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STC NEWS

TWENTIETH SESSION OF THE
STANDING COMMITTEE

Twentieth Session of the Standing Co--irt""
was held in New Delhi on27-29 April 1995.

'The Standing Committee considered and
approved the report of the Fourth Governing
Board of SAARC Tuberculosis Cenrre (STC)
held in Kathmandu on 31 January to I
Febrtary 1995.
The report of the STC Goveming Board
contained the achievements of the centre,
budget and programme for the coming fiscal
yeal 1995-96.

EIGHTH SAARC SUMMIT

Eighth SAARC Summit of Heacls of States or
Governments of SAARC Member Countries
was held in New Delhi on 2-4 May, 1995.
The Delhi declaration was issued on 4th May
1995 after completion of the meeting.

The following areas are highlighted in
declalation:-

l. SAARC Decade
2. Regional Cooperation
3. Eradication of Poverty in South Asia
4.SAARC Preferential Trading Arrangement

(sAPrA)
5. Integrated Programme of Action
6. Regional Centrcs
7. Women in Developrnent
8. Children
9. Youth
10. Persons with disability
I l. Shelter
12-Literacy
13. Environment
14. Anti-ten'orism
15. Dr"ug trafficking
16. Science and technology
17. People to People contact
18. South Asian Development Fund (SADF)
19. Projection of Collective Position
20. Security of small states
2 1. International Political Development
22-International Economic and social issues
23. Special measutes for the least developed

and land-locked countries
24. Dates and venue of the ninth meeting of
the SAARC Heads of States or Government.

SEMINAR ON TUBERCULOSrc
CONTROL PROGRAMME
THROUGH
PRIMARY HEALTH CARE
APPROACH IN SAARC COUNTRIES
Kathmandu- 4 - 5 APRIL- I q95

1. The Seminar on Tuberculosis
Control Programme through Primary
Health Care approach in SAARC
Countries was held in Kathrnandu on
4 - 5 April, 1995. Delegates from
BANGLADESH, BHUTAN,
INDIA, NEPAL, PAKISTAN and
SRI LANKA participated in the
Seminar. The name list of the
participants is given on the next page.

Dr. T. M. Shakya, Director, SAARC
Tuberculosis Centre, made the
welcome speech.

The Seminar was inaugulated by Dr.
Kalyan Raj Pandey, Director General
of Health Services, His Majesty's
Govemment of Nepal.

The Deputy Director of STC, Dr. P.
Kumar, proposed the Vote of
Thanks. He expressed his profound
gratitude to the Member States of
SAARC for sending their delegates to
the Seminar, and officials of His
Majesty's Government of Nepal,
Ministry of Health, Ministry of
Foreign Affairs and SAARC
Secretariat for their kind co-opemtion
and co-ordination to organize this
Seminar.

2.

3.

4.
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DISCUSSIONS AND
OBSERVATIONS :

The SAARC Countries had an opportunity to

meet in Kathmandu on 4th. and 5th. April
1995 to discuss "Tuberculosis Control

Programme Through Primary Health Care

Approach".

After detailed presentations and discussions

among Member States, it was the consensus

that Tuberculosis Control services have been

integrated in all Member States through

different approaches. It has been observed in

the meeting that the health workers are not yet

fully motivated for Tuberculosis Programme.

The staff are not adequately placed in

position. They face difficulties in carrying

out proper supervision due to lack of
transportation and knowledge. There is often

shortage of anti-TB drugs at the peripheral

units. Information, Education and

Communication system including monitoring

and evaluation of the programme are not

intensified properly. It has been further

identified in the meeting that the quality

control of the laboratory set-up at Primary

Health Care level are lacking. The proper

referral mechanism is not yet established to

support the Primary Health Care services.

To have effective service delivery of
Tuberculosis control at the grass root level

all Member Countries are having the same

strategies of Tuberculosis Control, i.e.

- to achieve cure rate to over 85 Vo, and

- to incrcase case detection to over70 Vo

(once cure rate has achieved to over 85 Vo).

However, there is scope for improvement in

specific areas.

THE FOLLOWING ARE THE
RECOMMENDATIONS:

l.

2.

3.

4.

5.

6.

To streamline Primaly Health Care

delivery in furtherance TB Control,

identified deficiencies are to be

rectified and job responsibilities

specific to TB Control are to be

incorporated at all levels of health

system.

To strengthen co-ordination and co-

operation among Member Countries

by smooth flow of information on

Tuberculosis Control to STC and

feedback to the Member States;

To exchange experts on TB Control

among SAARC Countries to gain

experience from each other's

progftrmme;

To organize seminar/workshop in all

Member Countries by rotation on

uniform recording and reporting

system and progress of activities on

TB Control;

To establish referral laboratory at

SAARC Tuberculosis Centre

for quality control of TB

bacteriology, Drug Sensitivity and

Bioavailability for Member Countries.

To reserve seats for P.G.

Diploma/Degree in Tube'rculosis for

Medical Officers working in the

National Tuberculosis Control
Programme, subject to contractual

obligation to work in the programme

for atleast 5 years after P.G., in
identified teaching institutions in the

Member Countries.



Fourth Meeting of the Governing Board of the
SAARC Tuberculosis Centre (STC)

Kathmandu. Nepal 31 .Ian. to 01 Feb. 1995.

Introduction:
At the invitation of His Majesty's

Government of Nepal and the Director,

SAARC Tuberculosis Centre (STC), the

Governing Board of the STC held its Fourth

Meeting in Kathmandu on 31 Jan. & 01 Feb.

i995. The Meeting was attended by

Members of the Governing Board from all

Member States and the SAARC Secretariat

was represented by Mr. Humayun A. Kamal,

Director.

The Meeting was inaugurated by Hon'ble

Minister for Health, Mr. Padma Ratna

Tuladhar, His Majesty's Government of

Nepal. Hon'ble Minister for Health in his

Inaugural Address welcomed the participants

to Kathmandu. He emphasized the need for

enhanced co-operation among the Member

States for: ple vention and control of

Tuberculosis, which still constitutes a major

public health problem in the Region.

The Board reviewed the progress in the

implementation of the decisions of the Third

Meeting of the Governing Board. The

Director, STC, gave an overview of the

progress made in the implementation of the

Calendar of Activities of the Year 1994-95,

which was earlier recommended by the Third

Meeting of the Governing Board and

approved by the Twelfth Meeting of the
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Technical Committee of Health and 6) Development of Pilot Demonstration Site

Population Activities (Thimpu, l-3 July onTBControl
t994).

The Board noted with satisfaction that a) Training

Seminar for TB Programme Managers was b) Printing of the guide book

successfully held at the Centre's premises c) Drugs and Logistic

Funded by SAARC-JAPAN Special Fund. d) Health education

The Board recommended the following
activitieVprogrammes could be proposed by 7) Study tour for Director/Dy.Director.

the Member States in the field of TB Control 8) Printing of Newsletters.

Programme for possible funding from 9) Purchase of books on TB and related

Component I of SAARC-JAPAN Special diseases.

Fund for the Year 1995-96:- l0)Subscription of Journals and newspapers.

i) Seminarfordevelopmentof technical D,,r^^+ r)-^-.:-s^- r^-
guidelines for multi-centric study on Annual fl
Risk of Infection (ARI) in SAARC Region.

The Director, STC gave a detailed report on
ii) seminar on HIV and rube'culosis as co- various items of expenditures incurred during
infection & its impact on the TB Control the year lgg4-95 under Institutional &
stmtegy in SAARC Region' programme cost Budgets and the present

position of the Budgets.
iii) Skill upgrading of Professional

personnevGSS of the centre' (a) Institutional cost Budget for the year

1995-96:
The activities / programmes to be The Board noted that the Institutional cost
undertaken for the Year 1'995-96:' Budget for the year 1995-96 was ress than

the previous fiscal year.
1) Workshop for preparation of health

education malerials. (b) Estimates of the Programme Cost for the
2) Printing/production of health education year 1995_96:
materials' The Board, noted that Program Cost Budget
3)Training Programme for regional/district for the year 1995-96 was much higher than ,j
TB programme co-ordinatofs. +La rno+irrr+i^n^r r.a^or D,,r
4) Murti-centdc study on rB bac'rus drug H;H:i:"::ffi;:':::J;:*::I
sensitivity' Budger for rhe Year 1995-96.
5) Training for:Laboratory Technicians on

TB Bacteriology.

':$; &.,+.-d#,W;"



Discussion on Report of the Meeting

of the Group of Experts(SAARC
Secretariat - 20-22 December 1994)

relating to SAARC Regional Centres.

The Director, SAARC Secretariat gave a brief

introduction to this Agenda Item for the

benefit of the Board Members. During the

Meeting, the Directors presented their

respective Working Papers and gave a brief

over-view of the Centres' activities,

highlighting constraints faced by them and

suggesting possible remedies. The Group of

Experts had felt that their recommendations

on the Regional Centres should be placed

before the next meetings of the respective

Governing Boards for their comments.

Anv Other Matter:

a) Audit of the STC's accounts:

The Director, STC refemed to decision of the

Third Meeting regarding audit of the STC's

accounts for the Financial Years 1992-93

and 1993-9 4. He informed the Board that as

per the existing practice, the accounts of the

Centre was audited by two auditors from

Nepal and Bangladesh.

The Board recommended the next Meeting of

the Governing Board may be held in
FebruaryAvlarch 1996.

Vote of Thanks:

On behalf of all the Members of the

Governing Board, the Member of the

Governing Board from India thanked the

Chairman for the efficient and charming

manner in which he conducted the

deliberations of the Meeting. He also

expressed appreciation to His Majesty's

Government of Nepal and Director, STC for

the warm hospitality extended to the

Members of the Board and for making

excellent arrangements for the Meeting.

Members of the Governing Board of
the SAARC Tuberculosis Centre

Bansladesh:
Dr. A. K. Md. Ahsan Ali,
Director Micro-Bacterial Disease Centre
& Project Dircctor, TB and Leprosy Control
Services,
Dhanmondi R/A, Dhaka.

Bhutan:
Dr. Gado Tshering,
Deputy Superintendent,
Jigme Dorji Wangchuck National Referral
Hospital, Thimpu.

India:
Dr. L. B. S. Dey,
CMO (TB), Ministry of Health & FamilY
Welfare,
New Delhi.

Maldives
Dr. Ahmed Razee,
Senior Registrar in Medicine,
Male' Health Centre, Male'.

Nenal:
Dr. Dirgh Singh Bam,
Senior Chest Physician,
National Tuberculosis Centre,
Thimi, Bhaktapur(Kathmandu).

Pakistan
Dr. Muhammad Hussain Khan
Medic al Superintendent
TB Centre, Rawalpindi.

Sri Lanka:
Dr. (Mrs.) C. Pitigala,
Director,
Repiratory Diseases Control Programme,
Walisara, Ragma.



SAARC COUNTRIES
4 TO 9 JULY, 1995, KATHMANDU

TRAINERS TRAINING FOR
DISTRICT TUBERCULOSIS
CONTROL PROGRAMME IN

A six day's training programme was

organized by SAARC Tuberculosis Centre on

4 to 9 July, 1995 at Kathmandu. 17

participants and 2 facilitators attended the

plogramme._

Participans:

2 from Bangladesh, 2 from India, 2 tiom
Maldives, g frorn Nepal, 1 fiom Pakistan, I
from Sri Lanka.

Facilitators:

Dr. B. Mahadev from India and Dr. P. Malla
linrn Nepal.

Secretary of Health, HMG/Nepal, Mr. Jeet

Bahadur Karki inaugurated the programme at

a function held in STC training hall, on

Tuesday,4 July 1995.

Secretary of Health, Mr. Jeet Bahadur Karki
extended a warm welcome on behalf of
HMG/Nepal to the eminent experts in the

field of tuberculosis frorn the SAARC

countries, as well as other distinguished

glrests attending the ceremony. Stating the

view that SAARC TB Centre has opened a

new area of opportunities for cooperation and

technical support in National Tuberculosis

Control Programme of the member counties.

Likewise, Dr. Dirgh Singh Bam, the
Director, SAARC TB Centre made welcome

. speech and extended a warm welcome to all
the delegates. Referring TB is a

communicable disease, Dr. Bam emphasized

the need that TB is a still a major public
health problem in which must be controlled in

the region. He expressed the confidence that

such training programme will be helping us

by providing more and more trained trainers

in the field of TB control in this region.

Deputy Director of SAARC TB Cenrre, Dr.
P. Kumar delivered vote of thanks to ail the

concerned member countdes tbr sending their

participants and other necessary helps.

During the function, Mr. Prabal SJB Rana,

Mr. Lila Prasad Shanna represented in the

programme from SAARC Secretariat and

Ministry of Foreign Affairs, HMGiNepal
respectively.

Programme was concluded on 9th July 1995.

The concluding ceremony was chaired by Dr.

T. M. Shakya, out-going Director of SAARC

TB Centre. Mr. L. A. Choudhuri, Director,

SAARC Secretariat, Mr. Lila Prasad

Sharma, Ministry of Foreign Affairs,
HMG/Nepal, Dr. D. S. Bam, Director,
SAARC TB Centre, Dr. B. Mahadev, NTI,
Bangalore, India, Dr. S. A. Shah,

Participant, Pakistan and Dr. P. Kumar,
Deputy Director, SAARC TB Cenrre,

Kathmandu exprcssed their views on the TB

control situation in the SAARC region.



VISIT OF SRI LANKA BY DEPUTY DIRECTOR
' 
diriln rI{E PRocRAMME oF srtlDY rotiR

Dr. C. Pitigala, the Director' Respiratory

Disease Control and othet staff the

Chest Clinic' Galle with
Dr' P' Kumar

DeputyDirector,SAARCTuberculosisCentre,Dr.P.Kumar
visited sri Lanka under the progr;;; 

-of 
study tour' He has observed

rhe Nationar riruercutosis pr;;;;*. 
^..Td 

facilities available in

colombo chest eiiri, and centrii "tt"., 
clinic, Galle' Sri Lanka'

I
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TUBERCULOSIS CONTROL PROGRAMMB IN INDIA .
PROGRESS AND PROSPECTS

1. PROBLEM OF TUBERCULOSIS

a) World Situation

Aftel nearly four decades of
introduction of specific chemotherapy for
tuberculosis it is disheartening to note that the
TB situation is deteriorating globally, over
the_years. It is estimated that at preseni nearly
eight million cases occur annually and India
and China together account for about half of
thgm. Approximately three million people die
of the disease which kills more adults each
year than any other infectious disease. Even
in the industrialized countries where it was
considered to be on the decline not so long
ago, the disease has been registering an
increase in recent times. In the USA for
example, the disease has increased by 20Vo
between 1985-92, fi'om a declining rate of
6Vo per year.

b) _Indian Situation

It is estimated that about l.5%o of
India's population, or about 14 million
persons, could be affected with pulmonary
tuberculosis. It'is also known that nearly half
of the adult population in the country must be
inf'ected with tubercle bacilli, who form the
reservoir of those who would breakdown
into active cases in the future. The chain of
infection in the community is maintained
primarily by a proportion of the patients who
are smear positive, estimated to be about 3 to
3.5 rnillions,

By-Dr. A.K#rffL.;

chairm an * i-,l'ff ;:'i:?i,fr i:

2. HIV AND TUBERCULOSIS

There is a rapidly expanding TB-HIV
co-infection and with a spread of HIV
epidemiological situation of tuberculosis
would deteriorate as they are synergistic.
HIV infection has emerged as the strongest
yet identified risk factor to allow laient
tuberculosis infection to progress to overt
clinical disease. The chances of developing
tuberculosis in HIV-TB co-infected pebple
increase to Ijvo evefy year from I6vo Tor
lifetime in people having only TB infection.
With nearly half of Indian adult population
having tuberculosis infection -and 

HIV
infection increasing with time, there is no end
in sight as to how bad the dual epidemics
might get.

3. DEVELOPMENT OF NTP

The strategy of our organized fight
against tuberculosis for the tirst time in lq62
was developed to meet the demands of the
situation as above. It has been the result of a
series of significant research findings of the
then Tuberculosis Chemotherapy Centre
Madras (TCC) and the National Tuberculosis
Institute Bangalore (NTI). the programme
had taken into account the scarcity of
resources, social customs and prejudices of
the people finding expression as their 'l'elt
need', and the technological breakthrough
that domiciliary chemotherapy was as good
as that administered institutionally. The
operational aspects of the strategy, to deliver
the prograrnme through primary health care,
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c)

splltum examination as well as
diagnosis of new cases has been
rising 1978 throu gh 1992.

Treatment

The failure to obrain a high
treatment completion and absence of
information on treatment results under
NTP, however, remain a serious
problem to be reckoned with. only
about 30Vo of DTPs are found to
repoft on cohort analysis. Not more
than 27Vo of patients were found to
complete twelve monthly drug
collections or more (Nagpaull),
which is reported to have increased to
4AVo in 1992-93 (l{rt2;.

Short Course Chemotherapy

Until 1983, only
conventional regimens were used
under the NTP for all categories of
paiients. With the introduition of
Short Course Chemotherapy (SCC)
on a pilot basis in 18 districts initially,
to be followed in more in stages, it
was envisaged that a potent tool had
been brought into operation.
Currently, the SCC regiments are
made available in 253 of the districts.
Even though treatment completion on
an average has improved to about
50Vo with the introduction of six
months SCC drug regiments (NTI2),
it is realized that in effect it still falls
far short of the compliance required to
obtain a cure rate of 85Vo, i. e., the
expectation from a well managed
SCC treatment programme.

Sunervision and Monitorino

One of the key deficiencies in
the functioning of the supervision and
monitoring system of the programme
activities under the NTP is the fact
that not morc than 507o of the PHIs
are being supervised any time during
the year, even though each needs to
be visited by the DTP supervisors
every quarter, The reporting by both
the DTCs as well as the PHIs to the
respective monitoring agencies are
also found to be deficient. These
observations of inadequate
supervision by the DTCs along with

those on deficiency in coverage of the
institutions for tuberculosis activity
are considered to be significant
lacunae in the process of rendering
service to the felt need.

Thus, overall, it can be stated
that even though the DTP presents a
picture of encouraging progress,
especially when seen in the context of
a developing economy with its own
pressures and compulsion, its policies
and operations need some corective
actions.

EVALUATION OF NTP

In October, 1992, a joint
GOI-WHO-SIDA evaluation of
National Tuberculosis Programme
was conducted and the following
shortcomings were highlighted :

inadequate budgetary outlays and
shortage of drugs.

undue emphasis on X-ray instead of
sputum testing fol diagnosis.

poor quality of microscopy

emphasis on detection of new cases
instead of achievement of cure.

poor organizational set up and
support for tuberculosis.

lack of consensus among
practitioners regarding treatment
reglmes.

THE REVISED STRATEGY
OF NTP

In view of these
recommendations, steps have been
taken in 1993 to take remedial actions
to revise some of the activities under
the NTP, with a goal to:

reduce morbidity and mortality due
to tuberculosis.

to cut the chain of transmission.

The objectives of the revised
strategy of NfP are:

d)

8.

i)

ii)

iv)

v)

vi)

9.e)rl1J

,l

i)

ii)

11
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SCENARIO OF TUBERCULOSIS IN SAARC REGION AND
W.H.O.RECOMMENDED STRATEGY OF

TUBERCULOSIS CONTROL
Dr. P. Krrnar

Deputy Director
SAARC Tlrberculosis Csrtre

Scenario of Tuberculosis in SAARC
Region

Tuberculosis is a major public health problem
in SAARC Region. 7 Member Countries -
Bangladesh, Bhutan India, Maldives, Nepal,
Pakistan and Sri-Lanka having about 5
million estimated TB patients. 2 million new

TB patients coming every year out of which
9,00,000 are sputum positive, responsible
for spreading disease in community. 700,000
deaths occur in the region due to
Tuberculosis every year. SAARC region
bearing 25 Va burden of the world TB
problem.

Estimated number of
sputum positive

TB

3,636,000

2I7,0A0
420,000

4,956,000

all forms (1000 all fonns (1000)

Bangladesh
Bhutan
India
Maldives
Nepal
Pakistan
Sri Lanka

2.00-1.00
2.50-1.00
2.00-1.00
2.00-1.00
1.50-0.70
2.00-1.00

202.8
0.9

1641.7
0.4

33.4
r28.2

29.4

83.s
0.2

544.0
0.05
13.8
48.7
11.8

68
36
63
24
69
38
67

L) 50Vo arc smear-positive. In the SAARC region.
2) 50 (40 -60) smear positive cases per 100000 per each percenr of ARI.
3) I.22 smear-negative and exta-pulmonary case for each smear-positive case .

4) Cure tate of the SAARC region is 6AVa.
5) Case fatality among cases rcported but not cured: Smear positive: 40Vo; Others:3AVo
6) Case fatality among cases not treated: Smear positive: 55%: Othbrs: 43Vo
7) Additional HIV- related cases ate taken into account.

Source: -Demographic data fbr Health Situation Assessment and Projections,
WHO. Geneva, 1993.
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Wel-come News:

NEW DIRECTOR IN SAARC
SECRETARIAT FROM
BANGLADESH

Mr. Liaquat Ali Choudhury from Bangladesh
joined as new Director in the SAARC Secrc-
tariat on 5 July 1995, succeeding Mr. Kamal
who served the Secretariat for 3 years.
A career diplomat belonging to the Bangladesh
Foreign Service. He served in different capa-
cities in the Ministry of Foreign Affairs in 

-

Dhaka. He has also been closely associated
with SAARC activities during the Seventh
SAARC Summit in Bangladesh, 1993.

APPOINTMENT OF DIRECTOR,STC

Dr. Dirgh Singh Bam has been appointed as
the Director, SAARC Tuberculosis Centre
from the month of July 1995. Dr. Bam has
been working in National Tuberculosis
Control Programme since 1979. Dr. Bam is
M.D. in General Medicine and Post Graduate
in Tuberculosis and Medical Epiderniology.
Now he is Director of NTC also.
In 1993 Dr. Bam was chairman of
Governing Board.

Establishment of Librar$
Recently a library has been established in
STC. We are trying to collect all the books,
journals and other information pertaining to
Tuberculosis and its control from with in and
out side of SAARC region.

Visit of SAARC Tuberculosis Centre
by eminent officials:
The Director, STC have pleasurc to welcome
eminent officials to the centre.

- Dr. Donald A. Enarson,
Scientific Director
IUAT/LD, Paris.

- Dr. Ghazala Ansari,
Director, Ojha Institute of Chest Diseases,
Karachi, Pakistan.

- Dr. R. C. Jain,
Dircctor, L. R. S. Institute for TB and
Allied Diseases,
New Delhi,India.

Dr. W. V. Senaratne,
Chest Clinic, Kendy,
Sri Lanka.

Dr. L.B. S. Day'
C.M.O. TB Division,
Dte.G.H.S., New Delhi,
India.

Dr. B. Mahadev
CMO, NTI, Bangalore,
India.

Mr. L. A. Choudhuri

Dr. Dirgh Singh Bam

I
I

i

Dr. Thir Man Shakya, out-going Director of
SAARC Tuberculosis Centre has been retired
from the post of Director from the month of
July 1995. We all STC staff wish him a very
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The first link in the Hold Chain is an effective

drug regimen. This must be easily tolerated

by the patient, with few adverse effects. It
must rapidly render the patients non-

infectious, and have h low relapse rate

following treatment com pletion.

An effective treatment regimen is useless if
there is no way of getting the drugs from the

manufacturers to the patient. An efficient and

reliable logistical system is essential to

ensufe that health units offering treatment to

patients with tuberculosis never run out of
drugs.

The drugs may get to the health units, but if
health workers do not know how to use them

appropriately, the right patients won't get the

correct numbers and dosages of drugs, for

the proper period of time. skilled staff are an

essential part of the hold chain, and need

ongoing training and supervision to maintain

their skills.

Skilled staff using effective drugs will be

fiustrated in their efforts if patients don't

come to use the health service. Two links in

the chain ;may prevent patients from doing

so. First, if the community are not aware of
the services available, and not aware of the

symptoms of tuberculosis, they won't know

to come to health units for diagnosis and

treatment. An educated and empowered

community is morc likely to make appropriate

use of available services.

The second related factor is that of quality of
service. Even if patients are aware of the

symptoms of tuberculosis, they may choose

to avoid using it, if it is not acceptable,

appropriate and accessible to them.

Efficiency, equity and effectiveness arc other

indicators of quality.

The final link in the chain is supervision of
treatment. For patients this ;means Directly
Observed Treatment (DOT), with follow-up

of those who stop taking their medicines.

Supervision of the patients is just one part of
the overall system of supervision though,

which starts at the top with the central unit of
the National Tuberculosis Programme, and

includes all the other levels- rcgional, districts

and treatrnent centre. Supervision is a means

of ensuring a continuous supply of treatment

is made available to the patient, together with

the encouragement and information necessary

to assist him/her take that treatment unit
he/she is cured.

If any of the links are missing, the Hold

Chain breaks, and the patient will not be able

to complete treatment.

The Hold chain focuses our attention on the

health system and on what we as health

workers can do to ensure that patients are

given every oppoftunity to complete the

treatment they need- As a model, it can be

used in teaching to help health workers look

at their own activities in aiding patients

complete their treatment, and in management

as a tool to look at the different aspects of the

health service and identify weak areas that

need strcngthening. Until we can ensure a

strong and sustainable Hold Chain, we will
not achieve our objectives in the SAARC

region - high cure rates in patients with
tuberculosis, and control of this dreadful

disease.
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Deal Dr. Satpathy,

, Th?nk you very much for your kindletter and we ?lylyl _appreciate your
conrribur.ions ro rhis STC Newilettei.

- Editor

Pt, P Chandarsekher,
_Epidemiologist & Dir.ecror., NTI (Retired)
India-

l',........... I am happy ro ger STC
Newsletrer of Decembei rigq."- e- -

Dear Dr. Chandrasekher,

.. Thank you very much for your letter
rcgarctrng thc STC Newsletter

- Editor

Dr. M. A. Rahim,
Prof.& Head of the Dept. of TB & Chest
Diseases (Retd.)

"I have received your Newsletter Vol No. IIano ul. - I hough I have retired, I am
rnterested in active participation of activities
of SAARC TB progiamme'."

Dear Dr. Rahim,

Thank you v_ery -much for your
response towards the Newsletter.

- Editor

Dr. G. Visweswaraiah,
Joint Dir-ector (Tuberculosis)
Lady Willlingdon Srate TB Centre
Bangalore, India.

"....I am glad to receive the copy of STC
Newsleuer of Dec.l994,.Itrave gdrie through
the STC Newsletter which .on[uini uarious
TB controlling measurc evened in SAARC
countries, discussions made in conleience
and review meeting of TB experts *t i.h or"
really help...."

Dear Dr'. Visweswaraiah
Thank you very much. _ Editor

Dr. Pravash Chandra pattanaik,

leputy_Dfector of Health Services (TB)
Orisa,India.

"....... It is a great pleasure for me to receive
!h. STC Niwstet'ter. Vor Iii. iirl, "prouia",
important information on tB.;
Dear Dr. Pattanaik,
. rhank you very much 

ig';l;l1.letrer.

Dr. Vikram Kumar Jain,
Prof. & Head,
p_ept. TB & Respiratory Diseases,
SP Medical Coilbge, gitun.i, indiu.

I!.4 you very.mpch for sending the STC
Newsletter, which is very much irifor.mative
and knowledgeable ."

Dear Dr. Jain,

Thank you very much.

STC Newsletter, Wel-comes letters to the

:$,9:;R.rponses and Comments r.egardi ng
tne lntormation included in this islue are
most desirable. Letters may be ediieO for
reasons of clarity or space.

Thank you all.
- Editor
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National TB Programmes

214 countries and territories

45 countries and territories that

have begun to establish effective

national TB Programmes

DOTS Is Not Used

8 million annual TB cases

5 million receive some

treaffnent

0.5 million receive DOTS

Source:'WHO TB Programme

(WHO Report on the Tuberculosis Epidemii"95)

(DOTS = Directly-observed treatment, short-course)




