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World
Conference on
Lung Health in
Montreal closes
on rallying cry
from Stephen
Lewis to increase
government
commitment to
fighting
tuberculosis
IUATLD world conference on
lung health
Montreal
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For full programme:
www.iuatld2002.org

1300 delegates
100 countries

Hosted by the
Quebec Lung Association
www.pq.poumon.ca

Organisation in Montreal by
Sorelcomm (1985) Inc.
+ 1 514 499 8920

Participating Organisations
www.who.org

www.stoptb.org

Visit our website
www.iuatld.org

DOTS strategy
- Government commitment

- Microscopy tests

- 6 … 8 months treatment with
directly observed therapy

- Permanent supply of drugs

- Reporting

In the closing plenary session of the 33rd IUATLD World
Conference on Lung Health in Montreal, Stephen Lewis, UN
Special Envoy for HIV/AIDS in Africa, called on delegates to
increase their advocacy work and maintain pressure on rich
governments in insuring that they keep their promises to the
Global Fund to fight AIDS, TB and Malaria (GFATM,
www.globalfundatm.org). He insisted on the need to improve
lung health in order to reduce poverty.

The general theme of the Conference Òtuberculosis and povertyÓ
was covered in many presentations and highlighted in over 500
posters. More than 1300 delegates from over 100 countries
contributed to the discussions and exchanged experiences in their
work in fighting tuberculosis, pneumonia in children, tobacco
related diseases and asthma in developing countries.

The Conference began on Saturday 5th October with a meeting of
the Stop TB DOTS Expansion Working Group Meeting. This
working group focuses on the expansion of the DOTS strategy*
in detecting and treating tuberculosis.

Although treatment targets (85% of new smear positive cases) are
on track, with some countries recording 84% cure rates, the
detection rates remain worryingly low. ÒBusiness is not as usualÓ
said Dr Mario Raviglione of the World Health Organisation TB
Division, Òand we must increase our efforts in ensuring DOTSÕ
coverage if we are to reach the 70% detection targets of new
smear positive cases by 2005Ó.  Extra funding of about 300
million US $ per year is necessary to accelerate DOTS expansion
and reach the goals.

At the opening plenary session, held on Sunday 6th October, the
Honourable Susan Whelan, Canadian Minister of International
Cooperation, announced her governmentÕs contribution of an
extra 80 million Canadian dollars over 4 years to TB.

In his speech, Dr. Richard Feachem, Executive Director of the
Global Fund, warmly praised the tuberculosis specialists on their
coordination skills. ÒWe reach to you and we look to you in
guidanceÓ, he said, Òin addressing the major pandemic of AIDS
and tuberculosisÓ.

Throughout the conference, it was constantly repeated that
additional resources need to be made available by the
governments of developing countries but also by rich nations to
reduce the burden of tuberculosis and lung disease worldwide.

Deaths due to tuberculosis, tobacco related diseases and
pneumonia in children alone account for about 10 million
preventable deaths per year.
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10 Oct. 2002

Stephen Lewis

Poverty and
health

IUATLD

Members institutions and
individuals in more than 160
countries throughout the world.

2001 … 2002

Technical assistance:
More than 57 countries have
benefited from TB, tobacco, asthma
and child lung health programmes
and actions.

Research:
Clinical studies conducted in
collaboration with national
programmes against TB in 8
countries.

Education
More than 16 training courses in TB
and other lung diseases.

Visit our website
www.iuatld.org.

Stephen Lewis, UN Special Envoy for HIV/AIDS in Africa,
closed the 33rd IUATLD World Conference on Lung Health in
Montreal today with a powerful call to increase advocacy for
HIV and tuberculosis to resolve the health crisis in developing
countries.

ÒWe are at a crucial point in timeÓ, he said. On the 11th October,
Dr. Richard Feachem, Executive Director of the Global Fund on
Aids, Tuberculosis and Malaria (GFATM), will present his
budget to the Fund`s Board of Directors.

Since its creation in 2001, the Fund has pledges of US $ 2,1
billion but has only received US $ 434 million so far. According
to Stephen Lewis, Richard Feachem will be asking for US $ 8,1
billion for the next year, of which US $ 1,6 billion is devoted to
tuberculosis, without taking into account infrastructure costs.
ÒFailure of the Western world to answer this call will be nothing
short of moral delinquency,Ó
Stephen Lewis declared. ÒThere is no precedence to match this
pandemic, not even in the fourteenth century were deaths from
communicable diseases so high. ItÕs even worse than the two
world wars of the twentieth century put together,Ó he said.

The situation is stunning, frightening and utterly unimaginable.
In his visits to Africa, Stephen Lewis has seen entire hospitals
taken up by HIV patients, up to 60% of them also have active
tuberculosis. And although he widely commends the
collaborative work of the tuberculosis community in its plans,
strategies and treatments, the Stop TB Partnership targets will not
be met if the HIV crisis is not taken on board.

He emphasised that women, especially those in reproductive age
groups, are badly hit by the epidemic.

In his opinion, the HIV crisis in Sub-Saharan Africa will
influence the TB situation dramatically. This is further
compounded by the famine that is impending from crop failure in
six southern African countries, a threat to more than 14 million
people already seriously weakened by the HIV-TB crisis.
In these circumstances, there are no healthy people around to
sustain productivity. ÒYou have to improve health conditions
before you can expect  to have economic development,Ó he
added.

ÒI am speaking to an enlightened audience,Ó said Stephen Lewis.
ÒI beg of you, increase your advocacy to get the necessary
resources. I would like to know, how come we can raise so much
money so quickly for war and yet we have to grovel to raise
money for health and fighting communicable diseases?Ó



11

The International Union against
Tuberculosis and Lung Disease
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Mandate

The IUATLD
An international
scientific
organisation
committed to
the control and
prevention of
tuberculosis and
lung disease.

Present in 6 regions of world

Members in 160 countries

Our goals
- Gather and disseminate
knowledge on all aspects of
tuberculosis and lung disease

- Alert the medical profession

- Develop and promote innovative
and sustainable programmes

Our activities
-Technical support

- Education and training

- Research

Our key words
Independence
Quality
Efficiency

Find out more
Visit our website:
www.iuatld.org

The International Union against Tuberculosis and Lung Disease
is an organisation committed to the control and prevention of
tuberculosis and lung disease throughout the world.

Members of the IUATLD: individuals, constituent and
organizational members from more than 160 countries meet each
year at the General Assembly, held during the World Conference
on Lung Health.

The IUATLD reaches its ambitious goals through technical
assistance, education and training programmes, publications,
research, advocacy and fund-raising.

Its pioneering work has been instrumental in setting the worldÕs
agenda for tuberculosis control. The World Health Organization
adopted the IUATLD model for treating tuberculosis in the early
1990s, now known as the DOTS Strategy.

Technical expertise of the IUATLD spans all areas of
tuberculosis (pulmonary, TB/HIV, MDR-TBÉ), acute
respiratory infections, such as pneumonia in children under five,
tobacco control and management of asthma in low-income
countries.

At present, IUATLD consultants coordinate technical assistance
programmes in a total of 57 countries: 23 countries in Africa, 14
countries in Europe, 8 countries in Latin America, 8 countries in
Asia and 2 each in the Middle East and North America regions.

From a historical point of view, one of the main tasks of the
IUATLD includes the organization of the now internationally
renowned World Conferences on Lung Health, a highlight in the
IUATLD year. This 33rd meeting, held in Montreal, has been
organised in collaboration with the Quebec Lung Association.

As an international organisation, the IUATLD is represented in 6
world regions (North America, Latin America, Africa, Middle
East, Europe, and Eastern Region). Each region holds its own
conference bi-annually.

Education is an important part of the IUATLDÕs mandate.
Between July 2001 and June 2002, more than 16 training courses
in TB and other lung diseases were held, mainly in Latin
American and African countries. Courses are attended by TB
programme managers, public health specialists, researchers and
physicians.

The IUATLD also participates in the organisation of World TB
Day, World Asthma Day, World No-Tobacco Day as well as the
promotion of other advocacy events.
It collaborates very closely with the Stop TB Partnership.
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Brief history

Leading the
way
Brief history of the
IUATLD’s role in the
fight against
tuberculosis and lung
disease

The pioneer years:
1867-1914

The early years
1920-1939

The formative years
1946-1961

Programmes and international
trials
1961-1978

Modelling the global fight
1978-1991

Still a global struggle
1991-2002

Want to know more?
Consult our website:
ww.iuatld.org
Read:
Tuberculosis, the illustrated
history of a disease
Jacques Chrétien
Editions Hauts de France 1998

The pioneer years
1867: first medical congress held at Paris on tuberculosis
1882: discovery of the tubercle bacillus by Dr. Robert Koch
1902: Central Bureau for the Prevention of Tuberculosis established in
Berlin. The double-barred Cross of Lorraine is adapted as international
symbol.

The early years: 1920-1939
In 1920, the International Union Against Tuberculosis (IUAT) is
conceived as a federation of national associations with its permanent
home in Paris.

The formative years: 1946-1961
1946: Official and permanent relations are established with the World
Health Organization. The secretariat grows in strength and competence.
1952: first full-time Executive Director is appointed
1953: quota system for levying fees, establishment of scientific
committees
1954: opening of regional offices
1958: first international collaborative clinical trial for treatment of any
disease.

Programmes and international trials: 1961-1978
1966: Dr Karel Styblo establishes the Tuberculosis Surveillance Research
Unit (TSRU) to evaluate infection and trends of the disease, clarify its
natural history and estimate the impact of control measures.
1968: Publication of the first issue of Technical Guide for Sputum Smear
Microscopy.

Modelling the global fight: 1978-1991
Collaboration with governments of Tanzania, Mozambique, Malawi,
Senegal etc, led to the development of the DOTS strategy.
1982: establishment of World TB Day on 24th March
1986: mandate extension and name change to include other respiratory
diseases: The International Union against Tuberculosis and Lung
Disease: IUATLD.
1987: official delegation to WHO points out HIV impact on tuberculosis
1989: Harvard University publishes its Burden of Health Study; policy
makers subsequently adopt the cost-effective IUATLD model as part of
health services.

Still a global struggle: 1991-2002
The IUATLD continues to participate in the fight against TB in all parts
of the world. Model programmes are being developed in asthma
management, tobacco control and in the management of pneumonia in
children under five. Another major activity is the organisation of
international training courses.

2002: more than 1 million patients with tuberculosis cared for within
the collaborative framework of the IUATLD programmes
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Publication list

In 2001, the technical staff of the
IUATLD published 17 scientific
articles in peer-reviewed literature.

American Journal of Epidemiology
American Journal of Respiratory +
Critical Care Medicine
Bulletin of WHO
Canadian Journal of Public Health
Clinics in Infectious Disease
European Respiratory journal
IJTLD
Israel Medical Journal
Journal of Allergy + Clinical
Immunology
Pediatric Pulmonology
Pneumologie

They also published 4 books, 2
book chapters and 6 other scientific
articles.

The International Union Against Tuberculosis and Lung Disease
published its first monthly Bulletin in 1923.

Since then, its list of publications has grown solidly and many Guides
are now in their fifth editions.

Most Guides, scientific and communication documents are published in
the three official languages of the IUATLD: English, French and
Spanish.

All IUATLD publications are part of the membership package. They
include:

- The International Journal against Tuberculosis and Lung
Disease (IJTLD) with its own website and search engine. The
international reference within the tuberculosis community:
www.ingenta.com

- Technical guides:
o Management of Tuberculosis, a guide for low-income

countries
o Tuberculosis programs: review, planning, technical

support
o The Public Health Service National Tuberculosis

Reference Library
o Epidemiologic Basis of Tuberculosis Control
o Research Methods for Promotion of Lung Health
o Technical Guide: Sputum examination for

tuberculosis by direct microscopy in low-income
countries

o Guide for the procurement of anti-tuberculosis drugs
o Clinical Tuberculosis
o Management of asthma in adults: a guide for low

income countries
o Management of the child with a cough or difficult

breathing
o Tobacco Control and Prevention
o Educating Medical students about tobacco

- regular newsletters, thrice yearly for the paper version, bi-
monthly for the electronic version

- Annual Activity report

- Annual Conference Abstracts

- Advocacy information packs
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Six technical divisions

1. Tuberculosis
and Poverty
Two sides of

the same coin.

Tuberculosis and poverty are so
inextricably linked that they might be
considered two sides of the same
coin. This is why, on this year•s
World TB Day, a slogan was
adopted: Stop TB – Fight poverty!

In most industrialised countries,
decline in tuberculosis occurred
before we had specific treatment for
the disease. It is highly likely that this
improvement resulted from larger
and healthier accommodation
associated with smaller families.

Find out more
www.iuatld.org

Is it true that tuberculosis and poverty are linked? In
every part of the world, they are found together. In
Canada, for example, a community that would never be
characterized as representing poverty, tuberculosis has
been clearly linked with social marginalization. For
example, in a study of Vancouver, the poorest census
tracts in the city demonstrated rates of tuberculosis as
high as any seen in any developing country in the world.
This high rate was particularly associated with
unemployment, an association that was present even in
the census tracts with higher incomes. Similar
observations have been made in the United Kingdom.
Certainly in the United States, which has wider gaps
between rich and poor than Canada, tuberculosis is a
sensitive indicator of social marginalisation and policies
that further reduce the already meagre services to the
poor further exacerbate the tuberculosis problem.

When we move to the global scene, we see the same picture.
Tuberculosis is most frequent where poverty is most frequent. It
is made worse by the low quality of health services provided to
the community. This was clearly demonstrated in the United
States. The Ônew economicsÕ targeted reduced support to the
poor thus marginalizing communities in the large urban centres.
This resulted in a catastrophic rise in tuberculosis with the
emergence of dangerous, drug-resistant forms of the disease.
Huge sums of money and great efforts on the part of the public
health experts brought the situation back into control.

Strangely, one decade later, exactly the same occurred with the
collapse of the Soviet Union and the emergence of a market
economy. Health services to the poorest in the community
drastically deteriorated with rapid rises in tuberculosis and the
emergence of dangerous drug-resistant forms. The centre of
multidrug resistant tuberculosis is now in the former Soviet
Union.

In the current climate of globalization, it is easy to ÔforgetÕ
about problems like tuberculosis and the poor communities
where it finds a home. This ÔforgetfulnessÕ can be a very costly
error Whatever benefits occur, they may be overwhelmed by the
catastrophe that is represented by infectious diseases, and
tuberculosis in particular, that will emerge from poor
communities and affect the key beneficiaries of globalization.
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2. TB and HIV
Inextricably

linked

TB/HIV

Consider this: Today, over 36
million people in the world are living
with HIV/AIDS. Over 70% are living
in sub-Saharan Africa. In the words
of Nelson Mandela, speaking at the
International AIDS conference in
Durban in 2000:

•A tragedy of unprecedented
proportions is unfoldingŽ.

Consider this: Today, one third of
the world•s population is silently
infected with Mycobacterium
tuberculosis, the organism causing
tuberculosis. Eight million people per
year develop active tuberculosis
disease and almost two million die,
despite the fact that cheap and
effective treatment exists.

Find out more
www.iuatld.org

TB and HIV fuel each other and very often they affect the same
communities. HIV is the most potent risk factor known to increase the
likelihood that dormant TB infection will progress to disease. Studies
have shown the annual risk of progression varying from 5-15%, in
contrast with a person with a normal immune systemÕs risk of 5-10%
over his or her lifetime. Thus, TB is HIVÕs most common
opportunistic infection; a third of those infected with HIV are
estimated to eventually develop TB. An additional problem is that a
person with HIV, even if successfully treated, is at greater risk of
relapsing or of being re-infected with a different TB strain.

The association between HIV and TB has clinical, programmatic,
epidemiologic and societal implications.

HIV-associated TB can be difficult to diagnose early thus prolonging
the chain of transmission and causing more people to become infected.
For someone sick with TB, the risk of its dissemination throughout the
body increases the risk of death.

From the point of view of tuberculosis control programs, the presence
of HIV-associated TB overwhelms an already stressed health care
system: increased number of patients crowding outpatient and hospital
wards, transmission of TB to caregivers leading to absenteeism and
death.

When HIV is present in a tuberculosis-endemic area, the risk of TB
transmission in the community rises. The tragedy is that even in some
African countries with well run TB control programmes, after the
introduction of HIV, tuberculosis rates have risen dramatically. Even
worse, in Uganda where HIV rates are declining, TB incidence rates
continue to climb.

The societal implications of the HIV and TB epidemic are many and
intertwined.
HIV infected adults with TB transmit TB to their family and those
who live in close proximity leading to decreased life expectancy for
all. Parents dying of HIV or TB leave orphans. Adults sick with HIV
and/or TB canÕt work, causing a downward economic spiral. Fewer
children growing into healthy adults means economic devolution may
continue into the next generation.
Given the inextricable link between the two diseases, the way forward
is clear: the strategies to address TB and HIV must be unified and
bound together. Controlling the TB epidemic is predicated on
preventing HIV. Mortality from HIV will decline if TB is treated. The
DOTS strategy for tuberculosis should be implemented in HIV/AIDS
care settings (clinics, prisons), and in settings that provide TB care.
TB Patients should be assessed for HIV and offered counselling,
testing and care.
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3. Tobacco

The WHO has initiated negotiations
on an international treaty regulating
tobacco industry behavior, the
Framework Convention on
Tobacco Control.

Despite the example of Canada,
among other nations, political will to
fight tobacco is still rare.

Litigation against the tobacco
industry, although producing some
widely publicized monetary awards
or settlements in the US, has not
yet managed to curtail common
tobacco industry tactics, particularly
in the areas of the world which
provide the greatest market growth
potential:
low and middle income countries.

Breaking the dependency:
Governments light up against the

tobacco industry

QuŽbec and all of Canada have shown political will to fight the
excesses of the tobacco industry: an industry whose profit potential is
determined by how well it can hook more and more new users into
tobacco dependence.

As countries put into place comprehensive tobacco control policies,
they experience drops in consumption and prevalence rates, later
followed by drops in the incidence of some of the most deadly
consequences of tobacco use: cancers, heart diseases and lung diseases.

In a growing number of countries, legislation for the future is
complemented by litigation against the tobacco industry for past (and
on-going) implication in deceptive practices, consumer fraud, willful
negligence and other illicit practices, including involvement in
smuggling. The European Community, for example, has submitted a
memorandum of law in the case it has brought against US tobacco
manufacturers for their implication in smuggling entitled, ÒPlaintiffÕs
Memorandum of Law in Support of Motion to Submit a Proffer of
Evidence Concerning the Link between Cigarette Smuggling in this
Case and TerrorismÓ, linking cigarette smuggling to money laundering
in the furtherance of terrorism.

Political will sets the stage for individual responses to tobacco use. To
what effect? Across Europe, 37% of 15-16 year-olds have smoked in
the last 30 days, compared to 23% in Canada and 26% in the US. In
Canada, Denmark, France, Greenland, Ireland, Norway, the UK and
the US, girls in this age range smoke more than boys. In Greenland,
65% of all young people smoke. Elsewhere in the world, rates of
tobacco use (smoked or smokeless) are extremely varied, but are
shockingly high in some areas, both for boys and girls (74% and 47%
in Manipur, India; 68% and 57% in the Commonwealth of Northern
Mariana Islands; 55% and 62% in Palau, for example).

Evidence is evolving that adolescents may be vulnerable to the effects
of nicotine much more than adults, leading to dysfunctions in brain cell
development affecting learning, memory and mood. Studies show that
tobacco use at even very low levels among adolescence creates
symptoms of loss of autonomy within a very short time (within a
month for girls, within six months for boys). Any symptom of
dependence strongly predicts failure at initial quitting attempts. Such
an experience can be psychologically devastating to young people who
persist in believing that quitting is uniquely a matter of willpower.
Their failure to quit is then incorrectly perceived to be evidence of
their own personal weakness of character, which can reinforce a
fatalistic resignation to be lifelong smokers.
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4. Asthma

The asthma programme:

- technical assistance in
establishing priority health
programmes in low or middle
income countries.

Actions:

- publication of guides

- implementation of pilot studies

- actions to improve access to
drugs

- asthma research group

- encouragement of governments
to manage asthma

Find out more: visit our website

www.iuatld.org

Read the IUATLD guide:

Management of Asthma

Read the... Activity Report 2001-
2002

Asthmatics from poor countries
cannot afford treatment.

Due to its frequency, cost and the high demand for care, asthma is a
worldwide public health problem but only the rich countries can afford
the costly treatment.

The number of asthmatics is estimated to be near 200 million with
more than 200,000 deaths per year due to asthma. Asthma is to be
found in all countries but it is more prevalent in industrialised
countries than in low income countries.

A recent survey estimates that in New Zealand, 25% of children
from 13 to 14 years of age have asthma symptoms, 16% in the
USA, 13% in Europe and Latin America and 10% in African
cities.

The total number of people with asthma, however, is already higher in
the developing world than in the industrialised countries.

There are approximately 3 million asthmatics in Japan and in
France, compared to an estimated more than 15 million in India
and over 30 million in Africa.

Asthma involves great expense for families and governments. For
example, the cost of asthma in the USA has been estimated at
approximately US$12.7 billion per year. These costs have increased
due to inadequate patient management.

Inhaled corticosteroids are extremely expensive, and the majority of
sufferers in developing countries do not have access to treatment.
Generic corticosteroids are more easily accessible for sufferers but
countries must be willing to purchase them in large quantities. National
and international action is therefore necessary to improve patient
access to good quality generic drugs.

In certain African countries, an asthmatic nurse must spend 3 to 5
months of her salary to pay for one year of treatment. Sufferers with no
insurance coverage have almost no access to medication.

Government commitment is vital to improve patientsÕ access to
adequate treatment and to reduce health costs for both patients and
governments.

One of the aims of the recently launched IUATLD Asthma
programme is to improve access to treatment and reduce the costs
of medication by working closely with governments from low and
middle-income countries within an international collaboration
framework.
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5. Acute
Respiratory
Infections:
project in
Malawi

Children are our future. If we do
not care for them, we neglect our
most important resource.

According to a report produced by
the CLH Programme Manager in
Malawi

…. from the cases managed at time
of reporting, it is indicated that the
project is feasible. That the
epidemiological information on the
burden of disease can be
documented. There is again quality
of care in the hospitals
implementing the project. This
information was derived from
standardized forms used in the
project. This indicates there is hope
for the poor Malawian child.

Innovative programme saves
children’s lives in Africa

An initiative for Malawi and Africa

Death rates drop by almost 40%.

The innovative IUATLD project for child lung health in Malawi, now
in its second year, is having considerable effect on children under five
suffering from pneumonia, a major health risk in sub-Saharan Africa.

Every year, nearly 3.5 million young children die unnecessarily from
pneumonia. In Malawi the main causes of morbidity and mortality in
children under 5 years of age are malaria, pneumonia and anaemia.
Endemic malnutrition contributes largely to both morbidity and
mortality. In 2000 pneumonia ranked as the second cause of paediatric
admission; in some districts case fatality rate was as high as 27%.

Funded by the International Tuberculosis Foundation with a grant from
the Bill and Melinda Gates Foundation, the main goal of the Child
Lung Health (CLH) project is to improve the survival and well being
of children in Malawi. It has been designed to establish a system that is
easy to replicate and sustain for the surveillance, diagnosis and
management of the respiratory diseases that afflict children, including
acute respiratory infection (ARI)/pneumonia, tuberculosis, HIV related
lung diseases and asthma, both in Malawi and other African countries.

Malawi was chosen to develop a model for integrated child lung health
(CLH), because it had previously shown that it could successfully
implement and maintain a national tuberculosis programme (NTP)
applying the DOTS Strategy* Given these very encouraging results,
Malawi could quickly become the model CLH/ARI programme for
other African countries as well as other countries worldwide.

Coordination with all health management systems as well as other
players in the health service has been undertaken but it must be pointed
out that this project has been incorporated into the countryÕs existing
structure of health services for the control of acute respiratory
infections (ARI) within the integrated management of childhood
illnesses programme (IMCI) at first referral level hospitals.

Treatment outcomes of patients registered in the first 5 district
hospitals for the first year (2001) of the project implementation
show a favourable change in the case fatality rate (CFR) with an
overall reduction of 39%.

A feasible, cost-effective and sustainable model for delivering services
to treat and prevent child lung diseases will establish the base for wider
implementation of this effective public health action with implications
for millions of poor children and their families throughout this region
of Africa.
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6. Controlled
Clinical
Trails

IUATLD
releases

preliminary
results

The efficacy of ethambutol in 8-
month regimens for the treatment of
tuberculosis.

Tuesday 8th October
Room 510 ABCD
18h00 – 19h00

Chairpersons:
Prof. Janet Darbyshire
Dr. Richard O•Brian

Speakers

Preliminary results:
Dr. Amina Jindani

Further analysis of outcome:
Prof. Andrew Nunn

Background to Study A: Prof.
Denny Mitchison

Concluding remarks:
Dr. Amina Jindani

The IUATLD recently initiated a programme of international
Controlled Clinical Trials by developing a network of centres in
countries with a high prevalence of tuberculosis (also known as
high-burden countries, or HBC). These trials were undertaken in
collaboration with other organisations actively involved in CCTs
including the British Medical Research CouncilÕs Clinical Trials
Unit, UK, and the Division of TB Elimination of the Centers for
Disease Control, USA.

The first CCT, Study A, was launched in November 1997.

The objectives of this investigation are to study the clinical and
bacteriological outcomes in patients with newly diagnosed
smear positive pulmonary tuberculosis treated, by random
allocation, with one or other of two eight-month regimens of
chemotherapy. One regimen consists of an initial intensive
phase of two months of thrice weekly ethambutol, isoniazid,
rifampicin and pyrazinamide followed by 6 months of daily
ethambutol and isoniazid (2(EHRZ)3/6EH).The other regimen
is of daily ethambutol, isoniazid, rifampicin and pyrazinamide
for two months, followed by ethambutol and isoniazid for a
further six months (2EHRZ/6EH).

The control regimen consists of two months of daily ethambutol,
isoniazid, rifampicin and pyrazinamide followed by four months
of daily rifampicin and isoniazid (2EHRZ/4RH).

Country/Centre Number allocated Number enrolled
NTP of Guinea: Conakry 100 100
NTP of Benin: Cotonou 350 350

He Nan Tuberculosis Institute, China:
Henan

150 197

German/Nepal Tuberculosis Project :
Kathmandu

350 285

NTLP, Mozambique: Maputo 200 200
ingÕoto National Tuberculosis Hospital,

Tanzania: Moshi
200 56

Tuberculosis Leprosy Project,
Katmandu: Nepalganj

100 99

Tianjin Tuberculosis Institute, China:
Tianjin

150 68

TOTAL 1600 1355

International Coordinator: Amina Jindani, MD, FRCP. (IUATLD)
Trial Statistician: Andrew Nunn, MSc. (CTU)
Director of Scientific Activities: Donald Enarson, MD. (IUATLD)
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The DOTS Strategy :
Understanding the global fight
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The five components of the DOTS
strategy:

- Government commitment

- Microscopy tests

- 6 – 8 months treatment with
directly observed therapy

- Permanent supply of drugs

- Adequate reporting

Find out more: visit the websites

www.iuatld.org

www.stoptb.org

www.who.org

Source:

Towards a TB-Free Future

Stop TB Annual Report 2001

Tuberculosis, an ancient disease that, according to recent
discoveries, has been with mankind since the Pharaohs, is again a
global epidemic and is especially devastating but in no ways limited
to low and middle-income countries.

Recent initiatives in the global struggle date back to 1991 after a
sudden and violent outbreak of a strain of multi-drug resistant
tuberculosis in New York City. In 1993, the World Health
Organization set its first framework for effective tuberculosis
control, based on the innovative and pioneering work of the
IUATLD.

For decades, the IUATLD had been monitoring the disease and
devising  treatment regimens that could be administered within
limited resource conditions with maximum results. This model,
recognized by the World Bank and Harvard University, became the
foundation of the DOTS strategy.

The five components of the DOTS strategy are: government
commitment to sustain TB control activities, case-detection by
sputum smear microscopy, standardised regimens of 6 Ð 8 monthsÕ
treatment with proper case management and directly observed
therapy (DOT) for at least the initial two months, regular
uninterrupted supplies of essential TB drugs and standardised
recording and reporting.

By the turn of the century, pressure had mounted. The ministerial
meeting held in Amsterdam (March 2000) led to the creation of the
Stop TB Partner’s Forum which includes the Global Drug Facility
(responsible for the spectacular drop in prices of TB drugs to US $
10 for a complete 6 month cure), seven Working Groups such as
DOTS Expansion, TB/HIV, Global Drug Facility, Global Alliance
for drug research, a secretariat, funding and advocacy committees.

The most recent initiative, the Global Fund for Malaria, AIDS and
Tuberculosis, was proposed at the G8 meeting in Genoa, July 2001
with initial government pledges of US $ 1.7 billion.

In March 2000, 80 % of the global TB burden occurred in 22
countries: India, China, Indonesia, Bangladesh, Pakistan, Nigeria,
Philippines, South Africa, Russian Federation, Ethiopia, Viet Nam,
Democratic Republic of Congo, Brazil, United Republic of
Tanzania, Kenya, Thailand, Myanmar, Afghanistan, Uganda, Peru,
Zimbabwe and Cambodia.

Targets set by the Stop TB Partnership in March 2000: 70 %
detection rate of new smear positive cases and a cure rate of 85 % of
them by 2005 could be met if funds, estimated at US $ 9.1 billion
over five years, could be raised. Today these targets are not being
reached. Although the DOTS strategy is now implemented in 148
countries, the increase in poverty, multi-drug resistance and HIV are
compounding the crisis. If current trends continue, there will be 10.2
million new cases by 2005.
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TB in India

TB is an enormous problem for India
• India alone has nearly 1/3 of the global TB burden
• Estimated 2 million new TB cases each year;

500,000 people die of the disease Ð one every
minute

• TB kills more people in India than HIV, STDs,
malaria, leprosy and tropical disease combined

• Economic costs are enormous :
o Indirect costs to society USD 3 billion each

year, direct USD 300 million
o 100 million work-days lost each year to

illness and 13 billion due to death
o more than 300,000 children leave school as

a result of parentÕs TB
o more than 100,000 women are rejected by

their families on account of TB

The Indian DOTS program is playing a major role in
global DOTS expansion

• DOTS Program has expanded 25 fold to cover 500
million people since 1998;

o In 1999, the expansion of Indian DOTS
program accounted for 1/3 and in 2000 and
2001, for over _ of the global increase in
DOTS coverage

o In 2001 over 470,000 patients were placed
on treatment Ð more patients under DOTS
than any other country in the world

o During the last 3 month reporting period
over 150,000 patients were placed on
treatment

o Case detection rate for sputum positive
cases as of 2nd Quarter 2002 was 66%

o Quality has improved under the new
program : TB treatment success rate has
tripled from 25% to 84%; death rates cut 7-
fold
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o By end of 20, it is expected that India will
likely have the second

o largest population coverage under DOTS in
the world after the PeopleÕs Republic of
China.

o Expansion on this scale involved training
more than 220,000 health providers
including doctors, lab technicians and
paramedical workers

o More than 500 million people in more than
250 implementing units in 21 states and
union territories now have access to DOTS

o Over 1.3 million patients have been put on
treatment, saving more than 200,000 lives
till date

o Over 50,000 patients are now being
diagnosed and put on treatment each month

o By mid-2002, more than 1,600 patients were
being put on treatment every day

o The program is being implemented through
a world bank project and assistance from
other bilateral agencies, GDF and GFATM.

Future Challenges

Government of India is fully committed to DOTS expansion to
the whole country with high quality services

• coverage will be extended to additional 100 million
people by end of 2002

• over 200 districts are preparing for implementation
• entire country of 1.027 billion population will be

covered by 2005
• large country with considerable regional variation

Guarantee financial support to fully expand and sustain the
program over time

• World Bank Credit
• GFATM
• Bilateral support
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Building partenariaux
* NGO and private practitioners Ð over 500 NGOs

participating in program; over 1500 private practitioners
involved in providing DOTS

• Corporate sector, employees state insurance scheme
Ð need to increase involvement

• Medical colleges, TB hospitals
• Involving the community through work with

women self help groups and village panchayats

Developing effective IEC strategy
• stigma is still an issue
• need to let the community and health care providers

know that the new services are available
• cured patients are Ôwalking billboardsÕ

HIV epidemic may pose a significant challenge to TB control
in the near future

• approximately 3.9 million HIV infected
• around 40% of HIV infected also infected with the

tuberculous bacillus
• national program is working closely with AIDS

program to confront epidemic

Thank you for this opportunity to address the
international audience and share some of our concerns
and efforts to control TB within India. We look forward
to a day in the near future when we can say that India is
100% covered by DOTS and case detection and cure
meet our targets of 70% case detection and greater than
85% cure. This will lay the foundation for IndiaÕs
march toward TB control and elimination.
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Mario
Raviglione

How can
we
accelerate
DOTS
coverage?

In the year 2001, the 22 high-burden countries, all the technical
and financial agencies involved in TB  control world-wide, and
the World Health Organization launched the Global DOTS
Expansion Plan.

The plan promotes the wide implementation of the WHO
strategy for TB control, named DOTS, and calls on all partners
and all countries to achieve full geographical coverage in order
to reach the targets set for 2005: to detect 70 % of all cases and
cure 85 % of them.  The Global Plan estimated that 1.2 Billion
US $ every year are necessary to achieve the global targets and
that the current gap is about 300 million US$
The third DOTS Expansion Working Group meeting that was
just held during the past two days has proven that virtually all
the 22 high-burden countries responsible for 80% of the global
TB cases have implemented DOTS and have set up plans and
national partnerships to control tuberculosis and reach the
targets.
The latest information available shows that the high-burden
countries are now reaching 84 % cure rate, which is nearly the
established target.  However, we also observed that roughly a
third of all estimated infectious cases in the world are currently
found by DOTS programmes.  This means that we have a long
way to go before reaching the second target, that of 70 % case
detection.

We began at this third meeting on DOTS Expansion an
assessment of the constraints in countries: why are they not
progressing fast enough to reach the target ?  We have
indentified a number of issues.
Some countries, like Brazil, Nigeria, Russia, need clearly further
political will to cover the entire territory with the DOTS
strategy.
Second, some others need to improve the access to services that
use the DOTS strategy; among those are several African
countries that need to establish community care projects, near
home, in such a way that the necessary support to patients can
be provided.
Third, there are countries where DOTS quality is to be improved
with better training, such as South Africa and Zimbabwe.
Fourth, several countries need to involve other care providers
beyond those of governmental services; for instance, China,
where hospitals must be linked with the DOTS system, or India,
Indonesia and others, where private providers have to be
engaged in standard TB control practices.
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We estimate today that a large number of TB cases are hid
within the private sector and their full notification and
treatment would quite dramatically improve our global case
detection.  In a recent study in India, we showed a 58 % increase
in case detection after involving private practitioners.

All of these challenges must be addressed quickly if we have to
reach the targets on time.  Fortunately, there has been a major
progress in case detection already in India, The Philippines, DR
Congo and Myanmar.  However, most of the others need to
accelerate implementation of DOTS with any possible means in
order to be successful in detecting and reporting more cases.
Several initiatives have begun to address operational issues on
how to involve private practitioners, how to, jointly with the
AIDS programmes, control the big burden of TB/HIV and how
to manage the threat of MDR TB.

Work should now be focused on rapidly assessing the
constraints in all countries and identifying feasible solutions for
each single one of them.  WHO and its technical partners, like
IUATLD and KNCV, are assisting technically as much as
possible the endemic countries.  The GFATM and some bilateral
donors, especially CIDA, are mobilizing unprecedented
resources that should make our task possible.  However, more
funds are needed rapidly to fill the existing gap; if the targets
are to be reached on time in 2005.  Countries with proper plans
of DOTS expansion should be helped with external resources
and technical agencies need also to be able to provide support.
Thus, the need is dual: for countries and for those agencies that
work internationally and nationally to provide support.  Only
more international resources, compounded with political will
and good practice in countries, will allow us to effectively fight
TB world-wide.
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WHEN YOU THINK OF IT...
we’re exiting the 20th century in a pretty sorry

state.

In fact, it•s a great deal worse at the end of the
century than it was at the beginning. Rwanda,
Kosovo, East Timor, Afghanistan, Angola,
Sierra Leone, Bosnia --- it•s a litany of lunacy,
a descent into dementia which illustrates the desperate extent of
civil conflict around the globe. Who would have imagined that at
the turn of the millennium, the international vocabulary would
ring with ethnic cleansing, war crimes, crimes against humanity
and genocide?

The toll on civilians is excruciating. Since the second world war,
ninety percent of the deaths and casualties, however inflicted,
from  bombs to landmines, are civilian, overwhelmingly women
and children. The children are the most pathetic: two million
dead, five million disabled, twelve million homeless, an infinite
number of orphans, and God knows how many traumatised for
life by the cruelty they•ve witnessed, the cruelty they•ve been
forced to inflict on others, the cruelty they themselves have
experienced.

Something is completely out of whack in human behaviour. In
Sierra Leone, the instrument of terror is the amputation of the
limbs of children; in Bosnia, rape is the preferred stratagem of
war; in Rwanda, half a million people are eviscerated by
machete. It is as if those perpetrating the deeds have lost all
sense of what it means to be human.

And yet, that•s only a part of it. Historians will write that we•ve
been visited by a rain of plagues. As if civil conflict weren•t
enough, there•s HIV/AIDS. Every day, there are more than
eleven thousand new infections in sub-Saharan Africa alone,
half of them contracted by young people between the ages of
fifteen and twenty-four. Country after country faces monumental
dilemmas: what to do about mother to child transmission; how to
establish a network of testing and counselling; where to find the
money to pay for treatment; how to fashion a campaign of
prevention  for adolescents; above all, how to absorb ten million
orphans into extended families when there are no extended
families left?

The money alone is enough to stop the heart. Imagine this: in
the United States, the annual expenditure on all facets of AIDS
is more than five times the annual expenditure in sub-saharan
Africa.
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But the real tragedy of the comparison lies in the fact that sub-
sarahan Africa has one thousand times the number of annual
HIV/AIDS infections!  There•s something about that juxtaposition
which is truly obscene. But it merely drives home yet another
catastrophic component: the poverty gap between developed and
developing countries. Despite all of the remarkable advances of the
last several decades, there remain one and a half billion people
living below the poverty line, living on less than a dollar a day. And
it•s getting worse, not better. Poverty is deepening within countries
and between countries in a way which prejudices the future of a
huge segment of humankind.

Globalization and free markets were supposed to change all of that.
Instead, we are witness to a disturbing phenomenon: globalization
confers benefits on some at the expense of many, and the transition
to the free market economy imposes a great deal of social and
economic pain. The corporate world is triumphalist; but the uprooted
and disinherited of the earth have never had it so bad.There is,
therefore, if I dare say it, something perverse about our uncritical
love affair with the stock market; our unseemly adoration of
corporate mergers, and our absolute faith that if only you find the
right operational mantras, those easy and tawdry slogans of
management excellence, then that•s all you have to worry about in
this world.

Well, I beg to differ. I•ve been involved for four years now in a
multilateral organization whose annual budget of one billion dollars
is no slouching inconsequence, and whose seven to eight thousand
employees work in 160 countries. A tremendous amount of
information and experience --- operational, managerial,
administrative, financial--- flows through this apparatus of significant
size and multicultural sophistication. And what you learn is that all
the complex and technological systems in the world will never
compensate for the simple requirement of treating people decently.
It is the fundamental secret of institutional and corporate
organization: get your processes right, but recognize that the way
people are dealt with will ultimately determine the balance-sheet.

That•s a symmetrical axiom for the way the world works. I don•t think
it presses the argument past the breaking-point to say that it doesn•t
matter whether one is speaking of matters large or small, domestic
or international; if you neglect the human condition, then you•re
courting trouble.All of the most knowledgable and progressive
internationalists, for example, talk of •people-centred developmentŽ.
No phrase is more treasured. Why? Because of the recognition ---
gleaned laboriously and painfully over the decades --- that if you
want to address everything from poverty to conflict to disease to
social organization, you must give primacy to the human dimension.
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There•s no false romanticism in that view ƒ no pollyanish
sentimentality. When human beings are brutalized, demeaned or
diminished, no matter what the context, things fall apart. It would be
nice to think that Canada had a consistent role or policy to deal with
all of this, but alas, we are paralyzed by inertia. But that•s another
s p e e c h  ƒ .


