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From the Editorial Desk

The firsl issue of the STC Newslefter of 2003 hos been
modified slighlly to moke il more cleor on ils mission. To

mqke the Newsletter more edifying, we hove included the

TB conlrol Progromme Monqgers from lhe Member
Countries in Editoriol Boord os Members.

From ihe first quorter of this yeqr, STC hos recruiled on

experienced ond dynomic Deputy Director to look ofter

olltechnicol oclivities of the Centre under the supervision

of the Director. The Centre hos rechqrged its sirenglh hoving

on energeiic execulive. We qre highly groteful to
Appoinlment Committee ond Government of Pokiston for

providing us such on energelic monpower.

The Cenlre possesses skilled ond efficienl three
professionols from Bonglodesh, Nepol, ond Sri tqnkq in
differeni codre. They provide lheir involuoble contributions

in every oclivity of the Cenire lo moke the ochievements

up to lhe desired level.

The qctivilies performed under ihe SAARC-Conodo

RegionotTB ond HIV/AIDS Projecl ore highly opprecioled.

ln every newsletter the professionqls provide fheir inputs

regording the informotion obout TB, TB & HIV/AIDS ond TB

HIV Co-infection in the SAARC region.
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World TB Day 2A03

(Jointfunction organized in BICC, Kafhmandu)

Theme: People with TB
Slogan:"DOTS cured me -it will cure you too!"

SAARC TB Centre is commemorating 24'h

March as a World TB Day every year as an
intemational day. This year the day has been

observed with various activities designed to
move forward public awareness and momentum
gain about TB and its control inthe community
through out the SAARC region. The theme of
the day was -" People with TB " arrdthe slogan
was " DOTS cured me * it will cure yol,t too " .

TB programme managers, world wide make use

of this day as a platform to disseminate the
messages for fighting against TB as well as

promoting the contol activities by creating public
awareness which is considered as the most
influencing factor in public health programme.

Activities:

On March 23, 2003 STC organized a

programme of displaying banners. Attractive
colourful banners with slogans related to TB
and its control and information about DOTS
were displayed at different prominent places
of the Kathmandu valley.

On March 24,2003, SAARC TB Centre and
National TB Centre organized a special
prograrnme jointly with WHO, JICA, DFID,
NATA and other IA{GOs working in the field
of TB control at Birendra International
Convention Centre (BICC).

On the same day the electronic and printing
media broadcast and covered the messages of
the different dignitaries along withthe message

ofthe STC Director for the people ofthe region.

Information on TB control status of Member
Counties, TB, HIV/AIDS, TB-HIV co-infection
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and posters of different activities of SAARC
TB Centre were displayed at the BICC located

at the centralpafiof the Kathamndu valley on

March 24,2003. Large, number of people

observed this display.

On the same day a function was organized
jointly by SAARC TB Centre (STC),National

TB Centre (NTC), Japan International
Cooperation Agency (JICA), Deparlment for
International Development (DFID), World
Health Organization (WHO) andNepal Anti-
TB Association (NATA) at the auditorium of
the BICC. Different activities were held to
mark the day successfully.

The function started at 2.45 PM under the

chairmanship of Hon'ble Prof. Dr. Upendra
Devkota, Minister for Health, HMGNepal.
Rt. Hon'ble Mr. Lokendra Bahadur Chand,

Prime Minister of Nepal, inaugurated the

function as the Chief Guest. On behalf of
the organizing committee Dr. D. S. Bam,

Director, STC presented badge of the
function " DOTS cured me, it will cure you
too!" to the Chairman and Chief Guest of
the function. Mr. Mahendra Nath Aryal,
Secretary for Health, delivered the welcome
speech. After the welcome
speech, Rt. Hon'ble Prime
Minister inaugurated the
programme by lighting the

oil lamp and delivered his
inaugural speech.

A video clip on TB control
was displayed by switching
the video by the chairman.

Dr. D. S. Bampresentedthe
success story ofTB control
programme in Nepal.

A cured child, a cured

woman, avolunteer and chairman of one of the

DOTS committee also shared their experiences

during the involvement with TB programme.

The chairman of the programme distributed
Ranu Samundra Bam awurds and Dixu
Daxa awards to different personalities for
their remarkable contributions in the field of
TB control. After completion of the prize
distributing ceremony the chairman released

the publications of STC and NTC.

In the function, NATA Central Chairman, Mr.
DB Pradhan, Advisor, DFID Dr. Micheal
O'dwyer, WRNepal, Dr. Klaus Wagner, His
Excellency Mr. Zenli Kaminaga, the
Ambassador of Japan and His Excellency Mr.

Q. A. M. A. Rahim, Secretary General,
SAARC addressed the gathering.

The chairman delivered his speech highlighting
the importance of awareness and advocacy in
the field of TB control with congratulations to

the award and prizewinners.

The vote of thanks was delivered by Dr. L. R.

Pathak, Director General, Department of Health

Services. a
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JSC Meeting on
SAARC-Canada Regional TB and HIV/AIDS Project

The 3'd meeting of the Joint Steering
Committee (JSC) held at SAARC Secretariat
under the chairmanship of His Excellency Mr.

Q. A. M. A. Rahim, Secretary General,
SAARC on 11 March2003.

Dr Donald Sutherland, Senior Director, Scientific
Affairs, Health Canada, Ms. Carla Hogun
Rufelds, First Secretary (Development) and
Consul, Canadian Cooperation Office (CCO),
Kathmandu, Ms. Jacinthe Desmarais, Manager,

Intemational Projects of Health Canada and Mr.
Paul Alexander, Epidemiologist, attended the
meeting from Health Canada.

From SAARC, H. E. Mr. Rahim, Mr. Ahmed
Sareer, Directot Social Affairs Division and
Mr. Kumar Shrestha, Senior Officer
participated in the meeting.

Simultaneously, Dr. D. S. Bam, Director, Dr.
B. P. Rijal, Microbilogist, Dr. Md.
M. Rahman, Epidemiologist, Dr. Mallika

Samaratunga, Research Officer from SAARC
TB Centre attended the meeting.

Dr. D. S. Bam made a detailed presentation
on the activities carried out by the project
during 2002-A3 and also on those planned for
the year 2003-04. Detailed discussions on the
planed activities and achievements were held
after the presentation.
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Meeting befween
SAARC TB Centre(STC) and WHO/SEARO

In accordance withthe MoU between STC and

WHO/SEARO a meeting was held in New
Delhi on May 8, 2003 to explore the possible

areas of mutual cooperation in the field of TB

and HIV/AIDS control in the region.

The meeting was attended by Dr. J. P. Naraiq

Coordinator HIV TB and other communicable

diseases, (who chaired the meeting). Dr. Nani

Nair, Short-term Professional for TB control, Dr.

M. P. Verma, Short-term Consultant for TB and

HIY Ms. L. Supsaeng, Short-termconsultantfor

HIV/AiDS and Dr. Ying Ru-Lo, Medical Officer,

HIV/AIDS from WHO/SEARO and from STC

Dr. Rano Mal Pfuyani, Deputy Director, Dr Md.

Mojibur Rahman, Epidemiologist and Mr. Paul

Alexander, Epidemiologis! Health Canada.

During the meeting, the participants from both

the organizations presented papers on situation

and work plan for the control of TB and HIV/
AIDS in the region. A brain storming session

was heldto identify the areas ofmutual interest,

comparative advantages and possible areas of
collaboration. The meeting identified the

following areas for possible collaboration in

A meeting was held between STC and

UNAIDS Inter Country Team for South Asia
(LINAIDS-ICTSA) in New Delhi on May 9,

2003. The objective of the meeting was to ex-

plore the possible areas of mutual cooperation.

The meeting was attended by Dr. Rano Mal
Piryani Deputy Director, Dr Md. Mojibur

control of TB and HIV/AIDS in the region:

o Strategic information/networking
and surveillance

o Operational research

o Training/meeting/consultationsi
conferences

o Monitoring mission
o Advocacy
o Quality assurance in lab diagnosis

and other (lab) related issues.

The meeting also agreed to explore the possibility

ofhaving ajoint session at the upcoming ruATLD
conference. The meeting also suggested for a

separate meeting with Gabrielle Ross, Regional

Advisor for Gender and Women's Health to

discuss on TB and Gender, which was held on

the following day moming.

The meeting concluded with an agreement that

WHO/SEARO and STC would continue to

work closely in areas identified and strengthen

their collaborative effofts for control of TB and

prevention of HIV in the region. The

delegation from STC thanked the chair and

other participants for their kind cooperation.

Rahman, Epidemiologist from STC, Mr. Paul

Alexander, Epidemiologist from HC, Dr.
Emelia Timpo and Ms. V. R. Ganesh from
LINAIDS-ICTSA.

Inthe meeting abriefpresentation on STC and

SAARC-Canada regional project on TB and

HIV/AIDS was made by Dr. Rahman. Dr. Rano

**t<

Meeting between
SAARC TB Centre and UNAIDS-ICTSA held
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Mal Piryani informed the meeting about the up-
coming workshop ofnodal officers in STC. Simi-
larly, Ms. Vidhya Ganesh made a presentation

on SouthAsiaHlV database bV highliehting the
objectives of South Asia Political Advocacy
Project (SAPA).

The key issues that emerged from the meeting
were:

o While UNAIDS-ICTSAhas acompara-
' tiveadvantageintechnicalarcas,the STC

is best placed to advocate for greater po-

litical comminnent tlrough the SAARC
Secretariat and facilitate mordination and

between member counties
through the SAv{ItC forum.

o The role and responsibilities of
Nodal Officers designated by mem-
ber countries of SAARC must be
carefully defined for them to contrib-
ute effectively to implementing TB,
HIV/AIDS control, care andpreven-
tionprogrammes and TB/HIV inter-
ventions at country level.

The meeting coniluded with an agreement
that UNAIDS-ICTSA and STC would con-
tinue to work closely in HIV/AIDS database

development and exchange of data informa-
tion and other related activities where the
work of each would be complementary in
providing support within the region.

*{<*

STC Microbiologist took part in
Laboratory Assessment Mission to Pakistan

At the invitation of NTP Pakistan a mission
comprising members from Stop TB
Deparfnen! WHO Geneva, Royal Netherlands
TB Association,National TB Institute Yemen,
Ojha Institute of Tuberculosis Karachi
reviewed the laboratory services of NTP
Pakistan from 20 to 30 April 2003.

The mission overviewed and assessed the
current situation of TB laboratory, analyzed
the need and provision of TB laboratory and

evaluated the implementation of quality
assurance system for the TB lab.

After observing the NTP laboratories the mission
provided recommendations to stengthenthe TB
laboratories network for DOTS in Pakistan.

Dr. Basista Prasad Rijal, Microbiologist, STC
attended this mission as an observer. The
mission was lead by Dr. Sang Joe Kim, TB
Strategy and Operations, Stop TB, WHO.

(}

A Tribute to Dr. Penjor
We expressed profound grief at the passing away of Dr. Tenzin
Penjor, our respected Member of Governing Board of SAARC
Tuberculosis Centre from Bhutan. His death has caused a grievous
loss in the fieid of TB control. His contribution to the SAARC TB
Centre is always remarkable.

We conveyed our heartfelt condolence to the bereaved family at
this moment of immeasurable grief.
We pray to the Almighty God for eternal peace to the departed soul.
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sTC Parficipated in south fuia High Level conference on
Accelerating the Momentum in the Fight Against HIV/NDS in South Asia

His Majesty's Government of Nepal hosted a
high level conference on accelerating the mo-
mentum in the fight against HIV/AIDS in South
Asia was held in Kathmandu from 3 to 4 Febru-
ary 2003. The conference was jointly organized
by UNICEF Regional Office for South Asia
(ROSA) and the Secretariar of the Joint United
Nations Programme on HIV/AIDS (LINAIDS).

STC Director and professionals tookpart in this
conference and H. E. Mr. Q.A.M.A. Rahim,
Secretary General, SAARC delivered his open-
ing statement on behalf of SAARC. In his open-
ing statement H. E. said, although the HIV/
AIDS prevalence rate was still low in the re-
gion, it was known to have one ofthe most rap-
idly growing epidemics globally. ,,With every
SAARC nation reporting infections today, HIV/
AIDS has already become a regional problem,,
he added.

In continuation to the opening statement H. E.
also added thatthe HIV/AIDS situation was fur-
ther aggravated by very high prevalence oftu-
berculosis in the region. Drawing the attention
of the participants he explained unholy part-
nership of TB with HIV/AIDS.

Highlighting the activity to combat the challenges
posed by TB and TB HIV/AIDS in the region, he
mentioned about the SAARC project with the assis-
tance of the Canadian Intemational Development
Agency (CIDA), which was aimed at addressing TB,
HIV and TB-HIV co-infection in the region. ,,The

SAARC{anada Regional Project is also aimed at
enhancingthe capacity of STC, which is flnctioning
since 1992 in Kathmandu, to coordinate the joint eG
forts ofthe SAARC counties meeting the challenge
ofthe mmbinedtoll ofTB andHIV/AIDS,,, he added.

Recalling one of the declarations of the Elev-
enth Summit held in Kathmandu in January last
year, he mentioned thatthe Heads of State/'Gov-
ernment of SAARC Countries had emphasized
the importance of evolving a regional strategy

to combat the debilitating and widespread im-
pact ofHIV/AIDS, TB and othercommunicable
diseases in the region.

About the collaborative work H. E. high lighted the
SAARC-WHO MOU through which a collabora-
tive arrangement between STC and WHO has been
established towards the contol of deadly epidem-
ics including HIV/AIDS, and declaration of STC
as a WHO collaborating center on the subject.

In conclusion he expressed deep appreciation
to HMG Nepal and UNICEF for bringing to-
gether not only high-level decision makers in-
cluding Ministers, but also parliamentarians,
faith-based leaders, representati ves of civi I so-
ciety organizations and young people from the
region for a common cause. He also expressed
his wish for every success of the conference.

The Conference was participated by the National
delegations comprising Ministers, parliamentarians,

faith-based leaders and youngpeople as well as rep-
resentatives from the National HIV/AIDS
prograrrunes, networks ofpeople living with AIDS,
civil society organizations and the media from Af-
ghanistan, Bangladesh, Bhutan, Indi4 Nepal, paki-
stan, Maldives and Sri Lanka. The representatives
of tlN agencies, bilateral donors and intemational
NGOs and SAARC TB Centre also attended the
conference. The conference was facilitated by the
resource persons from Africa and South East Asia.

Dr. D. S. Bam, Director, STC and Mr. Ahmed
Sareer, then Directoa SAARC Secretariat were
nominated as members of drafting committee
formed in said conference. They put light on the
important issue of TB-HIV/AIDS co-infection
in the region. To handle this problem STC will
be the focal point resolved by the committee.

Information Source:
Proceedings ofthe South Asia High Level Conference:
Accelerating the momentum in the fight against HIV/AIDS
in.South Asia

a
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Goodbye to Mr. Sareer:

In the honour ofMr. Ahmed Sareer,

Director, SAARC Secretariat from
Maldives a farewell function was

organtznd at SAARC Tuberculosis

Cenhe (STC) on June 4,2003.Mr.
Sareerretumedto his home country
after completion of his tenure at the

SAARC Secretariat. He associated

with STC as amemberofgoveming
board and a representative of
SAARC Secretariat to STC. His
commendable work facilitated the
STC to climb to its present day
status as a Centre of excellence &
WHO collaborating center. He has provided a remarkable contribution in performing the

activities ofthe CIDA firndedproject on TB and HIV/AIDS.

Inthe function, Dr. D. S. Bam, Director, Dr. Rano Mal, Deputy, Director, all Professionals
as well as General Services Staffbid farewell to Mr. Sareer, with gratitude.

DrnecroR, STC HoNouRED \ArrrH
BHARTAT Jvort Aure.nps

Intemational Institute of Success Awareness (IISA) of India conferred "Bharat Jyoti
Awards" to Dr. Dirgh Singh Bam, Director STC for his outstanding contibution in the field of TB
contool in the region on Wednesday 22 lan:ary 2003.Dr. Bam has been working in STC since its

establishment in Kathmandu. The contents ofthe certificate received by Dr. Bam are as follows:

IISA
Certifi cate of Excellence

Presented to
DR.DIRGH STNGH BAM
(As Doctor of the Millennium)

For outstanding Services,

Achievements and Contribution in the field of Medicine
By

Shri Deep Chand Bandhu
Hon'ble Minister for Industries (Govt. of Delhi) atNew Delhi on22"d Jan. 03.

Gurpreet Singh
(Executive Director)
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STC participated in UNAIDS ICTSA, Reference
Group Meeting held in New Delhi, June 19-2A,2003

At the second regional meeting of the UNAIDS
ICTSA database centers held in Dhaka,
Bangladesh fromT2-14May 2003, it was rec-
ommended that the database coordinators come
together as a reference group to coordinate and
provide technical support to each other during
the process of analysis and report writing.
LINAIDS New Delhi, extended informationto
STC to be a part of this reference group. STC
participated in reference group meeting held in
New Delhi, India from June 19 - 20, 2003. The
discussion was focused onthe following issues:

- Possible structure of the report to be
adopted by all centers

- Agree on common minimum key indicators
that will be used for analysis and develop a

Under the parhrership progrzmme ofSAARC TB
Cente(STC) with Medical Colleges and Private

Sector on TB contool programme, Dr. D. S. Bam,
Director and Dr. Rano Mal Piryani, Deputy
Director, STC participated in the seminar on
involvement of medical colleges in TB conhol
programme, held at BP Koirala Institute for
Health Sciences, Dharan, Sunsari on 25 June

2003. Papers on TB control programme and
DOTS shategy in Nepal and Global and Regional

Situation of T[berculosis and Impact of HIV on
Epidemiology ofTB were presented by Dr. Bam
and Dr. Pttyani respectively.

In the evening, Director and Deputy Director
presented papers in the public private parhrership

uniform process of aggregation of age
goup, geo locations, gender, study subjects.

- Linkages with national programmes and
sustainability

- Estimation of additional technical assis-
tance needed by the database centers for
analysis and report preparation.

The participants from India, Sri Lanka and
Pakistan provided draft structures and link-
ages with national programmes.

Dr. Rano Mal Piryani, Deputy Director and Dr.
Md Mojibur Ratrmaq Epidemiologisparticipated
from SAARC TB Cente and Dr. Nihal Sineh,
WHO/SEARO joined the meeting. All provided
exhemely usefi-rl inputs during discussions.

progranime in TB control organized by NTP,
Nepal and NATA, Morang. They also
participated in the interaction session with
private practitioners, health workers, NATA
officials, and representatives from NGOs etc.

The Director and Deputy Director visited
Rengeli Hospital, Letang PHC and Mewa sub

health post to observe the services provided
by these centers to TB patients as well as

recording and reporting procedures, case
holding etc. in Morang district.

This visit fi.rther sfengthened the involvement of
medical colleges andprivate sector inTB control.

a

Partnership programme with
Medical Colleges and Private Sector
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Special Articles and Technical Informatton on TB

National Tuberculosis Control Programme (NTCP) in

(Based on Tuberculosis Control Manual,
Programme Public Health Division,

How big is the global burden of
tuberculosis:

Tuberculosis is a devastaring disease, infecting over

32Yo of the global population and causing an esti-

mated 3.0 milliondeaths ayear. The 98% ofthese

deaths and95o/o of all cases orcur in low-income

counaies. Nearly 40% ofall cases occur inthe ten

counties ofthe South East AsiaRegion.

About 1/3'd of World Population (1.86 billion
people) have been infected with tuberculosis,

making it one of the most prevalent infections in
the world. The highes prevalence is in South East

Asia where 44o/o of the population is infected.

Fortunately not everyone who is infected
progresses to develop active disease. HfV co-

infection is the most important risk factor,

increasing the lifetime risk of progression from

infectionto disease from 10% to over 507o.

Nearly 8 millionpeople develop tuberculosis every

year, of uihich 3.5 million have infectious pulmo-

nary disease, maintaining the cycle oftansnission.

TB is the leading cause of death due to
infectious diseases.
We can measure the size of the tuberculosis
problem in Bhutan in several different ways:

1) Annual Risk of Infection (ARI) measures

the proportion ofpeople becoming infected

with tuberculosis each year. We measure

it using the result oftuberculin surveys. A
tuberculin survey was carried out in Bhutan

in 1991 andthe ARI was about 1.5%.

Bhutan, Published by National TB Control
Health Department, 2'd Edition 2001)

2) Prevalence is a measure of the munber of
cases ofa disease in a population at a spe-

cific point of time. [n includes old as well as

new cases. The World Health Organization
(WHO) estimates thatthere are about 83 spu-

flrn smear positive pulmonary tuberculosis

cases per 1 00,000 people in Bhutan and about

185 cases of all types of tuberculosis per

100,000 people.

3) Incidence is the number of new cases oc-

curring in a population in a year. The esti-

mated incidence of pulmonary sputum
smear-positive tuberculosis in Bhutan is 67

per 100,000 people or about 410 new pa-

tients per year. About 910 people develop

tuberculosis every year.

4) Case finding is the identification of sources of
infection (pulmonary sputum smem-positive

cases) inthe community. Ofthe estimated410

new pulmonary spufum smear-positive cases

per year, 300 were detected n 1999. This is

equivalentto acase finding rateof aboutT3oh.

The national target for case finding is7\o/o.

5) Case holding is the process by which pa-

tients withtuberculosis are toeated withanti-
tuberculosis drugs until they are cured. The

cure rate is the percentage ofpulmonary spu-

tum smear-positive cases started on teat-
ment that are cwed. In Bhutan only 195 of
the 300 new smear-positive cases diagnosed

in1999 finished their treafrnent and were

cured. Thus cue rate is 65%. This rate must

improve otherwise there will actually be an

increase in number of people with tubercu-

losis inthe community. This is because par-

tially treated people stay alive longer and in-

BHUTAN
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fect more people. Partially treated people
also develop resistant tuberculosis. The
national cure rate target is 85%.

Wemust allhyto improve caseholding andcase
fiodittg must also be improved simultaneously.
If we try to improve case finding firsl without
improvingcure rate we will notonly increase the
number of people with tuberculosis in the com-
munity but also create drug resistant forms oftu_
berculosis, which are expensive to treat and most
of which are almost incurable.

What is the NTCP?

The NTCP is an approach within the national
health system to conkol tuberculosis. It has poli_
cies, plans and activities to achieve good case
finding and management oftuberculosis patients.
The NTCP is a countrywide and an integrated
programme within the general health services.

What is overall goal of the NTCp?

The overall goal of the NTCP in Bhutan is to
reduce the mortality, morbidity and transmis_
sion oftuberculosis until it is no longerapublic
healthproblem.

How will we achieve this goal?

By finding, treating and curing as many people
with infectious (smear-positive) pulmonary tu_
berculosis as possible. The targets ofthe NTCp
are to:

o find 70o/o of people who have smear-posi-
tive tuberculosis,

. cure 85% ofpatients with smear-positive
tuberculosis and

o reduce the prevalence of tuberculosis to
1 per 1000 population.

The main strategy of the NTCP in Bhutan to
achieve these targets is DOTS. This (DOTS)
means Directly Observed Treatment, Short_
course chemotherapy.

What is DOTS?

DOTS is the intemationally recommended stat_
egy to control tuberculosis and is one ofthe most
remarkable recent successes in primary health care.
In 1 997 the WHO Director General declared it the
Oheat*r breaktiroughO of the 1 990s. Basic prin-
ciples ofcase finding andteatnent (many ofwhich
were developed in India in the 1 950s and 60s) were
incorporated into a policy and management pack_
age and tested in several African coirntries in the
late 1970s. WHO activelypromoted thepackage
as DOTS and by lg7, lA gSo/o) oftlre 2 1 2 WHO
member states worldwide had adopted this shat_
ery. Of these, 59 countries (58% were routinely
implementing DOTS for over 90oh ofthe total
population, 35',:Q4Yo) had expanded DOTS to
cnver 70Yo of the population and g (S%) were in
the early/pilot phase of DOTS.

A good tuberculosis control programme has five
essential components, which are also called five
components ofDOTS also. They are:

o Politicalcommitment,
o Diagnosis by sputum smear microscopy

of people coming to the health services
with symptoms of tuberculosis,

o Directlyobservedteatnentwithstandardized
short course chemotherapy regimens.

o Unintemrpted drug supply and
o Continuous monitoring through a

standardized reporting system, regular
training and supervision.

Commitment:

National commitnentto implementDOTS shategr
is essential at all levels. At the national level G
govemment demonshates commitnent by making
tuberculosis control ahighpriority andersuringttnt
the NTCP has adequate resources. The NTCp
demonstrates commitnent by adopting the straiery
of DOTS and by modiS'ing operational and
technical policies to bring them in line with the
DOTS shates/. At the disnict level health workers

72
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demonstrate their commitment by planning,
implementing and monitoring DOTS. Locally,
health workers, volunteers and community
leaders all have important part to play and their
commitnent is vital to a successfrrl programme.

Diagnosis:

Diagnosis of tuberculosis patients is based on
smear microscopy because this is the most effec-
tive and efficient way ofidentifying infectiors pa-
tients. Screening of people who come to health
services because they have a cough formore than
three weeks is the best way to identity people who
might have tuberculosis. People with tuberculosis
usually seek care because they have qrmptonn, so

there is no need to do house to house suweys to
find them. Sputum smear microscopy is cheap,
simple and can be done in most Health Centes.

It is a highly sensitive and specific test for detect-
ing people with infectious (smear-positive) tu-
berculosis. People with non-infectious forms of
tuberculosis such as smear-negative
tuberculosis and exha-pulmonary tuberculosis
need additional investigations such as Chest X-
ray. However, X-ray is a non-specific test and
leads to over-diagnosis oftuberculosis. We main-
tain the quatlty of smear examination by a sys-
tem of quality assurance, which includes regular
training, supervision and rechecking of slides.

Treatment:

There are two important principles of tuber-
culosis treatment:

i) The first is that people must receive
an effective drug regimen

2) The second is that they must take it
until they are cured

NTCP has recommended regimens of short-
course chemotherapy (SCC) for treating dif-
ferent categories of tuberculosis patients
based on international recommendations and
rigorously controlled clinical trials.

CATEGORY I: 2SHRZ/6HE

CATEGORY II : 2SHRZE I IHRZE/5HRE

CATEGO RY III.. 2HRZ I 6HE

These regimes are effective and should be fol-
lowed by every one treating people withtuber-
culosis. To ensure that patients take treatment
until they are cured, every patient must be ob-
served taking their medicines at least for the first
two months of treatrnent.

Directly Observed Treatment (DOT) is a way
of making sure that we cure the maximum num-
ber ofpatients with tuberculosis. We define di-
rectly observed toeafinent as:

A strategl to ensare tubercuktsis patient are
cured, in which a person who is accountable to
the health service observes the patient taking
their medicines properly andprovifus himwilh
the informntion and encouragement he needs.

By observing the patient taking the medicines,
we make sure that "the drugs get to the bugs"
so that the bugs, which cause tuberculosis, are
killed quickly. DOT is atrso a way of support-
ing patients and giving them the highest pos-
sible chance of cure.

Drug Supply:

Patients often stop medicines because they cannot
get thern Again there are two importantprinciples
that ensure patients never run out ofmedicines:

1) The first is that anti-tuberculosis medi-
cines must be free. If patients have to
pay for expensive medicines, they will
often stop taking them prematurely.

2) The second principle is that Hospital
and BHUs must always have sufficient
stocks of all essential anti-tuberculosis
medicines.

In Bhutan anti-TB drugs are provided free and
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we have a good essential drug supply (EDp)
programme to ensure regular and sufficient drugs.

Monitoring:

There are two forms of monitoring:

1) Reports on case finding and outcome
of treatment and

2) Regular supervision.

We monitor the outcome of teatment using an
intemationally recommended recording and re-
porting system based on quarterly cohorls of
patients. The patients registered for treatment
during a three-month period form a cohort. We
monitor their progress on treatrnent by doing
sputum examinations at2,5 and 8 months and
recording these results in the tuberculosis reg-
ister in each hospital. In this way, we can calcu-
late what proportion ofpatients complete a full
course of teatment and are cured.

The second form ofmonitoring is supervision.
Regular supervision is very important to en-
sure that the technical and operational policies
oftheNTCP are being followed to provide on-
the-job taining and to assist with problem solv-
ing at the local level.

What are the activities of the NTCP?

o Promote early diagnosis of people with
infectious pulmonary tuberculosis by spu-
tum smear examination.

o Establish a nefwork of microscopy cen-
ters and a system ofquality control of spu-
tum smear examination.

o kovideeffectivechemotherapytoallpatiene
in accordance with national teatrnentpolicies.

o Ensure a continuous drug supply to
Dzonkhags. This includes systems forpro-
curement storage, distribution, monitoring
and quality control of drugs. This is being
done by prograrnme and EDp @ssential

Drug Programme) under DVED @ivision
of Vaccine, Equipment& Drugs).

o Monitoring the results of treatment and
evaluating progress of the programme, by
analy zng the treatnent outcome in cohorts
of patients and giving feedback to the
DzonkhagsAlealth centers.

o Provide continuous training and supervi-
sion for all staffinvolved in the NTCp at
each level of the health system.

o Develop health education methods and
materials and to promote community
awareness about tuberculosis.

o Coordinate NTCP activities with other
primary health care activities.

. Carry out research programme to improve
the NTCP

What indicators do we use to evaluate
the NTCP?

We use the following indicators to measure
the effectiveness of our work in the NTCp:

. Positivif rate: the proportion of smear-posi_
tive cases detected out ofthe tuberculosis sus-
pects examined. This should be > 10oZ or so.

o Proportion of new smear-positive out ofall
new cases diagnosed. This should be 50yo
or more in an effective DOTS strategy.

o Case detection ratio of new pulmonary
smear-positive case- the proportion ofcases
detected outofthose estimatedto occur each
year. The National target is70%o.

o Reported incidence rate for new smear-
positive cases (per 100,000 population by
age and sex)

o Smear conversion tate.at 2nd /3rd months
for new smear-positive cases and relapses
respectively. It should be 85.90yo.

o Treatment outcomes for new smear-posi-
tive cases and relapses, these ur" *uinly
cure (>85%) and completion (<5%) rates.

T4
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What is the structure of the NTCP?

The Health Services is one oftwo major Depart-
ments under the Ministy of Health and Educa-
tion. The NTCP is a fully integrated activity
within the general health care system. The oniy
vertical staff in the NTCP is the Programme
Manager and Assistant Programme Ofrcer.

The responsibilities of the central unit
of the NTCP are to:

o Make policies, plans and budgets for the
NTCP.

. Prepare training programmes for health
workers involved in the NTCP.

o Monitoring the NTCP and prepare and
provide regular reports on NTCP activi-
ties to the Ministry of Health & Educa-
tion and related agencies.

o Supervise NTCP activities at the regionaV
Dzonkhag levels and

o Coordinate the NTCP activities with other
prograrnmes and Dzonkhags.

What are the responsibilities of staffat hospitals?

The diskict hospitals are the main management
units for the NTCP. District Medical Officers/
Superintendents/Medical Officers, TB-
Incharges, District Health Supervisory Offic-
ers manage & supervise all NTCP activities.

Activities in the Dzonkhags are to:

. Identify people with symptoms of tuber-
culosis.
Diagnosis tuberculosis by sputum smear
microscopy
Provide directly observed treatrnent for all
people withtuberculosis, usually by admit
ting patients for at least the fust two months
of treatment
Refer patients to their respective Health Cen-
tes for the continuation phase of teafinent.
Contact defaulters and ensure that these

patients resume treatment.
Ensure that follow up sputum smears are
collected and examined according to
NTCP policies.
Maintain the Dzonkhag tuberculosis regiser.
Prepare and submit the quarterly NTCP
report to the programme.

o Receive and provide feedback on trans-
fer out the transfer in patients respectively.

TB Incharges have been identified and trained
in all Hospitals and Dzonkhags. Except for the
one inJDWNRHospital all others carry outthe
TB follow up activities as an extra responsibil-
ity. It is felt that the high burden Hospitals/
Dzongkhags will have to identifi some one en-
tirely for Tirberculosis Contol Programme. The
main responsibilities of these workers are to:

o Follow up TB patients in the Dzonkhags
and those transferred out.

r Follow up and compile TB reports and
send monthly/quarterly to the programme.

o Liaise between Dzonkhag Hospital and pe-
ripheral Health Centes in terms of logistic
support related to TB contol activities.

What are the responsibitities of staff at
the BHU?

Staff at the BHU have the following re-
sponsibilities:

o Raise public awareness on tuberculosis,
. Carry out sputum microscopy of suspected

cases,

Referpeople with symptoms and signs of
tuberculosis to the district hospital,
Supervise and monitor patients in the con-
tinuation phase of treatment,
Trace defaulters and reintroduce treatrnent
or refer to District Hospitals,
Prepare the monthly NTCP report and
submit it to the district hospital,
To provide feedback about transfer in cases.

a
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Mother-to-Child Transmission of HIV/AIDS:
issues within lesser developed nations

Evidence suggests that approximately 35o/o of all infants born to HlV-infected mothers may
acquire the virus viamother-to-child-transmission (MTCT), ifno preventive measures are adopted.
During 2001, approximately 800,000 children globally who were 15 years and under, became
infected with HIV and over 90o/o of these infected children were infected via MTCT. Sub-
Saharan Africa accounts for 90o/o of global HIV infected children and the predominant portion
of children in 2001 who died of HIV/AIDS lived in Africa.'

Global situation of Mother to child transmission of HIV/AIDS:

Global region Children who are at risk of HfV infection via
mother-to-child-transmission in 2001

Eastern europe and Central Asia 5,000

East Asia and the Pacific 68,000

lndustrialized/fi rst world nations 5,000

Latin America and Caribbean 52,000

Middle East and North Africa 40,000

South Asia 160,000

Sub-Saharan Africa 2,200,000

Infants may become infected with HIV during
pregnancy, during the delivery process, and
during breast-feeding. Evidence suggests that
1 5 -20 oh of nfantinfections occur dwing preg-
nancy, 50% during the labor and the delivery
process, with infant breast-feeding accounting
for approximately 30-35% of infections.

Mothers, who live with HIV/AIDS and are from
lesserdeveloped nations, are faced with difficult
decisions regarding whether or not to breast-feed.
This is particularly so for South Asian nations
where most children are bom into very impover-
ished conditions and breast-feeding is an eco-
nomic necessity. Infants not infected during the
pregnancy period and the birthing process icelf,
and whose mothers are infected with HlV, must

Data Sourcedftom AIDS Unit, IINICEI, New york, February 2002.
We b s it e-www- u n i c eJ, o r g/ ai ds

deal with a15%o risk of acquiring infection via
breast feeding, this dependent on the duration of
the feeding. The use ofbreast milk formula sub-
stitutesreduces the riskofexposrne to HIV from
infectedmothers, yet suchis oftentoo costly and
milk substitutes also carry otherrisks such as di-
arrhoea. Moreover, there is often no access to
clean, safe water in these poorer nations which
limits proper preparation ofthe feed.t2

An expectantmother infected with HIV must
confront many grave challenges which in-
clude concerns over her very own health and
well-being and survival, the risks of passing
infection to her child via breast feeding, the
costs of milk substitutes, and the health prob-
lems the baby could develop if not breast fed.
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Because of these challenges and especially so

in developing nations e.g. South Asian, Afri-
can nations etc., the United Nations General
Assembly Special Session GINGASS) onHIV/
AIDS in June 2001 , generated keen interest and
global leadership, awareness, and pledged sup-
port regarding HIV/AIDS. This Special Ses-

sion saw the emergence of a declaration by
govemments and partners that stipulated:

1.) a reduction in the proportion of infants
infected with HIV by 20% must be
achieved by 2005, and by 50%by 2010.

2.) 80% ofpregnantwomenwill have ac-
cess to antenatal care and relevant
health information, adequate counsel-
ing, and any other relevant HIV pre-
vention services.

3.) increasing the availability and acces-
sibility for HIV positive expectant
women and babies to effective, safe

treatrnents e.g. anti-retrovirals (ARVs)
in order to reduce the risk of trans-
mission of HIV to child

4.) effective interventions for HIV positive

women, including access to voluntary
and confidential counseling and testing
(anonymous), and whenever appropriate,
provisions ofbreast milk substitutes and

a continuum of care to mother and child.

The United Nations relevant partner agen-
cies on HIV/AIDS have proposed and de-
veloped a strategy that has 3 main com-
ponents to reduce MTCT:ti

1.) Preventing HIV infecfion in all people,
especially young women This essentially

encompasses the education of all women
and men regarding HIV/AIDS risk and
prevention facts and methods, providing
access to safe barrier methods e.g. male
and female condoms, lifting the position

of women in often male dominated so-

cieties e.g. the male dominated South
Asian societies where women have little
if any social, economic, or personal
sexual negotiating skilis or rights, and
increasing flre responsibility on men to
reduce the qpread ofHIV inthe firstplace.
This places special emphasis on reduc-
ing rape and forced sex and unwanted
sex etc.

2.) Prevention of unintended pregnancy
among HfV positive women involves the
sfengthening ofreproductive health and

access to family planning services so that
women have the necessary information
to reduce unintended pregnancies.

3.) Specific interventions to reduce HIV
transmission from HIV infected moth-
ers to their child, which includes pro-
vision and access to ARVs, safer de-
livery practices, and relevant counsel-
ing and support on infant-feeding
methods. Moreover, access to volun-
tary and anonymous counseling and
testing is to be increased, these permit-
ting women and partners to assess

whether they are infected.

Evidence suggests that the access and use of
ARVs canreducebyhalfthe rate ofMTCT dur-
ing pregnancy,2labor, and delivery. Such treat-
mentregimens may include a I monthcowse of
zidovudine (AZT) duringthe lastweeks ofpreg-
nancy. Moreoveri a single dose ofrrcvirapine pro-
videdto the mother at delivery, thisfollowedby a
single dose to the inJbnl within 7 2 hours ofbirtht'2

All HIV infected mothers should have access to
counseling and support on infanffeeding meth-
ods. Replacement or substitute feeding should
be advised only when acceptable, feasible, af-
fordable, sustainable, and safe. Otlrerwise, exclu-
sive 6 month breast feeding is recommended.r2
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I-INICEF is adopting an aggresslve response

to MTCI which encompasses partnerships

at all levels. This approach includes:r'2

Prevention of HIV infection among all

women of child bearing age and espe-

cialty within develoPing nations

Strengthening family and community

support for women and their parbrers

to prevent HIV infection and to access

services for preventing MTCT

3.) Aggressive expansion of access to vol-

untary and anonymous counseling and

testing
4.) Enhancement and improvement ofan-

tenatal care for expectant mothers

5.) Expanded access to ARVs for pre-

venting MTCT of HIV
6.) Provision and access to advice for ex-

pectant mothers and partners on ap-

propriate feeding methods for infants

of HIV positive mothers

7.) Overall uplifting ofthe health and well-

betng and nutrition status of parents

and chil&en iiving with HIV/AIDS

These goals by LTNICEF are a top priority in

UNICEF's Medium Term Strategic Plan for

2002-2005, and should be considered and

adopted by relevant partners globally to

prevent MTCT of HIV. These proposed

actions are particularly relevant to developing

nations e.g. African nations, South Asian,

Latin American etc. who often lack the

necessary socio-economic infrastructure.

Such nations must partner with IINICEF and

related agencies to achieve reductions in

MTCT of HIV. The expertise is there, the

success stories are there, the plans and

strategic goals articulated, what is required

now is commitment and leadershiP.

References:

1. HIV/AIDS UNiI,I-INICEF, NEW YOTK,

(February) 2002.

2. www.unicef.org/aids-

(Article prepared under SAARC-Canada Regional TB
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TB/frtv within SAARC Region and proTEST:
A useful initiative for controlling co-infection in south Asia

Human immunodeficiency virus (I{IV) pandemic
and it's clinical consequence, Acquired
Immunodeficiency qmdrome (AIDS), persists as

the main global public health scourge, this disease
wreaking particular havoc on sub-Saharan Africa-
Years of socio-economic developmental progress
have fallen victim to HIV/AIDS within Africa
and the signs point to a similar faith in other doUj
nations (e.g. European, South Asiaq and Latin
American etc.) if HIV is not made the urgent
public health and national security priority that it
is. African nations with high HfV prevalence rates
today prer,'iously evidenced low prevalence rates,
and while the epidemic timetable is a variable
one impacted by a host of factors, similal. socio-
economic ingredients are presently in place in
many developing nations e.g. South Asian, and
thus capable ofexploding the epidemic (s). HIVi
AIDS is capable of 'hollowing' out the very core
of a society, destroying the often most
economically productive age group e.g.25-45
years.

The focus ofthis commentary is on the SAARC
region counfries (South Asian) and the impact
that HIV/AIDS is beginning to have and will
have, should low 'general population' prevalence
rates drive complacency in tackling the virus.
While the HIV/AIDS epidemic is now emerging
and a recent occurrence within South Asia (India
Pakistaa Bangladesh, Sri Lanka Nepal, Bhutan"
and Maldives) and though infection prevalence
is low within these developing nations (typically
less than LAYo e.g.India 0.8% and Nepal 0.5W,
it is the presence of high-risk groups e.g.
commercial sex workers, injecting drug users
(who share needles), merywho-have-sex-with-

men, mobile migrant workers etc. and associated
high-risk behaviours, that is worrisome. These
high-risk groups within South Asian counkies are
evidencing dangerously high prevalence rates of
HIV e.g. 60-70%. Where high-risk behaviour
exists, HIV/AIDS will soon follow. Moreover,
South Asian countries possess the large
population sizes and factors necessary for
explosive increase in HIV/AIDS. Furthermore,
this region has more than one-half its populations
under the age of 25 and there is stong evidence
of high-risk behaviour by this age-group. When
coupled to the lack of public awareness on HIV
risk and preventive methods, access to preventive/
barrier methods, poverty, gender inequality, high
STD rates, high illiteracy (and especially for
females), lack ofblood and blopd product safety.
trafficking of women/young girls, and the
stigmatization, discrimination, and denial often
attached to HIViAIDS, then the stage is set for
exponential growth (increasing incidence) of
infection within these countries. HIV/AIDS
infection varies between and within South Asian
counties, yet the challenge now is to stabilize
the elevated rates (or reduce them), and keeping
the low rates suppressed. This public health
challenge comes in light of the facr that the
infection tend appears to be an increasing one
u'ithin the region cowrties.

Tuberculosis (TB) prevention and control
remains a particular challenge globally with 2
billion persons infected vnth Mycobacterium
tuberculosis (one-third of global population) and
approximately 39Yo of global TB cases occurring
within South East Asia. South Asia (SAARC
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region) bears approximately 32% Q.5 -3 million
new cases annually) ofglobal TB brnden yet with
22o/o of global population.l: TB remains the
leading cause of death among young persons and

adults from a single infectious agent. Evidence
has accumulated which suggest that the HIV
infection is driving the TB epidemic (s) globally,

and particularly so within high-HIV prevalent
populations. HfV continues to have adestructive
impact on TB epidemiology world-wide with TB
being the most opportunistic infection associated

with HIV. HIV infection is the stongest known
risk factor for TB infection becoming active
clinical TB disease, speeding the progression

from latent orrecently acquired infection to active

clinical disease. In additioru HIV may contribute
to the emergence of multi-drug resistant TB
(MDR-TB) which is very difficult to treat,
expensive to teat and often fatal. HIV changes

the clinical presentation of TB and reduces
strvival despite adequate response to appropriate
anti-TB treatment. In South Asia" areas with
highest rates of HfV are also reporting greatest

increases in TB cases, and this is the problem.

Furthermore, TB is having a dangerous impact

on HIV for evidence suggests that there is
increased HIV viral replication wtren co-infected,

speeding up the natural clinical progression of
HIV infection.3r' The intimate and destructive

relationship between I-IIV and TB may well be

two-directional such that TB adversely alters the

nahral hisory of HIV/AIDS disease. Clinical
evidence suggests that co-infection and resulting

disease presents more morbidity, mortality, and

associated financial costs to the sufferer than either

disease/infection on its own.

Approximately one-third of persons infected
globally with HIV are also co-infected with
Mycobacterium tuberculosis (l 2 million as ofthe
end of2000).5 In nations with highly evolved HIV
epidemics, and especially those of zub-Saharan

Africa most TB patients are also HIV infected,6

withanalysis showing TB incidence estimates in

all African counties markedly associated with
estimates of adult HIV seroprevalence (adults).?

The impact and burden of TB is so intimately
woven to the HIV epidemic that prevention and
contol of HIV in the first instance must be of
utnost importance for TB control programmes,
similarly to how TB treatment/care and
prevention must be a cardinal concem of HIV/
AIDS teatrnent/care and confol prograrnmes.

However, in spite of the overlapping
epidemiology between HIV and TB, the global
public healthresponses have largely operated on
separate fionts. TB stategies have stessed TB
case finding and treatnent, with little attention
to HIV/AIDS interventions. Similarly, HIV/AIDS
programmes have typically paid little attention
to TB. This must change and the global public
health communities and especially the World
Health Organization (Global TB/HIV Working
Group) is responding to the emerging dual
infection.

Since stong evidence implicates an intersecting

dual pandemic, WHO has formulated a

broadened initiative @roTEST or the Promotion
of Voluntary Testing whereby HIV counseling

and testing CVCT) is at its core) to reduce the

burden of HlV-athibuted TB, this expanded
stategy calling for close parftrenhip between TB
and HIV progftrmmes.2.8 WHO has recognized
that a marriage of both disease control
programmes is absolutely necessary and
particularly so within developing nations, ifFilY
TB, andthe HIV-TB co-infectionpandemics are

to be controlled. Such an approach goes beyond

taditional and separately managed HIV andTB
prevention and contol programs. This enhanced

approach is the key to a more comprehensive and

collaborative response to TB in high HIV-
prevalent districts/regions and entails
interventions against TB (intensified case-finding,

heatnent and cure, and preventive isoniazid
treatrnent), as well as strategies against HIV
ryCT, r,naking available ba:rier methods e.g.
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condoms etc., detecting and teating STDs, the
promotion ofsafe injecting drug use, making safe
the blood supply and blood products, and the
provision of the IIAARI strategy (lughly active
antiretoviral treatnent)). This approach can be
viewed as a simultaneous attack on both diseases,
in an effortto contol TB,TIIV co-infection (FtrV-
athibuted TB). VCT for HIV can connect TB
and HIV progzilnme activities and this synergy
is absolutely important at this stage of the dual
epidemics. The rewards of VCT for HIV to TB
patients include referral for the appropriate care
and support for persons testing HlV-positive.
Similarly, people attending a centre for HfV,s
VCT can gain from TB screening and those found
to be both HlV-positive and with active TB will
then require referral for TB chemotherapy
teatment; those without active TB should be
provided TB preventive isoniazid ftannent @T).
In short the objective of the WHO's PToTEST
initiative is to decrease the combined impact and
burden from TB and HIV by decreasing the
arnount ofpersons becoming infected with HIV
in the first instance; by decreasing the number of
people spreading both HIV and Mycobacterium
tuberculosis; and decreasing the risk of
developing clinical TB in persons infected with
bothHIV and Mycobacteriurn tuberculosis. What
is important is that while this PToTEST strategy
was initially geared for high-burden HIV regions,
one may argue thatitmay be beneficial to utilize
in low burden regions/countries/disticts as well,
and specifically among high-risk sub-groups of
those settings. This strategy opens the door for
screening for HfV, TB, STDs and other associated

high-risk behaviors that are often antecedents to
HTViAIDS.

VCT as the core of the PToTEST initiative is
often unavailable in developing nations e.g.
SAARC region nations, due to the financial
costs of establishing counseling facilities,
expertise, and the stigmatization etc. often

connected to being diagnosed as HlV-positive.
Moreover, we are dealing with a situation
whereby we are bringing persons to screen for
an infection/disease that h as l}}yomortality (if
positive) and after advising on the status,
suggesting that you proceed for screening for
an infection/disease (TB) that you likely will
have, yet can be cured. This is a challenge to
both the afflicted persons and those performing
the testing, counseling, and guidance. Thus this
very complex situation demands muchtraining
of the providers of this PToTEST, especially in
terms of pre- and post-test counseling. This and
similar limiting issues must be addressed for this
prograrnme to be successful. Yet this stoategy
seems atkactive for the TB/FIIV co-epidemic
(whether high or low burden regions) and VCT
offers a direct entry point formore effective TB
prevention and care for HIV seropositive and
seronegative persons. WHO has taken the lead
in this regard and is coordinating a network of
partners involved in the PToTEST Initiative,
including ministries of health of countries
bearing the duat burden ofHIV and TB (piloting
in approximately 5 seiected African nations),
international development assistance agencies,
non-govemmental organizations and academic
institutions.e The network will facilitate the
exchange of information and experience
between partners and provide oversight and
guidance of ProTest projects.

The good news is that we are not powerless
agairnt HIV/AIDS for we do have evidence that
prevention and intervention methods do work
(e.g. the Thailand 100% condom programme).
Thus HIV can have temendous success stories,
yet it must be faced head-on and within South
Asi4 it must be addressed 'now'. Successful
interventiors are available to decrease the burden
of HlV-related TB and this is never more
important than the present for South Asian nations
that are faced with pressing FilV TB, and co-
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infection epidemics. This region is already the

highest burden TB region globally and both

diseases (and co-infection) may exact

irrecoverable sociodevelopmental tolls on these

nations if not addressed with urgency. Therefore,

the time is now for TB and HIV programmes to

collaborate in carrying out these activities as

widely as possible and PToTEST should be given

increased consideration and at least piloted in

some nations to assess the benefits. The

enormity of TB, HIY and the dual infection

require immediate and urgent multi-sectorial

action, a focus at all levels of societies and

governments. Leadership and commitment

remains core. There mustbe close collaboration

by both HIV and TB prevention and control

programs. The PToTEST Initiative is one such

strategy that can greatly help to build and

strengthen collaborations between TB and HIV
programmes and to increase the fi;ll range of
prevention and treafinent interventions to reduce

the impact of HIViAJDS, TB, and HlV-related

TB within global nations (particularly
developing nations), and especially the focus of
this commentary, the SAARC regioncountries

India, Pakistan, Sri Lanka Bangladesh, Nepal,

Maldives, and Bhutan.
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and HIV/AIDS Project, supported by CIDA)

4.

5.

6.

7.

8.

2.
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1. Non-adherence to tuberculosis
treatment in the eastern Terai of Nepal:

D. F. Wares, S. Singh, A. K. Acharya, R. Dangi

Int. J Tuberc Lung Dis 7(4):327-335,

2OO2IUATLD

Setting: Terai districts, eastern Nepal.

Objectives: To identif, potential methods of
increasing adherence to tuberculosis (TB)
treatment by determining factors that patients felt

influenced adherence.

Methods: New pulmonary TB patients registered

from July to November 1998 with an outcome of
non-adherence to treatment (NA) were identified

from District TB Registers, traced and

interviewed using a semi-structured
questionnaire. An equivalent number of adherent

(A) patients were interviewed.

Results: Of 81 NA patients traced, 30 were

interviewed, 16 had been incorrectly classified, age

was incorrectly recorded in four, 13 had migrated

and 18 were not found. The groups were similar in

demographics, type and knowledge of TB. More

A patients knew their diagnosis (p:0.07) and

reported haemoptysis as an initial symptom
(p:0.03). NA patients had longer travel to health

facility (p<0.001), and fewer hand been informed

by health care workers (HCW) about the

consequences of not completing treatment. The

m0ost common reasons given for stopping

treatment were side effects, HCWs' mistakes or

behaviour and health service failure. Desire for cure

and knowledge that TB was curable were the most

important reasons for completing treafrnent

Conclusion: Non-adherence seemed related to

treatment delivery failures. The health system

needs strengthening in Nepal. Intensified HCW

training and supervision, better health education

for patients and families, more flexibility for

treatment supervisors, adequate supplies for
treatment centres and decentralization of
treatment delivery to the lowest health service

level practicable are urgently needed.

2. Miliary tuberculosis and acute
respiratory distress syndrome:

JY Kim, YB Park, YS Kim, SB Kang,

JW Shin,IW Park, BW Choi

Int. J Tuberc Lung Dis 7(4):359-364,

2OO3IUATLD

Objective: Miliary tuberculosis is a life-
threatening disease caused by the haematogenous

spread of Mycobacterium tuberculosis. We

evaluated the clinical manifestations of 34 patients

with military tuberculosis.

Design: A retrospective case review

Results: The diagnosis of miliary tuberculosis was

based on the identification of miliary nodules on

chest radiography and one of the three following

criteria: l) acid-fast bacilli smear and /or culture

positive in clinical specimens (22134), 2)

histopathological identification of TB granuloma (6/

34), and 3) radiological and clinical improvement

after anti-tuberculosis treatm ent (6 13 4). The mean
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age (rSD) of the patients was 42.J t2l5 years,

with two peaks in the age group 20-30 and in those

over 60. There were l6 underlying diseases in 14

patients, of which liver cirrhosis was the most

common. The drug sensitivity pattern was available

for 17 isolates ofM. tuberculosis: 14 were sensitive,

while the other three were resistant to at least one

anti-tuberculosis drug. Eight patients developed

acute respiratory distress syndrome (ARDS), five

ofwhom died during intensive care. Platelet coun!

serum albumin and liver enryme level at the time

of admission were significant factors both for

ARDS development and for survival.

Conclusion: ARDS caused by miliary TB is

associated with a high fatality rate, scope remains

for improvement in its management-

3. Cost analysis of Paediatric
tuberculosis treatment in JaPan:

M Rahman, O Takahashi,I Takamatsu,

M Sekimoto, K Hira, T Fukui

Int. J. Tuberc Lung Dis 7(3):254-257

2OO3IUAILD

Objective: To estimate the cost of treating a

tuberculosis (TB) case and to analyze TB-related

medical service utilization, a cost-of-illness study was

conducted for all patients with a primary diagnosis of

TB admitted to a public hospital in Japan.

Methods : Retro spective analys is by abstractin g

in and out patient medical records of 57 paediatric

patients diagnosed with TB during 1993-1998 at

a public hospital in Osaka prefecture. Costs were

estimated based on third party's payer

perspectives according to the service utilization

pattern. In addition to cost data, socio-

demographic information and service unitization

pattern were also extracted from the medical

records. Cost of preventing a case of TB was

abstracted from the published literature.

Results: The average cost oftreatrnent was US$83 84

(95% Cl 5667-11099), while the average length of
hospitalization was 63 days (95% CI 43-84). Based

on2}-8}/ovaccine efficacy, the cost ofpreventing a

case of TB was US$3595G175862- ln univariate

analysis, site of TB (p:0.0+) *'as significantly

associated with TB fieatment ms! while case-finding

method (contact tracing symptoms, etc-) rvas

associated with length of hospitalization (p{-03)-

Multivariate regression analysis, however, showed

none ofthe factors to be significant predictors of TB

treatment cost or length of hospital stay.

Conclusion: the cost of treating a case of
paediatric TB in much lower than that of
preventing one. Japan's universal BCG

vaccination policy should be re-examined in the

light of economic, social and political issues.

4. Tuberculosis transmission pattern

in a high-incidence area: a spatial
analysis:

Z Munch, SWP Van Lill, CN BooYsen,

HL Zietsman, DA Enarson, N BeYers

Int. J. Tuberc Lung DisT(3):271-277

2OO3IUAI-LD

Setting: In the CaPe Town suburbs of
Ravensmead and Uitsig, tuberculosis has reached

epidemic levels, with notification of 13401

100,000 in 1996. These suburbs are characterized

by overcrowding, high unemployment and

poverty. It is traditionally believed that

tuberculosis transmission takes place mainly in

households after close contact with an infectious

person. Studies have recently linked tuberculosis

transmission to locations outside the household

and have associated these places with a particular

high-risk lifestyle. Anthropological studies in

some suburbs ofCape Town, in which avery high

number of local; drinking places (shebeens) were

identified (17 perkm'?), have suggestedthat social

drinking is part of such a lifestyle-
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Objective: To investigate various risk factors and
places of transmission of tuberculosis using a

geographical information system (GIS).

Results and Conclusion: The I 128 bacteriological
proven cases oftuberculosis studied overthe period
1993-1998 were investigated using spatial
epidemiological techniques of exploratory disease

mapping. Point pattern analysis and spatial statistics
indicated clustering of cases in the areas of high
incidence. S ignifi cant associations of tuberculosis
notifications were found with unemployment,
overcrowding and number of shebeens per
enumerator sub-district. High tuberculosis
notifications with unemployment and its associated
poverfy emerged as the strongest association.

5. The molecular epidemiology of
tuberculosis in Western Canada:

JM FitzGerald, A Fanning, V Hoepnner, E
Hershfield, D Kunimoto and the Canadia
Molecular Epidemiology of TB Study Group.

Int J Tuberc Lung Dis 7(2):132-t38,
2OO3IUATLD.

Obj ective : To defi ne the molecular epidem iology
of TB in western Canada and in particular the
risk factors for clustering.

Measurements: We prospectively identified all
positive cultures from newly diagnosed cases of
TB diagnosed between February 1995 andJanuary
1997 and carried out restriction fragment length
polymorphism (RFLP) testing on all isolates.

Results: Of 956 cases identified,944 fulfilled the
entry criteria. The mean age was 49.65 years
(t22.33), and 508 (53.6%) were males. Three
hundred and three(32.1%o) subjects were clustered,
this varied from2D.2o/o ofthe foreign bom,48.4%o

of Canadian non-aboriginal and 61.lvo of all
Aboriginal persons. Younger persons (p:0.000 I ),
males (p:0.015), those with pulmonary disease (
P<0.001), living in a shelter in the past year
(p<0.001), drug susceptible disease (p<0.036),
predisposing factors (p<0.001), prior contact
(p<0.001) and prior skin test )p<0.002) were more
likely to cluster. Among specific risk factors, HIV
infection, injection drug use alcohol excess and
weight loss were all significant.

Conclusion: In this description of the molecular
epidemiology of TB in Western Canad4previous
results have been confirmed and extended. These
results highlight the importance of identifying
specific high-risk groups especially in the context
of renewed efforts to targets persons for treatment
of latent TB infection.

6. PPD RT23 for tuberculin surveys in
India:

VK Chadha, PS Jagannatha,

PS Vaidyanathan, P Jagota

Int J Tuberc Lung Dis 7(2):t72-179
2OO3IUATLD

Setting: Tuberculosis sanatoria and villages in
Bangalore district,

Objectives: To study the appropriateness of
continuing to use 1TU dilutions prepared by the
BCG Laboratory, Guindy, in Chennai,India, from
a freeze-dried form of PPD RT23 with Tween g0

received from Statens Serum Institut (SSI)
Copenhagen, for tuberculin surveys in India.

Design: The responses to dual tuberculin tests
were compared among l) 63 smear-positive cases
using 2TU PPD prepared by the Guindy
laboratory
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(Dilution-G), and 2TU PPD prepared by the SSI

(Dilution-G; and 3) 1338 apparently healthy

children using ITU and 2TU Dilution-G. Test

sites were allocated randomly using the double-

blind technique. Tuberculin responses obtained

during studies conducted in lndia and in other

countries were compared.

Results: The differences in sensitivity of
tuberculin testing using the different preparation

were found to be small and statistically non-

significant. Among children, a higher proportion

of reaction sizes in 10-14 mm and 15+mm

categories were observed to 2TU compared to

lTU in the study area where non-specific
sensitivity is highly prevalent. Studies in India

and other countries do not suggest any loss in

potency of lTU dilutions'of PPD RT23 with
Tween 80 provided by the BCG Laboratory,

Guindy, may continue to be used for tuberculin

surveys in India.

7. Treatment of new pulmonary
tuberculosis patients: what do
allopathic doctors do in India?

R Prasad, RG Nautiyal, PK Mukerji,
A J ain, K Singh, RC Ahuja

Int. J Tuberc Lung Dis 6(10):895-902

IUATLD 2OO2

Setting: Out and in patient services of the

Department of Ti.rberculos is and Chest D iseases at

King George's Medical College, Lucknow, India.

Objective: To analyze the prescribing patterns

of allopathic doctors for treatment of new cases

of pulmonary tuberculosis (PTB), and to compa"re

their practices with the current national and World

Health Organization (WHO) recommendations.

Design: A consecutive case series. Tuberculosis

treatment practices of 449 primary doctors who

had prescribed treatment for PTB to 218 patients

were analyzed.

Res ults : Th irry-three di fferent drug comb ination

regiments were prescribed by 449 primary
doctors. Approximat ely 4 5Yo (9 5% Cl 4 1 . 5 - 49 .9)

ofdoctors did not practice the currentNTP/WHO
recommended drug regimens. Overall 75%(95%
Cl '7 0 .4-7 8.8) of doctors made prescription errors

with respect to one or more aspects of treatment,

including treatment duration (64.5%) and drug

dosages (30%). The most frequent prescription

error was treatment for longer than necessary

(60.2%; 95% CI55.5-64.8). Overall, both chest

specialists and non-chest specialists made
prescription errors with almost equal frequency
(17 .5%vs. J2.2%o,p:0.228). The majority of the

doctors (70.2%;95% U 65.7-74.5) used fixed
dose formulations of two to four drugs.

Conclusion: For effective tuberculosis control,

strategies for targeted continuing medical
education and auditing of the practices of all
doctors need to be implemented without delay.

8. Quality assurance programme for
drug susceptibility testing of
Mycobacterium tuberculosis in the
WHO/IUATLD Supranational
Reference Laboratory Network: five
rounds of proficiency testing, 1994-
1998:

A Laszlo, M Rahman, M Espinal,

M Raviglione, and the WHOAUAILD
Netrwork of Supranational Reference

Laboratory.

Int. J Tuberc Lung Dis 6(9):748-756

IUATLD 2OO2

Setting: Qual$ assurance forthe WHOAUATLD
Global Tuberculosis Drug Resistance
Surveillance Programme.
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Otrjective: To implement an ongoing proficiency

testing programme for drug susceptibility testing

(DST) of Mycobacterium tuberculosis within the

WHO/IUATLD Supranational Reference
Laboratories Network (SRLN).

Design: Five culture panels, each consisting of
10 duplicate drug susceptible and drug resistant

clinical isolates (100 strains) of M. tuberculosis

rvere tested for resistance to streptomycin (SM),

isoniazid (INH), refampicin (RMP) and

ethambutol (EMB). DST procedures included the

proportion, absolute concentration and resistance

ratio methods, as well as the radiometric
BACTEC 460 method.

Results: The efficiency, sensitivity and specificity
of M. tuberculosis DST as well as the intra
laboratory reproducibility showed that the

laboratories tested susceptibility to RMP and to

INH very reliably, with values ranging from9lo/o

to 99Yo. The testing of SM and EMB was less

dependable, with values ranging from 90oZ to

9 5o/o. The sensitivity of testing of EMB increased

from 60Yo in Round I to 98Yo in Round 5, without
a concomitant decrease in specificity.

Conclusions: This study has shown that regular

proficiency testing can significantly improve the

quality of DSI even in the most sophisticated

TB laboratories. Mean DST efficiency levels of
92o/o for both SM and EMB and 97Yo and 99Yo

for INH and RMP, respectively are proposed as

reasonable performance goal for the SRL
network. Efficiency, consistently lower than these

values, would require remedial action, Efficiency

levels lowerthan mean- 1 standard enot i.e. 80%

for SM and EMB, 89% for INH and 95Yo for RMP,

should always be considered as sub-standard

performance for DST.

9. Risk factors associated with default,
failure and death among tuberculosis
patients treated in a DOTS programme
in Tiruvallur District, South India,
2000:

T Santha, R Garg, TR Frieden, V
Chandrasekaran, R Subramani, PG Gopi, N
Selvakumar S Ganapathy, N Charles, J

Rajamma, PR Narayanan.

Int J Tuberc Lung Dis 6(9):780-788

IUATLD 2OO2

Obiective: To identify risk factors associated with
default, failure and death among tuberculosis
patients treated in a newly implemented DOTS

programme in South lndia.

Design: Analysis of all patients registered from
May 1999 through April 2000. A community

survey for active tuberculosis was underway in
the areas; patients identified in the community
survey were also treated in this programme.

Results: In all,616 patients were registered during

the period of the study. Among new smear-

positive patients (n:295),74Yo were cured, l7%o

defaulted, 5o/o died and 4oh failed treatment. In

mu ltivariate analy s i s (n:67 6), higher default rates

were associated with irregular treatment (adjusted

odd ratio [AOR] 4.3; 95% CI 2.5-7 . ),being male

(AOR 3.4;95% CI 1.5-8.2), history of previous

treatment (AOR 2.8 ; 9 5% CII .6 - 4.9), al coho I ism

(AOR 2.2;95% CI 1.3-3.6), and diagnosis by
community survey (AOR 2.1;95% CI 1.2-3.6).

Patients with multi-drug resistant tuberculosis
(MDR-TB) were likely to fail treatment (33% vs.

3%; P<0.001). More than half of the patients

receiving Category II treatment who remained
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sputum positive after 3 or 4 months of treatment

had MDR-TB and a large proportion of these

patients failed treatment. Higher death rate were

independently associated with weight <35 kg
(AOR 3.8;9% CI 1.9-7.8) and history ofprevious
treatment (AOR 3.3;95% CI 1.5-7.0).

Conclusions: During this first year of DOTS

implementation with sub-optimal performance,

high rates of default and death were responsible

for low cure rates. Male patients and those with
alcoholism were at increased risk of default, as

were patients identified by community survey. To

prevent default, directly observed treatment
should be made more convenient for patients. To

reduce mortality, the possible role of nutritional
interventions should be explored among
underweight patients.

10. Tuberculosis in children dying
with Hlv-related lung disease:

clinical-pathological correlations :

WP Rennerl, D Kilner, M Hale, G Stevens,

W Stevens, H Crewe-Brown.

Int I Tuberc Lung Dis 6(9):806-813

IUATLD 2OO2

Setting: Chris Hani Baragwanath Hospital,
Soweto, South Africa.

Objectives: To compare post mortem
histological, microbiological and biochemical

findings with clinical and radiological data

generated ante mortem in children infected with
HIV dying from clinical lung disease.

Methods: Post mortem lung and liver biopsies

were undertaken on 93 consecutive deaths in

children with HIV. Specimens were processed for

culture, histology and staining for M. tuberculosis,

Pneumocystis carinii pneumonia (PCP) and

cytomegalovirus (CMV). Post mortem diagnoses

were compared with clinical and radiological data

generated during the final hospitalization.

Results: Tuberculosis (TB) was diagnosed post

mortem in four (4.3%) cases, afurther 17 (18.2%)

patients had been treated empirically for TB
before death, and the remaining 72 (11.5%)
patients had not been treated for TB. TB was more

prevalent in children aged I year or older (B.a%)
than in younger patients (1.4%) (p<0.025).
Patientswith PCP, CMV pneumonitis or
lymphocytic interstitial pneumonitis (LIP) had the

same clinical presentation or radiographic
appearance as patients with TB. The only features

distinguishing patients with TB were older age

and ante mortem gastric aspirate cultures positive

for M. tuberculosis.

Conclusions: The diagnosis of TB in children

infected with HIV remains difficult. Clinical and

radiographic features are shared with other
opportunistic diseases. Case identification
strategies relying on clinical and radiographic

findings lead to over treatment, particularly in

children younger than I year of age. Gastric

aspirate cultures remain a reliable tool fbr the

identifi cation of infected patients.

11. Factors affecting patient compliance
with directly observed treatment short
course in Kathmandu urban aneas of
Nepal. ISBN : 97 4-04-2932-7

Tara Singh Bam, Kanittha Chamroonsawasdi,

Suwat Srisorrachatr, Kitti Shiyalap.

A cross-sectional study was conducted in January

2003, among 175 compliant and 59 non-compliant

patients, randomly selected from Kathmandu

Urban DOTS centres, to identifl, the compliance

behavior and related factors, using a self
administered questionnaire.

More than half (61%) of non-compliant patients

intemrpted their treatment due to lack of motivation
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and bel i ev ing that they were cured. The proportion

of compliance was high among the younger (15-

34) age group (p<0.05) and among the single
(marital status) patients (p<0.05) (79.1Yo and
82.5% respectively). The overal I knowledge scores

(p<0.001) and, perception scores (p<0.001),
perception of susceptibility to disease (p<0.05) and

benefits of treatment (p<0.001) were significantly

different between the compliant and non-complaint

groups. Non-complaint patients were more likely
to think that treatment could be stopped once they

were free of symptoms and thought they were

cured. A significant relationship was found
between compliance and availability of health
education, DOT, and traveling time (p<0.05). The

overall scores of social support from family and

friends were significantly different between the two
groups (p<0.05). Compliance patients had good

emotional and informational support from family
and friends. A significant difference was found

between the two groups for overall social support

scores (p<0.05). The results using multiple logistic
regression analysis showed that knowledge (OR =
1.32;95%CI : 1.03-1.70) and availability of health

education (OR: 6.27;95% CI : 2.88-13.64) were

related to compliance with DOTS.

Compliance with DOTS is affected by knowledge,

health education, DOI travelingtime, perception

ofsusceptibility and benefits, and social support.

It could be improved by provision of more
information about tuberculosis and expansion of
DOTS involving the community.

12. The Growing Burden of
Tuberculosis:
Global Trends and Interactions with the
HIV Epidemic

Elizabeth L. Corbett, Catherine J. Watt, Neff
Walker, Dermot Maher, Brain G. Williams,

Mario C. Raviglione, Christopher Dye.

Arch Intern Med/Vol 163, May 72,
2003; 1 63 : I 009- 1 02 I . www.archinternmed.com

American Medical Association 2003

Background: The increasing global burden of
tuberculosis (TB) is linked to human

immunodeficiency virus (HIV) infection.

Methods: We reviewed data flom notifications of
TB cases, cohort treatment outcomes, surveys of
Mycobacterium tuberculosis infection and HIV
prevalence on patients with TB and other subgroups.

Information was collated from published literature

and database held by the World Health Organization

(WHO), the Joint United Nations Programme on

HIV/Acquired Immunodeficiency Syndrome
(UNAIDS), the US Census Bureau and the US

Centres for Disease control and prevention.

Results: There were an estimated 8.3 million (5s-

95ft centiles, 7.3-9.2 million) new TB cases in 2000

( 1 3 7/1 00000 population, range, 121 I 100000- I 5 I /
100000). Tuberculosis incidence rates were highest

in the WHO African Region (2901100000 per year,

rmge 265 I 100000-33 1 /1 00000), as was the annual

rate of increase in the number of cases (6%). Nine

percent (7%-12%) of all new TB cases in adults

(aged l5-49) years) were attributable to HIV
infection, but the proportion was much greater on

the WHO African Region (31%) and some

industrialized countries, notably the United States

(26%). There were an estimated 1.8 million (5d'-95t1'

centiles, 1.6-2.2 million) deaths from TB, ofwhich
12% (226000) were attributable to HIV.
Tuberculosis was the cause of 1 1% ofall adult AIDS

deaths. The prevalence of M. Tuberculosis HfV co-

infection in adults was 0.36% (11 million people).

Co-infection prevalence rates equal or exceeded 5%

in 8 African counfies. In South Africa alone there

were2 million co-infected adults.

Conclusions: The HIV pandemic presents a

massive challenge to global TB control. The

prevention ofHIV and TB, the extension ofWHO
DOTS programmes and a focused effort to control

HlV-related TB in areas of high HIV prevalence

are matters of great urgency.
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Appointment of Deputy Director:

As per the decision of the appointment

committee, Dr. Rano Mal Piryani from

Government of Pakistan has appointed as

Deputy Director in the month of November

2002. He has joined the SAARC TB Centre,

Kathmandu on April 11,2003.

Dr. Mal, a consultant chest physician belongs

to Mithi District, Tharparkar, Sindh, Pakistan.

He did M.B.B.S. in 1 986 from Liaquat Medical

College, Jamshoro and received certificate of
merit. He obtainedMcPs inFamily Medicine

in 1991 from College of Physicians and

Surgeons, Pakistan. He got Diploma in

Tuberculosis and Chest Diseases (DTCD) in

1992 from University of Karachi. He joined

Govemment service in 1987 and served his

native district for more than six years. He

served Ojha Institute of Chest Diseases,

Karachi nearly six years and Department of

Chest Medicine, Jinnah Post-graduate Medical

Centre, Karachi for three years.

He has more than twenty-five research papers at

his credit. His paper on "Tobacco Epidemic in

Tharparkar" was declared as best scientific paper

in Biennial Conference on Lung Healttu held in

month of March 2002 at Peshawar, Pakistan.

After examining his thesis and clinical
performance, Board of Advance Studies and

Research, University ofKarachi on May 9,2002

has awarded him a "Degree of Doctor of
Medicine in Chest Medicine". He is first from

interior of Sindh to have such degree in the subject

of Chest Medicine. He has written his thesis on

"Presentation of Pulmonary Tuberculosis in

cannabis orland opiates Drug Abusers", which

was evaluated at Liverpool and Cardifi UK.

***
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Forthcoming Events:

Regional Workshop of Nodal
Officers of Member Countries
under SAARC- C anada Re gional
TB and HIV/AIDS Proiect, 8-10
July 2003, Kathmandu.
Thirteenth meeting of the Govern-
ing Board of STC and Preparation
of SAARC regional training
modules for TB control
programme, October 2003.
Regional epidemiological training
and training session on integration
of gender in epidemiological report
October 2003.

Regional workshop to develop the
SAARC Regional TB & HIV/
AIDS strategy - October 2003
A laboratory management work-
shop for 2 senior managers from 9

national TB reference laboratories
based on WHO/IUATLD training
modules, December 2003.
Meeting of Lab Directors/In-
charges ofNational Ref. Lab of
Member Countries - Dec. 2003
Trainers' training on TB control
programme, Dec. 2003 in Pakistan.

4.

5.

1.

6.

7.

J.

2.

o

Dent" readexy,

Thank you very much for your interest in STC Newsletter. We ensure you to have the STC
Newsletter regularly and also have noted your request and added your address in mailing list. It
is your publication; please guide us to make it useful, informative and interesting for the doctors,
health workers, researchers, patients and general public who like to take interest in TB control
aspects and HIV prevention in public hcalth.

We request our readers to send comments and suggestions, which enable us to make our publi-
cation as per your need. Your suggestions and guidance are always welcome because these are

the source of our inspiration. Please keep on guiding us through your communication.
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