only afford prophylactic treatment 
of patients with X-ray abnormalities of unknown origin (despite the risk of 
a few per cent. contracting infectious tuberculosis) if the majority of the 
existing infectious cases have been discovered and successfully treated, 
that means, if only one out of twenty patients treated becomes a failure. 
Reference was made to the discussion on case-finding and the recommended 
assessment formula appearing on page 8. 

6. PROGRAfofo1E EVALUATION 

Dr Lin emphasized the importance of objective programme evaluation 
which required pre-defined programme objectives classified into long-range, 
intermediate and immediate ones of sequential order. In discussing the 
intermediate objective, reference was made in particular to the usefulness 
of repeated prevalence and incidence surveys, the results of which would 
enable not only the evaluation of past achievements but also the construction 
of an epidemetric model, thus making a forecast of the future trend possible. 
The advantage of plans of work prepared by each peripheral health unit in 
making the target of the immediate objective more meaningful was stressed. 

Information on the experience gained in the evaluation of the Korean 
National Tuberculosis Programme was presented by Dr K.S. Chang. It was 
noted that the assessment of the field returns from all health centres, 
wi th some "indices" or "markers" of the critical input elements of the 
programme operation, had been very useful in pinpointing the weakness down 
to a particular working unit. 

Dr D.H. Song, Director of the KNTA Research Institute of Tuberculosis, 
presented data on the assessment of the treatment programme in Korea. 
Al though the results obtained in the assessment of the 1967 and 1968 
patient groups were not satisfactory, the purpose of this presentation was 
to introduce the methodology of evaluation of the routine chemotherapy 
programme. This was commented on during the group discussions as a 
courageous fact-finding attempt to improve the programme • 
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The avoidance of delay in the feedback of the information obtained 
from programme evaluation to the field workers was emphasized. 

Discussion 

It was the consensus that programme evaluation and assessment of the 
programme operation should be a continuous process and that the collection 
of relevant and accurate information at each step of operation was essential. 
However. participants from some South Pacific island territories stated 
that this was rather difficult because of the weakness in the infrastructure 
of the health services. The establishment of managerial teams which could 
visit ·the local health units to conduct on-the-spot assessments and at the 
same time carrying out their supervisory and training functiOns. might 
overcome the difficulties. It was stated that WHO has regional assessment 
teams Whose services are available to Member countries on request. 

The value of a prevalence survey was again emphasized. However. it 
was agreed that comprehensive prevalence surveys designed to collect 
information on the frequency of relevant lung shadows or bacteriologically 
verified pulmonary tuberculosis by sputum smear and culture, and testing 
the drug sensitivity of isolated strains or the prevalence of infection by 
~. tuberculosis or atypical mycobacteria through simultaneous tuberculin 
tests, etc. are very ambitious undertakings. They are also very demanding 
in terms of statistical design. processing and analysis of data, laboratory 
eqUipment, transport, skilled and reliable personnel, supervision, accuracy, 
time and money. Results are obtained relatively late. Repeated surveys 
require samples of increasing size and can be carried out only after a long 
interval in order to determine significant differences. For these reasons 
only a few countries can afford such an undertaking. 

Attention was drawn to a practical and feasible way of obtaining valid 
information on the development of the tuberculosis situation or on its 
trend by following up the transmission of infection by means of the 
tuberculin test. During the last two decades WHO teams had made tuberculin 
surveys in many countries of the world. These data served as baseline 
information. Follow-up data on the transmission of infection could be 
obtained by testing younger age-groups, e.g., school-entrants without 
previous OCG vaCCination, provided the policy is direct OCG vaccination 
and those left unvaccinated are an unselected and unbiased group. 

Attention was drawn to the recently established International Tuber
culosiS Surveillanoe Centre in The Hague. Netherlands, a WHO-assisted institu
tion which offers its services to all countries on speCial request. It also 
trains personnel who will become standard readers and can thus assist in 
the statistical evaluation of test results. 

Surveys. Which require only relatively small samples, can be carried 
out at yearly intervals, thus information can be obtained and evaluated 
soon. Information on trends of prevalence and/or annual incidenoe of 
infection truly reflect the actual trend of the epidemiological situation 
in a given country. Since very few countries in this region have achieved 
a vaccination coverage higher than ~ of children in the pre-school age and 
d1rect OCG vaccination 1s the method used in almost all oountries. there are 
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about. 2Q1S pre-sohoolohildren wi thou t a B::G soar. 1. e.. many times more than 
that required to fonn unbiased samples. 

A partioipant reported on his experienoe in connexion with the assess
ment of eaoh step of mioroscopic examination of sputum which had led to 
higher yields. Other partioipants reported their experiences in B::G 
assessment in detail. In Tahiti. l)ll: of the ohildren vaocinated have no 
scars and the question was raised as to whether it would be necessary to 
deoide on a minimum size of tuberculin reaotion as a proof of suocessful 
vaocination. In the discussions on B::G assessment it was reoommended 
that routine eValuation by tuberculin testing should be abandoned because 
it requires specially trained personnel. a meticulous teohnique and statis
tical data analysis and evaluation. For routine purposes. evaluation of 
vaccinationooverage. scar oounting. and possibly measuring. are sufficient 
provided the B::G product is of a reliable quality and its handling and the 
vaccination technique are in accordanoe with well-defined instructions. It 
was noted that WHO would in the foreseeable future issue a revised edition 
of the B::O assessment manual. Routine assessment by soar surveys has also 
the advantage that it does not require special skill. Results can be obtained 
soon after vaccination and thus allow for prompt corrective action. 

In one group, experience with PERT (Programme Evaluation Reviewing 
Technique) was demonstrated and its value for planning and programme 
assessment by mOnitoring events was briefly discussed. 

7. TRAINING OF KEY PERSONNEL FOR A NATIONAL 'lUBERCULOSIS PROGRAMME 

Dr Toman focussed attention on the special training requirements for 
doctors who are, or will become, responsible for tuberculosis control in 
developing countries, where at present about four-fifths of the global 
tuberculosis problem exists. Although the traditional medical education 
of doctors may be sufficient to enable them to manage the sick individual 
or the micro-problem it does not prepare them to manage the tuberculosis 
problem of a community, the macro-problem. The difference between both 
activities as not merely be1ng quantitative or a question of numbers was 
demonstrated. 

The various attempts made in the past to tackle the tuberculosis 
problem were reviewed and the reasons for failure of the various schemes 
analyzed. These are almost invariably due to attempts to oopy patterns 
and oonoepts which have been evolved in affluent oountries. Such schemes 
are mainly based on a vertioal organization with specialists and speoialized 
personnel at all levels. The error has been the belief that such schemes 
could be simply exported to developing oountries and the complete disregard 
of constraints such as lack of skilled manpower, funds, facilities. equip
ment, the entirely different social structures, cultural backgrounds, the 
differing health problems. belief, stigmas, traditions and taboos. the 
resulting differing behaviour patterns and communication gaps. These and 
other neglected facts such as explosive population growth and subsequent 
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diminishing per capita income, etc., have caused. that all traditional health 
concepts and schemes mechanically transplanted to developing countries were 
doomed to failure. 

In spi te of this experience many people still believe that onl7 a 
strict17 specialized, vertical and independent organization ia appropriate 
to solve the tuberculosis problem. They forget entirely that besides the 
prohibitive oosts of educating a dootor (in Afrioa aboutUS$25,OOO in 1970) 
no social system oan afford or defend suoh an approach, which would delay 
national social and "economic development because large numbers of people 
would suffer, beoome disabled and die from a ourable and preventable disease, 
at a time when effective immunization arid treatment have been available for 
many decades. 

The essentials of a different t7Pe of health service which could be 
brought within reach of the oommmity were described. This would be 
staffed qy well-trained and supervised auxiliaries who would provide 
permanent medioal and health care, including tuberoulosis control. In 
such a system the role of the doctor would be greatl7 changed. He would 
primar117 have to act as a teacher and leader of a team consisting of 
technicians, paramedical and non-medical staff and his function would 
predOminantly be of the managerial type. The team (managerial team) would 
train and supervise the general health personnel in illllllUJl1zation, diagnosis 
and chemotherapy, Le., of a well standardized technology which is effective, 
Simple, and acceptable sinoe it interferes little with the patient's normal 
life. The key organizer of the managerial teams of a oolllllUDi ty or oountry 
would need, in add! tion to teolmology, further knowledge and skill in planning, 
priori ty setting, r.esource allocation, rational decision-making and in formu
lating policies wi thin the existing constraints and the overall national 
develolXllent prograDllle. Thus he would need multi-disciplinary training, which, 
besides epidemiology and biostatistics, would include a number ot non-medioal 
subJects. He would also need to be prepared for his dialogue with the 
olinical specialist who might exert pressure on him as far as technical 
complexity and perfection were ooncerned. He would have to check such tenden
cies as they would cause delay or a decrease in ooverage of the Community. 
He would also have to solve the various quantity/quality dileJllllas with regard 
to the priority of community ooverage. 

A number of new problems of the executive type which could be success
fully handled, provided appropriate training was obtained, were illustrated. 
These apply not onl7 to tuberculosis oontrol. Man7 other health problems 
such as exoessive population growth, malnutrition, road acoidents, mental 
hygiene, environmental pollution, eto., are coming to the forefront and 
oompeting for priority. COIIIIIUDity problema of' this type and dimensions can
not be solved qy oonventional medicine. They require not only international 
co-operation and asSistance, but a change in thinking and a new type of 
training for the new type of dootor - the managerial physioian. 

Discussion 

The importanoe of change in the currently oonduoted education of 
dootors, paramedical personnel, auxiliaries and of the public was recognized. 
in both the group and plenar;y discussions. 

• 

• 



- 15 -

In one group the need for reorientation of the curricula of 
medical colleges was stressed. Although increasing emphasiS is being 
gi ven to public health, the clinical aspect of tuberculosis still 
reoeives main emphasis in undergraduate education. One participant 
pointed out that in almost all countries the doctors are leaving tuber
culosis as a speciality and no young graduates are taking it up. 'lhis 
is a warning Sign which should be acted upon before it is too late. 
The tuberculosis specialist mq disappear before the disease has dis
appeared and if its control is not handed over to other dootors or 
servioes in time, there will be nobody to deal with the problem. 
Reference was made to some oountries in Europe where the average age 
of the few remaining specialists is over 60, but where tuberculosis 
is sti-ll a serious problem. Reorientation should now begin in the 
medical college and should start with the university teachers. From 
them, it should spread downwards. 

In another discussion group the problem of intellectual resistanoe 
against the present trend wall disoussed. It was stated that the tuber
culosis specialist does not feel at home when he is asked to lower his 
technical standards in order to allow a larger population to benefit 
from existing teohnology as this in his opinion is a step backwards. He 
feels that b,y handing over his knowledge and skill to the general practi
tioner or to lower echelons of personnel the quality of work will deteriorate 
and his interests and sooial prestige will be vi tally affected. He thinks 
that it is impracticable to expect the tuberculosis services to become an 
integrated part of the regular duties of the general health service staff 
and that the tuberculosis specialist will always be needed. Moreover, the 
Job of an administrator or managerial doctor has 11 ttle attraction when 
compared with the financial and social status of a clinician. Some parti
cipants stated that to convince a reputable specialist to "become a 
community-oriented doctor would be as easy as to convince a king to step 
down from his throne and become a republican". 

However, the majority of the participants agreed that without a 
proper reorientation of the tuberculosis doctor and the medical profession, 
wi thout proper training of paramedical and auxiliary personnel and without 
delegation or handing over to them of contemporary technology, translated 
into clearly defined tasks, a tuberculosis programme can never make a 
relevant impact on the problem. This implies also proper training and 

oontinuous guidance of paramedical personnel. Training should be strictly 
Job-oriented so that the trained person can act adequately in all situations. 
Wi th the help of paramedical substi tutes . and assistants a few doctors can 
deal with a workload, which would otherwise go far beyond their physical 
capacity. 

The Secretary of the Eastern Region of the International Union Against 
Tuberculosis (IUAT), which is the world's largest voluntary anti'-tuberculosis 
organization, gave an impressive account of its educational activities. 
Voluntary workers of member organizations are trained how to motivate patients 
to take their treatment regularly. He described how proper education of the 
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public. organized by the voluntary associations. can stimulate community part.1.
cipation not only in tuberculosis control. but also in other health activities 
(sani tation. water supply. family planning. establishing of MCH centres. 11811-
baby clinics) thus strengthening and expanding the health infrastructure of 
neglected cOlllllUIli ties. 

During the discussion in the plenary session it was agreed that the 
doctor's place and·role in a nation.ide tuberculosis programme must be 
substantially ohanged. It was realized that this would be a very oomplioated 
and painful prooess which would require mutual understanding between the 
publio health adm1n1strator and the oonventionally trained doctor as well as 
respect and understanding on the part of the oommuni ty. 

8. INTEGRATION OF TUlERCULOSIS CONTROL 
IN THE GEm:RAL HEALTH SERVICE 

Professor Tang and Dr Angara introduoed this item. The purpose of the 
papers presented was: 

(a) to explore the rationale of tuberculosis ·control through its 
integration into the general health service; 

(b) to examine the mechanisms of integration; and 

(c) to assess the general requirements for success of the integrated 
approach to tuberculosis control in the context of the general 
heal th service. 

After the tenns "integration" and "general health" had been defined. 
the speakers noted that the concept of integration of tuberculosis control 
was of relatively recent origin and had still to gain acceptance among 
certain professional groups. This was confinned during the discussion in 
groups and in the plenary session. The reasons for this reluctant attitude 
were given later. 

The rationale for integration has the following aspects: 

(a) Epidemiological - Tuberculosis is almost evenly distributed in 
the community and since in the developing oountries the vast 
majority of the population (up to ~) lives in the rural areas. 
tuberculosis is foremost a rural problem. The tuberoulosis 
services Which might be available at a few speoialized institu
tions in the oities serve only a small fraction of the population. 
They are beyond the reaoh of the rural population and have 
therefore 11 ttle impact on the total situation. Thus an effective 
programme must be countrywide. 

About one-half of the population in almost all developing 
countries is already infected with virulent tuberole bacilli. 
From this tremendous reservoir thousands of new cases of 
infectious tuberculosis are constantly occurring daily. Thus 
any short-lived one-time or orash attack is meaningless. An 
effective tuberculosis control programme must be pennanent:-
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Sooial - Tuberoulosis oauses suffering to the patients and 
their families and beoause of their sooial relationships and 
funotions wi thin a 00lllllUlli ty it decreases productivity thus 
resul ting in the suffering of the ,mole ooamuni ty . Tuber
culosis like other debilitating diseases has a deteriorating 
effect on the intellectual and physical capacity of the 
population. '!bis results in a qualitative and quantitative 
decline i~ food production and other necessities for the 
explosively growing population. leading to pauperization and 
hence to suffering. '!bus the general health servioes should 
be offered to the rural population ,mere the alleviation of 
suffering due to incapacitating diseases, including tuberoulosis. 
has become an imperative sooial felt need. 

A~inistrative - Tuberculosis control must become a part of 
the overall cOlllllUIli ty health programme. However, the struoture 
of the tuberculOSiS services almost everywhere is vertical, 
they are independent, mono-purpose organizations with specialized 
staff at all levels. This type of scheme can never satisfy the 
epidemiological and social requirements for a conmuni ty-wide 
permanent public health progr8lllllle as it would be unrealistic to 
expect that sufficient specialized staff can ever be provided at 
the peripheral level. Not onl,. would oosts beoome prohibitive. 
but the workload at the peripheral oentres would be too low to 
Justify their raison-d'~tre. Moreover, contemporary teohnology 
makes it possible to hand over the various standardized tasks 
to the persoIUlel of th~ general health services after appropriate 
training. All these tasks can be specified in manuals and 
covered by detailed work instruotions. Thus there is no need 
for specialized staff at the peripheral health units. 

Only a strong, identifiable, directing unit is required at 
the central level. At the intermediate level specialized referral 
and consultation service may also be provided, but this does not 
necessarily adversely affect the polic,. of integration. Such a 
service might assist in the supervision and technical guidance 
of the peripheral health staff. The operational and economic 
advantages of integration are obvious, provided responsibilities, 
relationships and links of cOIlllland. are clearly defined. Further 
compartmentalization and duplication of services, of recording 
and reporting can be aVOided, facilities and manpower can be 
better utilized. 

Co-ordination of governmental and non-governmental autonomous 
organizations 

In order to aChieve community-wide coverage of the population 
in special situations where the governmental and private sectors, 
including tuberculosis associations. are operating separately, a 
formal co-ordinating meChanism is required. In certain instances, 
legislative measures will be needed to ensure the oonoerted 
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operation of the progrume. If areas ot funotions, responsi
bilities, and oompetencies are olearly delineated, oo-ordination 
should be solely organized by and under the ohairmanship of a 
high-ranking govemmental offioial who should also be responsible 
for the national health administration or, at least. for national 
heal th planning. The co-ordination oomm1 ttee· oan also become 
instrumental in introduoing recommendations and polioy regula
tions, producing working manuals, and dealing with resistmce 
against possible changes in policies and. particularly with 
resistanoe against the integration of tuberoulosis control into 
the general health service. 

Resistance against integration 

Resistanoe can arise from: 

the specialised professionals, 
the general health servioe staff. and 
the voluntary tuberculosis assooiation. 

Resistance oan be generated consoiously or unconsciously in self
defense or for the preservation ot autonomy or monopolies as well as for 
other professional vested interests. The specialist usually considers as 
unacceptable the adjustment of his individuality to standard conformist 
polioies whioh he oonsiders to be of inferior quality. This resistance can 
be overcome by the administrator by evolving (a) an effective supervisory 
system for quality control, and ·(b) monitoring progr81111118 evaluation. A 
constructive and continuous dialogue with the speCialist and the adminis
trator is essential if this resistance is to be overoome. 

A serious obstacle to integration is the objection of the general 
heal th service that it is not yet ready for integration, that it will be 
overloaded with work or that other specialized programmes are cla1m1ng 
priority before tuberculosis control. In such instances health practice, 
research techniques and manpower requirements studies can be undertaken to 
analyze the actual situation, and if necessary, to re-allocate the staff 
and responsibilities, to revise the various tasks performed. and eliminate 
those which are unnecessary, etc. The experimental and didactic value of 
a pilot area and/or demonstration area for training of personnel was 
mentioned. 

Resistance can also arise from the voluntary organizations, generally 
because they fear loss of independenoe, facilities, financial support and 
the interest of the public. The activities of the voluntary associations 
should mainly be reoriented towards the organization of community partici
pation, e.g., in B:G vaocination programmes or case-finding by mOtivating 
individuals with SymptaDS to seek medical advice, etc. Of partioular help 
are voluntary workers who can assist the health services in instructing, 
moti vating and supervising the patients' regularity of treatment which is 
of crucial importance if a tuberculosis control programme is to be success
ful. 

• 

• 



... 

, 

- 19 -

'!'hese associations can be very helptul in connexion with the public 
infol'lllaUon component of the tuberculosis prograaae. '!hey can help to 
persuade the publ10 to acoept the concept of integraUon.'l'beY can also 
exert effective pressure to keep the qualitr of service at an optimal 
level. 

Discussion 

It was. unanilllOUSly agreed that no logical ObJeoUon can· be lllade to 
the conoept of the integraU<lIl of tuberculosis control into the general 
heal th servioe. Integration penai ts without doubt a maxillRJlll coverage· 
wi th a more raUonal allocaUon of resources and execution of progr8llllles 
according to existing priorities. 

The parUoipant from West MalaysIa presented. favourable results 111 th 
managerial telUlS in progr.-e implementation and described howvariows 
diftlculUes had been systema:t1cally overcome. It was also pointed. out 
how successtully integrated tuberculosis services can influence the 
general quali tr of work of the general health service and inorease 
posi ti vely the prestige of, and the publi c' s confidence in, the general 
health service. 

It was fUrther stressed that the speoialists' poai ti va attitude and 
support are of cNcial importance. '!'hey should coaai t themael ves to the 
priority tasks set by the health administrators such as to coverage target 
and the utilizaUon of available faoilities, manpower and financial 
resources. They DlUSt also respeot the other priori ties of the overall 
public health programme. Support of the specialized profession will 
largely depend on the health administrator's colllll1tment to maintain the 
qualitr of the programme and to improve progr8111118 performance through 
systematic evaluation. 

The Director of the Seminar reported on the seemingly paradoxical 
development in some affluent countries which are also preparing for 
integration. In places where the inflow of young dootors into the 
speciality stopped ten to fifteen years ago and the practising specialist 
are approach1ilg retirement age, integration has become inevitable. Many 
years ago, ~ vaccination was accepted as a regular duty of the MCH 
services or of the general illllllUD1zation services of the cOlllllUl11cable 
diseases control progr.... OUtpatient services in general hosp! tals 
and polyclinics, as well as general practitioners, are participating 
increasingly in the diagnosis md trea-.nt of tuberculous patients. 
Most of the specialized. inpatient institutions, such as sanatoria and 
tuberculosis hospitals. are gradually being converted into general 
hospi tals. '!'his is mainly due to the fact tb,at inati tuUonal treatment 
of tuberculosis patients is rarely needed and ambulatory treatment baa 
become the treatment of choice. 

Reference was made to a recently issued atate.nt of the C~ ttee 
on Therapy of the American Thoracio Societr in the Un1 ted States of 
America recOllllllending the admission of tuberculous patients mo ~red 
inati tutional treatment to general hasp! tals. Before the hospital 
resumes this responaibil1 ty the professional staff will have to be 
properly trained in the management of tuberculous patients. In view of 
the rapid reduction of infectiowmeas in patients recei v1ng adequate 
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chemotherapy there i8 no need to isolate such patients, to wear masks or 
to provide special laundry. These hospi tala will also treat outpatients 
and. provide follow-up. To plan or to build new tuberculosis hospitals or 
sanatoria would be an irresponsible waste ot funds. 

Some partiCipants gave examples ot negati va attitudes on the part of 
the health adIII1n1strators mo, due to lack ot tlexibil1ty and imagination, 
discouraged the general health s.rvice statf, as well as the speoialized 
staff, frem attempting integration. It was, however. admitted that more 
often it was the specialist who postulated that the general health servioe 
is inoapable of partioipaUng in tuberoulosis control. 1dlereas, in fact. 
he had oaused the actual constraint by his lack of part.i.oipation. 

The harIIonious and. eftective participation of national voluntary 
associations in the organizaUon of oolllllU111 ty partioipation could be sean 
in Korea and Japan. It was telt that more time should have been reservecl 
for disousaion ot this very important subjeot. 

9. FIELD VISITS 

Partioipants. obaervers. oOlUlultants and seoretariat staff were 
divided into four groups on Mondq. 11 October 1971, tor field trips. 
Eaoh group was shown a rural health centre in Kyonggido in the morning 
and an urban health oentre in Seoul in the afternoon. The places vilSi ted 
by the different groups were the following: 

Group 

A 
B 
C 
D 

Rural health centre 
(Kyonggi Provinoe) 

Pyoung-Taik Gun 

Yong-In Gun 
Po-Chon Gun 
Shi-Heung Gun 

10. CLOSING CERDtONY 

Urban health oentre 
(Seoul City) 

Seong-Dang Ku 
Yang-Dong Po Ku 
Yang-San Ku 
Dong-Dae Moon Ku 

The olosing session was held at the Conferenoe Hall of the Aoad • ., 
House, Seoul, at 4.~ P.M. on Mondq. 11 Ootober 1971. 

The Seminar Direotor. in SUIIIII&r1zing the discussions stated: 

WDuring the group discussions one had someUmes the _barrasaing 
feeling that some of the partioipants regarded the recOllllll8lldat1ana of the 
WHO Tuberculosis Expert ColB1 ttee as a step backwards. seoond-rate or 
cheap medioine good enough for the poor. Although this was a ooncealed 
opinion of a small minority only. I think one should not disregard it 
and see whether or how far it is jusUfied. Let us review br1eny the 
essential polioy reoommendations: 

• 
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"Home treatment instead of hospital or sanatorium treatment is not 
recoaaended beoause it is cheaper but beoause there is clear-cut scientifio 
evidenoe tbat institutional treatment has no advantage over home trea"blent. 
The latter oan give equally good results and. lIIoreover. does not alienate 
the patient from his f8lll1ly and cOlJll!Ulli ty. Ambulatory cheJllOtherapJ'. as 
well as an early return to normal physical activity and way-of-life. are 
recOlllllended not beoause it is cheaper than traditional treatment by' bed
rest. in a particular climatic enviroruaent and on a special diet. but 
beoause it has been soientifioally proved tbat these measures are unneoes
sary as soon as the patient receives an adequate drug reg1men. Inter-
lIIi ttent cheJllOtherapy is reoQllllleJlded not beoause it is cheaper than dailJ' 
self-administration of the same drugs but beoause it is a tully supervised 
treat{Dent with an averase chance of abQ1t 95" sputum oonversion after 
twelve montha. 

":a::G vaooination is being given a hisller priority than oase*find1ng 
and treatment not beoause it is lIIUoh cheaper but because in the long run 
1 t gives higher returns in teI'IDS of problem reduotion. i.e •• of trsnslllillsion 
of infection. of prevention of disabtli ty. premature death and other suffer
ing caused by' the disease. Passi ve case-f1nding by' bacteriologioal eXlllllina
tion of sputum from patients with def'ined chest symptom has been given a 
definitely higher priority than III&8S miniature radiography not beoause it 
is cheaper but beoause it identifies the epideadologically 1II0st dangerous 
grcup of tuberculous patients forelllost responsible f'or the tranBJllission of 
infection. Moreover. it has been shown to be 1II0re efficient than all other 
active case-finding proced.ures screening indisoriminately large population 
groups. 

"The integration of tuberculosis oontrol 1nto the general health 
servioe 1s reooDllended not because 1 t ill substantially oheaper than a 
vertioal prograamae specialized at all levels. No •. Integration is recolI
mended. beoause it complies with the ep1demio10g1cal requ1rement for a 
max111U1D and pel'lll8llent coverase of the population which oan be achieved 
only by' a network of deli very points brought wi thin reach of the rural 
oODllllWl1ties. where the bulk of the tuberculosis problem and the strongest 
felt-need found. Finally. paralledical personnel can be entrUsted with a 
number of taka as recOllllleDded. not beoause of the lower oosts but because 
nowadays a standariized teohnology is at hand which permits activities to 
be delegated to them ldlich would otherwise have to be left to speoialists 
or doctors who will not be available in sufficient nwabere by' the end of 
this oentury. 

"Thus it was not cheapness that determined the development of oon'tea
porary oontro1 procedures and policies. They were baaed primarily on 
.aientifio grounda as a result of technical and operations research. 
However. it 1fa8 of aubetsnt1al importance that they were inexpensive 
beoause this made them appli,cab1e and recolllllendable to oountries where 
the tuberculosis problem is very serious and where development is retarded 
by' the lack of skilled manpower as well as by' f'undlUllelltal economic and 
sooio-cultural oonstraints. 

"Finally. allow me a question: Can a less perfect or second best 
service not be an acoeptable e_rgency way cut of a situation where the 
alternative is no service at all? 
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"Today, our specialty is going through an agonizing process of 
re-evaluation. This results either in re-orientation or a strong resist
ance against the application of contemporary standardized technology which 
leaves little space for clinical sophistication and medical art. 

"Several times it has been stated during this seminar that changes 
have to come. Any change is bound to bring about tension. It cauaes 
emotional and active resistance. The more symbols of prestige, status 
or taboos are touched, and the more a change affects the vi tal interests 
of the profession,· the more violent will be the reaotion. However, there 
is no real antagonism between special disease progralllll8S and the general 
health programme nor between the clinician and the public health adminis
trator. Both are mu.tually supportive and oomplementary. Speoialized 
programmes, such as anti-tuberculosis campaigns, have given impetus to 
the development of general health services and the enstence of sound 
general health services has faoilitated specialized disease control 
services, both preventive and curative. '!be oorrect balance between the 
two is the final objective of health care. There should be mutual respect 
between the clinician and the public health adrn1nistrator. 

"Nothing is more diffioult to change than attitudes, habits or the 
minds of people. Doctors are no exceptions. If only a few ideas spread 
at this seminar take root, .it was worthwhile having met to discuss our 
problems and it was worthwhile to have worked and lived together in 
seclusion from the outer world like hermits in a aonastery for almost 
a week." 

Dr Henry K. Carlot, the participant from the New Hebrides, spoke on 
behalf of the partiCipants. He stated that there was an ever-widening 
gap between the aoquisi tion of knowledge and its application. A control 
service involves not only acceptance of theories b.v the government 
authori ties and it is not sufficient for the new techniques to be utiliZed 
only within a pilot area. For the population to derive real benefit from 
a tuberculosis control programme, the active participation of the whole 
colllDWli ty is essential. The prograD1118 must be integrated into the general 
health service for epidemiological, operational, economic and social 
reasons. In this connenon, the participation of the voluntary agency 
i8 vitally important. He then thanked the World Health Organization. the 
Government of the Republic of Korea, the Korean National TUberCUlosis 
Association and the membere of the Seminar Secretariat for a frui tt'ul 
seminar. 

Dr K.S. Kim, President of the Korean National TUberculosiS Associa
tion, bid all visitors farewell and a pleasant trip home. 

Dr M.H. Lee, Director, B.areau of Public Health, Ministry of Health 
and Social Affairs, the Republic of Korea, then announoed the seminar 
olosed. 

• 
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ANNEX 1 

LIST OF PARTICIPANTS, OBSERVERS, CONSULTANTS AND SECRETARIAT 

I. PARTICIPANTS 

Country/l'erri tory Name of partioipant and address 

AMERICAN SAMOA Dr Peter F. Beales 
Medioal Offioer 

AUSTRALIA 

mI'l'ISH SOLOMON ISLANDS 
PRO'mCTORATE 

CHINA (TAnfAN) 

COOK ISLANDS 

Department of Medical Services 
Government of Amerioan Samoa 
PagOPagO 
Amerioan Samoa 96920 

Dr Gwyn Howells 
First Assistant Direotor-General 
Department of Heal tl1 
P.O. Box 100 
Curtin, A.C.T. 2605 
Australia 

Dr Peter Beck 
Medioal Superintendent 
Medical Department 
Honiara 
British Solomon Islands Protectora~ 

Dr C.S. Ra,Jagopal 
Specialist PhysiCian (Chest) 
Medical and ~eal th Department 
Bandar Seri Begawan 
State of Brunei 

Dr H.W. Luan 
Superintendent 
Chiayi P~ovincial Tuberculosis 

Control Centre 
Chiayi. Taiwan 
Republic of China 

Dr C.T. Hsing 
Secretary General 
National Tuberculosis Association 
Taipei, Taiwan 
Republic of China 

Dr Steven Kavana 
Tuberculosis Control Officer 
Heal th Department 
Rarotonga 
Cook Islands 

i I 

II 
I I 

I I 
I I 

I 
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Country/Territory 

FIJI 

FRENCH POLYNESIA 

GILmRT AND ELLICE ISLANOO 

HONG KONG 

JAPAN 

KHMER REPUBLIC 
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Name of participant and address 

Dr B.R. Lomaloma 
Tuberculosis and Leprosy Control Officer 
Lautoka Hospital 
Lautoka 
Fiji 

Dr Philippe Lepr.oux 
Medecin-chef du Centre 
de Lutte Contre la tuberculose 
pour le Terri toire de la 
Polynesie fran~a1se 
Service de Sante 
Papeete 
Polynesie fran~aise 

Dr Taw! ta Tira 
Tuberculosis Control Officer 
Medical Department 
Bikenibeu 
Tarawa 
Gilbert and Ellice Islands 

Dr W.G.L. Allan 
Specialist (TB Control) 
Medical and Heal. th Department 
Lee Gardens 
Hysan Avenue 
Hong Kong 

Dr Takehara Furukawa 
Assistant Chief 
Tuberculosis Prevention Section 
Public Health atreau 
Ministry of Heal. th and Welfare 
1, 2-Chome, Kasumigaseki 
Chiyoda-ku 
Tokyo 
Japan 

Dr Tadao Shimao 
Vice-Director 
Research Institute of Tuberculosis 
Japan Anti-Tuberculosis Association 
Kiyose-shi 
Tokyo 
Japan 

Dr Tek Som 
Directeur du progr8llllle anti tuberculeuxe 
Phnom Penh 
Republique khmere 

• 

• 



CountrztTerritory 

REPUBLIC OF KOREA 

LAOS 

MALAYSIA 

NEW CALEDONIA 

NEW HEBRIDES 

NEW ZEALAND 

PAPUA NmI GUINEA 
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Name of participant and address 
- . , . 

Dr Kyoung Sh1k Chang 
Chief. Family Planning Section 
(formerly Chief. Tu~rculo.i8 Section) 
Ministry of Health and Social Affairs 
Seoul 
Korea 

Dr Dal Ho Song 
Director 
Insti tute of Tuberculosis 
Korean National Tuberculosis Association 
Seoul 
Korea 

Dr Khamkeo Souvannavong 
Chef du Service de Phtisiologie 
Ministere de la Sante publique 
(H8pital Mahosot) 
Vientiane 
Laos 

Dr Gopal Prathap 
Tuberculosis Specialist 
National Tuberculosis Centre 
Jalan Pahang 
Kuala Lumpur 
Malaysia 

Dr Marc Brunel 
Chef du Service de Phtisiologie 
de l'H8pital de Noumea 
Service de Sante publique 
Nownea 
Nouvelle-Caledonie 

Dr Henry K. Carlot 
Medecin du Service de 
Medecine Rurale 
Service de Sante du Condominium 
BP 206 
Port-Vila 
Nouvelles Hebrides 

Dr William Murphy 
Director 
Division of Public Health 
Department of Health 
Wellington 
New Zealand 

Dr Klla Wari 
Officer-in-Charge 
Tuberculosis Control Programme 
Public Health Department 
Port Moresby. Papua 
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Country/Terri tory 

PHILIPPINES 

RYUKYU ISLANDS 

SINGAPORE 

TONGA 

TRUST mRRITORl OF '!'HE 
PACIFIC ISLANDS 

REPUBLIC OF VIET-NAM 
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Name of participant and address 

Dr Ramon M. Villasis 
Mediaal Specialist III 
Division of Tuberoulosis 
Department of Health 
Manila 
Philippines 

Dr Jose Y. auttaw 
Exeoutive Seoretary 
Philippine Tuberoulosis Sooiety. Ino. 
0/0 Quezon Institute 
Quezon City 
Philippines 

Dr Seiten Hokama 
Direotor 
ltoman Tuberoulosis Sanatorium 
Government of the Ryukyu Islands 
63. Kaneshiro. ItODl8J\-oho 
Ryukyu Islands 

Dr Ng Yook Kim 
Senior Registrar 
Tan Took Seng Hospital 
Singapore 11 
Republic of Singapore 

Dr N.C. Sen-Gupta 
Medical Director 
Singapore Anti-Tuberoulosis Assooiation 
60 Shenton Way 
Singapore 2 
Republio of Singapore 

Dr S. Til1 Puloka 
Tuberoulosis Control Offioer 
Department of Health 
Nuku'alofa 
Tonga 

Dr Francisco T. Palacios 
Communicable Diseases Control Offioer 
Department of Health Services 
Trust Terri tory of the Pacific Islands 
Saipan 
Mariana Islands 96950 

Dr Le-Van-Giat 
Directeur du PrograDllle de 

Lutte anti-tuberculeus8 
Saigon 
Republique du Viet-Nam 

• 

• 

4 

• 
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Country/Terri tory 

WESTERN SAMOA 
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(oont'd) 

Name of partJ,.ciRant and address 

Dr Fa1 tala Sa 'u 
Assistant Medical Offioer 
National TUberculosis Control ProJect 
Heal th Department 
Apia 
Western Samoa 

II. OBSERVERS 

A. Fellows from the WHO/Japan TUberculosis Course, Tokyo 

Country 

AFGHANISTAN 

ETHIOPIA 

INDIA 

KOREA 

INDONESIA 

Name of fellow and address 

Dr Abdul MaJid Hamid 
Director of Women' s Sanatorium 
Ministry of Health 
Kabul, Afghanistan 

Dr Seyoum Yoseph 
Medical Practitioner 
Prince Tsehay Memorial Hospital 
Addis Ababa, Ethiopia 

Dr Si varaman Sukumaran 
Supervising Medical Officer 
(~G Campaign) 
Department of Health Servioes 
Kerala, India 

Dr (Mrs) Won Soon Lee 
Sub-Section Chief 
Public Health Section 
City Health Department 
Seoul, Korea 

Dr (Mrs) Hwa Cho Kim 
Sub-Section Chief 
Public Health Section 
City Health Department 
Pusan, Korea 

Dr RasJid P1arah 
Medical Assistant 
Department of Respiratory Diseas8s 
Persahabatan Hospital 
University of Indonesia 
DJakarta~ Indonesia 

Dr Hadi PraJi tno 
Medical Assistant 
Cl1nic of Pulmonary Diseases 

·60 Malioboro 
JogJakarta, Indonesia 
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II. OmERVERS 

Annex 1 
(oont'd) 

Fellows from WHO/Japan Tuberculosis Course (cont'd) 

Country 

JAPAN 

PHILIPPDmS 

PAKIBTAN 

SUPAN 

Name of fellow and address 

Dr Masakazu AoId 
Chief. Clinical Researoh Seotion 
'lbe Researoh Institute of Tuberculosis 
Japan Anti-Tuberculosis Assooiation 
Kiyose-shi 
Tokyo. Japan 

Dr Mutsu HOIIIIIa 
Chief. Publio Health Seotion 
Department of Health 
Niigata Prefecture 
N11gata City. Japan 

Dr (Mrs) Meleoia Uypuanoo 
Medical Specialist in charp of 

Mobile Chest Clinics and 8:G Team 
Regional Health Offioe No.8 
Davao City. Philippines 

Dr Santiago F. Cas in 
Regional Tuberoulosis Consultant 
Regional Health Office No. 4 
Naga City. Philippines 

Dr Shari Mohammad Quraish! 
Medioal Superintendent 
Government Sanatorium 
Kotri Distriot 
Karachi, Pakistan 

Dr El Rayah El Tereifi 
Medical Offioer 
Shaab Hospital for Chest and 

Heart Diseases 
Khartoum. Sudan 

Dr Chalor Kuptavintu 
Chief Medical Officer 
Chonburi Chest Clinio 
Chonblri. Thailand 

Dr (Miss) Saovaros Ruttarassam 
Medioal Officer in-oharge of 

Tuberoulosis Clinic 
Yala, Thailand 

Dr (Miss) Gunay GuI-dag 
Baoteriology Speoialist 
Tuberoulosis Research and 

Referenoe Laboratory 
RS Central Institute of Hygiene 
Ankara. Turkey 

• 

.. 

• 

• 

• 
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B. KONe National ObHrYe ... 

If .. 

Dr H~S. Sons 

Dr K.H. Kia 

Dr C.C. Lee 
.. 

Dr B.J. Sons 

Dr S.K. Parle 

Dr J .Q. Lee 

Dr J.K. Oh 
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II. OBSERVERS 

N.... ot t.llow and addre •• 

Dr Wed1. Sobh1 LabS.b 
As.i.tant Director 
a..t 01 ...... AdII:lN:.'U'aUon 
M1n1.try ot Heal t.h 
Cairo, UnUed Arab Repillblio 

Dr HaWen Pbu-ou,et 
*cleo1l1 .. cbet du O1.peUaiN 

mU 1a.lberouleux du 
Procr- HaticnAL _ti 1a.lberouleux 

S·'9, Republic ot Viet..lf_ 

Apncl repre.ented and addN .. 

(k-Preeldent ot Korem NaUCQal 
Tuberoul~l. As.oclation) 

Superintendent ot Red eroa. General Ho.pi tal 
Seoul, Korea 

Mellber, KHTA SoaN 
Prote •• or 111 Che.t Medioine 
Yon.el Uniftr.lt7 MeMoal CoUe .. 
Seoul, Korea 

Chiet, TraiJ)1ng Department 
Karee NaUonal 'l'uberouloa18 Aa.ociaUon 
Seoul, Korea 

Med10al Ofticer 
Ep1demolos:1.cal Departaent 
Koree National Tuberculo.is Association 
S.oul, Korea 

O1rector 
XN'l'A Choongchuns HUldo Brmch 
TaeJon. Korea 

k-Preaident 
Kareen lIational Tuberouloa1Jl Aaaoclation 
Seoul. Korea 

Chief. Cbea10 Depart.aent 
MaUonal Medical Centre 
Seoul, Korea 
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II. OBSERVERS 

Korean National Obeel'Vera (cont'd) 

!!!!! 
Mr J. S. Sohn 

Dr H. W. Pyon 

Dr S. C. Kim 

Dr Y. S. 'loon 

DrJ. J. Kwon 

Dr U. S. Kill 

Dr K .• Y. Lee 

Dr C. S. Kim 

Dr K. H. Cheong 

Dr Hodges L. Mart1n 

Miss Han K. Kim 

Dr B. W. Jin 

Agency represented and address 

Secretary General 
Korean National Tuberculosis Association 
Seoul, Korea 

Member, Km'A Board 
Professor 1n Chest Medic1ne 
Catholic Medical Centre 
Seoul, Korea 

Ch1ef, Baoteriological Department 
Korean National Tuberculosis Association 
Seoul, Korea 

Ex-President of Km'A 
Dean, Hanyang University Medioal College 
Seoul, Korea 

Superintendent 
KongJu National Tuberculosis Hospital 
Kongju, Chungchong Namdo Province 
Korea 

Superintendent 
Masan National Tuberculosis Hosp1tal 
Seoul, Korea 

Professor 1n Chest Medic1ne 
Yihwa Women's Univers1ty Medical College 
Seoul, Korea 

Professor in Microbiology 
Kyongh1 Univers1ty Medical College 
Seoul, Korea 

Superintendent 
SOodaemoon Mun1c1pal TB Hosp1tal 
Seoul j Korea 

Heal th Adv1ser 
US Peace Corps 
Seoul, Korea 

Heal th Adv1ser 
US Peaoe Corps 
Seoul, Korea 

Sen10r Med1cal Off1cer 
C1 ty Heal th Department 
C1ty of Seoul, Korea 

• 

.. 

• 



• 

Annex 1. 
( cont'd) 

- 31 -

II. OBSERVERS 

Korean National. Observers (oont'd) 

Name 

Dr C. D. Park 

Dr C. W. Pak 

Dr H. Y. Parlt 

Dr G. N. Ro 

Dr J .W. Kim 

Dr S. Y. Choi 

Dr B. H. Kil 

Dr C. M. Chung 

Dr H. Y. Lee 

Dr S. B. Oh 

Agency represented and address 

Acting Senior Medical Officer 
Pusan, Korea 

(Deputy Administrative Chief, SSCF/Pusan) 

Senior Medical Officer 
Kyonggido 
Suwon, Korea 

Senior Medical Officer 
Kangwondo 
Chunchon, Korea 

Senior Medical Officer 
Choongchung Pukdo 
ChongJu, Korea 

Senior Medical Officer 
Choongchung Namdo 
TaeJon, Korea 

Senior Medical Officer 
Cholla Pukdo 
Chonju, Korea 

Senior Medical Officer 
Cholla NamdO 
Kwangju, Korea 

Senior Medical Officer 
Kyongsang Pukdo 
Taegu, Korea 

Senior Medical Officer 
Kyongsang Namdo 
~. Korea 

Chief. Seoul Branch Clinic 
Korean National Tuberculosis Association 
Seoul, Korea 
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III. CONSULTANTS AND TEl>1PORARY ADVISERS 

Name Present position/address 

.Dr Kurt Toman Consultant on Tuberculosis and 
Director of the Seminar 

Professor P.H. Teng 

Dr Myung Hwa Lee 

Dr Chan-See Lee 

Address: Hansaring 5 
5 KtSln 1 
Gennany 

Consultant on Public Health 
Administration 

Address: Professor of Preventive Medicine 
Department of Preventive and 

Social Medicine 
University of Hong Kong 
Lishu Fan Building 
Sassoon Road 
Hong Kong 

Temporary Adviser to the Seminar 

Address: Director 
Public Health Bureau 
Ministry of Health and 

Social Affairs 
Seoul, Korea 

Temporary Adviser to the Seminar 

Address: Vice-President 
Korean National Tuberculosis 

Association 
Seoul, Korea 

IV. SECRETARIAT AND RESOURCE PERSONNEL 

Name Present position/address 

Dr K. L. Hitze Chief, Tuberculosis Unit 
WHO Headquarters 
Geneva, Switzerland 

Dr A. A. Angara Assistant Director of Health Services 

DrJ.C.Tao 

WHO Regional Office far the Western Pacific 
P.O. Box 2932 
Manila, Philippines 

Regional Adviser on Communicable Diseases 
WHO Regional Office for the Western Pacific 
P.O. Box 2932 
Manila, Philippines 

• 
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Secretariat and Resource personnel (cont'd) 

Name 

Dr H. T. Lin 

Dr J. J. Huang 

Dr M. Chia 

Dr M. Le Hir 

Dr A. H. Webb 

Dr J .A.Halet 

HI' A. Y. Ens 

Mias·p. ~el 

HI'R. Aouad 

HI' P. Lambert 

HI' A. Ch)tientz 

MrM.~ 

.Present position/address 

WHO Medical Officer' 
Korea 1201(0019) 
Seoul, Korea 

WHO Medical Officer (Baoteriology) 
Regional Tuberoulosia AdvisolT Team 
WHO/WPRO, Mantla 

WHO Medical Offioer (Statistios) 
. Regional Tuberculosis AdvisolT Team 

WHO/WPRO ,Manila 

WHO Medioal Offioer 
Khmer Republic 1201(0503) 
Phnom-Penh 
Khmer Republic 

WHO Medioal Offioer 
Malaysia 1201(0070) 
Kuohing,Sarawalt 
East Malaysia 

WHO Medioal Officer 
Vietnam 1201(0007)' 
Saigon 
Republio of Viet-Ham 

WHO Teohnioal Oftioer (LaboratolT) 
Vietnam 1201(0007) 
Saigon 
Republio ot Viet-Nam 

WHO Nurse 
Vietnam 1201 (0007) 
Saigon 
Republio of Viet-Nam 

Interpreter/Translator 
WHO/WPRO, Manila 

Interpreter 
WHo/HQ., Geneva 

Interpreter 
WHO~, . Geneva 

Secretary-, TB Un1 t 
WHO/WPRO, Mantla 
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ANNEX 2 

LIST OF DOCUMENTS DISTRIBUTED TO PARTICIPANTS AND Oa<iERVERS 

EPIDEMIOLOGY 

1. Report on a Tuberoulosis Prevalenoe Survey in Taiwan (1962-1963) -
document WPR/122/66 

2. Report on a TUberoulosis Prevalenoe Survey in Korea (1965) -
document WPR/284/66 

3. Report on a Tuberculosis Prevalenoe Survey in Vietnam (1961-1962) -
document WPR/362/63 

4. SUJllllary Report on a National Tuberculosis Control Demonstration 
and Training Centre in Cew City. Philippines (1964-1966) -
document WPR/367/67 

5. Report on a Tuberculosis Prevalence Survey in Cambodia (1968-1969) -
document WPR/372/69 

6. International Comparison of Epidemiological Data on Tuberculosis 
. (WHO/TB/Techn. Information/39.65 

7. Comite Ons d'Experts de la Tuberculose (Org. mond. Sante Ser. Rapp. 
Tech .• 1964. 290) 

OCG VACCINATION 

1. A study of the effect of simultaneous vaccination with OCG and 
smallpox vaccine in newborn infants (WHO/TB/Tech. Information/19) 
15 June 1964 

2. Simultaneous OCG and smallpox va<lcination (WHO/TB/Techn. Information/ 
66.46) 

4. 

OCG vaccination without previous tuberculin test (WHO/TEVTechn. 
Information/67.58) 

Cost-benefit analyses of OCG vaocinationin various epidemiologIcal 
situations (WHO/TB/Tech. Informatlon/68.61) 

5. Assessment of coverage obtained in independent smallpox and OCG 
vaocination campaigns in Geits District. Tanzania (WHO/TB/70.80) 

6. B::G vaccination by denno-Jet (WHO/T&!69.79) 

7. Utilisation du ped-o-Jet pour la vaccination par le OCG (WHO/TB/70.81) 

8. Etude de l'utilisation d'un inJecteur sans alguille pour la vaccination 
BCG intradennlque (WHO/TB/7o.83) 

9. La vaccination OCG administere par inJecteur aous pression sanS algu1l1e: 

10. 

11. 

12. 

13. 

Resul tats preliminaires d 'un essal controle (WHO/TB/70.84) 

A comparative study of OCG vaccination by syringe and by dermoJet 
in Poland (WHO/TB/70.85) 

WHO &llletin (vol. 43. No. 1. pp. 1-208) 

WHO B.l11etin (vol. 39. No. 5. pp. 647-844) 

WHO B.l11etin (vol. Yr. No. 6. pp. 819-982) 

.. 

• 

.. 
II 
II 
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1. Symposium on the Isolation, Classification and World-wide Distribution 
of Mycobacteria (WHO/TB/Techn. Information/40.65 Rev.l) 

2. Second Symposium on the Isolation, Classification and World-wide 
Distribution of Mycobacteria (WHO!TB/Techn. Infonnation/66.50) 

3. A Simulation Model of Case-finding and Treatment in Tuberculosis 
C~ntrol Programmes (WHO/TB/Techn. Infonnation/67.53) 

4. A Tuberculosis Clinic without X-ray Facilities (WHO/TB/Techn. 
Information/68.62) 

5. Case-finding by Microscopy (WHO/TB/Techn. Infonnation/68.63) 

6. A Portable Bacteriological K1 t for National Tuberculosis Control 
Programmes in Developing Countries (WHO/'l'B/Techn. Information/68.71 Rev.l) 

7. The Influenoe of Transport and Storage at Room Temperature on the 
Culture Results of Mycobacterium Tuberculosis in Sputum Specime~ 
(WHO/TB/70.82) 

1. Isoniazid and thiacetazone, Tuberole, vol. 51, No.2, June 1970 

2. Isoniazid and thiacetazone, Tuberole. vol. 51, No.4. December 1970 

3. Realistic Chemotherapeutic Policies for Tuberoulosis in the 
Developing countries (WHO/TB/Tech. Infonnation/20) 2 July 1964 

4. Recent Developments in the Domiciliary Treatment of Tuberculosis 
in Taiwan (WHO/TB/Techn. Information/68.6g) 

5. Application rationnel1e de 1a chem10therapie antitubercu1eus dans 
1es pays en voie de developpement (WHO/TB/Techn. Information/20) 

EVALUATION 

1. A dynamic model for the epidemiology of tuberculosis (WHO/TB/Techn. 
Information/67.54) 

2. A follow-up study of pulmonary tuberculosis patients treated in 
an urban clinic (WHO/TB/Techn. Information/68.66) 
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'fRAINING 

Annex 2 
(con1('d) 

1. Guidelines for nursing in tuberculosis control programmes 
(WHO/NURS/Techn. Guide/68.3) (WHO/TEVTechn. Information/98.66) 

INTEGRATION 

1. The socio-economic aspects of tuberculosis (WHO/TEVTechn. 
Information/23) 

2. A note on the formulation of antituberculosis programmes 
(WHO/TEVTechn. Information/29 Rev.l.65) 

3. 'ruberculosis: A problem of social planning in developing countries 
(WHO/TEVTechn. Information/4l.65) 

RESEARCH 

1. Some suggested priorities in tuberculosis research for the 
next decade (WHO/TEVTechn. Information/26) 2 July 1964 

.. 

• 

• 
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AUSmALIA 

1. GENERAL 

(1) Area: 2 967 909 square m11es. 

(ii) population: 12 713 400 (1970 est1mate). 

(i11) Density: 4.3 persons per square mile. 

(i v) EconolQ': primary products and mining with developing heavy industry. 

(v) Education: Universal primary and secondary education. 

University - 8.9~ of the age group 18-22 years. 

2. EXTml' OF THE TOBJlRCULOOIS PRe&:.EH 

(1) Results of Mantoux testing USing 10 T.U. PPD (ColIIDonwealth Serull1 

LabOratories of Australia). and criterion of positive reaction ~8 mm 

(1970) : 

, 
• 

Age group Number 
~. posit1ve 

tested 

10 - 14 129 903 3.2 

15 - 19 64 853 3.3 

Total 194 756 3.2 
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(2) Pulmonary tuberculosis notification rates according to asegroups 

1970 

Age group ,; 

0-4 2.1 
5 - 9 0.7 

10 - 14 0.7 
15 - 19 2.1 
20 - 24 5.3 
25 - 29 5.2 • 
30-34 4.2 
35-~ 6.8 
40 - 44 8.7 
45 - 49 10.4 
50 - 54 9.6 
55 - 59 11.8 
60 - 64 9.3 
65- 69 8.6 
70 - 74 5.2 
75 a: over 9·3 

X-ray examinatione of adults are compulsory. 

(3) Tuberculosis IIIOrtality. all forms (1948 - 1970) (alternate years): .. 

Year Rate'per 100 000 • 

1948 27.8 
1950 20.4 
1952 14.8 
1954 9.9 
1956 7.6 
1958 5.4 
1960 4.7 
1962 4.4 
1964 3·7 
1966 2.7 
1968 2.0 
1970 1.7 

• 

• 
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(4) Compulsor,v notifications b.v private and public medical authorities. 

Active caee registers are maintained. 

3. C<JITROL ACTIVITIES 

3.1 (a) Orlanization and perSonnel 

Tuberculosis Division. consisting of a medical direotor and eight 

persons for supervision of tuberculosis control progr8Jlllle. 

Field work carried out b.v the State medical officers (part-

time or full-time) 

(b) Government budgetl 

A$12 246 000 (1970). '!he actual expenditure since 1953 

has shown no defin1 te trend. 

(c) Assistance b.r voluntary and international agencies: 

Voluntar,y agencies - education. rehabilitation and inter

national contacts. 

International agencies - Nil. 

(d) Role pl8¥ed b,y private practitioners: 

Notification. Supervtsion usually done b.r tuberculosis 

service. 

3.2 Technical aspects 

(a) BOG vaocination: 

Used generally. for high risk groups. Only 3 states give 

:a:=O vaooinations routinely to persons aged 14-15 years. 

Technique - intrader.al using BCG trOll Australia. 
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(b) Cue-findings 

Routine chest X-rqs 29 "llUon during the lut 18 year •• 

(c) Treatment service: 

(i) Routine drug reSill8n - 8treptOlll1cin, PAS, DIi. 

Three druse given for 3 months followed by 2 drugs, 

continuous or intermittent for total period of 24 

months. 

(11) Hospital beds - 1568. Occupancy 50JCJ averaae stay 

3-4 IDOnthll. Qenerally, SputUil posi ti ve cues uoe 

~tted to hospital. 

• 

.. 

• 



• 
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BRITISH SOLCJo1<Jf ISLANI:6 PROTECT<JlATE* 

(1) Area 

(2) Population 

(3) . Population density 

1. GENmAL 

11 500 square miles soattered over 
300 000 square miles of' ooean. 

160 998 (1970 oensus). 

14.0 persons per square mile. 

(4) Age composition <5 years old : l~ 
C 20 years old : ~ 

(5) Ethnic oomposition Melanesian - 98.~ 

(6) crude birth rate 36 per 1000 

(7) Crude death rate 11 per 1000 

(8) Rate of' natural inorease: 2.~ 

(9) Educational facilities available up to seoondary sohool level. 
Form 5. None available leadins to 
prof'essional or semi-prof'essional 
qualifications. 

1969 - Total children aged 5-14 years • 
. 43 000 

• aged 5-14 years attending primary 
sohool: 50.'" 

Total no. of schoolchildren: 22 532 

• of schoolchildren attendins secondary 
school: 4.O;C 

2. En'EN'l' OF 'l'UBm'lCULCSIS PROBLEJ( 

(1) prevalence of infection 

(i) Type of tuberoulin used: old tubercul!n/PPD. 

* All data refer to 1970 unless otherwise speoitied • 
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( 11) Tuberculin dosage: 5 T. U • ( ei t.her type) 

(11i) Criterion for positivity: ~U DID induration. 

(iv) Results for some years prior to 1967 before introdUction 
of direct ~G vaccination: 2~ - 3~ of to.tal population. 

(2) Prevalence ot tuberculosis: unknown 

(3) Tuberculosis mortality rates: unknown 

(4) "Notifications: 

(i) Proven new cases are notified to Medical Headquarters and 
followed up 6 monthly for 24 months. 

(ii) When cases are transferred from district to district, provi8ion 
i8 made for continued care. 

(11i) Deaths are removed trom regi8ter. 

(iv) Contacts are notified to district concerned by headquarters. 

(v) No. of new cases notified (all forms) • 338. 

(vi) Notification rate 2.1 per thou8and population. 

(Vii) NUmber of cases on register, 1969 - 1621. 

3. CONl'ROL ACTIVITIES 

(1) Administrative aspects 

(a) Organization and personnel: no specialized service for 
tuberculosis control •. 

(b) Government budget for tuberculosiS control: 

(i) No separate budget. 

(11) 1971 expenditure for health: $1 045 000 or 13.2:' 
of budget. 

(iii) Malaria eradication: 41. of health budget. 

Tuberoulosis control plus other services: 

Drugs and dressing: $66 000 or 6.~ ot health budget. 

Laboratory 8tores: $5000 or O.~ of health budget. 

X-ray films: $7000 or 0.7. 

• 

.. 

• 

• 
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(c) 

(d) 

- 45 -

Extent of assistance given b,y voluntary and international 
agencies in national tuberculosis prograaae: Nil. 

Role played b,y private practitioner: . Nil. except Missionary 
Medical. Officers who are subsidized b,y government. 

(2) Techn1cd aspects 

(a) BOO vacoination service 

(i) Organization: 

Integrating into MCH servioes for general illllllUli.zation. 

Schools covered b,y "district teams". 

(11) Technique 

Prior to 1966. pre-testing with tuberculin. PPD R'l'23 
2 T. U. with '!'Ween from Suva. 

Since 1966. direct BOG. 

(11i) Coverage: Almost complete since 1950. 

(b) Case-finding (notified) 

P u 1 m nary 
. Year All forms X-ray Sputum +ve 

1964 255 - -
1965 3fR - -
1966 516 - -
1967 496 - I -
1968 366 - -
1969 "574 307 121 
1970 338 273 147 

(0) Treatment service 

(i) Routine drug regimen: 

A or AT daily x 2 months followed b,y B or AT twice 
a week x 4 months. 

Regimen' A: Streptom;ycin 1 gm 

PAS 6 gm 
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Regimen AT: Streptomycin 1 gill 

Thiacetazone 150 IllS 

INK 300 rag 

Regimen B: Streptomycin 1 gill 

PAS 6 gil 

INK 700 IllS 

(11) Hospital beds available, 184 (2l.8)C of total beds). 

Occupanoy average stay, unlmown. 

No. on ambulatory treatment, unlmown. 

• 

• 

• 

• 

• 

• 
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BRUNEI 

1. GEmRAL 

(i) Area 2226 square mile •• 

(11) Population (1970 estimate): 200 000. 

(iii) Population density 

(iv). Other vital data 

(v) EconolQ' 

89.8 persons per square mile. 

Cruele birth rate (1969) - 22 per 
1000 population 

Cruele death rate (1969) - ,., per 
1000 population 

Infant mortality rate (1969) -
42.9 per 1000 11 ve b1rthlS 

mainly 011: agriculture 

(vi) Education I primary and secondary 

overseas for tertiary education 

2. EXTENT OF THE 'l'UBFllCULOOIS PROBLl!X 

2 .1 Results of tuberculin test1.ng 

Mantoux, tuberculin PPD RT19-21. Positive reaction is 5 DID or 
more induration (5 T.U.). 

Age group • P081t1ve 

0-6 19.' 

7 - 14 55.2 

15 a: over 90., 

2.2 Prevalence of tuberculosis I no information. 

2., Tuberculosis mortality rate: no information. 

2.4 Notifications 

All patients requiring treatment for" tuberculosis must be notified. 
Tuberoulosis register kept. 
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3. CONTROL ACTIVITI~ 

3.1 Administrative aspects 

(a) Personnel: one doctor. one nurse and six field workers 
attached to main chest clinic. 

(b) Government budget for tuberculosis control (1910) -
uS$ 924 000 - but a large portion of this SUIII remained 
unspent because there is a shortage of personnel to run 
the tuberculosis control programme. 

(c) International agency: WHO technical assistance - B::G programme 
(1952 - 1953). 

(d) Role played b.Y private practitioners: referral of patients 
to chest clinic for investigation and treatment as required. 

3.2 Technical aspects 

(a) BeG vaccination service 

Service limited to children born in hospitals or delivered 
b.Y government midwives in homes and to tuberculin negative 
contacts. 

Teohnique: multiple-puncture. 

Vaccine used: freeze-dried (Glaxo). 

(b) Case-findi~ by the static unit. general hospital. 

Year No. X-rayed Cases 

1961 5832 10 

1968 1581 12 

196:} 6843 51 

1970 6039 79 

( c) Treatment servi ce 

(i) Routine drug regimen: 

In-patients: combination of Sm. INH. PAS followed 
b.Y INH a: PAS. 

Out-patients: INH 200 IIIg a: PAS 10 g daily. 

• 

• 

• 

• 
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Duration ot treatment: sputum positive c .. es .. 24 months 

sputum negative c ...... 18 months 

(11) Hospital. beds available, 46 

(11i) Allbulato17 treatment: 

Most patients are on am~ato17 treatment 

Total No. on treatment (hol$pltal plus ambulato17) .. 416 
of 1thom243 were initially sputum positive. 

Patients are never discharged from the chest clinic • 
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CHINA (TAIWAN) 

1. GE2mRAL 

( i ) Area: 13 885 square miles 

(11) Population (December 1970): 14 312 471 

(iii) Population density 

(iv) Other vital data : 

1031 persons per square miles 

Crude birth rate (1970) 27.2 per 1000 population 

Crude death rate (1970) l 4.9 per 1000 population 

Rate of natural inorease (1970) 2.~ 

(v) Economy: 

National income (1969) US$3t702 million 

Per capita inoome (1969) u8$257 

(vi) Education: Primary, secondary and tertiary 

2 383 000 primary sohoolchildren (97.5~ attendance of children of 

primary sohool age) 

2. EXTENT OF THE TUBERCULOSIS PROBIat 

2.1 Results of tuberculin testing 

1951 

Age ~ +ve . Age ~ +ve 
reactors reactors 

0 3.1 11 31.1 
1 4.7 12 35.7 
2 7.0 1) ~_.7 

3 9.2 14 47.'3 
4 11.9 15 '50.7 
5 15.4 16 52.4 
6 20.2 17 1)1).8 
7 22.5 18 ~o 

8 23.4 19 ' 60.3 
<) 25.5 20 _7~ ___ 8 

10 28.1 over 
Mantoux test with 5TU PPD RT21, 22 
+ve reaction = 5 mm induration or 
more. 

1967 

Age ~ +ve reactors 

0 0.3 

1 2.8 

2 3.0 

3 4.9 

4 8.3 
Mantoux test with ITU 
PPD RT23, +ve reaction 
- 10 mm induration or 
more. 

> 

• 

• 

• 
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2.2 Prevalence of tuberculosi~ in three surveys 

Age Tuberculosis suspects (lC) InfectioUs cases (lC) 

Group 1957 1962 1967 1957 1962 1967 
Total 4.6 3.7 2.8 0.7 0.5 0.5 

10 - 14 0.3 0.4 0.4 0.1 0.0 0.1 
·15 - 19 1.1 0.8 0.3 
20 - 24 2.1 1.5 1.2 0.5 0.3 0., 
25-29 ,.2 2·9 1.7 
30-311- 4.1 3.7 2.t$ 

0.9 0.7 0.6 
35-29 5.1 4.6 ,.2 

~::; 5.7 6.~ '.9 1.1 0.7 0.6 
5.9 5.7 5.0 

50 - 54 6.4 7.6 6.0 
1.6 1.0 

. 

55 - 59 7.2 7.6 7.2 1.0 

0.0 - 64 8.1 13.0 7.4 1.5 1.5 2.6 65 a: over 8.4 13.0 10., 

2., Mortality rates, tuberculosis all forms, 5-year intervals 1952-1969 

Age 
Mortality per 100 000 population 

1952 

• 
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2.4 Notification system 

(i) Channel of reporting: 

Health station --+ Health bureau --~ Tuberculosis Centre 

--+ Tuberculosis bureau 

(11) Items of information reported: new cases, transfers, ·deaths, 

discharges. 

(iii) Registration of notified cases; analysis of data. 

(iv) Investigation of morbidity: Five-yearly tuberculosis prevalence surveys. 

3. ccm'ROL ACTIVIT~ 

3.1 Administrative aspects 

(a-1) Organization 

Authority 

. Tuberculosis Control Bureau 

Provincial Tuberculosis 
Control Centres (4) 

Tuberculosis Control 
Stations (20) 

Health Stations (~l) 

FUnction 

Central registry, planning and 
evaluation of programme. 

Supervision, hospitals, chest 
clinics, mobile X-ray team, 
training, BeG, central lab. 

Implementation of tuberculosis 
control activities in cities, 
counties. 

Integrated health services. 



l. 
f· 
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~. 
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(a-2) 'l'ype of tuberculoSisoontro1 p!raonne1 aocording to levels of 

authority (19l0 ) 

Type Level of Authority N of 
rruber~ulosis Tuberoulosis T Personnel TUberoulosis 

Control Health 
Bureau oentree c,) Stations A 

Station 
Doctor 19 19 23 0 2 
Nurse 40 45 42 0 6 
Nursing aid 6 8 0 0 3 
Pharmacist 2 3 0 0 1 
Lab. technician 4 7 16 0 1 
X-ray technioian 7 14 17 0 2 
Health worker 0 0 0 3l3(temp) 0 
Clerical worker 36 40 10 0 7 

Total 114 136 108 313 22 

(b) Govemment budget .for tuberculosis control pro§I'!!!l!e. 

Tuberculosis budget as Per capIta expendi- Spacinc expenses as 

Total 

63 

133 

11 

6 

28 

40 

313 

93 

693 

Year ~. of total health ture on tuberculo- ~ of total tuberculosis 
bu~et Si8 oontrol (US$) budget 

Provincial Looal Personnel Operational 
1961 10.0 9.1 0.06 33.0 67.0 

1962 9.1 7.4 0.(17 37.6 62.4 

1963 8.7 4 .• 1 0.06 38.6 61.4 

1964 9·0 4.8 0.(17 '57.5 62.5 

1965 8.6 4.4 0.04 42.5 57.5 

1966 9.6 3.0 0.05 43.6 56.4 

1967 8.6 3.4 0.06 46.6 53.4 

1968 7.6 3.9 0.05 49.6 50.4 

1969 7·1 4.0 0.06 43.1 56·9 . 

1970. 7.5 4.1 0.(17 40.7 59·3 
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(c) Voluntary and international agenoies, expenditure on tuberculosis 

contJ'Ol 

(In us$ at NT$40.00 - us$l.OO) 

Year 
Non-Government Agencies (in thousands)ls" J 

USAID/CIEcD UNICEF WHO NTA Total 

1961 66 0 7 60 133 

1962 220 91 7 60 '78 

196' 2" 27 5 49 ,18 

1964 ,sa 13 12 57 470 

1965 69 50 6 40 165 

1966 74 82 , 41 200 

1967 73 22 3 72 '170 
1968 66 62 17 58 203 
1969 71 73 4 41 189 
1970 16 69 0 70 155 

(b) Role pl!f!d by private praotitioners 

Total. number of general practitioners - 5000 
I 
I, 50 per oent. ot known tuberoulosis oases are treated 1n1 tially 

by private practioners. 
• 

Treatment by private practitioners usually inadequate. \1 
I I 

3.2 Technical aaeots 

(a) BeG vaccinat:1on servioe 

(i) Intesrated into general health services. 

(11) Technique,and _terials: 

Intradermal, 0.1 ml liquid vaooine (locally Produced). 

In re.ote place., Japanese freeze-dried vaccine is used. 

Direot vaocination to intant. and pre-schoolchildren. 
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(111) ~11t7 control: 

b7 viab111t7 counts and post-vaccination 

tuberculin sens! t1 v1 ty 

(1v) BeG coverage (1967) 

Age group ~ of toil1 populat1on 
1n age group 

Total 34.2 

10 - 14 74.5 
15 - 19 . 71.6 

20 - 24 56.2 

25 - 29 3<).8 

3<)-}4 8.9 

35-39 2.0 

40 & over 0.7 

{laJ case-finding (1966-1969) 

Cases X-ray exam1ne.d by X-ray exam1ned by 
health station mobile unit Year No. of sputum No. X-ra7ed examined ·No. % (ased 20 & 

Suspects Number Suspects 

over) No. % X-rayed No. % 

1959 45689 3805 8.3 ~ /" 
1960 58 177 3 568 12.7 ~ /" 
1961 58 177 4 085 7.0 '" ~ 
1962 57 570 5 005 8.7 .>< i'o.. 

1963 14 571 2 061 14.1 /' ~ 
1964 10 168 590 5.8 ./ 

. 

~ 
1965 6770 420 6.2 I ~ ~ 
1966 12 001 812 6.8 233727 10 7r!J 3.6 23279 3063 13.2 

1967 70727 2 502 3.5 2~ 182 9749 4.1 43444 4 724 10·9 
1968 77 192 2859 3.7 171 879 6975 4.1 35 012 4008 11.4 -
1969 71.261 2 953 4.1 155 420 6485 4.2 41958 5394 12.8 

1970 66 OSl 3338 5.1 65 975 2306 3.5 31 025 3384 10.9 
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(c) Treatment service 

(1) Routine drug regimen 

(A) 8m 18 (B) SID 18 

INH 300 DIg 

TB-l 150 1118 

INH 650 mg 

( C)INH 300 1118 

(A) daily x 2 months· followed by (B) twioe weekly x 10 months 

followed by ( c) daily x 12 months. 

(1i) Hosp1tal beds available - 500 (government and private hospitals) 

Ocoupancy rate 

Average stay 

(i11) Ambulatory treatment 

_ 4 monthe 

No. on treatment, 31 May 1971 - 19 010 

• 

• 
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(11i) Density 

(iv) Birth rate 

(v) EconOlll7 

(vi) Education 
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FIJI 

1. GENERAL 

7056 square miles 

r 524 457 (1970 estimate) 

74.,. persons per square mile 

29.9 per 1000 

predominantly agriculture 

percentage population completing 
primary education - 23." 

2. EXTENT OF THE .'l'UBERCULQSIS PRo.st..EM 

2.1 Prevalence of infection (1966-1968) by using tuberculin. PPD RT23 
with Tween. 2 T.U. and 8 mm as criterion of positive reaction. All age 
groups of Fijians 98.679/216 800 or 45.~. 

2.2 Prevalenaeof pulmonary tuberculosis (1966-1968) 

55~63 977 tuberculin reactors among Fijians or 0.87~. 

Registration of new casesf 

. Sputum Positive Cases/Total 

1966 

1967 

1968 

19~ 

1970 

171/458 

197/4fi:} . 

240/541 

158/358 

177/326 

2.3 Notification compulsory. registration controlled by the Medical 
Statistics Section of the Medical Headquarters. 

3. 'COtmtOL AC'l'IVI'l'IES 

3.1 Administrative 

ADMS cum tuberculosis control officer 

Three tuberculosis control officers at Western. Central and 
Northern Divisions 
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The Divisional Medical Offioer in Eastern Division 

Six medical offioers at Tamarua Sanatorium 

Farty-three nurses. 10 clerka. and 44 labourers 

Health budget 1969 - F$ 3.15 million 

3.2 Teclmlcal 

(1) BCG vaccination 

1966-1968 %118121 vaooinated 

Now all newborn 1nfan.ts and sOOool- entrants with 
screening testa. 

Glaxo vaccine used. 

(11) Case-finding 

X-ray on symptomatlos. 

(i11)Treatment 

Hospital: 219 beds (1969) (426 in 1960) ll~ oooupancy 

Average stay - 136 days. 

Chemotherapy I 

(a) Intenslve treatment - 3 months 

dally triple drug. 

(b) Dolll1clllary treatment - 15 to 21 months 

two drugs (PH or m) 

On 31 December 1970 - 565 on dolll1ci11ary Rx 

219 on hospltal Rx 

• 

• 
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FRENCH POLYNESIA 

1. GENERAL 

(1) Area 1434 -auare miles comprising 130 islands 

(11) Populat1on (1971 census) 109 000 

(111) Populat10n dens1ty 

( 1 v) EconOlll7 

(v) ·Education 

16 persons per square mile 

Tourism, copra, mother-ot-pearl, vanilla 

Income per capita (1961) • $1800 

V1rtually all children go to school 

2. EX'l'EN'l' 011' THE 'l'UEERCULOSIS PROBLEM 

(1) Tuberculin testing 

Type of tuberculin used (in 1968), OT 

(in 1970). IP 48 10 T.U. 

Positive reaction for both tests is 6 DIll induration. 

Age :I P08itive among previously 
(years) unvaccinated children 

.~ ~ 
5 - 9 2,., 1,.4 

10 - 14 52.4 4,.0 

15 - + 61.6 52.8 
Total number 6610 6546 tested 

(2) Prevalence of tuberculos1s 

Humber of registered active tuberculous 
patients(as at 20 April 1971) ••••••••••••••. 500 
Prevalence rate a 5 per 1000 population for the whole 

territory 

(,) Tuberculosis mortali"t7 rate: 20 per 100 000 each year 

(4) Notification system 

X-ray suspectS and bacillary oases are notified b,y the practitioner 
on "linkage" cards to a central regi8try. Follow-up information 
i8 also entered on these cards. -
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3. CONTROL ACTIVITIES 

(1) Administrative aspects 

(a) Tuberculosis control activities and the treatment of tuberculous 
patients in most of the islands are integrated into the general 
heal th servi ces • 

Tuberculosis control centre was established in 1960. It Is -

(i) responsible for the planning of the tuberculosis control 
programme; 

(ii) directly engaged in the preventive and treatment services 
in large communities. and 

(lii) supervises the tuberculosis control aotivities in the 
integrated health servioes throughout the country 

(b) Government budget - No separate budget for tuberculosis oontrol 
progranme. Total annual health 
expendi ture = $56 per capita. 

(c) Assistance from VOluntary or international agenoies: Nil. 

(d) Role played by private practitioners - Co-operation from the 

twenty private praotitioners on Papeete (Tahiti) has been 
satisfactory. They refer practioally all X-ray suspeots 
and bacillary cases to the Tuberculosis Control Centre. 

(2) Technical aspects 

(a) ~G vaccination service 

(i) Generally this is provided by a vacoination team. 
Vaccination is compulsory since 1968, for infants and 
persons known to be tuberculin negative reaotore; 

(In Tahiti the tuberculosiS control centre collaborates 
wi th the school health service) 

(11) Technique and material - intradermal, 1/20 to 1/10 ml, 
freeze-dried vaocine (Pasteur 
!nsti tute); 

(iii) Coverage - almost 8~ of the susceptible population 
under 20 years; 

(iV) Quality eontrol - Post vaccination tuberoulin assess
ments are regularly oarried out; 

(v) Case-finding - Systematio case-finding is steadlly 
replaoing symptomatio oase-finding. 
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(b) Treatment service 

(i) Routine drug regaen until 1970: 

Inpatient treatment 
for three IIOnths: BM IS daily for 6 weeks,· lItH 10 ms/ks 

and. PAS dai17 for 3 months; 

fOllowed b.1 tully 
supervised ambulatory 
treatment : 8M IS, INH 15 ms/ks bod7 weight 2-3 

ti_a weekly for 15 months; 

(ii} Rout1ne drug regi_n aince 1971: (Rifampioin has replaced PAS) 

Inpatient treatment 
(2-3 months) : SM IS d&1l7 tor 6 welts, INH 10 ms/ks 

d&1ly for 2-3 months; R1tampicin 600 me; 
d&1ly tor 2-3 months; 

tollowed b.1 tully 
supervised ambulatory 
treatment : 8M lS, INH 15 ms/kg 2-:5 ti_s weekly 

tor 12 months. R1fampicin 900 me; 
twice weekly for 6 months. 
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GILBERT AND ELLICE ISLANDS 

1. GENJ!JW, 

(1) Area 

(11) Populat1on 

(111) Populat1on dens1ty 

(1v) Age composition (1968) 

369 square miles 'scattered over 
2 000 000 squaremd1es 

55 185 (1968 census) 

149.6 persons per square m1le 

1..5 years 

~20 years 

(v) Ethnic composition (1968) r Micronesian (Gilbertese) 83.~ 

Polynesian (Ellice Islanders) 14.~ 

Others 2.1~ 

(vi) Rate of increase (1968) 2.~ 

( vii) Economy 

(viii) Education 

: Per capita income. 1968 - $l}4.oo. 
Mainly copra. some phosphate. 

Mostly primary; limited secondary; 
tertiary education for seleoted few. 
overseas. 

2. EX'l'EN'l' OF 'nIE TUBERCULOOIS PROBLEM 

1.2 Tuberculous infect10nl 

Results of tuberculin tests using PPD RT23 Tween 80. 1 T.U. (1968) 

Age group (years) ~ ( :"10 !lID induration 
among those tested) 

0 0 

1 - 4 8 

5 - 14 38 
15 - 19 75 

• 

• 
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1.2 Prevalence. 1970 

Unknown. 

Prevalence surveys not done. 

1.3 Mortality rate. all forms. 1970 

13/57 753 (1970 estimate) = o.~ 
1.4 Notifications 

Initially by telegram to tuberculosis registry; details followed 
b,y mail. Household and immediate contacts of open cases are registered 
and followed up for two years. 

3. CONl'ROL A~ 

3.1 Administrative aspects 

(a) Organization and personnel: 

1 medical officer (tuberculosis) 

2 medical assistants 

2 clerks 

(b) Government budget for tuberculosis control 

Year Total tuberculosis Personal Others ~ of total health 
budget emolument budget 

1969 A$7599 A$7 524 A$·75 10.2 

1970 A$57l2 A$5426 A$286 10.9 

(c) Assistance b,y voluntary and international agencies: 

UNICEF: mater1als, costing A$}OOO per annum (1.961-1970) 

(d) Role p1~ed by private praotitioners: nil. 

3.2 TeChnical aspects 

(a> Vaccination service: 

1971: comencing integration into tal and School Health 
Serv1ces. 

TeChnique I 1ntrad~ inJeotion 0.1 all suspension 
freeze-dried BaD vaocine (usually Japanese 
preparation) • 
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Coverage (1968) based on total population. 

IfO. I 

Age Group covered i Vaccinated 

I 
0-4 I 9 321 I 1982 

I 
... _-

j 14 874 
I 

5 - 14 2778 
I , 

15 - + : 30990 1792 

(b) Case-finding: 
~'-".'-"'."- .. 

~ Microscopw (Sputum) I X-ray (Chest) Year 
Examined Positive Examined Positive 

1963 
! Not 
I available 
I 

1964 I " 

1965 II 

1966 " 

1967 " 

1968 233 

196cl • 222 I 

1970 592 

Regimen A 
(ambulatory) 

streptomycin 1 gm 

Thiacetazone150 mg 

INH 400 mg 

23 
Not 

63 available 

42 1576 64 

25 1156 20 

36 1535 11 
I 
I 

17 1480 

I 
8 

I 
I 32 1903 I 9 

I , 
i 

I 52 1026 12 I 

49 1827 4 

: Regimen B Regimen C I (amw1atory) i(ambulatory) 

I i Streptomycin 1 gill I INK 400 mg 

INK 650 mg 

Routine drug regimen: A daily x 2 months, followed by 

i 

I 

i 

B thrice weekly x 10 months, followed by 

C daily x 12 months. 

• 

• 
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No. of hospital beds avallable(for bacillary cases) .. 32 

Bed occupancy == 5o-6qC 

Average stay = 2 months 

No. of patients on ambollatory treatment,3l May 71 = 511 

Ambulant bacillary patients as percentage of total 
ambulatory patients = 0.7~ 

No. of patients on Regimen B - 266 

No. of patients on Regimen C = 240 

No. of patients on Pycamisan . - 5 

Results of treatment, 1970: 7r:J1, completed 

2~ lost 

l~ left territory 

4. INTERESTING STUDIES . 

South Pacific CODlDi88i~n Technical Paper No. 161 based on 
records (1964-1968), Dr E.P. Harab1ett • 
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HONG KONG 

1. GENERAL 

(i) Area 398.5 square miles 

(11) Population 4 089 000 (1970 estimates) 

(i11) Birthrate 2 - 2.5~ 

(iv) Not1fication Compulsory 

2. EXTENT OF TtJBERCULOSIS PROEUlo1 

(1) Infection Not available 

Annual increase: 6.4~ 

(2) Prevalence of disease 

Estimated annual increase: O.~ 

(3) Mortality rate of tuberculosis (all forms) 

1900 290/100 000 
1910 230 
1920 321 
1930 237 
1946 109.5 
1950 144 
1955 120 
1960 69.9 
1965 34.6 
1970 35.1 

3. CONTROL ACTIVITIES 

3.1 Administrative aspects 

ADMS(TB) directs the progranme 
specialists (3) 
medical and health officers (27) - (6 clinics) 
medical social workers (11) 
heal th vi si tors ( 11 ) 
nurses (34) 
health auxiliaries (93) 
dispensers (6) 
BeG vaccinators (14) 
clerks (47) 



... 

• 
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3.2 s::o vaccination 

Year Total Newbom infanta Scboolah11dren 

1966 94 341 8, ~'" 10 911 

1967 109 912 ~1~ 25 776 

1968 108 518 78 204 30 314 

1969 92008 75187 16 82l. 

1970 12, 391 7,844 49547 

Mass radiograPhY on selected groupe such &8 government employees 
teachers. prisoners. clinic workers. contacta. etc. 

,.~ Treatment service 

(i) Hospital beds: 2339 (1970). 147 tor surgeIT 

(11) Number on treat.eat (aa at end ot 1970) 

Triple drua reSimen ••••••••• "19 

PH ••••••••• " " " " " " " " " " " " " " " " 6126 

SH-2 •••.•••••• r •••••••••••• 42'7 

Seoond-l1De. Qrusa ••••••••••• 1124 

Total •••••••• 14 806 
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JAPAN 

1. GENERAL 

(1) Area 143 000 square miles 

(11) Population 103.7 mil110n (1970 census) 

(111) Dens1ty I 725 persona per square miles 

(1v), Populat1on growth, 1970 l.~ 

(v) V1tal stat1st1cs 

(vi) Economy 

: Crude b1rth rate (1969): 18.5 per 
1000 populat1on 

crude death rate (1969): 6.8 per 
1000 populat1on 

Intent mortality rate (1969): 14.2 
per 1000 live b1rths 

Maternal death rate (1965)1 8.0 per 
1000 total b1rths 

: GNP. US$165 894 million (1969) 

National income per cap1ta o. US$1286 (1969) 

2.1 Tubercu11n positive rates, 1968 (PPD.dosage 0.05 meg, positive 
reaction more than 10 mm of redness at 48 hours afte~ inJection). Subjects 
tested, all persona under 30 years of age who did not haw active 
tuberculos1s, currently or previously. 

Age (years) 
° ~ positive 

0-4 25 
5 - 9 65 

10 - 14 82 
20 - 24 87 
25 - 29 90 

• 

• 
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2.2 Prevalanoe of pulmonary tuberoulosis (X-ray suspects, 1968) 

( i) According to age group (11) According to occupation 

Age Prevalance (~l 
Total Male Peale 

Occupation Preval8lloe(.) 

Total 1.5 2.0 1.0 "Employers" 1.9 

0-4 0.0 0.0 0.1 Merchants and artisan. 2.7 
5 - 9 0.1 - 0.0 0.1 

10 - -14 0.1 0.2 0.1 Farmers and fishermen 1.7 

15 - 19 0.4 0.3 0.5 Self-eIlP1oyed. 4.4 
20 - 24 O.S 1.0 0.6 
25 - 29 1.1 1.2 1.0 
30-34 1.1 1.5 0.9 

Priury and II1ddle 0.1 schoolchildren 

35-~ 1.S 2.0 1.5 
40-44 2.6 3.4 1.S 

Hlsb school and univeraity 0·3 students 
45 - 49 3.1 4.5 2.1 
SO-54 2.2 4.6 2.1 Pre-sohoolchildren 0.0 

55 - 59 3.2 5.5 1.3 Housewives 1.6 
60-64 4.0 6.5 1.7 
65 - fI:} 4.2 6.4 2.1 Ho occuD8.tion 4.S 

70 - 74 4.1 6.7 1.9 
75 - + 3.1 4.S 2.1 

2.3 Tuberoulosis IIOl'tality rate (per 100 000) by aSe group, 1947-1969 

(all fora) 

. 

Alte 1Q47 lQSO 1Q55 lQ60 -1966 1968 
Total lS7.2 146.4 52.3 34.2 20·3 16.8 
0-4 b4.5 -b3.2 15.ti 5·2 1., 0 .. 7 
5-9 40.0 ,1.1 5·9 1.7 0·3 0.2 

10-14 41.7 27.S 6., 1.S 0.4 0., 
15-19 20).2 114.0 lS.2 4.7 .1-1 0.6 
20-24 424.0 254.3 4).4 12.) 2.7 1.6 
25-29 ~4.9 293·0 71.6 25·2 6.5 '·5 

• 

30-34 329.7 246.2 81., 37.6 12., . 7.2 
'5-~ 259.5 219·5 77.7 47.2 20.0 12.1 
40-44 217.9 197.0 77·9 SO.8 24.4 lS.l 
45-49 194., 184.8 86.9 56.7 _ 29·' 21.0 
SO-54 188.1 188.6 97.5 68~1 35.9 26.7 
55-59 184.5 197.5 110.7 84.5 46.1 :58.7 
60-64 165.6 192.7 133.7 106.0 6S.4 54.S 
65-69 129.S 170.5 146.6 135.8 95.S 79.5 
70-74 86.9 122.5 141.S 160.1 124.2 115.9 
75-79 64.3 I 86.5 10:1.6 164.2 150.4 147.2 
So-+ 21.Q 53.6 62.1 100~3 125.7 142.8 
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2.4 System of notification 

Notifications a~e compulsory under the law. Physicians notify to 

health centre. Supervision bT public health nurse when required. 

3. CamtOL ACTIVITIES 

3.1 Administrative aspects: 

(a) Organization: 

Authority 

( i ) Minist.er for Heal th 

(ii) Prefectural governments 

(46) 

i11) Health centres (832) 

with 1561 full-time 

doct.ors and 6721 PHN in 

19~ 

(i v) Local governments, head 

of schools, employers. 

(v) Sanat.oria, hospitals, 

private practitioners 

Funct.ion 

Planning at. National level. 

Advisory service and financial 

assistance to prefectural and 

local government.s. 

Planning and implementation of 

programme at prefect~ level 

establishment and operation 

of health cent.res, local 

governments and others. 

Diagnostic services, supervision. 

Case-finding·and BOG vaccinat.ion 

wi th assistance of Health Centrell 

or other agencies, e.g., Anti

Tuberculosis Association. 

Treatment. Financial assistance 

b,y prefectural governments. 

(b) Government Budget (operat.ional·budget only) in 08$ at. 360 yen 

to the dollars (see table on next. page). 

• 

• 

• 
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Total health Tuberculosis Tuberculosis . .oftuberculosis 

Year budget in US budget as • budget in b met 
$ (millions) total health US$ Preventive Financial 

budget (millions) services aid to oatienta 

1962 150 31 46 5 95 

1963 185 38 71 3 97, 

1964 216 35 75 3 96 

1965 251· 38 96 3 97 

1966 290 35 102 3 97 

1967 305 31 95 3 97 

1968 291 36 104 3 97 

1969 329 33 110 3 97 

1970 )80 32 121 3 , 9I 

( c) Voluntary agency 

Anti-tuberculosis Association: work done = 15.7 million 

X-ray examinations or one-third of total examined qy all agencies. 

(d) Role played by private practitioners 

Case-finding,' BeG vaccination (otten employed qy government 

agency on part-time basis). Treatment ot most tuberculous 

patients. 

3.2 Technical aspects 

(a) BeG vaccination service 

(i) Integrated into school health service 

(11) Technique and material: 

Transcutaneous multiple puncture; freeze-dried. 

(iii) Quality control ot BOG 

Biological assays qy National Institute of Health. 



- 72 -

(iv) BeG Coverage (1968) 
• 

Age ~ Coverage 

Total 53 
0-4 43 
5 - 9 80 

10 - 14 82 
15 - 19 79 
20 - 24 78 
25 - 29 79 
30-34 72 
35 - ~ 56 

·40 - 44 32 
45 - 49 19 
50 - 54 13 
55 - ':f} 9 
60 - 64 5 
65 - 69 4 
70 - 74 2 • 
75 . 

(b) Case-finding 

No. ot persons examined Bacillary cases 
Year (tuberculin tests and/or found(in 

X-rays) ( in thousands) thousandsj 

1955 26 531 130 
1960 38 838 142 
1965 42 7(J:) 69 
1969 I 45 ':f}9 40 

• 

(c) Treatment services 

. (i) Routine drug regimen: 

Streptomycin 1 g twice weekly 

INH 0.3 - 0.6 g daily 

PAS 10 g daily 

Severe cases streptomycin daily with INH and PAS. 

Non-bacillary patients with minimal extent of disease: TWo , 

drug combinations, INH+- PAS or Sm+ INH. 
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(ii) Hospital beds 

Beds for 

Year tuberculosis Occupancy Average stay 
patients rate (~) (months) 

( t.houaands ) 

1955 236 91 13 
1960 252 78 11 

1965 221 75 13 

1969 186 68 13 

(111) Ambulatory treatment: (No information) 

4. 11f.l'mlFSTING STUDIES 

4.1 Numerous - three of which are mentioned below 

(1) Follow-up study of pulmonar,y tuberoulosis patients found in the 

previous tuberculosis prevalence surveys. "Research Institute 

of TUberculosis (1970)". 

(11) "Study on Forecast of Number of TUberculosis patients in 

TilDe". Endo and Aold. 

(11i) "Research on Prolongation of Interval of BeG vaccination". 

Ministry of Health and Welfare and Research Institute of 

TUberculosis - Study in progress • 
• 
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REPUBLIC OF ~ 

1. GENERAL 

(i) Area : fR 500 square miles 

(li) population : 7 000 000 (1970 estimate) 4~ under 15 years 

(lii) Popula~ion densi~ 101 persona per square mile 

(lv) Economy predominantly agriculture - rice, rubber, 
pepper, tobacco, sugar. fishing. animal 
husbandry. forestry. Limi ted industriali
zation 

(v) Education primary school attendance, 5~ of 
eligible children; secondary school, 
l~ and higher education, 1. 

2. EXTnfl' OF THE TUBERCULCSIS PROBIDt 

(1) Tuberculin test results (1967-1968) 

Age 

0-5 

• +ve 

4.3 

1 T.U. RT23 with Tween 80, positive 
at 10 mm reaction 

24 - 29 70.0 

40 - 49 80.0 

(2) Prevalence of pulmonary tuberculosis: 

prevalence of bacillary cases = O.~ 

prevalence of X-ray suspects = 2.1. 

TuberculosiS deaths in hospitals, all forms: 1958 
1959 
1960 
1961 

· .. · .. · .. · .. 
(3) Notifications of tuberculous patients are made to the 

445 
545 
322 
541 

"Service central de lutte antituberculeuse" at Phnom Penh. 

• 

• 

j 
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3 . CONTROL ACTIVITIES 

(1) Adllinistrative Aspects 

(a) A centralized organization. integrated at the 

provincial level. ~ employing ful~time personnel. 

(b) Government Wdget: 

.Budget for tuberculosis control - 5,000,000 r1els 

representing 1" of the total health budget 

(c) International. assistance (1970) 

WHOz US $38. 353 (technical assistance, fellowship and 
material aid) 

UHICEF: US $15.000 (aterials and dl"ugs. etc.) 

(d) Role played by private practitioner. 

Nil. 

(2) TeChnical Aspects 

(a) BCG vaccinat10n serv1ce 

(1) Integrate4 with the MCH and. School Health Service 

( 11) Technique, as r.ecollllllllnded by WHO 
and materials supplied by UNICEF 

(iii) Quality control 

- undertaken in Phnom Penh. 

(b) Case-finding 

(c) 

year -
1966 

1967 

1968 

19E8 

1970 

50. patients discovered 
bacteriologically 

confi1'llled 

730 

990 

752 

820 

649 

Treatment (1970) 

X-ray suspects 

513 

1198 

1783 

2124 

1816 

Patients under treatment ••••••• 2530 (649 positive) 
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REPUBLIC OF KOREA 

1. GENERAL 

(i) Area 38 000 square miles 

(ii) Population 31.5 million 
(1970 census) 

(~ii) Population denait¥ : 827 persons per square mile 

(iv) Vital Statistics 

(v) Economy 

(vi) Education 

: Crude birth rate 31 per 1000 
Crude death rate 9 per 1000 
Rate of natural increase (1969) - 2.~ 

AgricultureJ industrializing rapidlYJ 
Average per capita incolII8 (1970) - $223.} 

Compulsory primary education 
(97~ attendance rate). 

2. EXTENT OF THE TUBERCULOSIS PROBLEM 

(1) TUberculin positive rates in age group 20-34 (1970) (very few 
'vaccination scars were seen at these ages). 

Age (years) 

20 - 24 

25 - 29 

30-34 

~ 

74 
82 

85 

1 T.U. PPD RT23 with Tween 80 
criterion of posit1vit¥: 10 mm induration 

or more 

(2) Prevalence of pulmonary 'l'B (age 5 years and above) 

Year Suspects Cases 

1965 5.l~ 0.9~ 

1970 4.~ O.7~ 

For details. see survey reports. 

(3) Mortal1t¥. 'l'B' all forms 

Korea (1965) 

Seoul (1967) 

'. 
84 per 100 000 

~.5 per 100 000 

• 

• 

• 



• 
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(4) Notifications 

COlIIPulso17 by law) IDOstly by peripheral health un1ta. These 

health un1ts also sublllit monthl:r returna on cue-finding. registra:

tion, etc. to the Min1str:r of Health. 

3. CONTROL ACTIVITIES 

(1) Administrative aspects 

Ca) Organization 

Autbor1~v 

(i) T.B control section. (Min. of 

HealtnJ assisted by Korean 

National TUberculosis 

Association. T.B control 

council Ii A ca4elQ' of 'l'B 

(11) Public Health Sec~ona 

(provincial governments): 

Supervisory team 

Mobile X-~ team 

(111) Health centres (peripheral 

level), (192 centres) 

(iv) subcentres ClQ'on) (147}) 

Ii'Unction . 

Planning, directing, eval uation 

Supervision of T.B services at 

health centres 

Cue .. t1nding, registration of 

patients, d1str1bJ.tion of 

druse, notificat1ons. .BCG 

vaccination, X-ray and. 

laborato17 services. 

seG vaccination. sputum 

collection, distribution of 

drugs, tracing defaulters. 
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(b) aovel'DJllen't Budget in US$ at 370 won to the dollar. 

Total Heal. th TB Budget 
Year budget • of AIIO\Ult 

(mill1ons) Total (millions' 

1962 2.1 8.6 0.18 

1963 2.1 9.7 0.21 

1964 2.6 8.9 0.23 

1965 2.4 10.3 0.25 

1966 3.9 B.o 0.31 

1967 4.B 16.4 0.78 

1968 6.5 16.5 1.06 

19£$ 7.8 17·5 1.37 

1970 10.3 15.4 1.59 

1971 12.7 14.0 1.75 

(c) Other Agencies: Contributions to TB programme in US$ 

1970 1971 

Vo1\Ultary (KNTA) 799 000 1 021 000 

WHO 27 000 24 000 

UNICEF 110 000 58 000 
. 

Cd) Role played b,y private practitioners. 

Treatment of tuberoulous patients and referral 

to health centres for free treatMent. 'l'be extent 

ot these roles is not known. 

(2) Technical uP'ota 

(a) BeG vaocination service 

(1) 1967: Vaccinations given by provinoial BeG teame -
(sohoolchildren) and health centres (pre-schoolchildren) 

1968: Decentralized to lIIYon/ eup subcentres. 

• 

• 

• 

I I 



• 

• 
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(11) Technique and material. - intradermal., Korean BCG preparation 

Direct BCG. 

(iii) Quality control b,y national and provincial assessment teams 

(iv) Coverage as ~ of total susceptible population aged less 

than 40 years 

1965 3~ 

1970 5Sr,t; 

(b) Case-finding 

Year X-rayed Suspects 
Sputum 

Cases examination 

1962 712 000 44 200 

1963 963 000 68 102 

1964 1 006 000 79 081 

1965 1 004 000 94 841 

1966 1 070 000 76 538 

1967 1 235 000 85449 171 000 3 712 

1968 1 659 000 78 355 994 000 19 950 

1969 1 429 000 63 084 618 000 22 511 

1970 1 291 000 74 173 974 000 19 277 

(c) Treatment service 

(i) Routine Drug Regimens: SM 19 ) . 
INH 300 mg ) Daily x 6 weekS . 
Thiacetazone 150mg ) 

followed b,y INH (650 mg) 8M (lg) twice weekly up to 12 months. 

(ii) Hospital beds available: no information 

(11i) Amw1atory treatment: 156 666 on treatment of whom 

5~ were infectious or cavitary 
(30 April '71) 

No. on different regimens: no information 

(iv) ~ completing treatment among patients discharged in 1970= .54.6 

~ defaulters: 10.~ (1970), 5.~ (April 1971) 
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MALAYSIA (WEST) 

1. GENERAL 

52 000 square miles 

9 million (1970 census) 

Malays. 5OJ'. Chinese. 37%. IruUans 
and Pakistanis. 11%. others. ~ 

173.1 persons per square mile 

Rubber. tin. palm oil 

Crude death rate 11.0 per thousand (1958) 
7.6 per thousand (1968) 

Infant mortality rate 80 per thousand (1958) 
live births 

42 per thousand (1968) 
live births 

2. EXTENT OF THE TUBERCULOSIS PROBLElt! 

2.1 Results of tUberculin testing 

1 T.U. RT 23 with Tween 80 and 5 mm induration or more as positive. 

Year Age (years) tf, positive 

Before 1960 6 - 7 25.0 

in 1970 6 - 7 3.5 
. 

1960 11 - 12 52·3 

1970 11 - 12 15.2 

2.2 Prevalence of tuberculosis: 15 years of age and over 

0.57% bacillary cases (microscopy and/or culture. 1970 survey) 

2.3 Tuberculosis mortality (all forms) 

1956: l~ of all medically certified deaths 

1966: 7% of all medically certified deaths 

• 

• 
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~~ta 
C0lltil'e1 CIIntiJOe 

, 

:. 

:t 

; TUberC\llo8i8 contl'ol 
, Ceatl!ee (StaQa,), ho8p1ta1A 
• cl1apemIItrl .. aM' health 
·.o_~ 

, 

J\mCtion 

PlaImtns# OIIJIIbtZlltton enci 
teo!m1oal au.ctlon· ot 
tubeo~1a- control PJ'OII'-

f ~1ItD1n8 ot teobn1oal ~.l 

Bva1.uat1on .ad .... 8.lnt .. 
, Treat_It 

Ret:~. labol"ato1T , , 
acO·vaoctnation, ~.atment. 
c ..... t1ncllq 

, 

Tuberculo8in 
i 

budptu : Total TUberculo8i. '. of the 1\tberculoa.l. .ot ~ heaLth liudpt' I JWpt Bu4&et 

, 

, 

, 
, 
; , 

(" , <.' - tbol.lMrlda) . .-~:!, , 1n .- - - yr·' 
t ,l'.!!lQ.1W!!llnt 

I 
~ , 

~ 

< 
{ 

}.7 519' 45 
4.} , 618 40 
'.9 600 44 

; 

4.6 , 775 
, 

~ , 
4.6 

, 
90} i 47 , 

5.4 1021 52 
4.7 106' ,~ 54 4.,- lcM6 59 4.,. lll' 61 
4.5 1199 6, 

Ca> !CO vacc~loanerv1c. 

(i) 1ftteIjNt.cl. 1Dto !)Mic health aervio .. 
(11) teobD1q •. ancl .teI'iala Jreeze-dr1eclBCO. 

~ we.t Ma1&p1a 8iDoe 1969· and l1qutd vaccine 
JIN'V1.OU817. TUbercW.iD pret..atiq before 1966 
(oUcept ln newborns} J dlrect BOO alnce 1966 
up. .. 1» 20 ~ ~ ..... 

55 , 60 
, 

54·· , 61 : , 
5' 

, 
, Ita 

46 , 

41 , 

~ 

'7 '. 
~ 
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(11i) BOO coverage of 
newborns : 

- , 

Year 

1961 
1962 
1963 
1964 
1965' , 
1966 
1967 

Year No. patients registered 

1965 14 425 
1966 14 461 
1967 13 218 
1968 13069 
1969 9 313 
1c.1TO 8 524 

-.. - -. -._". 
' Total births ~ 
, (in thoUsands) vaccinated 

299 7.8 
298 20.0 
300 32·2 
306 39·5 

'295 " 44.5 
30:) 43.4 
301 41.7 

No. sputum posi ti VE ~ 

3959 t 27.4 
4310 I 29.8 
4 129 31.2 
4173 31.9 
4335 46.6 
4 315 50.6 

( c) Treatment services 

(i) Routine ~ regimen 

Strept6~cin and INH twice weekly, supervised. 

(11) Hospital beds: 

Total available bedS a 3sS3 
OcCUpancy: larse, numbers of beds are not in use ,. ."., " .. ,'.: ~ 

;:; Average stay: 3 monthB , 

-, ,.., 

• 

.. 

, , 

, . , 

I 



• 
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HEW CAIEDONIA 

1. GEIIERAL 

(1) Area 16 750 square JdlOlll8tera 

(11) Population 105200 (1969) 

(111) DeDll1ty 4.) sq. kII. 

().v) Ace co.poai tion <20 ~ 

(v) Ethnic composition 

.. Melanes1ana ~ 

.. Europeans ~ 

.. Wallis1U1S " .. IDi0lDelJ1ana --- Pol;pnesiana " .. Vietnamese 1$ 

(v1) BconaDY : _inly exportation ot n1ckel II1ne 

1. Prevalence ot intect10n 

(i) 'l'ype ot tuberculin used: Tuberculin, I.P. ~ 

(11) Method ot testing: Mantoux intradero.l 

(111) Tuberculin dos.p: 10 T.U. 

(1v) Criterion tor positivity: 5 •• 

(v) Results ot testing: (1966) 

Age &1'OU2 ~ Positive 

~l 7.6 
1-4 12.6 

5-9 2).5 
10-14 50.4 
15-19 64.5 



2. 

4. 
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Prevalenoe of tuberculO!is: unknown 

'l\aberculO!is .ortali tl rate: (per 100 000) 

1955 -40 

1960 20 

1966 16.2 

1967 12.2 

1968 10 

1969 1}.4 

1970 12.7 

Notit1oation 

(i) 

.(11) 

Notification of t\lberculO!1a oOlllpulsOZ7 

Categories: 

A6 Jlespiratory tuberculoa1s 

A7 'l\aberculO!is of men1nges and nervous SYllt. 

AS Tuberculoe1e of intestine. peri toneUli and mesenteric 
glands 

A9 Bone and Joint tuberculosis 

A10 other tOI'llS of tUbereuloeis 

}. CON'l'ROL AC'l'IVI'fiES 

. 1. AdJa1n1strative aspects 

(i) Organization and personnel: one 1I0011e te .... one urDan dispensary. 
a tuberoulosis ward. of 90 beds and a sanatoriUII of 50 beds under the 
Direotor of Publio Health Service. 

(11) Govemment budget tor tuberculosis oontrol; 

No separate budget tor tuberCulosis. ifIIalth budget in 1970: 

Perscmnel Pro }25 460 000 cpp 

Supplies Fr. 162 6}8 000 CFP 

Equipment . Fr. 157 }}} 6Q3 CFP 

'l'otal Fr. 645 4}1608 CFP 
~ of the total for 
the terri toZ'7 • 

• 

• 

• 



• 

• 
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(11i) Vol\llltary ... nol 

Terri toJ'1 branoh ot the National Prench AnU-Tuberculosis. 
Ca..1ttee renders limited sooia1 activiUes tor the siok. 

2. Teobnioalas2!0ta 

(a> :a::o vacoination aervloe 

(b) 

(i> Orpnizat1an 

Service prorlded by the Pasteur InsUtute, HouMa; 
the lIo\aea Mate1'l11tYI P.M.I. Hoapltal, Sohoo1 Hlalth Se:rrlee. 
Service c~ulsoJ'1 for children and oertain profession 
personnel under 20 ~ars of age .inoe 1967. 

(11 ) Teohnique 

Intradezwa1 inJeotion of 0.1 .1. of freeze-dried 
~O vaocine manutactured by the Iuti tute of Pasteur, 
PariS, following aONening tuberculin testing. 

(11i> 1f1aber of chlldNn vaccinated by year: 

1961 7}5 

1962 855 

196, 2 241 

1964 ,104 

1965-1966 18 {fJ7 

1967 15 455 

1968 4 755 

1969 6 115 

1970 , 5Y7 

Caae-fi DIU ng 

Humber of new cases of tuberculosis fo\llld by year since 1966: 

1966 

1967 

1968 
1969 

1970 

159 
l~ 

160 

180 

l~ 
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(c) 'l'reatlDent .emce 

(1) Drup utilized: streptaalycin. 1soniaz1d, etbionamide 
and a.rcmycin. R01ltine reg1JDen for an averase-slze 
adult - IHH 500 .g. + eth1anu1d. 500 IDS. daily. 

(11) Patients lmder U1bulato1'7 tNatlaent as of 1 July 1971: 
165. 

(111 ) Hospl tal beds: 

Capacity - Nou.ea Hospltal 

Sanatorium 

Occupancy - H01lIIea Haspl tal 

Sanatorium 

Average duration of stay - ".onths 

Nulllber of patlents d1scharged during 1970: 80 

• 



• 
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1. ~ 

(1) Area : 5700 square miles comprising 80 islands 

(11) Populatlon (1967 census): 77 982; New Hebridenean. - 9~ 

(11i) Population denalt,. 

(Iv) Other vital data 

( v) EconOll7 

14 persons per squ-.re .. 11. 

Crude birth rate 40--45 per 1000 pop. 

Averase expectation 
ot lit. at birth ---- 51 ,.ears 

No. total population 
under 15,ears ------ -45_ 

Annual rate ot natural 

Increase ------------ 2.5_ 

cocoa, cottee, manganese, tllJh, beet 

'!he couatrr 18 Jolntl,. adII1n1stered and funded b7 the 

Un1 ted K1nSdom end Prance. 

(vi) Mucation 

. (vii) AdII1n1atration 

: Mostl,. pr1m&r7 sohool education in English 
or Frenoh. 

Liillited sec0ndar:7 school education. 

'1'hree authorities: Brl.tlsh, Frenoh and a 

Joint (Condom1n1um) AdIII1n1stratlon 

2. EX.'l'J!2fr or THE '1'OB!:RCULOSIS PROBlEM 

2.1 Re.ult. of tuberoulin testing (1964 to 1967) 

1 T.U. tuberculin RT23. positive reaction is 10 _ induration 

or lIore. 
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Age No. of testa read " positive 

_ Total __ • 52 2lK> I=C---==-_____ 31.5 • __ --
o - 4 8940 1.8 

5 - 9 9127 7.6 

10 -14 7 891 16.6 

15 ~ 19 4 963 33.5 

20 - 24 3344 47.5 

25-29 3846 53.2 

30-34 3395 59.4 

35"'39 2699 61.3 

lK>-44 2 204 64.6 

45 - 49 1 917 64.2 

50 - 54 1 574 67.1 

55 - 59 665 68.6 

60 - + 1 875 62.5 

2.2 Prevalence of pulmonary tuberculosis: No information. 

2.3 Mortality: 46 deaths due 1;0 pulmonary· t.uberculosis (sputwn posi ti ve) 

over the last six years. 

2.4 Notification 

All new cases of tuberculosis are notified 1;0 the Rural Health 

Of€icer followed by' quarterly progress "ports. 

3. CONTROL ACTIVITIES 

3.1 Administrative aspects 

<a) Organization 

Authority Functions . 

(i) Joint Administration Chief - Overall responsib1li t)' for 
Condominium Medical Offioer public health, includ1ng 

tuberculosis control. 

,11) 1 medical officer (part-time) - In-charge of tuberoulosis 
3 medical dressers control programme 
5 nurses 

All hospitals, clinics and the vaccination telUllS take part in 
the case-finding progrllllllll8. 

• 

I 

• 
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(b) Government budpt from tl1ree sources combined (British, French and 
CondOlll1Q1W11) 

Total 
~berouloaia b ldpt " ot tuberoulosis "."iI_t tor health 

Year bwipt(in as " ot total Mount Preventive 
thousands heal th badpt (in thOWlands) service 

Hospital.iza-

US$ US$ tion 

1965 696 '.7 25.9 SO.O 50.0 

1966 733 ,.0 21.7 61.7 . 38., 
1967 805 ,.4 27.5 65.5 34.5 

1968 .967 4.0 38.' 77.2 22.8 

1969 1219 ,.4 41.9 77.9 22.1 

1970 1292 ,., 42.9 78.9 21.1 

(0) International aaencies 

WHO, teohnioal uaiatano. (1964-1968) 

UlICEP, .. terial. and equ1Ja8nt (1964-1968) 

(d) 0nlJ' one private practitioner in the oountrJ', not involved in the 

tuberculosis ocatro1 prosl'UIIe. 

,.2 'l'eolmioal upeote 

(a) s::o vaccination s.rvice 

(i) Mobile vaocination te ... (oombined i..un1 ... tion progr8111118s) 

(11 ) Hoapi tal., to newborn intents. 

,Material used: Freeze-dried vaocine 

~ coverage: 1964-1967 with tuberoulin 
pre-testing ••••••••••••• 99.7" of 35 588 

susceptib1es 

1966-1970 direct vaccination •• 14 674 persons aged 
1e.. than 20 years 

(rear not stated) direot 
v.acination •.•••.•••••••••• 9010 persona (ase not 

stated) in reIIIote areu, 

(b) CUe-tinding: Ho. sputum positive oases disoovered from 1965-1970 

!!£ HWllber 

1965 1,1 
1966 85 
1967 92 
1968 8, 
1969 94 
1970 91 
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(0) Treatment e.rv1oe 

(1) Routine dr\Ip: SM, IHH ~ PAS 1n all ouee 

(11) HWDber of bede allocated for: TIlberouloe1e patient. - 76 . 

(111) Ambulata.r,r treatment: 

OOOUpm07 

Averap etq 

Ho. on ambulatol'7 treatlHnt diecharpd between 

• 108 

• 2lto d&)"II 

1 June 1970 and 15 March 1971 (9--1/2 lIontbe) - 69 of lIhich 

68J' wre eputwl 
poe1t1ve. 



• 

• 

• 

• 

(i) Area 

(11) Population 

(11i) Denait7 

(iv) EoonOlll7 

(v) Edu~ation 
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NEW ZEALAND 

1. GENERAL 

: 100 000 square miles 

, 000 000 (1970 estimates) 

: ~ persons per square mile 

Agr1cul ture, Forestry 

: COIIIpulsory education up to age 15 Jears 
Primary education. tree.. Secondary eclucation. 
moatl7 f'ree • 

2. Enmrr OP '!'HE 'l'UEERCULOSIS PROBLEM 

(1) . Tuberculin positive rates (1970) 

Children aged 1:5-14 years: O.~ positive (Heat' +++ or ++++) 
of' 49 000 persons tested, using Protoderm (Allen It Hamblrg) largely. 

(2) Prevalence of' pulmonar;r tuberculosis (1970 mass miniature X-rq service) 

No. X-rqed X-rill suspects 

295 715 0.28 per 1000 X-r.,ed 

() Mortality rates*, Ex respiratory tuberoulosis (1951-1969) by age groups 
per 100 000 

1951 1955 1960 1965 1969 

*Europeana, unbracketed Maori.. bracketed 
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(4) Mo~ifica~ion 

Required b;y law from docwr making diasnosis of tuberculosis. 
Da~ processed and dis~iblted w all chest ~siciana. 

3. CONTll)L ACTIVITIES 

(1) Adm1nistraUve aspects 

(a) Organization 

Authoritlr 

(i) Medioal Officers of Health (18) 

RadiolOgists (3) 

~ii) Chest phyaioiana (23) employed 
b;y Hospital Boards 

lI'nn,,+.1nn .. 

Invest18aUon of new oases. 
B:G vaccination of school-
children end selected groups. 

Mass soreening and X-rays. 
Maintenanoe of district 
register of oases under 
olinio supervi &ion 

Clinic supervision of cases 
and contacts and ilmnmiza-
tion of contacts as required. 

(b) Government bldget (exoluding hospi~s) 

Expenditure on tuberaulosis control (1971) - NZ$225 lK>4 

Expend1 ture as ~ of wtal on publio 
health services - 5.7~ 

( c) Voluntary agency 

The New Zealand Federation of Tuberculosis Association 
, assists mainly in rebabili ~tion. 

(d) Role played b;y private praotitioner: virtually nil. 

(2) Technical aspects 

(a> B::G vacoination service 

(i) Tecbnique and material - intradermal. using Glaxo preparation. 

(11) Covereae of n .. antranta w secondary school (1970). ~ of 

(tuberculin "-ve") 
waceptibl. ( akl"" ) population or we y +ve 

e' 

• 

II 
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(c) Cue-t1nd1ng 

JII4R service finds, annually 10:' of all new cuea. 

(<<1) Trea1ilDent servioe 

(i) Routine drug regimen: Streptomyoin, PAS, INH 

(11). Hoapi tal bed.a I None desisnatecl speoifioally for tuberculosis. 

Total number admissions for tuberculosis (1968) - 1507 

Average staT .. 2 - 3 months 
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PAPUA NEW GUINEA 

1. GENERAL 

(i) Area: 18} 500 square miles 

(11) Population 2 184 986 (census 1966); 98.~ indigenous 

(11i) Population density: 12 persons per square mile 

(iv) . Armual rate of growth: 1.9.' (1966-1969) 

(v) Econany: essentially agriculture j forestry 

(Vi) Education: available up to university level 

2. EX'mNT OF '1VBERCULOSIS PROBl&1 

2.1 Prevalence of infection during the past 11 years (10 T.U. old 

tuberculin) various with extent of urbanization, especially in coastal 

areas and contact with European population: 

(i) Highly urbanized, 00-7($ 

(11) Moderately urbanized, 50-~ 

(iii) Slightly urbanized, 20-}~ 

(iv) Not urbanized, 0-1($ 

Bulk of infected population is aged 15 years and over. 

2.2 Prevalence of tuberculosis: 

Port Moresby: 1" (X-ray suspeots) 

Centres of Tertiary education (1968) 

2.4 - }.2" (X-ray suspects) 

2.} Tuberculosis mortality 

No information 

• 

• 
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2.4 system of notification 

Notifioations are DI&.de fran subdistricts and districts to the 

oentral register of the Regional TUberoulosis Control Unit (four regions), 

six montbl;y following. 

:3. CONTROL ACTIVITIES 

3.1 Administrative aSpeots 

(a) Orpnization 

Authoritl 

Deput;y Direotor of tuberoulosis 

Control Servioes 

Medical offioers (4) 

(b) Government budget (1970) 

Total health budget 
(in millions (US) dollars) 

13.2 

(0) Voluntary agenc;y 

Christian missions 

(d) Other a§8noies 

WHO: fellowships 

Funotion 

In charge of tuberoulosis 

servioes in eaoh region 

Mantoux tests, BeG vaooination,; 

oaae-f1nd1ns. follow-up 

and out-patient treatment. 

TUberoulosis budget as 
~ of total budget in 

the terri torj 

(i) treatment of nearl;y 1/2 
the total patients in the 
territor;y 

(11) BeG vaooination. 
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(e) Role played bf private praotitioners 

Referral of patients to the general hospitals and the 

tuperculosis control unit for investigations. 

3.2 Technical aspects 

(a) BeG vaccination servioe 

(i) Integrated into maternal and child health and school health 

servioes. 

(ii) Technique and material 

0.1 ml, intradermal injeotions (Japanese freeae-dried or 

Commonwealth Serum Laborator,r vacoine from Australia). 

BeG repeated at three yearly intervals in the highlands. 

(iii) BOG coverage: No information 

(b) Case-finding 

Mostly by X-ray examinationa, and X-ray suspeots are 

bacteriologically investigated in the wards. 

(c) Treatment service 

(i) Routine drug regimen 

Streptomycin 1 g twioe weekly 

INH 400 rna daily 

PAS , teaspoons, powder, twice da1l7 

(11) Hospital beds 

available 1000 

occupanc7 rate ~ 

average ata7 6-12 months 

• 

• 



• 
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(iii) Ambulato;y treatment 

Only in Port Moresby area I 500 patients on outpatient 

therapy which. 1/2 are on 

ambulatory treatment and 1/2 

on domiciliary treatment. 

. 4. INTERBSTING S'lUDIES 

(i) BOG vaccination, protective effect aga1nat lepro87 • 



(i) Area 

(11) Population 

(iii) Population 
denait)" 

( 1 v) EconoJlly" 
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PHILIPPINES 

1. ammRAL 

115 800 square adles 

'57 III1llion. ~ Mal.~ ext.ract1on 

: 321 persons per square mile 

Agrioultural. principally; mining. industries, hish 
unemployment rate. GNP. 1967 .. US$)91 million 

(16.5 - US$l.OO) 
Per oapita income. 1967 uS$94.6 

(v) Vital stat1stics (1968) 

Crude birth rate 

Crude death rate 

Infant mortality rate 

26.8 per 1000 populat1on 

7.1 per 1000 population 

65.5 per 1000 live birtha 

Maternal mortali t)" rate: 2.1 per 1000 live births 

Lif'e expeotanoy (at birth. (oaloulatAcl f'or 1960 
both sexes) : 58 7ears to 1966) . 

Leading cause of' deaths: pneumoniaa (17~ of' total 
deaths) tollowed by respirator;y 
tuberculosis (ll~ ot total deaths 

2. EXTENT OF THE 'l'UlERCULOSIS PROlU'.M 

2.1 TI1beroulin posit1ve rates (positive - 6 II1II indurat10n or over to 5 'l'.U. 

Age group 
(years) 

-0 - 6 

7 - 14 

15 - 19 

20 - + 

:c positive 

18 

48 

80 

96 

PPD R'l' 19-22), 1956 

More recently, using 1 'l'.U. PPD R'l'23 
and criterion ot posit1v1t7 at 10 II1II 

indurat10n or more. 10-15! PQ8i t1 ves 
among school entrants (7 years). 

• 

~I 

., 
il 
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2.2 Prevalence of pulmonary tuberculosis 

No national figures available. One local study in Cebu (1964): 3.3% 
X-ray suspects and 0.7% bacillary cases (microscOpy and/or culture) 
for persons of five years and over. 

2.3 Respiratory tuberculosis mortality rate per 100 000. population by age
group (1960-1968) 

. 

Age 1960 1962 1964 1966 1968 
(years) 

0 9.5 13.1 12.6 13.1 13.1 

1- 4 16.8 15.5 15.7 20.2 15.8 

5- 9 8.0 6.5 6.1 8.3 6.5 

10-14 8.1 6.4 6.3 6.2 6.4 

15-19 17.1 16.2 15.0 16.1 15.0 

20-24 40.1 44.2 37.4 33.7 3D.'( 

25-29 60:7 67.6 59.8 65.5 56.7 

30-34 90.1 94.5 81.8 79.5 83.1 

35-39 114.1 125.7 117.4 136.6 114.3 

40-44 170.0 145.6 144.6 143.2 144.2 

45-49 200.5 197.6 20).0 222.3 204.3 

50-54 250.0 242.7 270.5 290·5 254.5 

55-59 291.6 I 259.2 297.3 300.3 325.2 

60-65 498.0 413.8 510.1 457.2 447.8 

66-69 450.9 408.7 430.9 645.8 682.2 

70- + 581.2 971.1 850.4 850.7 936.0 

Overall death rate tuberculosis, all forms (1968) 82 .• 5 per 
100 000 population. 

2.4 System of notification 

I 

Notifications are compulsory under the law. Notifications 
received by provincial and city health offices are forwarded to 
the Disease Intelligence Centre in consolidated form weekly 

II 



Year 

1962 

1963 

1964 

~5 

1966 

1967 

1968 

1969 

1970 
lQ71 
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3. CC!n'ROL ACTIVITIES 

3.1 Administrative aspects 

(a) Organization 

Au:thorit7 Flmctiona 

(i) Secretary of Health Health policy, programme planning. 
(assiste4 by 8I.reaus and developing forms. standards, 

Offices) provide technical guidance. 

(11) atreau of Disease Control Programme planning. evaluation am 
and Division of Tuberculo- co-ordination of the national 
sis (6 technioal consult- tuberculosis control programme 
ants) conaultant .ervices. 

(11i) Regional Health Offices ProgrlUllJl8 implementation; co-
(8) 7 regional consultants ordi_te and supervise all preven-

tive and curative services; adminis-
tration of regional budget; initiate 
appointment of personnel. 

(iv) Provincial Health Offices Administration of health acti vi tie •• 

- medical officers (106) Static chest cUnios 
- PIlblic health nurses (123 Mobile chest. cUnios 
- X-ray technicians (49) Mobile preventive units 
- laboratory technioiana(49 Rest village settlement 
- others (106) Local ohest clinics 

(b) Govemment budget (1970/1971) 

Total health 
budget in USf 
I(itl millionsl 

13.1 

14.7 

~7_.1 

17.9 

18.3 

14.7 

15.4 
22.4 

Z7.0 

342 

Tuberculosis budget = US$521 300 (at 'I 6.50 to the dollar) 

~ of the budget to total health budget .. 1.5~ 

Per capita expenditure .. US 1.4 cents 

I'fUberculosis Tuberoulosis ~of tuberoulosis t 
budget - ~ of budget in US$ :7rs~al Travel ~ppl1es Sundries total budget (in millions) erv ces 

2.8 0.4 55.9 8.0 12.5 2.6 

2.6 0.4 57.2 7.8 12.1 2.6 

2.6 0.4 54.4 7.7 14.2 2.6 

2.;:1 0.4 59.2 8.4 ~ 2.9 

2.2 0.4 59.2 8.4 15.5 2.9 

2.1 o..} 85.9 5.2 _L.7 2.2 

2.0 00} 84.9 5.2 .:L.7 2.2 
1.5 0.3 79.4 7.1 10.3 3.2 

1.8 o~ 54.0 4~ ~O 2.2 

1.'i ~ 57.5 4.5 ~.O 2.2 

EquiP-
ment 

21.0 

20.4 

21.1 

14.1 

14.1 

0.0 

0.0 
0.0 

0.0 

0.0 

• 

• 

• 



• 

• 

• 

• 

- 101 -

( 0) Volunt&I'7 and international agenoies 

(1) Philippine 'l\lberculos1s Sooiety • . .. • • ~ of' its tunda is 
subsidized by' Government 

Annual operative expenses - 08$1.2 million 
MaiD activity is treatment: 1700 hospital beds and 

20 chest dispensaries 

(11) UNICEF (1951.1970) •••••••• US$O.8 million for lD} progrUllleS. 
anti. tuberculosis drUgs. X-ray spare parts and materials for 
sputum miorosoopy • 

. (11i) WHO... .... Technioal assistanoe - servioes of oonsultants; fellOW8h1pc 

(d) Role played bt privata practit10ners 

Limi ted role in health eduoat1on aspeots of' the prograaae. 

Few not1fioations from pr1 vate pract1 tioners. 

}.2 Technioal aspeots 

(a) BXJ vacoination servioe 

. (1) Providecl by' Rural Health Units and Health Centres sinoe 1956. 

Trend 1s towards integrat10n into school health and MCH servioe •• 

(11) Teohnique and material - intradermal; looally prepared liquid 
vacoine and freeze-dried. vacoine (J apane.e ) • 

(111) Quality oontrol by' National BXJ Assessment TeUl8. 

(1 v) .Annual BXJ oov.rase 

(b) Cue-finding 

1nfanoy •.•••.••.• }o·5~ 

sohool-entrants 
(7 years) •.•••••• 5-1~ 

sohool-leavers 
(14 years) •.•.••.• 5~ 

Year X-ray examinations Sputum examinations 
~o. exaDdned 'fuberculosis suspeots No. exam:fned Cases 

1955 lf80 825 49875 

1960 441751 }8 755 

1965 4}O 566 }7 36} 
1970 420 226 33 293 

(0) 'rreataent services 

(i) Routine cIrus regimen 

Bao1l1&I'7 or oavi t&I'7 
patients 

44 084 6999' 

Ji.9 }50 586} 
}} 60} 6072 
j~~ 3605 

.. 

- INH, }OO JUg daily x 12 months 
Streptollll'cin 1 g daily It 1 month, 
then trice weekly It 11 months. 
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(1) Routine drug regimen (cont'd) 

Other patients - INH alone tor 12 montha. 

( ii) Hoapi tal beds: Total beds available •••••• 3000 

Oocupanoy ••••••••••••••••• ~ 

Average st.¥ •••••••••••••• 'IIOIlths 

(iii) Ambulatory treatment (1970) 

No. patients under treatment ••••••• " 29' 
• baoteriologicall;y oonti:naed •••••• l~ 

No.2-drug resimen ••••••••••••••••• 8 11, 

No. single drug regimen (INH) ......25 180 

• cOlllPlet1ns treatment ............. -7fY!, or those with 
moderate advance 
X-rq' lesions. 

4. IN'l'ERES'l'ING S'l'UDIES 

(i) Prevalence surve;y. M1nSlanilla. Cebu (1964) 

-5Of,ot those w1 th 
m1n1111al X-rq 
le.ions. 

(11) ResuJ,ari 107 of drug collection in ambulatory chaotheraP7. 
National Tuberculosis CDntro1 Demonstration and Train1ng Centre 

(iii) 'DUaoetazone tox,iclty trial. 

• 

• 

• 

• 

• 
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RYUKYU ISIANLB 

1. GEN.ERAL 

(i) Area.: 850 square miles 

(11) Population (1969 estimate): 982 000 

(11i) Population density: 1155 persons per square mile 

(iv) 

(v) 

(v) 

Age composition : 340 000 (34.6~) WIder 15 years of age 

Other vital data : 

Crude birth rate (1969) 21.1 per 1000 population 

Crude death rate (1969) 5.0 per 1000 population 

Rate of natural increase (1969) 1.~ 

Economy : 

Consumptive economy WIder assistance from the United 
States of America and Japan 

(Vi) Education: 9 ye~ of compulsory education 

2. ErrENT OF 'l'UBERCtJUEIS PROBIEM 

2.1 Prevalence of infection 

(i) Type of tuberculin used : PPD (Merck. Sharp and Dohme) 

(11 ) TUberculin dosage: 5 T. U. 

(11i) Criterion for positivit.y : >10 Mm. 

(iv) Results of testing in 1968 

0-9 
10 - 19 
20 - 29 
30 - 39 
40 - 49 
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2.2 Prevalence of pulmonary tuberculosis by X-ray (1968) 

20 - 29 
30 - 39 
40 - 49 
50 - 59 
60 - 69 

2.3 Tuberculosis mortality rate (1970) 

10 per 100 000 population 

2."4 Notification system 

Legal Affairs Department --. 
(Ci ty. town or village) 4--

Statistics Office . , 
I I , .. 

Public Health Centre 

3. CONTROL ACTIVITIES 

3.1 Administrative aspects 

(a) Organization and personnel 

Public Health and Welfare Department 

Public Heal tb Division 

Preventive Section - Public Heal.tb Centre 

Preventive Offioer 

(b) Government budget for tuberoulosis control 

US$2 600 000 in 1970 

Proportion to the total health budget: 

1965 

1970 

l~ 

10% 

, 

• 

• 

• 



3.2 

J 

1.O1 

~ 

• 

• 

. - 105 -

(0 ) Assistanoe from voluntary agency 

Ryukyu Anti-Tuberculosis Association (1970) 

Tuberculin test1n.g 

X-ray examination 

US$90 000 

U5$80oo0· 

(d) Roleplayed by private practitioners 

Private practitioners reter tuberculosis patients to 
public health centres for free chemotherapy. 

Technical aspects 

(a) BOG vaooination service 

(i) Organization : 

Junior high school students (8th grade) and 
family contacts are selected groups for BOG 
vaccination. 

(11) Technique : 

Multiple puncture technique as practised in 
Japan. 

(i11) Coverage IDw 

(b) 

1966 1967 1968 1969 1970 
. 

Persona examined 
by X-ray 170 000 222 000 233 000 260 000 265 000 

Persona with sputum 
examined 840 1 250 1500 1560 1 200 

Humber of patients 
found 634 504 700 468 475 

. 
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(c) Treatment service 

(i) Routine drug regimen : 

SM 1 gm. twice weekly + PAS and INH daily 

(ii) Hospital beds available 

Approximately 1000 

Occupancy 70 - 80% 

Average stay 6 - 12 montha 

• 

• 

• 

I 
~.~ 
I 

i 
i 
I r 
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SINGAPORE 

1. GmmRAL 

(i) Area : 226 square miles 

(11) Population 2 000 000 (1970) 5~ under age of 20 years 

(iii) Population 
density 2965 persons per square mile 

(iv) Crude birth 
rate .. 22 per 1000 population . 

(v) Economy income per capita (1970) - US$700 

2. EXTENT OF '1'01ERaJLOSIS PROBLEM 

2.1 Prevalenoe of tuberculous infection: No infol'lll&tion. 

2.2 Prevalence of pulmonary tuberculosis (1958-1967) 

No. X-rayed (mass miniature) X-ray Bacteriologically 
Year X-rays suspects positive cases 

(a) No. ~ No. ~ !(b) (b)/(a) (c) (c)/(a) 

1958 . 54 812 2056 3.8 812 1.5 
I· 1959 - - - - -

1960 15 498 361 2.3 58 0.4 

1961 32 123 1185 3.7 196 0.6 

1962 21 797 470 2.1 113 0.5 

1963 34 783 495 1~4 149 0.4 

1964 8195 188 2.2 76 0.9 

1965 23 2~ 282 1.2 112 0.5 

1966 7 435 67 0.9 28 0.4 

1967 31 074 268 0.9 75 0.2 

2.3 Mortality: 20.8 per 100 000 in 1969. 

2.4 System of notification: Notification compulsory by law. 

Tuberculosis registry also receives notifications 
of deaths . 
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3. CONTROL ACTIVITIES 

3.1 Administrative aspects: 

(a) Organization 

(b) 

Authority Functions 

Tuberculosis Control Unit - Tuberculosis regi,str;y 
5 doctors Mass X-ray oase-f1nding 
1 bacteriologist B;G vacoination 

School tuberculosis service, 
contact investigation 

Laboratory (oul ture) service 

Tuberculosis hospital - Treatment of pat1ents, 
(Tan Tock Seng) (in-patients and out-patients) 

24 doctors ( part-time ) 

Government wdget 

To.tal health budget (1970 in US$) 

Tuberculosis budget as ~ of total 

........... 33 million 

heal tl1 'btJ.dget •••••••••••••••••••••••••••••• ~ 

Amount tuberculosis budget (US$) .•••.••••••• 2 million 

~ of tuberculosl. s budget allocated to: 

(i) tuberculosis control un1t •••••••••• l~ 

(ii) tuberculosis hospital ••••.•.••••••• 84~ 

(i11) Singapore anti-tuberculosis 
association ."...................... ~ 

Per capita annual expenditure on 
tuberculosis control and treatment 

. (1960 - 19rO) .............................. US$l.00 

(0) Voluntary and international agencies 

(i) Singapore Anti-tuberculosis Association 
notified l~ of all notified cases in 1969. 

(11) WHO technical assistanoe. 

(d) Role of private practitioners 

Private praotitioners notified 2.~ of all notified 
oases in 1969. 

• 

! 

• 



• 

• 
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3.2 Teohn1cal aspects 

(a) 000 vaccination service 

Cohorts 
born in 

1957 

1958 

·1959 

1960 

1961 

1962 

196} 

1964 
1965 

1966 

1967 

1968 
1969 

1970 

(i) BeG progremme administered by the tuberculosis oontro1 unit. 

static team attached to the matern1 ty hoapi tal. 

Mobile teams Yiai t MCH clinics. 

(11) 000 used - freeze-dried (Olaxo) 

( 11i ) B:!G coverage: 

Proportion ot S1ngapore children reee1ving primary 
BeG vaccination (C) in yearly birth cohorts . 

Total Tot.al. Children vacc1nated 

' births Ho. ~ at birth at age 
6.5 years 

61 757 60 076 0.'21 22~ 22 614 

63534 60 052 0.94 29 659 20006 

64 041 51 623 0.81 38 595 13 028 

61 824 57 149 0.92 42 506 14 643 

59941 57 614 0.96 44 835 12779 

59084 58:z69 0.99 45 654 1}1l5 

292~ 58 120 O.IR 49 225 8 8...9!i 
. 

58 456 49 125 0.84 49 125 

55 725 46 519 0.84 46 519 

54 680 47 120 0.86 47 120 

50 ·560 45 906 0.91 45 906 .. 

47 168 42 936 0.91 42936 

44 738 40 594 0.91 40 594 . 

45779 41630 0.91 41 630 

at age 
11.5 years 

14777 

10860 

(b) Case-finding 

Results of oase-find1ngprogramme as in 2.2 above. 

(c) Treatment service 

(1) Routine drug regimen: 8M IS ) PAS 109 ) daily for , 
PAS 109 ) daily for IHH 300 mg ) 18-24 mos. I 

3 months 
INH 300 DIg) followed by 
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(c) Treatment service (cont'd) 

(11) Hospital bedst No. available ••••••••••••• 796 
Occupanoy rate ............... 
Average stay .............................. 

(Hi) Ambulatory treatalent 

Ho. registered ...................................... :5422 

In! t1ally pos1 t1 ve by culture.... ~ 

. Lost at one year .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. _ 

4. IN'rERESTING S'roDIES 

(1) S1ngapore/MRC thiaoetazone studies 

(H) SlnIapore/Cynaad.de ethambutol s'bldies 

(1H) S1nsapore/WHO national treatment study 

(1 v) S1nsapore,/wll) 1nterud. tten t treatment stud7 

(v) S1nsapore/IUAT rad.1ograph1c sUrYey 

• 

• 



• 
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(i) Area 

(11) Population 

(11i) Population 
density 
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KINGDOM OF TONGA 

1. GENERAL 

269 square miles, 150 islands soattered over 1500 
square miles of ooean 

88 000 (1970 estimate), Tongans •. ~ 

?lin persons per square mile 

(iv) Other vital data I Crude birth rate (1970) ••••••••• ~.4 per 1000 

Crude death rate (1970) •.•••••••• 2.6 per 1000 

Annual rate of increase(1956-1966) 3.~ 

(v) Economy 

Total income 

Per oapita 
inoome 

(vi) Eduoation 

I Almost entirely based on copra, bananas 

$2.7 million (1970) 

$31.00 

Compulsory free prtmar,r up to 14 years of age. 

Seoondary sohooleduoation available. 

2 • EXTENT OF 'tHE 'l'UISRCULOSIS PROB:.EM 

2.1 Tuberculin survey (1969) 

PPD RT23 with Tween 80, 1 '1'.U., positive at 10 DID orllOre induration. 

Number tested - 12 362 l' positive = 28.8 (all age groups) 

2.2 Prevalence of pulmon&rT tuberculosis 

Registered paUents (1959-1970) - 1077 

l' direot'smear positive 44l' 

2.3 Mortality (deaths probably under-registered) 

Total number of registered deaths 
due to tuberoulosis (in 14 years 
from 1956 to 1970) • • • • • • • • • • • • • 161 

2.4 Notifioation system 

Notifioation required b.v law. Central Register kept. 
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3. CONTROL ACTIVITIES 

3.1 Administrative aspects 

(a) Organization 

AuthOrity Functions 

(i) National Tuberculosis Control Responsibility oovers also 
Officer leprosy. typhoid and yaws. 

(11) Public Health Divisions (9) 

3.2 Government bldgets in US$ 

. 

Year Total health TUberculosis budget 
budget 

~ of total Amount 

1960 220 000 5.6 12 300 

1961 206000 6.0 12 300 

1962 225 000 5.4 12 000 

1963 228 000 5.0 11 400 

1964 253 000 . 4.5 11 400 

1965 306 000 3.1 11 000 

1966 261 000 4.2 11 000 

1961 285 000 ~.--2 11 000 

1~_ 3Q8 000 2.6 11 000 

1969 363 000 4.7 17.200 

1970 459 000 3.8 17 300 

3.3 Non-government agenCies 

(i) Local voluntary servioes: Health education, transportation given 
individually by town/village officers, 
teaohers, etc. 

(11) UNICEF - supplied ~ of all anti-tuberculosis drugs. all B:G 
vaooines and one landrover 

(11i) WHO - Technioal services 

• 

• 

• 



• 

• 

• 

• 

- 113 -

,.4 Role played bJ private prao~i~1oner8 

No pri vat. praot1 tionera in the oCllntry. 

4. 'lECHNICAL ASPECTS 

4.1 B:G vaccination service Coverage - g-{. 9lC newborn intents 

Carried out bJ a vaccination te... Teohnique end material, 
intradermal. using freeze-dried vaccine (Japanese). 

4.2 Case-fiDding 

Sputum moroaoopy on 81'1ptomatios 

4., Treatment servioe 

Drugs uaed 

Duration of 
treatment 

Hospital bedIs 
available 

Oooupancy 

Average 8t87 

No. patients on 

- Streptomyoin. INH. th1ace~one. PAS 

- 24 montha 

- 20 

- 1~ 

- 4 to 6 months 

amWlatory ohemotherapy - Treatment (as at ,1 March 19-(1) = 659 of 
which ~ were bacillary case8. 

Very few patients were discharged. in 1970 (l.~ of 659) 

Lost _ O.~ 



(i) Area 

(11) Population 
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TRUST TERRITORY OF THE PACIFIC ISLANDS 

1. GENERAL 

: 699 square miles comprising 2000 islands scattered 
over , 000 000 square miles of ocean 

: 100 000 (1970) 

(i11) Population density : 14, persona per square mile 

(iv) Education 

( v ) Economy 

: Free, oompulsory prilll&l'J' education 

Agriculture, fisheries and tourism 

2. EX'l'.Elfl' OF TU1ERCULOSIS PH>BLEM 

2.1 Results of tuberculin testing (1968) 

Mantcwt tests, PPD. RT2, with Tween 80 

Tine tests - comparable to 5 T.U. PPD 

Criterion tor positive reaction: tine test - 2 mm; Mantoux test. 6 mm 

No. teated: 58 950 - ~ of teats, Mantoux; 2O!C ot teats. Tine 

!' Pasi t1 ve 
Age-groups by Tine 
.CYearsl or Mantoux 

1 2.0 

1 - 4 4.1 

5 - 9 8.8 

10 - 14 21.2 

15 - 19 34.4 

20 - 24 ,a.8 

25 - 29 50.9 

30-34 62.7 

35-39 67.6 

40-44 73.2 

45 - 49 7'.5 
50 _ 54 73.9 

55 - 59 7,.5 

60-64 67.0 

65 - + 32.0 

• 

• 

• 
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Prevalenoe of tuberoulosis (1968) 

Of 9650 persOM X-rlQ'ed (in Palau) c;mly 5 aotive cues 
of pulmonary tuberculosis were c11scovered. 

2., TIlberculoBia mortality 

Prom 1959 to 1969 a total. of 208 deaths due to tuberculosia 
bad been reSistered.. or m aver ... of 19 deatba each 1'8azo. 

,. 0CIr1'R0L AC'tIVITlBS 

'.1 Adm1n,.trative .. pects 

(a) Organinticm 

Authori't7 Plmoticaa 

(i) Departaent of Health Hospi tal. and medical 
Services oare; planning and 

evaluation 

'11) Division of Public Health Implementation of the 
tuberculosia control 
proll"-

(b) QoveriUDent budpt 

lfo .eparate tud8et for tuberculosis ccmtrol 

(c) Otbar ..-ncies Sivtns .. ai.taoe 

(d) 

South Pacifio COIIIIi.aion 

World Health Qramization 

Role of private practitioners 

110 private practi ticmer in the Terri to1'7 

,.2 Technioal .. peots 

(a) BCG vaooination .ervice 

. 

A BOO proll"- ... oU'l'ied on from 1959 to 196, in one distriot 
(Marianas) • Since then no BCG vaooination ..ere done. 

(b) Cue-finding 

(i) Masa X-l'IQ' 1Nl'V8,.. in 1968 7ie1ded only 14 .uspects 

and 8 bacillary c..... '1'he l .. t .un.,.. were cU'l'ied out 

in 1968. 
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(11) Cona1derable d1tt1culUe. with follow-up of o .. e. and oontaots 
exist beoase of transportation probl_. 

(0) 'l'reatJDent servioe 

(1) Routine drus reg11MD8 for sputwn neptive patients wltbout 
far advanced lesions: 

DfH. 300 III plus ) 8 
th1aoetasone lSO IllS) dail,. for 1 IIIOftths 

(11) Routine d,rug resi_n for sputum poa1t1ve patients: 

SIll 18 dail,. for 6 web, then twioe wekl.,. 
until oonverted (not more than 5 months) 

INH. 300 IllS and thiaoetuon, lSO IllS. daily 
for 18 Dlonths 

" 

• 

• 

• 

• 
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WB'tEriN SAMOA 

1. GBIIERAL 

(i) Area 

(11) Population 1 114 427 (1961 census), 50. ~ under age of 15 years; 
99%Polynes1l11ls 

( i11 ) Population denai t7 101 persons per Sq1,1&re 1I11e 

(iv) Bate of IIIlDU&l increue: ,.~ 

(v) EconOlQ' Averap yearly incOile per cap1 ta - $60 - $90 

EconOllJ ~ed primarily on cocoa, copra. bulana 

2. EXTEM'l' OF 'l'UlERCULOSIS PROm.D1 

2.1 Tuberculin poei ti ve rates (10 .. induration or more), 1 T. u. PPD RT2, 
with Tften 80 

~ src:')P , posit1ve 
(years 

7 4.0 

14 14.5 

~5 - + 47.4 

at 50 70 + 

2.2 Prevalence of pulmonary tuberculosis 

24 744 X-rq eum1nationa _tween 1966 IIIld 1968 71elc1ed 5.~ suspects 

and O.~ cues. 

Mortali ty (all tONS): Ye .. 

1965 
1966 
1967 
1968 
1969 

Rate per 100 000 

,1 
21 
10 
10 
10 
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2.4 Syate. of no~ifioation 

Tuberoulosis su.peo~ and ou. are notifiable to the Chief. Divi8ion 
of Publio Health. Recorda pertain1ns to pat1en~ are kept at the 
main (Apia) chest cl1nio. Duplicate oopie. are given to health 
distr1o~ to faoUi tate follow-up and supervision of treatment • 

. ,. CONTROL ACTIVITIES 

,.1 Administrative upeo~ 

(a) Orsanization: intesrated into general publ1c health servioe (1g68) 

Authority Funotions 

(i) District Health Office - Tuberculin testinS 

Med10al Off! cer 
BCG vaccination 

Publio Health Nurse 
Drug distribution 
Home supervision 
Collection of sputa 

and mioroscopy specimens 

(11) Mobile 'l'e1Ull - Supervision of treatment 
ot patitll~ 

Supervision of contao~ 
Baoteriological examina-
tion of new oases 

Supemsion ot .ork in 
heal th distric~ 

Total full-time statf on tuberculosis proJeot • 11 persona. 
inoluding 2 dootors and 2 staff nurses. 

(b) Government budget 

To~ health Tuber Nlosi. h,it .... ~ • of TB bud.! et 
Year budget (US$) I" of Mainte-

~otal 
Amount Salariell nlllloe !Buppliell health of 

h, .... _t vehiel. 

1967 '39 000 ,.4 12 000 88.7 8.7 . 2.6 

1968 590 000 2.5 15000 87.0 10., 2.7 

1969 655000 2.6 17000 79.4 17.2 ,.4 
1970 747 000 2.1 16000 82.1 16.0 1.9 

1971 90,000 1.6 14000 80.9 17.7 1.4 

• 

• 

.. 

• 
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(c) Voluntary agenc1es 

(1) Nat-ional Tuberculoais ASliloclation, conetruotion of chest clinic 
and purchase of X-ray machine 

(11) Intemational agency: WHO al:d UNICEF 

(d) Role played by private practitioner: No private praotitioner 1n the 
oountry . 
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Tuesday, 5 October 

Moming session 

0900 hours. 
0950 " 
1000 " 

1030 hours 

1045 " 

1200 hours 

Afternoon session 

1400 hours 

1530 hours 

1545 " 
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SEMINAR AGENDA 

Registration 
Seating for the opening ceremony 
Inaugural ceremony 

ANNEX 4 

Guest of Honor - The Honourable 
Minister of Health 

and Social Affairs 
Republic of Korea 

Coffee/tea break 

Opening remarks - Dr J. C. Tao 
Introduction - Dr K. Toman 
Election of Chairmen 
Election of Rapporteurs 
Adoption of Agenda 
Country reports Chainnan I 

American Samoa 
Australia 
Br1 tish Solomon IslandS 

Protectorate 
Brunei 

Lunch break 

Country reports 

China (Taiwan) 
Cook Islands 
Fiji 

- Chairman II 

French Polynesia 
Gilbert and Ellice 

Islands 
Hong Kong 

Coffee/tea break 

Country reports (cont'd) 

Japan 
Khmer Republic 
Laos 
Malaysia 
New Caledonia 



Annex 4 
(cont'd) 

Wec;inesday. 6 October 

MOrning session 

0900 hours 

1030 hours 

1045 " 
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Country reports 

New Hebrides 
New Zealand 
Papua New Guinea 
Philippines 
Ryukyu Islands 

Chairman III 

Coffee/tea break 

Country reports (cont'd) 

Singapore 
Tonga 
Republic of Viet-Nam 
Western Samoa 

"Summary on the Tuberculosis Situation in 
the Western Pacific" by Dr J .C. Tao 

1200 hours Lunch break 

Afternoon session - Technical aspects of tuberoulosis oontrol - Chairman I 

1400 hours "Application of Contemporary Knowledge 

1430 

1500 

1600 

1615 

" 
" 
" 
" 

Thursday. 7 October 

Morning session 

0900 hours 

0930 

1045 

1100 

1200 

" 
" 
" 
" 

in Tuberoulosis Control" by Dr K.L. Hitze 

"~G Vaooination" by Dr J.C. Tao 

Group discussion 

Coffee/tea break 

Plenary session 

Technioal aspeots of tuberculosis control - Chairman II 
(cont'd) 

"Case-finding" by Dr K. Toman 

Group discussion 

Coffee/tea break 

Plenary session 

Lunch break 

• 

• 

• 

• 
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Thursday, 7 October 

Annex 4 
(cont'd) 

Afternoon session - Technical aspects of tuberculosis 

1400 hours 

1430 

1545 
1600 

" 
" 
" 

Friday, 8 October 

Morning session 

0900 hours 

0930 
1045 

1100 

1200 

" 

" 
" 
" 

control (cont' d) Chairman III 

"Chemotherapy" by Dr K.L. Hi tze 

Group discussion 

Coffee/tea break 

Plenary session 

Technical aspects of tuberculosis 
control (cont'd) Chairman I 

"Evaluation" by Dr H.T. Lin 

Group discussion 

Coffee/tea break 

Plenary session 

Lunch break 

Afternoon session - Technical aspects of tuberculosis 
control (cont'd) Chairman II 

1400 hours "Training" by Dr K. Toman 

1430 

1545 

1600 

" 
" 
" 

Saturday. 9 October 

Morning session 

0900 hours 

0930 
1045 

1100 

1200 

Afternoon 

" 
" 
" 
" 

Group disouSsion 

Coffee/tea break 

Plenary session 

Technical aspects of tuberculosis 
control (oont'd) Chairman III 

"Integration of tuberculosis control 
into the general heal th service" by 
Dr P.H. Teng and Dr A.A. Angara 

Group discussion 

Coffee/tea break . 

Plenary session 

Lunch break 

Free-time 



Annex 4 
(cont'd) 

SundN'"' 10 October 

Monday. 11 October 

(Whole day) 

1630 hours 
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Free Day 

Field trip 

Group "A" led by Dr M.H. Lee 

Group "B" led by Dr C.S. Lee 

Group "c" led by Dr K.S. Chang 

Grc:up "D" led by Dr D.H. Song 

Closing ceremony 

• 

" 

,-

• 

.. 

I! 
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ANNEX 5 

LIST OF WORKING PAPERS * 

Document Number 

1. "NOTES ON ~ VACCINATION IN THE WESTERN PACIFIC REGION" - WPR/TB/10 
by Dr J .C. Tao, Regional. Adviser on Communioable 

Diseases, WHO Regional Office for the Western 
Paoifio Region, Manila 

2. "CASE-FINDING" 
by Dr K. Toman, WHO Consultant. WHO Headquarters. 

Geneva 

,. "ADVANCES IN '!'HE TREA'1!4ENT OF RESPIRATORY TUlERCULOSIS" 
by Dr Wallaoe Fox, Direotor, NRC Tuberculosis and 

Chest Diseases Unit. Brompton Hospital, London 

4. "PROGRAMME EVALUATION" 
by Dr H.T •. Lin, WHO Adviser, National Tuberculosis 

Control Programme, Korea 

"THE TRAINING OF KEY' QRGANIZERS" 
by Dr K. Toman, WHO Consultant, WHO Headquarters, 

Geneva 

6. "IlfrEGRATION OF TUBERCULOSIS CONrROL INTO 'mE GENERAL 
HEALTH SERVICE" 

by Dr A.A. Angara, Assistant Direotor of Health 
Servioes, WHO Regional. Offioe for the Western 
Paoifio Region, Manila 

-.wPR/TB/7 

- WPR/TB/9 

- WPR/l'B/6 

- WPRIrB/ll 

7. "INrRODUCTION TO THE INTEGRATION OF TUBERCULOSIS CONI'ROL - Unnumbered 
INrO THE GENERAL HEALTH SERVICE" 

by Professor P.H. Teng, Head. Department. of Preventive 
and Sooial Medioine, University of Hong Kong 

* Copies oan be obtained from the WHO Regional Office for the Western 
Paoifio Region. P.O. Box 2932, Manila 
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TABLES TAKEN FROM THE PAPER ON "CASE-FINDING" 
INrRODUCED m DR K. TOMAN. SEMINAR DIRECTOR 

TABLE 4 
TIME INl'ERVAL EETWEEN THE LAST NORMAL X-RAY AND 
DEVELOPMENr OF BACILLARY PUIl>'lONARY' TUEERCULOOIS 

P 0 sit. i v e Firstly 

ANNEX 6 

Interval Microscopy Culture diagnosed Total 
(months) a: Culture only lpost-mortem 

No. ~ No. ~ No. $ No. • 
o - 12 8 14 6 28 

13 - 24 18 (52) 39 (53) 7 64 (55) 
24 - 36 16 31 1 48 

------------ ------------ ------------ ----------- .. -- ----.. -----.... 
0-36 42 (84) 84 (87) 14 (83) 140 (87) 

37 - oVer 8 14 3 25 

Total 50 100 98 100 17 100 165 100 

Referenoe: TSRU Report on Feasibility Study IUAT.1967 

TABLE 5 

TRANSMISSION OF INFECTION 
INFECTIOUSNESS OF PUIMONARY TtIlERCULOSIS ACCORDING 
. TO SPT.1I'UM STATUS 

(Infeotion rates in children 0-14 years. contacts and. 
non-contacts) 

Index-Case Number of persons Reactors 
(Sputum) Tested No. ~ 

Positive - smear a: oulture 374 244 65.0 
cu! ture only 228 61 26.8* 

Negative .: smear a: au1 ture 221 39 17.6-
--------------------------- -------------------- ------------------
Non-Contacts 

709 151 22.1* Control Group 

* Differences statistically not significant. 

Reference: I.B.Shaw &: W. Wynn-Williams 
Am.Rev.Tub. (1954) 69. 5 

• 

• 

II 
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TAEU 6 

TRANSMISSION OF INFECTION 

Annex 6 
(cont'd) 

INmCTION AND MORBIDITY IN HOUSEHOID CONTACTS 
ACCORDING TO SPU'l'UM STATUS OF INDEX-CASES 

. 

Index-Cases No. Persons Reactors Morbidity' 
(Sputum) Tested No. % No. % 

Positive - smear & 894 403 45.0 65 5.7 
culture 

" - culture 646 170 26.3 7 0.8* 
only 

Negative - smear & 436 113 26.1 1 0.2* 
culture 

--'-

* Differences statistically not significant • 
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