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This report, which is presented to the Programme Committee of the 

Executive Board for review in response to resolution WHA33.26, 

describes the tuberculosis situation in the world and the implemen-
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I • BACKGROUND 

1. In resolution WHA33.26, the Thirty-third World Health Assembly (May 1980) requested the 

Director-General to present a review of the tuberculosis situation in the world and of the 

implementation of national tuberculosis control programmes. The centenary of Robert Koch's 

discovery of the tubercle bacillus in 1882 adds a historical perspective to this global 

appraisal of the tuberculosis situation. 

2. The present situation of tuberculosis control in the world seems to constitute a paradox: 

tuberculosis represents the prototype of a serious disease of which the natural history is 

known and substantially quantified, and against which an effective, simplified, standardized 

technology has been developed； yet the application of the available technology remains 

deficient, in both quantitative and qualitative terms, and the disease remains a health problem 

for most developing countries. 

3. In 1964, the eighth report of the WHO Expert Committee on Tuberculosis^ offered, for the 

first time, the concept of a comprehensive tuberculosis programme on a country-wide scale. 

Considerable efforts and resources have since been invested in the implementation of the recom-

mended tuberculosis control policies. Nevertheless, progress has been very slow. In 1974, 

in its ninth report,2 the Expert Committee stated： 

The implementation of the new approach to tuberculosis control has, however, 
encountered many problems. Shortages of financial, material, and physical resources 
and a shortage and maldistribution of trained manpower are aggravated by a lack of 
managerial skill. The health infrastructures of many countries, therefore, have 
deficiencies that remain uncorrected. These often lead to an increasing feeling of 
dissatisfaction because of the inability to apply, on an adequate scale, the potent 
weapons against tuberculosis. In some countries, a major constraint has been a reluctance 
to change traditional and outmoded orientations. Determined leadership is needed to 
effect the necessary changes and to apply more effectively the potent measures available 
for tuberculosis control. 

4. In 1982, the report of the Joint International Union against Tuberculosis/wHO Study Group 
oil Tuberculosis Control^ reiterated the views of the Expert Committee's ninth report. Both 
bodies affirmed that the control of tuberculosis deserves high priority on the list of 
rewarding health programmes because simple and inexpensive, reliable and efficacious diagnostic, 
curative, and preventive methods are available. 

5. In planning for the future, the reasons for the shortcomings in applying the recommended 
strategy must be carefully considered. These reasons apply, in general, to many other health 
problems, particularly those that require a number of activities efficiently sustained over a 
long period of time. It should be possible to deliver effective tuberculosis control 
activities even with very limited health resources, provided that planning and application are 
guided by a clear understanding of the epidemiological, technical and operational aspects of 
the problem. 

I I . PROBLEM AND TRENDS 

Official morbidity and mortality statistics " 

6. Official morbidity statistics are available from well over 100 countries, encompassing 

about three-fifths of the world's population. In any one year well over a million new cases 

of tuberculosis are reported, which is only a fraction of the estimated true number of new 

cases but nevertheless represents a considerable case-load for the health services. 

WHO Technical Report Series, No. 290, 1964. 

WHO Technical Report Series, No. 552, 1974, 

WHO Technical Report Series, No. 671, 1982. 
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1• Only for Europe, North America, and Oceania can officially reported morbidity figures be 

considered reasonably reliable for determining the incidence of tuberculosis. For Africa, 

Asia and Latin America, which contained 75% of the world's population in 1977 , the reported 

figures are, with a few exceptions, incomplete and unreliable. Among the reasons for the 

unreliability of reported figures are the following: 

- d i v e r s e criteria for diagnosing, reporting, and counting cases ； 

- l a c k of information on bacteriological confirmation of reported cases； 

- f a i l u r e to diagnose as many as two-thirds of smear-positive cases and inability to 

diagnose smear-negative cases (including extrapulmonary cases and cases in children) 

because of lack of bacteriological culture and X-ray facilities ； 

- l a r g e populations for which no reporting is available, and for which extrapolation from 

reported data is extremely hazardous. 

8. Mortality statistics are available from over 100 countries, but nevertheless cover only 

about one-third of the world's population. Fewer than 200 000 tuberculosis deaths - only a 

fraction of the estimated true number - are officially reported. Even in developed countries, 

where reporting is more complete, mortality data are of limited epidemiological significance 

since the introduction of chemotherapy. Many patients dying with tuberculosis are incorrectly 

notified as dying of tuberculosis. An apparent decrease in officially reported deaths from 

tuberculosis in recent years is largely influenced by data from developed countries, since they 

are predominant among the reporting countries. In the developing countries the death toll 

must be much higher than the reported figures suggest, and even the reported data are 

disquieting, considering that tuberculosis is easily treated and curable. 

9. For the reasons stated, officially reported statistics are générally not comparable for 

different areas and time periods, between countries and even within countries. Since such 

statistics cannot be systematically analysed and compared, they are therefore not suitable as 

epidemiological indices for assessing the trend of the incidence of tuberculosis in the world. 

Reporting is important, however, for other purposes such as assessing the fate of individual 

patients, evaluating the amount of work to be performed (the burden imposed on the health 

systems) and the functioning of the systems, and assessing the case-finding effort to be made 

by comparing reported cases to the expected "real" number. 

Estimation of the "true" magnitude of the problem 

Risk of tuberculosis infection 

10. For countries in which the proportion of new cases detected as compared to the case-load 

is not high and in which notification is not reliable, which in practice means most developing 

countries, official morbidity data are suitably replaced as an epidemiological index by the 

annual risk of infection. This index, which can be derived from tuberculin surveys of 

representative population samples, indicates the proportion of the population which has been 

infected (or reinfected) with tubercle bacilli in the course of one year, expressed as a 

percentage. The risk is nowadays of the order of 0.1-0.3% and is still rapidly declining in 

most developed countries. In most developing countries the risk is in the 2-5% range and has 

remained unchanged for many years or has declined only very slowly.1 

11. The annual risk of infection expresses the attacking force of tuberculosis within the 

community and, unlike morbidity and mortality notifications, has the advantage of being 

objective and reliable, since data for its calculation are collected independently of the 

routine reporting procedures of the tuberculosis programme. There appears to be a relatively 

constant ratio between the annual risk of tuberculosis infection and the annual incidence of 

smear-positive tuberculosis in developing countries : every 1% of the risk of infection 

seems to correspond to about 50-60 new smear-positive cases of pulmonary tuberculosis per 

100 000 general population. 

1 WHO Technical Report Series, No. 671， 1982, p. 10. 
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Prevalence and incidence of tuberculosis 

12. The actual prevalence of smear-positive patients can be determined in comprehensive 

surveys. Many such have been carried out in various countries but the information obtained is 

too fragmentary to allow the current global situation to be described. However, the available 

data leave little doubt that there are large differences between developed and developing 

countries, the prevalence being many times higher and its decline scarcely observable in many 

developing countries, in contrast to a considerable decline which started long ago in developed 

countries. 

13. Hie approximate incidence of smear-positive cases of pulmonary tuberculosis can be 

calculated from reported morbidity data which are known to be reasonably accurate and complete 

(in Europe, North America, Oceania). In all other areas (Africa, Asia, Latin America) the 

incidence would have to be estimated in longitudinal studies including repeated prevalence 

surveys of disease and infection. Determining the risk of infection by means of tuberculin 

surveys is operationally the method of choice, but in developing countries it is often very 

difficult technically owing to the often high levels of "non-specific" tuberculin sensitivity 

caused by infection with environmental mycobacteria and by BCG vaccination. 

14. In 1977, in Europe, the incidence of smear-positive tuberculosis is calculated to have 

been 24 per 100 000; in the United States of America and Canada, 7 per 100 000; and in 

Oceania, 12 per 100 000. For Africa, a 3% annual risk of infection corresponds to a smear-

positive incidence of 165 per 100 000; for Latin America, a 1.5% annual risk of infection 

corresponds to 80 per 100 000; for Asia (excluding China), a 2% annual risk of infection 

(possibly too low) corresponds to 110 per 100 000. Overall, in 1977 , out of a world population 

of over 4.1 X 1 0 9 from four to five million cases of smear-positive pulmonary tuberculosis 

might have developed (a global incidence of about 100 per 100 000). The number of new smear-

negative pulmonary cases (especially among children) and of extrapulmonary cases might have 

been about another four to five million. It is estimated that between two and three million 

persons die from tuberculosis each year in the world. 

I l l . WHO'S POLICY ON TUBERCULOSIS CONTROL 

15. WHO'S policy on tuberculosis control, which was first formulated nearly two decades ago, 

was re-examined in September 1981 by A Joint IUAT/WH0 Study Group (see paragraph 4). The 

Group concluded that the basic concept of tuberculosis control through a comprehensive country-

wide programme implemented through the existing health care system is sound and valid and that 

the developing concept of primary health care offers major new operational opportunities. 

0b iectives 

16. The objectives of tuberculosis control can be stated in social and epidemiological terms : 

- s o c i a l : to relieve human suffering by reducing morbidity and mortality caused by 

tuberculosis； 

-epidemiological: to progressively reduce the tuberculosis problem in the community 
by breaking the chain of transmission. 

Control methods 

Case-finding/treatment 

17. The most powerful weapon in tuberculosis control is the combination of case-finding and 

chemotherapy, considered as an entity, as case-finding is a prerequisite to diagnosis and cure. 

A t both the first referral and primary health care levels, priority should be given to the 

examination of patients presenting with relevant symptoms to a health facility. As appropriate 

in varying programme situations, case-finding can be expanded by measures such as increasing 

community awareness of the importance of persistent respiratory symptoms (especially cough), 

questioning of household heads and community leaders to identify suspects, and examination 
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of high-risk groups such as contacts of diagnosed patients. Expansion of case-finding should 

not exceed the capability of the health systems to deliver effective treatment to cure the 

cases found. 

18• Bacteriology plays a key role in diagnosis. Examination of direct smears is of first 

importance, as it is simple, inexpensive and detects those cases of pulmonary tuberculosis 

that are the most infectious. A target in developing countries is to provide microscopic 

examination of sputum on a large enough scale to permit the accurate bacteriological diagnosis 

of every smear-positive case. 

19. Giving adequate chemotherapy, free of charge, to every patient found is of the utmost 

importance since it meets the expressed needs of patients who present with symptoms , saves 

lives, and reduces transmission of infection in the community. Treatment should be ambula-

tory and carefully supervised. In selecting regimens, consideration should be given to the 

relative effectiveness, toxicity, cost and acceptability to patients. Combinations and 

dosages used should be those established in we11-conducted controlled clinical trials. 

20. There are now a number of highly effective, well-tolerated regimens of 6-9 months' 

duration which have several advantages : more effort can be concentrated on ensuring regularity 

of patient attendance and drug administration for a shorter period of time； the total quantity 

of drugs used is less, resulting in less toxicity； because of the potency of these regimens, 

patients who default are less likely to relapse than those on standard regimens； and results 

are nearly as good in patients with initially resistant strains as in those with fully 

susceptible strains. Nevertheless, standard regimens of 12 months 1 duration, using isoriiazid, 

streptomycin and thioacetazone, are still basic for use under prograinme conditions in many 

developing countries and will remain so unless there are substantial reductions in the cost of 

drugs for short-course chemotherapy, particularly rifampicin and pyrazinamide. 

Prevention 

2 1 . The protective effect of BCG vaccination requires further research, as recommended by 

an Indian Council of Medical Research/wHO Scientific Group on Vaccination against TuberculosisД 

A WHO Study Group on BCG Vaccination Policies, after an extensive review of the situation, 

found itself basically in agreement with existing BCG vaccination policies, but endorsed the 

urgent need for further research.2 The conclusions and recommendations of that Study Group 

were reaffirmed by the Joint IUAT/WHO Study Group on Tuberculosis Control."^ Especially in 

developing countries, where the risk of infection is high and infant tuberculosis is a problem, 

the widest possible coverage with BCG vaccination should be ensured as early in life as 

possible. To achieve wide coverage, BCG vaccination should be integrated into the comprehen-

sive health system. Its inclusion in the WHO Expanded Programme on Immunization (EPI) was 

considered an appropriate component of primary health care for children in developing countries 

during the first years of life. Due attention should be paid to the quality of BCG vaccine, 

its handling, techniques of application, and training of personnel. Direct vaccination with 

freeze-dried vaccine by the intradermal method is recommended. 

22. Preventive treatment (chemoprophylaxis) with isoniazid can be used to prevent the 

development of tuberculosis in infected individuals. Its epidemiological impact on the 

community would be minimal because it cannot be efficiently applied on a mass scale, even in 

technically advanced countries. Chemoprophylaxis would therefore be inappropriate as a 

component of a tuberculosis control programme in a developing country. 

2 

WHO Technical Report Series, N o . 651， 1980. 

2 
WHO Technical Report Series, No. 652 , 1980. 

3 
WHO Technical Report Series, No. 671, 1982. 
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Organization of national programmes 

23. In view of both the social and the epidemiological objectives of tuberculosis control, 
its activities should be permanent and country-wide (serving rural as well as urban areas)• 
It must therefore be a well-balanced component of the national health programme, integrated 
into the community health structure. Far from being an administrative formality, this 
integration requires considerable (re-)organization and (re-)allocation of resources if it is 
to be successful. 

24. Tuberculosis control implies the functioning of a well-coordinated infrastructure, 
starting with family and community care, and continuing with referral-level and central 
support. This infrastructure will have to deliver the tuberculosis control activities 
together with the other health programmes. The plan of action should clearly define 
operational objectives, targets, monitoring and evaluation consistent with the existing system 
of administration and communications, the structure and coverage of the health systems, and 
the availability of manpower and resources. Adequate training is necessary for all categories 
of health personnel, emphasizing the community aspects of tuberculosis. Primary health care 
workers, including staff at the first referral level, should be trained through multipurpose 
training programmes comprising all the activities of the health programmes included in the 
national health strategy. Training of managerial staff should be undertaken at national and 
international courses and seminars. 

25. Continual programme evaluation is necessary, on the technical, operational and epidemio-
logical levels, to provide data on the functioning and achievement of the programme. Such 
data are necessary for setting clear programme priorities based on the dynamics and interaction 
of epidemiological events and on the impact of tuberculosis control measures on the trend of 
the problem. 

IV. PROGRAMME SITUATION 

26. In 1981, all WHO regional offices were requested to provide information on the develop-

ment ,implementation, and operation of tuberculosis control programmes. The information, 

which has been published in the Weekly epidemiological record，丄 was compiled from data on hand 

at the regional offices, and in some regions from responses to questionnaires sent to Member 

States, and from data obtained by consultants during visits to some countries. In all the 

regions, WHO 1 s recommended policies on tuberculosis control have been accepted. However, 

large differences exist between regions, between countries, and within countries in the 

application of these policies, 

27. with WHO's collaboration in the planning and implementation of national programmes, 

training of health workers in the epidemiology and control of tuberculosis, provision of 

technical cooperation and consultation, and support of basic and operational research, the 

available control technology is gradually being extented to an ever larger portion of the 

world's population. 

Organization and integration of tuberculosis control activities 

28. The African Region and the Region of the Americas report that all countries have adopted 

integration of tuberculosis activities into the comprehensive health systems as a policy or 

recommended strategy for tuberculosis control . Most, but not all, countries in the Soath-

East Asia and Western Pacific Regions have also adopted integration as a policy. A vertical/ 

specialized approach to tuberculosis control is still the norm in many Eastern Mediterranean 

and European countries. 

29. The degree of integration, where it is the policy, varies according to the stage of 

development of comprehensive health systems and the availability of trained staff. In some 

1 weekly epidemiological record, 56: 393-396 (1981) ； 57: 17-20，33-36, 49-51, 68-71, 

73-76, 81-85 (1982). 
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countries, with an adequate health infrastructure, comprehensive anti-tuberculosis services 

are provided, in principle, to the whole population ； while in other countries with larger 

populations and a less developed infrastructure, anti-tuberculosis activities are being 

extended and integrated more gradually. 

3 0 . Among the varied programme structures the following general types can be described: 

countries where tuberculosis control activities are fully integrated into the comprehensive 

health system; countries where specialized tuberculosis units continue to undertake specific 

activities, especially at the referral and central levels; and countries by far the 

minority in which tuberculosis control is conducted as a vertical programme. 

31. In all regions there has been a trend towards combining BCG vaccination with other 

vaccination programmes, tnost recently with activities of the Expanded Programme on Immunization 

32. The proportion of the population with ready access to tuberculosis control services 

varies enormously. In the European Region, population coverage is deemed to be satisfactory, 

regardless of the organizational structure (horizontal or vertical) of the programmes. In 

other regions the coverage ranges from as low as 10% to as high as 100%， with countries at 

all intermediate levels of coverage. Coverage is generally better in cities and towns than 

in rural areas in the developing countries, and this is influenced by the fact that primary 

health care is at present in the developmental or early implementation stage in many countries. 

33. Among the obstacles to more rapid integration, the most frequently mentioned are the 

following: lack of programme expansion to the periphery because of weakness of the health 

system infrastructure; insufficient number and poor distribution of health units, and 

scarcity and frequent turnover of staff at all levels; inadequate planning at the central 

level; lack of appropriate management at referral levels; and irregular supplies of drugs 

and equipment. 

Case-finding 

34. Sputum microscopy for patients with respiratory symptoms is the method of choice in 

developing countries. Implementation of this policy has progressed slowly. In the 

European and Eastern Mediterranean Regions, diagnosis is still carried out mainly in 

specialized facilities. Radiological diagnosis is still used, to varying extents, in some 

countries in all regions. The proportion of registered cases put on treatment that are 

bacteriologically confirmed varies widely in all regions, ranging from as low as 17% to as 

high as 96%. 

35. The proportion of cases detected by the comprehensive health system in developing 

countries varies. In the Americas 61% are thus detected, whereas in the Eastern Mediterranean 

60-100% are diagnosed or confirmed by specialized services. In developing countries, only 

a small fraction of the estimated total number of new cases is diagnosed and offered 

treatment. In Africa and the Western Pacific only about one-third of the estimated case-load 

is detected at all. In the South-East Asia Region, 3-10% of patients seen at the primary 

health care level have respiratory symptoms, and of these about 5% are diagnosed as having 

pulmonary tuberculosis. The Western Pacific Region also indicates that about 4% of patients 

attending rural health centres have respiratory symptoms, but only about half have their 

sputum examined, of which 5-10% are found to be positive. 

Treatment 

36. Isoniazid, thioacetazone， and streptomycin are the drugs most commonly used, followed 

by rifampiсin, ethambutol and pyrazinamide. These latter are used only on a limited scale 

in developing countries, generally being reserved for retreatment; in developed countries 

they are used both for initial treatment and retreatmeat. Thioacetazone is rarely used in 

developed countries. In both developed and developing countries rifampicin and pyrazinamide 

are used for short-course chemotherapy where it has been introduced. Initial treatment is 

free of charge almost everywhere, but retreatmeat, where it is offered, may or may not be 

free of charge. 
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37. Initial treatment is usually for 12 months in developing countries which use 

inexpensive regimens, but in some countries in the American, European, Eastern Mediterranean 

and Western Pacific Regions treatment with one or more drugs may be continued for an 

additional 6-12 months. Regimens of 6-9 months are being introduced, especially in the 

developed countries, and about half the cases in the Americas now receive short-course 

treatment. Regimens are much more individualized and varied in the European Region and 

developed countries in the other regions. 

38. Drugs are mainly self-administered, but fully supervised treatment is gradually being 

recognized as useful and feasible. In many developed and some developing countries 

treatment is still given in hospital for the first few months, but ambulatory treatment from 

the start is common. Default is frequent everywhere because of difficulties in complying 

with treatment for even as long as 6 months and lack of supervision, as well as interruptions 

in the supply of drugs which result in incomplete treatment. Cure rates range from as low 

as 30% to as high as 95%, with variations between countries in all regions. 

BCG vaccination 

39. Mass BCG campaigns in many countries in all regions at one time provided the main thrust 

of anti-tubérculosis activities. All regions except Europe now report the incorporation of 

BCG vaccination into the Expanded Programme on Immunization. In the European Region, BCG 

vaccination is widely applied, but there is great variation in policies, with vaccination 

restricted to high-risk groups only in some countries, and compulsory for various age-groups 

in others. In general, freeze-dried vaccine is being used and administered by the intradermal 

route. In many countries, especially in the Americas, Europe and the Western Pacific, 

revaccination is provided on school entrance and at school-leaving age. WHO sponsors a system 

for the international quality control of BCG vaccine. 

Training of personnel 

40. In addition to tuberculosis training as part of the school curriculum for professional 

and other health workers, a variety of postgraduate training activities take place in all 

regions. National courses or seminars are held periodically in many countries, often with 

WHO and IUAT collaboration, and courses are offered by training centres, universities and 

tuberculosis associations in many countries. WHO regional offices provide fellowships for 

professionals to attend international courses in tuberculosis epidemiology and control. 

The Region of the Americas sponsors five such courses every year, as well as one bacteriology 

course. In the Western Pacific Region, WHO collaborates with Japan in the international 

tuberculosis course and the annual course for laboratory technicians, and with the 

South Pacific Commission in a regional refresher course every five years. The Tuberculosis 

Research Institute (Tokyo) and the National Tuberculosis Institute (Bangalore, India) conduct 

annual courses for medical officers and allied professional workers from developing countries. 

Most countries provide in-service training for health workers engaged in tuberculosis 

activities at all levels of the health structure. The training of primary health care 

workers is now receiving attention, but it is still too early to assess the impact of such 

training on tuberculosis control. 

Surveillance and evaluation 

41. Surveillance is concerned with accumulation and analysis of information about the 

epidemiological situation; evaluation, with information about programme performance and 

achievement of targets. In many countries, surveillance and evaluation activities are based 

on national health statistics and national tuberculosis registers, which because of lack of 

uniformity in reporting and recording, and incompleteness, make assessment of the situation 

very difficult. In some regions, particularly in the developing countries, surveillance 

and evaluation occur on a small scale only. Evaluation is conducted to some extent by 

managerial teams, but is general and subjective, without established standards, in most areas. 
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In some countries surveys of the prevalence of infection, disease, and BCG scars have given 

useful information. Commonly cited constraints hampering better performance in this area 

are lack of trained staff for the activity and inadequate funds for them to carry out their 

functions properly. WHO cooperates with Member States through the International 

Tuberculosis Surveillance Centre (The Hague, Netherlands), which provides training and 

support upon request. 

V . RESEARCH 

4 2 . The main technical and operational problems of tuberculosis programmes that deserve 

further research have recently been set out in detail by a committee of the British Medical 

Research Council, in the reports of the ICMR/WHO Scientific Group on Vaccination against 

Tuberculosis and the Joint IUAT/WHO Study Group on Tuberculosis Control (see paragraph 21), 

and by the WHO regional offices. 

4 3 . Taken as a world problem, the priority is to conduct health systems research with a 

view to helping the developing countries to improve the performance of their tuberculosis 

programmes. 

4 4 . Further progress has been made in the assessment of so-called short-course chemotherapy 

regimens. Their applicability in developing countries, however, needs to be assessed to 

avert the danger that these regimens, which are quite expensive, are haphazardly introduced 

at the expense of the development of health systems based on primary health care. WHO is 

therefore sponsoring health systems research in a number of developing countries. Socio-

lo-gical studies on tuberculosis control through the primary health care system are being 

designed. 

4 5 . Research on BCG vaccination was marked by the result of a large-scale WHO-sponsored 

trial in India, which showed that BCG vaccination provided no protection against pulmonary 

tuberculosis. In contrast, a comparative trial of BCG vaccination of the newborn in Hong Kong, 

continued to show an extremely low incidence of tuberculosis among the participants. A global 

research programme to investigate the effectiveness of BCG vaccination in young children has 

been started in accordance with the recommendations of the ICMR/WHO Scientific Group! and the 

WHO Study Group on BCG Vaccination P o l i c i e s T o appreciate the importance of this programme, 

it should be realized that in developing countries children can hardly be expected to benefit 

from case-finding and treatment since they rarely produce smear-positive sputum but are prone 

to developing the often fatal meningeal and miliary types of tuberculosis. 

46. The findings of the trial in India have called attention to variations in the 

characteristics and properties of different strains of M . tuberculosis and in the pathogenesis 

of tuberculosis. WHO is sponsoring microbiological and immunological studies on these aspects• 

4 7 . The variation in the protection provided by BCG in some tropical areas can be investigated 

efficiently through modern immunological methods, as was explained in an informal consultation 

of leading immunologists organized by WHO in 1981. An immunological research programme, 

limited initially to the production of specific antigens and the validation of tests in vitro 

of tubérculo-immunity, has been initiated. 

V I . EVALUATION AND PROSPECTS 

Historical perspective 

48. With the advent of chemotherapy in the mid-1940s, the outlook for the individual tubercu-

losis patient improved dramatically, and the general opinion was that with a massive attack, 

including BCG vaccination and X-ray screening, tuberculosis would rapidly decline and disappear. 

Accordingly such an approach was introduced in most developed countries. The rate of decline 

1 Technical Report Series, N o . 651, 1980. 
? 

Technical Report Series, No. 652， 1980. 
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became an indicator of the achievements of the tuberculosis programmes; the natural decline 

was a guarantee that even the poorest programmes could expect spectacular results. Thus, the 

opinion prevailed that a transfer of the technology that seemed so successful in developed 

countries would bring about a decline also in developing countries. Many attempts were made, 

but it soon became clear that for the large majority of developing countries it would be 

impossible to cover their predominantly rural populations with specialized tuberculosis services, 

even if the entire budget for health were allocated to this. Clearly a different approach was 

needed if the benefits of the technical knowledge acquired were to be extended to the entire 

populations of developing countries. 

4 9 . By 1960， through a systematic series of epidemiological， clinical and operational research 

studies, WHO had acquired a solid basis for recommending a comprehensive technology that 

appeared applicable on a country-wide scale in practically all developing countries. Studies 

in technically advanced countries indicated that additional measures, in particular hospitali-

zation of patients and X-ray screening, scarcely influenced the epidemiological impact of the 

programme. 

5 0 . The problems encountered in introducing the new-model tuberculosis control programme in 

developing countries have been described above. A t the basis of most of these is the lack of 

an adequate health system infrastructure to ensure continuous programme delivery over a long 

period of time. 

5 1 . To judge the achievements that have undoubtedly been made in many developing countries by 

their epidemiological impact only may be inappropriate. Even in developed countries the 

contribution of the tuberculosis programmes to the decline observed has been far from spectacular 

although the population coverage was generally almost complete. Developing countries have 

had to follow largely a priority approach, concentrating first on self-reporting smear-positive 

cases of pulmonary tuberculosis. Socially these are a high priority indeed, and epidemio-

logically they are the most important disseminators of the infection. 

The social target 

52• Tuberculosis control as a social programme must primarily meet the felt needs of the 

community. The main priority is to do something for the patients and only a tuberculosis 

programme fully integrated into a system of decentralized multipurpose health facilities can 

reach the entire population. Success in achieving the social target of the tuberculosis 

programme in developing countries will thus depend on the rate of development of the health 

system infrastructure. 

5 3 . A n urgent priority for developing countries is to integrate tuberculosis control 

programmes into the existing components of the primary health care system. Resources for 

tuberculosis will be very limited if they are allocated in proportion to its relative 

importance as a health problem and commensurately with the socioeconomic possibilities of the 

country concerned. However, resources should be sufficient to make essential facilities for 

diagnosis and treatment available directly or through a referral system to any patient who 

actively seeks care for tuberculosis. The cost of meeting this social target can be around 

US$ 0.10 per head, assuming that diagnosis is made only by microscopy and the standard chemo-

therapeutic regimens of one year's duration are applied. This cost is compatible with the 

projected financial resources for primary health care of even the least developed countries. 

5 4 . A basic tuberculosis programme, providing microscopic diagnosis, chemotherapy, and BCG 

vaccination as part of an expanded programme on immunization, together with other essential 

health care, in a system readily accessible to all people, would be within the possibilities 

of all health care systems if the strategy of health for all is successfully put into practice. 

Thus, the social target of alleviating human suffering from tuberculosis can be largely 

achieved by the year 2000. 
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The epidemiological target 

55. A recent review of the tuberculosis problem in the world jointly undertaken by WHO and 

IUAT indicates that the epidemiological situation has become almost stable. It is true that 

in developed countries an annual decline of the order of 12-1470 is being maintained, but the 

actual magnitude of the problem in these countries is already low and its influence on the 

worldwide situation is of minor significance. 

56. Any aspiration to achieve a rapid decline is incongruous with the lack of an adequate 

health system infrastructure. Tuberculosis control will require a determined long-term 

process of using the health system infrastructure for the application of a tuberculosis control 

technology which is scientifically sound. Further, through combined activities in the field 

of public information and education for health, an increased awareness of the problem and 

motivation of the community will bring about earlier case detection and better treatment of 

infectious cases. With this perspective, the basic programme will certainly be capable of 

influencing the chain of transmission, and the prospects of obtaining a significant decline 

in the incidence will be most promising. It has been observed recently that when the risk 

of infection declines the risk of disease follows a similar pattern, both in the uninfected 

population and in persons already infected. Apparently, except where the risk of infection 

is low, new cases in the already-infected population arise largely as a result of reinfection. 

Thus, any reduction in the risk of infection would cause a decline in incidence greater than 

was foreseen until recently. Efforts to reach this stage rapidly will therefore certainly be 

rewarding. 

VII. DRAFT RESOLUTION 

57. In the light of this report, the Programme Committee may wish to consider proposing a 

draft resolution along the following lines for adoption by the Executive Board: 

The Executive Board, 

Having considered the Director-General's report on tuberculosis control, submitted 

in accordance with resolution WHA33.26； 

RECOMMENDS to the Thirty-sixth World Health Assembly the adoption of the following 

resolution: 

The Thirty-sixth World Health Assembly, 

Recalling resolution WHA33.26； 

Having considered the Director-General's report on tuberculosis control； 

1. NOTES that tuberculosis continues to be a most important health problem in the 

world, especially in developing countries, where little improvement has been achieved 

in the last two decades； 

2. RECOGNIZES that improvement in socioeconomic conditions will have a beneficial 

effect on the tuberculosis situation; 

3. WARNS that progress in tuberculosis control requires a sustained effort and 

that the programme must be integrated into comprehensive health systems based on 

primary health care； 

4. NOTES that the social target of alleviating human suffering and preventing 

death and disability from tuberculosis is achievable in the context of primary health 

care and in accordance with the goal of health for all by the year 2000; 
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5. RECOGNIZES that the epidemiological target of interrupting tuberculosis trans-

mission and substantially reducing the magnitude of the tuberculosis problem in the 

world can only be achieved gradually; 

6. URGES Member States to intensify their efforts to extend tuberculosis diagnostic, 

treatment and prevention services to the whole population and to do this by promoting 

close collaboration between those responsible for development and organization of 

health system infrastructure based on primary health care and those responsible for 

tuberculosis control； 

7. REQUESTS the Director-General: 

(1) to continue to collaborate with Member States in the development and 

strengthening of tuberculosis control programmes as a component of primary 

health care; 

(2) to promote health systems research in order to establish baselines for 

programme planning and evaluation and to determine the most appropriate 

technologies to be applied through the health system infrastructure； 

(3) to promote continuous training programmes on the technical and management 

aspects of the tuberculosis programme as an integral component of the curricula 

of training institutions； 

(4) to promote collaboration between tuberculosis programmes and programmes 

concerned with the organization of health systems based on primary health care, 

health laboratory technology programmes, drug action programmes, and programmes 

in public information and health education; 

(5) to make all possible efforts, through collaboration between the action 

programme on essential drugs and the pharmaceutical industry, to ensure that the 

most effective chemotherapeutic regimens become more widely accessible to 

developing countries； 

(6) to keep the Executive Board and the World Health Assembly informed of the 

progress of the tuberculosis control programme. 


