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STC AIEWS
Report of the Sixth Meeting
of the Governing Board of
STC and Seminar on Pilot
Demonstration Areas of TB
Control in Member Countries,
(Kathmandu 7-10 January. 1997)

At the invitation of the Director, SAARC
Tuberculosis Centre (STC), the Sixth Meeting of the

Governing Board of the STC succeeded by Seminar

on Pilot Demonstration Areas of TB Control in
\ftember Countries was held on 7th-lOth, January

1997. The Meeting was attended by Members of the

Governing Board frorn all Member States except Sr.i

Lanka. The SAARC Secretariat was represented by

Ms. K. C. Namgyel, Dircctor.

The Meeting was inaugurated by Hon'ble Minister

for Health, His Majesty's Goveffrment of Nepal,

Mr. Arjun Narsingh K.C. Welcoming the

participants, the Hon'ble Minister ernphasized the

need for enhanced cooperation irmong the Member

States for prevention and control of Tuberculosis-

$ational 
TB Programmes are facirg great challenge

to control this peculiar disease. Since duration of
treatment is long, many patients do not complete

full course, which leads to many problems including

emergence of clrug resistance Tuberculosis. He

expressed confidence that collective wisdorn &
concerted efforts from member countries will be able

to help National Tuberculosis Programmes to tackle

with this problem effectively.

Dr. D. S. Bam, Director of STC extended a waffn

welcome to delegates.
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The inaugural ceremony was chaired by Mr. G. N.

Ojha, Secretary of Health, MOH, His Majesty's

Government of Nepal.

Review of the Progress of the
Centre:

The Board reviewed the progress in the

implementation of the decisions taken at the Fifth
Meeting of the Governing Board and formulated

following programmes for the next year:

Programme for the year 1997-98:

1. The SAARC training programme for
strengthening IEC activities.

2. Workshop relating to research on TB/HIV in

Member Countries.

3. Trainers' training for TB programme

managers.

4. Scminar on Socio-anthropological research

studies in the field of Tuberculosis.

5. Other regular activities like Publication of STC

Newsletter and other documents etc. E

Report of the Seminar on
Pilot Demonstration Areas of
TB Control in Member
Countries:
A Two day SAARC Seminar on Pilot Denionstration

Areas of TB Control in Member Countries was held

in Kathmandu on 9-10 January 1997. Delegares

from Bangladesh, India, Bhutan, Maldives. Nepal

and Pakistan participated in the Seminar. The

purpose of the Seminal was to exchange experiences



of revised strategy of TB control in SAARC

Member Countries.

The seminar began with presentations on pilot

demonstration areas of TB control in member

countries. All participants presented their country

paper which was followed by detailed discussions

and interactions.

The Recommendations made in the

Seminar:

1. SAARC Member Countdes should develop a

strategy on defaulters tracing to achieve high

cure rate under National Tuberculosis

Programme (NTP).

2. National Tuberculosis Programmes of Member

Countries should intensify their efforts to

strengthening information, education and

communication, related to Tuberculosis at all

levels.

3. Even in those countries where through

successful control measures good results have

been achieved, it is important to maintain the

commitment to sustain the achievements'

4. The progress of Pilot Demonstration Areas

may be compiled and disseminated by the STC

on regular basis for the information of experts

in Member Countries'
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National TB Control Proglamme of Member

Countries should develop an strategy to

involve private sector for the appropriate

management of TB cases considering that large

number of TB patients are being entertained by

them.

Experience of revised strategy should be

shared among Member Countries in the form

of exchange of case studies and documents'

Name tist of the ParticiPants:
1. Dr. A. Md.Imanuzzaman'

Chest Specialist, Professor of Respiratory

Medicine, Institute of Diseases of Chest

Hospital, Dhaka, Bangladesh

Dr. Pem NamgYel,

Minisuy of Health and Education

Thimphu, Bhutan.

Dr. P. Biswal

L

DGHS, Ministry of Health & Family Welfare

New Delhi,India.

Mr.Ibrahim Shaheem

Dy. Director,

Disease Control & Prevention

Dept. of Pubiic Health, MOH' Male,

Maldives.

Dr. Pushpa Malla

Chest Physician'

National TB Centre, NePal.

Mr. Abdul Qadir

Embassy of Pakistan'

Kathmandu, NePal.

Dr. D. S. Bam,

Director, STC

Dr. P. Kumar,

Dy. Director, STC.

5.

6.

2.

3.

4.

t5.

6.

7.

8.
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Observers:

1. Dr. Ian Smirh,

Advisor, NTP, Nepal.

2. Dr. K. Osuga,

Team Leader', JAT for NTp, phase II.
3. Dr. N. Yamada,

Experl ,,
4. Dr. Yarnasaki

Expert ,, ,,
5. Dr. K. B. Shrestha,

Senior Chest Physician,

NTC, Thirni.

6. Dr. M. K. Prasai,

b Medical Ofticer,

NTC, Thimi.

7. Dr. S. B. Pande

Medical Officer

NTC, Thimi.

8. Dr.N. R. Shanna,

Medical Ofticer,

NTC, Thimi.

9. Dr. R. Pant

Medical Oflicer

NTC, Thimi. D

l?t
&

eport on SAARC
onsultative Meeting on TB

AIDS.
Kathmandu, 23-25 Sept. 1996.

The SAARC consultative meeting was held in
Kathmandu and delegates from Bangladesh, India,

Maldives, Nepal and Pakistan participated in the

meeting. The purpose of the meeting was to develop

a regional strategy for TB and AIDS control in
Member Countries.

The rneeting was inaugurated by Mr'. Ghana Nath

Ojha, the Secretaly for Health, His Majesty's
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Govemment of Nepal. The inaugural ceremony was

chaired by Dr'. Kalyan Raj Pandey, rhe Director
Ge reral of Department of Health Services, His
Maj esty's Go vern men t of Nepal. M s.

K.C.Namgyel, the Direclor, represenred the

SAARC Secretariat. Vote of thanks was given by

The Recommendations Made in the
Meeting:

1" SAARC Member Countries recognising the

Tuberculosis and HIV coepidemic as a serious

development issue facing the region are

committed to cooperating in major priority areas

i.e. Advocacy, Training, Research and Care of
Patients with HIV and TB.

2. SAARC Tuberculosis Centre will function as

nodal centre to strengthen coordination and

cooperation among Member Countries by

smooth flow of information on TB and AIDS

control to STC with f'eedback to the Mernber

Countries.

3. Member Countries will each develoil a five year

action plan to control the epidemics with facility

for annual review of the results and

dissemination through the STC.

4. Member Countries will exchange experts on TB

and AIDS control to gain experience tiom each

others programmes.

the Dy. Director of STC, Dr. P. Kumar.



5. An annual meeting on TB/AIDS will be held in

the SAARC region in all Member Countries by

rotation, to review progress of activities on TB

and AIDS control, to review annual action plans

for TBIHIV contiol in each country and to

identify areas for collaboration'

6. The SAARC TB Centre will establish a referral

laboratory for qualitY control'

Name list of the ParticiPants:

1. Dr. A. Md.Imanuzzaman,

Director, MDCP and

Project Director, FDTLCS, DGHS'

Dhaka, Bangladesh.

2. Dr. Musharraf Hussain'

Professor,

Dept. of Blood Transformation

Dhaka, Bangladesh.

3. Dr. G. R. Khatri,

DDG, TB

DGHS, New Delhi,India'

4. Dr. Mohammed Shankat

Asst. Director (T) NACO'

DGHS, New Delhi,India'

5. Mr. Ibrahim Shaheem

Dept. of Public Health

Male, Maldives.

6. Dr. PushPa Malla

Chest PhYsician,

National TB Centre,

BhaktaPur, NePal.

7. Dr. Prakash Aryal,

Director',

National Centre for AIDS & STD Control

DePt. of Health Services,

Kathmandu, NePal.
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8. Dr. Sharif Ahmad Khan,

Manager,

AIDS Conu'ol Programme

4 Khybar Road, Peshawar' Pakistan'

Observers:

1. Dr. Ian Smith,

Advisor, NTP, NePal-

2. Dr. Bal Krishna Subedi'

Dy. Director,

National Centre tbr AIDS & STD Conu'ol

Dept.of Health Services,

Kathmandu, NePal.

SAARC TB Centre:

ll

1. Dr. D. S. Bam,

Director.

2. Dr. P. Kumar

Dy. Director. tr

Report on StudY Toul .of
D;. P. Kumar, DY. Director
of STC to Pakistan: t
Dr. P. Kumar , Dy. Director, STC visited the

National Tuberculosis Control Programme of

Pakistan on 15 to 22 July 1996' The purpose of

the visit was :
. To study National TB Control Programrne'of

Pakistan.

. To study revised strat€gy of TB cont'ol by

implementing DOTS in various sites in

Pakistan.

4



. To obserye progress of Multi-centric study on

Primary.Drug Resistance under progress in
Ojha Institute of Chest Diseases of Karachi,

Pakistan.

Some observations of 'Dr. Kumar's
visit are as under:

Applopliate clinical, research and training
facilities are available in Ojha Institute of Chest

Diseases, Karachi. The Director of institute

desired to pravide training for laboratory staff
to complete Primary Drug Resistance Study

effectively. There is a strong scope for
initiating and coordinating rnore research

projects at this institute.

Revised strategy of TB contr.ol by

implementing DOTS in Nizamabad Chest

Clinic is an effective project, however,

involvernent of morc peripher.al centres within
the project area will ease the bur.den on main

centrc as well as help to achieve high cure rate.

A valuable training material has been

developed by Directorate of TB control
N.W.F.P-, Pakistan. TB control programme

in Peshawar is running very well, DOTS

project is running successfully with high cure

rate.

4. Appropriate training and research facilities are

available at TB centle, Rawalpindi, a federal

level chest and TB institute. Laboratory
facilities with adequate trained manpower is

available which can be developed refercnce

laboratory tbr TB control.
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National TB Directorate, Rawalpindi is keen to

have stlong coordination and coopemtion with
STC and ready to ot'ganise some of activities
decided by the Governing Board of STC, if it
is taken-up through SAARC Secretariat and

Ministry of Foreign Aflairs, Islamabad.

National TB Directorate wants that multi-
centric study can be initiated at TB centre,

Rawalpindi along with Ojha Institute of Chest

Diseases, Katachi, considering the size of
population of Pakistan. He also feels that a
SAARC TB Association which can function as

leader of Non Govelnmental Organizations
(NGOs) working for TB control in Member

Countries should be fonned. TB Association,

Punjab (Pakistan) desires to have annual

SAARC TB conference every year in region

after formulation of SAARC TB Association.

TB control efforts in Pakistan is in progress in

all the areas. National guidelines and five year.

plan has been prepared. Revised strategy of
TB control based on DOTS is in progress in
Pilot Sites, training manuals for staff has been

prepared and tlaining programme based on this

is in progress.

Officials of all visited centres appreciated, the

roie of STC in TB control and assurc fbr full
cooperation

Name of Officials rnet during the
visit:

Dr. Sardar Pewez,

Director, Directomte, TB Control, Rawalpindi

Pakistan.

5.

6.

1.

2.

8.

a
J.

9.

,\
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Special Articles 8L Technical
InformCItion on Tub ercl,tlo sis

National Tuberculosis Control programme in
Maldives

TB was identified as one of the major public health
problems in the country as far as 1940's. Even
before Maldives obtained the membership of WHO
in 1965, efforts have been made jointly to assess the

prcvalence and to explore the epidemiological factors
that are relevant to contribute the spread of TB in
Maldives as well as to formulate strategies in
controlling and preventing the disease in the
country.

A preliminary srudy was conducred in I974 jointly

fUV Danish Scout Aid, WHO and the governmenr of
Maldives. This study indicated that there would be

an estimated 35 TB cases for. every thousand
population.

Baqed on these findings and considering the
importance of the disease and its burden, the TB
contlol programme was launched in I9j6 by the

government which was financially supported by
Danish Scout Aids and technically supported by
WHO. The activities pertaining to control and

prevention of TB, was fully integrated along with
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Sn t.oauction:

Mr. Ibrahim Shaheem

Deputy Director
Disease Control & prevention,

Department of Health, MOH,
Male, Maldives..

leprosy and EPI activities that were than
implemented under the TB Leprosy Control
Programme.

Prior to launching of thfs programme a separate unit
under the name of TB Clinic was established in
1966 in Male. The mandate of this facility was ro

implement activities to control and prevent the

spread of TB in the country.

Standardized combined TB treatment was introduced
to the counrry in 1980. Till than only drugs
(INH+Thiacetazone) were administered to ali those
patients who were under going treatment at various
islands. Till the revised of the Family Health
Workers (FHWs) were made available at rhe island,

the Island Chief has been charged ro administer the

tablets which has to be consumed in front of the
Island Chief.

Poor living conditions such as over crowding and to
large rating lack of awareness on causes and spread

of the disease and the leading factors that have been

i
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activities will be monitored and evaluated at eentr.al;

regional and atoll level.

Strategies:

. Decentralization of TB control activities,

mainly case detection and case management to

all Health Centre levels in order to increase

early case detection and case finding activities.

Introduction and expansion of
chemoprophilaxis for children considered as

contacts or all those children who are expose

to infection.

Intensification of case finding activities at all

identified hyper endermic areas through

decentralized system.

Canying out regular follow-up activities by

regional level teams to assure quality of

seruices under taken.

Setup mechanisms in order to evaluate the TB

progrurmme.

Reduce tlansmission of TB caused by the

other factors / causes such as HIV.

Establishment of better facilities at

RegionaUTertiary levels for those who require

hospitalized treatment.

Developing of close coordination and

coopefation with NGo, and other organization

and allocate enough resources to cope with the

above stated-objgqtiv9s. .!. .,.
'ri: ' E ,l,'.:r" i:'ii!:r\':' 1.,: .: :..,,: ,,:r:iii it I

Sustain the BCG coverage above 95 Vo for alL

new boms.

9
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administrative staff. At the divisional level, the

programme is supported by Divisional Director
Health and Divisional Consulranr TB & Leprosy. At
the district level Civil Surgeon is responsible for
implementation of National Tuberculosis Control
Programme and at thana level Thana Health and

Family Planning Officer is solely responsible for
NTP.

Staff Development:

Entire staff at all levels involved in Tuberculosis

Control Programme have been trained prior to
expansion of the project.

a
A total number of 24,039 health manpower have

been trained till the end of Nov. 1996. Medical
Officer are trained for one week WHO training
modules. Divisional Directors and Civil Surgeons

have received one day orientation. Laboratory

Technicians have received one weeks training. Mid
level staff have received 3 days and field staff 2 days

training.

National.guidelines for tuberculosis control and

technical guidelines for Laboratory Services were

q;$1u"ton"d 
and distributed.

Fellowship:'
A total of about 102 persons availed of WHO
f'ellowships. Most of the fellowships came under

one week study tours.

Expansion of the Project:
The implementation of NTP started in 4 thanas in

Nov. 1993. The project has expanded to 307 rhanas

by Nov- 1996. The present coverage under the

Project is 92- 1 million population which represents,

66.7Vo of the country. The four NGOs (BRAC,
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Dam ien Foundation;r i IilEFD, :and ; :DBLM), : hav€:

started th e p roj ect lfllp lem e n tatioq i n, tu .ber. puJ o sis;

from 1994 presently,eoveted,1l0 thanas byr,Nov.:

1996. Population coverage is 33 million,23.9Va af,

the country.

The 44 TB Clinics have started the project
implementation on a small scale in the municipal

thanas and Sadar thanas, where they are situated.

Operational Accomplishments:

1. Case finding:
From the 4th quarter 1993 to 3rd quarler 1996 the

total number of registered cases in Government

implemented thanas were 23,378. Out of them

T3,474 were new smear positive cases, 8,203 are

new smear negative, 628 arc relapse and 1073 are

extra pulmonary tuberculosis.

Out of 44 TB clinics, 58,647 tuberculosis cases

reported by the end of 3rd quarrer 1996.2I,662,arc

new smear positive 33,168 ale new smear negative

637 and 3180 are relapses and extra pulmonary

tuberculosis respectively.

To summari ze thecase finding activities it has been

noted that a total of 93,271cases of tuberculosis has

been detected since Nov. 1993 to 3rd quarter of
1996. Out of which 44980 are new smear posirive,

1481 are relapses, 4,61I are extra pulmonary

tuberpulosis and 42,199 are new smear negative.

Mostly 25-44 age groups are affected and males are

predortrinant than females.

Treatment Results:

Out of total 1022 pulmonary smear positive cases,

702 cases were culed upto 2nd quarter of 1995

11
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Drugs and Logistics:
Two emergency drug consignment from WHO
were received in 1994. Drug procurementfor 1994-

95 was done by the GOB through local competitive

bidding (LCB). In 1996 the drugs will be order-ed

through internarional competitive bidding (ICB) by

GOB.

The quantity of drugs has been sufficient. Also the

distribution has been adequately functioning. The

Distribution of dlugs and other materials has been

directly frorn the central level to the thana level. The

district storcs arc used as intermediate stores. The

\$roject delivers the drugs on quarterly or six
monthly basis to the district stores. From there the

TH & FPOs have to collect their drugs.

The quantity of drugs to the respective thanas is

checked by the central level. The amount of dr-ugs is

based on the number of cases treated in the previous

quarter allowing for a rcserve stock for 3 months,

for this purpose a,drug request fbrm has been

developed for the thana level.

Transport:

34 motorcycles were received in 1993 and

distributed in 1994 and 1995. The motorcycles are

distributed through a hire purchase system to District

Medical Otficers, Jr"rnior Consultants and TH&FpOs

and Medical Officer at thana level for supervision.

200 bicycles were received in 1995. They ar.e

distributed to Leprosy Control Assistants involved

in TB Control Programme

Conclusion
Through NTP being integrated in general health

services it needs constant supervision and

monitoring to achieve the curc rate to over 85Vo.

DOTS is really possible in Bangladesh with
adequate health stafT and infrastructure to have good

tleatment results.

Table No. 1. Training on TB and Leprosy 1993-1996 (November)

Catesorv of Manoower
No. of Staff Trained

1993 r994 r995 1996 Total
visional Director, Civil Surgeon, Dep.
vil Surseon

l0 l8 4A 0 68

THFPO, MO (TBlLep Desisnared) 52 187 652 165 10s6
TB Clinic Consult"ant, MO TB Clinic,
National Consultants

41 N 44 0 125

Mid-Level StalT 42 326 t617 950 2935
Field Level Staff 220 2007 14842 2550 19619
Laboratorv Technicians 29 6 91 50 236
Total 394 2644 17286 3',tls 24039

Table No. 2. Case-finding of Tuberculosis in Bangladesh

riod 993 - 3rd quarter 1996
Reporting Unit New Smear

Positive
Relapse New Smear

Negative
Extfa

Puhnonalv
Total

Thana Health Comnlex 13414 628 8203 t073 23378
Tuberculosis Clinic 21662 637 33168 3 180 58641
NGOs 9844 2t6 828 3s8 11246
Total M980 1481 42199 4611 93271
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III. The TB Epidemic:

Tuberculosis is a public health problem all over the

world, WHO has aheady declared TB as global

emergency because about 1900 million people (l/3
of the worldfopulation) are infecred with this

organism. Each year'8 million new TB cases occur

and around 3 million die from this disease world

wide.

4AVa of global burden of TB is in SAARC mernber

countries. More than 3 million new TB cases occur

and about 1 million die every year due ro this

$dous but curable disease. TB affects rhe most

productive a1e groups of the population. National

TB Control Programmes are in operation in all
member countries, however the results in these

programmes have been far below the expectations.

Experts acknowledge that due to in-adequate TB

programmes, the TB and HIV/ AIDS co-epidemic

and emergence of multi-drugs resistant TB infection

is going to create an even grcat disease.

Table 1: Estimated TB Incidence During
1996 in SAARC Countries

IV. The HIV/ AIDS Epidemic

World-wide,2.J million people are expected to

become newly infected with HIV in 1996 alone and

1.1 million adults will die of AIDS. Approximarely
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60 7o of HIV positive adulrs develop AIDS within
12-13 years of infection. Once they do, their
average survival tirne is approximately 6 rnonrhs in

developing countries and around three years in
developed countries.

Every day, there are around 8,500 new HIV
infections of that, about 1,000 occur in children

under 15 years of age. Most of the remaining occur

in their economic and reproductive life. An
increasing proportion are in women, now

representing 42 Vo of HIV infections, over half are

in young people under 25 years old. All togerher,

nearly 8 million people, including 1.5 million
children under 15, have already developed AIDS

since the epidemic began and nearly 6 million have

died.

Notification of Cases of AIDS in the SAARC
Region up to 1 December 1995 are shown in Table

2. there is considerable undel reporring of AIDS &
HIV.

Table 2;

Member

HMAIDS Infections

Countries As Of 3l A
IN SAARC

1996,

V. The TB/HMo-epidemic:-
The relationship between TB and AIDS is a

relatively new chapter in the history of HIV. The

AIDS epidemic began to be well recognized in about

1981, but the association with active TB was not

noted until around 1984 when the Miami group first

o

Bangladesh
Bhutan
India
Maldives
Nepal
Pakistan
Sri Lanka
Total

0.31
0.004

z,'t't
0,0001

0.0s
0.36
0.04

3.494

UI
241
u6
z4r
241
254
a1

24t-254

Ir]rlcs.AS (rI Jr AUS.

Country
Reported HIV/AIDS Cases

Estimated
Hry

Inf-ection

HIV infected
Cases

AIDS Cases

Bansldesh 6? l0 <200m
Bhutan m 00 75
India 458(6 2639 1500000
Maldives 10 5 60
Nenal 461 52 5000
Pnkistan 268 59 5000
Sri Lanka NA 52 6000
Total 46670 2817 1536135

Source: WHO/SEAR
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the following approaches have helped communities
to achieve a downtum in HIV incidence.

. measures to ensure the safety of blood
transfusions and other procedures in healttr care

settings

frank information about how to prevent
transmission thlough sex and drug injection
building of skills for condom use, sexual
negotiation and the making of crirical decisions

readily available prevention tools (condoms,

sterile needles, etc.)

pl'ompt, user-fiiendly treatment for gonorrhea

and other sexually transmitted disease, which
significantly increase the HIV transmission risk
initiatives to encourage safer behaviour through
suppoft by fiiends and families.

In order to address these issues and create an

"enabling environment" fof safer behaviour, a range

of legal, economic and other structural measures

may need to be taken. For example, to make

condoms more affordable, a government can

subsidize them or at least rcduce irnport duties on

them. In order to decrcase opportunities fbr.risk,

- 
employers can allow staff to be accompanied by

Qri, spouses when posted to other cities or
countdes. To discourage lecourse to commercial
sex, large-scale campaigns to prornote respect for
women can be coupled with greater educational and

employment oppoftullities for youllg ruml women.

People with HIV infection can be helped to
acknowledge their statlls and protect their partner.s

by a legal and cultural environment that shields them

fi'orn discrinrination and safeguards their. human

rights.

VIb. Principles and Strategy of
Tuberculosis Control:
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The aim of TB contr.ol programmes must be to
rcduce mortality, morbidity and transmission ol. the

disease from infectious cases to their contact.s,

ultimately thereby reducing the incidence of the

disease and the risk of new infection until TB no

longer poses a significant public health hazard.

Where TB prevalence has already been reduced to
very low levels, and if rcsources are sufficient, this
basic control strategy can be supplernented by
preventive chemotherapy of inf'ected (no yet

diseased) individuals to sterilize their TB infection.

The recommended strategy to reduce the incidence

of TB is to detect by sputum smear gxamination and

cure by effective short course chemotherapy as

many infectious cases as possible. The basic
elements of the recommended policy for TB control
are the same for countries with both high and low
prevalence of HIV and can be summarized, in brief,

as:

Government commitment to a TB programme

aiming at Nation-wide coverage, as a pemanent

health system acriviry, integrated into the

existing health structure with technical
leadership from a central unit.

Proper identification and treatment of infectious

(sputum smear positive) cases. Case detection

should normally be through passive case-

finding, that is, the detection of sputum smear

positive cases among those persons who present

to the health care system because of symptoms.

If resources permit, inf'ectious cases cran be

identitied also by culture after microscopy to
identify more cases which have the likelihood of
becoming highly infectious.

Supervised administration of short oourse

chernotherapy with Rifarnpicin containing
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managers and national AIDS programme-manager

should meet to exchange expedences, materials and

insight into problems and successes, and to define
further areas where collaboration between the
programmes at the district level and above can

enhance the support available to health services and

health institutions to deal with appropriate
prevention and care activities.

Where there is a high or rising level of HIV
infection and TB programme are being
strengthened, training on HIV issues could be

prcvided to districr and higher level TB managers.

e
c. Improved AIDS Care and prevention of

associated TB:

AIDS programmes are exploring different options to

cope with the large increase in AIDS cases

predicted in many al€as. This includes development

of home or community based care programmes for
AIDS patients which may be complementary to
hospitalization. The objective is to provide low cost,

humane and effective cale fbr the growing numbers

of AIDS patients in many poor communities.

-d. Research:

Qp"rutionul r.r.ur"h is needed to develop and test

practice for coping with health service overload

created by TB and HIV/AIDS in both poor and

middle income countly settings. Priority topic areas

include effective alternative supervision methods for
TB chernotherapy (including use of single dose or

cornbination drug forms), improved clinical
diagnosis protocols tor HIV- associated TB, and

better', rapid TB programme evaluation techniques

(such as smear conversion reporting and cohort

analysis ). In addition, the research can be usefully

further done on the topics of cost eff'ectiveness of
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TB treatment in HIV infected persons, preventive

therapy, appropriate TB screening practice,
education materials, and education messages and

materials to encourage voluntary HIV testing and

counseling in health workers.

Considering the sertousness of the coepidemic of
TB & HIV/AIDS, SAARC TB Centre organized

SAARC Consultative Meeting on TB & AIDS on

23-25 Sept. 1996. It has been decided in the

meeting that SAARC TB Centre will function as

nodal centre for collection and dissemination of
information in this regard and this is the first
publication in compliance of the decision made in

tlre above mentioned meeting.
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tters to the Editor
The Editor,

8......u summary of the news contained in your

STC Newsletter is also published in the Indian

Journal of Tuberculosis, under news and notes, for
the benefit of our readers. The test description
regarding training activities could be better if a bit
bliefer- Allow me to congratulate you on the well
brought out Dilectory of Tuberculosis Institutions

and Specialists in SAARC Member Counrries,

which is bound to be very useful, specially because

'!tit to handY' 
Dr. D. R. Nagpaul,

Vice-Chairman,

The Tuberculosis Association of India

3 Red Cross Road, New Delhi - 110 001, India.

E We thankfully acknowledge the receipt of the

publications.

The Medical Library

University of Jatfna,

Adiyapatham Road, Kokuvil, Jaffna.

x] Thank you very much for sending STC

T:,'X#;#:","rJ#;me 
src Newsrerter an d

Dr. Nisar Khan

Village & Post Office, Kheshki, Payan, Tehsil &
District Nowshera

NWFP, Pakistan.

E Thank you for sending the Directory of TB

Institutions & Specialists in SAARC Member

Countries. I am pleased to see this. It has been

brought out very well and would help to exchange
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views between institutions and experts of the

SAARC Member Countries.

Dr. R. C. Jain,

LRS Institute of TB and Allied Diseases

New Delhi,India.

E Received STC Newsletter and TB Directory.

It plovides useful information regarding TB sontrol

activities in the SAARC region.

Dr. S. U. Bhakta

State TB Officer

Municipal Corporation of Delhi

lndia'

D< It was pleasure ro go rhrough the STC

Newsletter. Vol. VI. I congratulate you and your

dedicated team for this venturc.

Tuberculosis Research

Dear Readers,

Dr. R. M. Thakkar

Director

Centre Amargadh- 364 210

Gujarat,India.

Thank you very much for sending
acknowledgments about STC Newsletter
Vol. VI. Your communication is source of
our inspiration.

We have received many many letters from
our other readers, regarding STC
Newsletter, SAARC Directory of
Tuberculosis Institutions & Specialists in
SAARC Member Countries, - and other
pub_lications of this centre. Specially the
STC Newsletter is your publication,
witholrt your guidance and suggestions it is
not possible to make a useful publication.
We request all of you to kindly keep on
guiding us.

It is regretted that, we could not publish all
letters due to constraints of the space.
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