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PREFACE -

In response to the request of His Majesty 8. Government of Nepal the
Government of. Japan has dec1ded to conduct a besic design study  on’ the
proiect for the construction of National Tuberculosis Centre and entrustedr
‘the study to the’ Japan International Cooperatlon ‘Agency (JICA) JICA sent
to: Nepal a study ‘team headed by Dr. Masakazu Aoki Vice Director, Research
Institute of Tuberculosis, Japan Anti Tuberculosis Association from December
2 to 28, 1986 ' ' ' _

The team had a serles of discussions on the Pro1ect with the offlcials
concerned of - the Government of Nepal ‘and . conducted - a field survey inr
Kathmandu - and Pokhara areas. After the team returned. to Japan, further
‘studies were nade, a draft report was prepared_and_a miss1on_to expiain and
discuss it was dispatched to Nepal ;”Asﬁa reSult, the present report has
been. prepared ' | '

1 hope that this report will serve for the development of the project
and’ contrlbute to the promotion of ,friendly relat1ons'_between our two
countrles B _ o '_ : : )

I w1sh to express my deep apprec1ation to the officials concerned of
.Hls Majesty 5 Government of Nepal for their close cooperatlon extended to

the_team.

April, 1987,

Keisuke Arita

. President : o
Japan International Cooperation Agency
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SUMMARY

It is estimated that the average life span in tﬁe'Kingﬁbm of ﬁepal_is 1ess'
than 50 years..‘Beééusefof'ﬁad watér'suﬁﬁly.ﬁhd the sanitation situét{ons
contagious diseasés, iﬁfecfibns. of ‘digesﬁiVe and respifatory organs;
undernourishment - and tﬁé likes. are prevalent, - ZSZ_of.newborn.Babies die
before 5 years of ége. Althbﬁgh;there,aré no accﬁraté data,'the anmual risk
of tuberculbsis_'iﬁfection and fthe_ incidence of smear posifive T.B. are
estimated as 1% fo.B% and 0.12%.f6'O;BUzurespectively; these rgtes'are abéut
20 times.highef than those of_'Japa.nc This'meaﬁs.that3the_Kiﬁgdoﬁ of Nepal

has one of the highest incidences of tuberculosis in the world.

The first effort in Nepal to control.tuberculosis was to establish the Tokha
sanatoriﬁm:with 50 ‘beds in the suburb of Kathmandu in 1934.° “In 1951, the
Central_Cheét Clinic was éstabliéhéd in the Bir Hospital and it became an
independent instifution in 1961, Cﬁrrenfly, :the Central Chest Clinic
(C;C;C.),- is serving as a centre for the- diagnosis &and treatment of
tuberculosis patients in the city of Kathmandu-and ié playing a role as a
centre of fuberculbsis control in the cbuﬁtrf{ In 1965, the Tuberculdéis
Control Project (TBCP) was organized in cooperation with WHO. Since then
TBCP = has . carried out. tuberculosis control measures including ‘B.C.G.:
vaccination;,case detection'and treatment for the tuberculosis patients. At
the same time, . TBCP has worked as a centre for the .supply of
anti-tuﬁerculosis drugs all . over the country. In 1978 and 19890,
tuberculosis 5em1nars were héld in Nepal with specialists from WHO and IUAT

participating.

Based on the results obtained from the séminars, establishment of the
National TB Programme (NTP) and its implementation through an integrated:
health serviece system was strougly recommended, because the ‘existing
door-to-door campaign method was not able to.éoﬁer the entire country. The
Govéfnment decideﬁ .to. establish the MNational Tuberculosis Centre (NTC)
through the unification of CCC and TBCP and to strengthen its tuberculosis
control programme., To this end, the Government of -Nepal: requested the
Gpvernmént of Japan to extend grant aid and technical cooperation in August
1985, in view of Japanese - past performance of grant aid and technical

cooperation in this field.



In response to the request by ‘the Government of Nepal the Government
of Iapan sent a preliminary study team to Nepal in July. 1986 and - confirmed
the necessity of the project, and  the need for establishment of the :
_facilities. It was deoided to’ carry out a’ basic design study ‘on the
:construction -of such facilities as would be - necessary 'for smooth
implementation of the project The Japan International Cooperation Agency‘
_dispstohed a survey tesm to perform the basic de31gn study from Dec. 2 to
Dec. 1986, The: survey team discussed contents of “the: request with the
concerned authorities of the Government of Nepal ‘and performed field surveys'
‘regarding candidate construction gites, related faci]ities and construction
'condirions, and ‘also collected other data related to the project. On the
basis of the field survey and various discussions in Nepal a fundamental
design draft final report was drawn up on the following items- upon: returning

Japan' basle “design of facilities, 'selection of eqnipment ~and
instruments and maintenance management planning. ' After reviewing-- the
report, the Japan International Cooperation Ageney sent a survey ‘team back
to Nepal from March., 8 to March 15, 1987 to explain the . final draft report
of the basic. design stndy o the authorities of the Government of Nepal

_ Accarding to the - basic de51gn study, a National”Tnbereulosis éentre
(NTC) and "a Regional Tuberculosis Centre (RTC) would be constructed in
Kathmandu. “and _Pokhsra resPectively, The NTC will oe ‘managed under the
Secretary; Ministry'bf Health and the RTC will be.maneged.by the Regional
Diréctor of Health under the Secretary, Ministry-offHealth.'.The activities
of the two ‘centres ‘wotrld play important roles in T B. control,.suoh as
serving as research centres on epidemiology, bacteriology and clinical
research,’ as education centres for manpower trainlng, supply centres for
drug and medical supplies for the entire country and as model T.B. clinics,

among other funétions..

In view of the importance of these activities, it was conoluded that it

was indispensable to construct tuberculosis centres in the_Kingdom of Nepal,

The-project includes the following items.

- 4i -



1)

Facilities

NIC

The ¢entre will consist of three buildings with a total floor area of

4, 750 mz, containg annexes

: 1)

2)

3)

RTC

The

'Main building (two—storied including a one story section with a

total fleor area of 2,530 m )
The building will consist of three departmentS' administration
department, outpatient department, regearch and supervision

department.

Training building (two—storied l 375 m ) _ o

The building will consist of  two departments | a. tralning
department and drug supply deoartment. .

Training department: Where trainees from through out the country
will be_ trained to understand tube*culosis and_ to reylew
techniques for admlnistering tuberculosis treatment.'

Drug supply department: The department will supply anti~TB drugs
end medical materlals to the suborganizations of NTG and RTC.

Dormitories (one stoxy, 795 mz) _
Dormitories will consist of two buildings for trainees housing 26

persons, and one for lecturers housing 4 persons. One trainee

~building will be 285 m? for 14 trainees and the other will be

250 m° for 12 trainees; the dormitery for lecturers will be

260 m2,

centre will consist of two buildings with a total floor area of

1,815 mz; containing annexes

1)

Main building (one story, including two storied section with total
area of 1, 560 m ) _
Ground floor: administration and outpatient department

First floor : research, supervision and training

- iii -



2)  Guest House (ome Stbry, 165 mz)

Guest House for visiting experts and lecturers who stay for short

_periods of time.

ii) Equipment

NTC  and RTC are equipped with the necessary equipment for

opération_of the centres,
1} NTC

“Radio photograph apparatus
X~ray apﬁaratus for full size film and tomograph
Apparatus for lung function test
Apparatﬁs for blood biochemistry examination
Apparatus for bacteriologiéal examination
Fluorescent microscope '
Wasﬁing sterilizer
Personal éompﬁter
Apparatus for medical exémination
_ Slide processor
Film and slide projectors
VIR sets

etc.

2) RTC
Radio photograph apparatus
Apparatﬁs for blood biochemistry examination
Apparatus for bacteriological examination
Washing sterilizer
Apparatus for medical examination
Film and slide projecfors

etc,

1i1) Organization implementing the Plan (on the Nepalese side)

' The Ministry of Health of Nepal

- iv -
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iv).

V)

vi)

vii)

Expenses

Expenses which the Government of Nepal is to bear are as follows:
Management of the project, operation. after completion of construction,

maintaining’ the required - number of.fpersonnél and  ‘their. expenses,

construction and matetrial supplyf(excluding that covered under grant

‘aid by the Government of‘Japan) and expenses and measures required for

implementation of the grant aid. Estimated expenses for the Nepalese
side are Rs. 5,361,000,

Schedule of construction

After the Exchange of Notes (E/N), the approximate period

required for construction is as follows:

Detail design: ﬁbout '3 months

Tendering 1 aboit 2 months
" Construction : about 12 months
Total : about 17 months

Proposed construction sites
Proposed construction sites are as follows:

NTC: Thimi ﬁillagé, suburbs of Kathmandu
RTC: in the city of Pokhara

Operation and maintenance costs

- The estimated cost of the operation and maintenance costs are as
follows (these dinclude the total of facility operation costs,

maintenance costs and persocnnel expenses)

NTC (one year): 1,570,000 Rs,
RTC (one year): 750,000 Rs.
Total : 2,320,000 Rs.

(The Government of Nepal is to cover these expenses.)

Once the centres aré completed, the.-National Tuberculosis
Programme (NTP} in Nepal will be established as a network system
extending throughout the country. By carrying out activities through

this system, more detailed data can be obtained in the fight against



tuberculosis and greater progress can be made in dmplementing the

tuberculosis control programme.

Tﬁus;f it: is- deeméd 'apbrbpfiate to implement this -project under

-Japaneéé :Gfant Add, :Iﬁ édditibn; Japan's. technical coopération ig

thbﬁght "to be réssential to ensure smooth implementation of the

project, while rééﬁonsibility of the WNepali Government for the

following threé-cruciai points needs to be cited in order to realize

even smoother carrying out of the project.

1) Securing:'of the running costs for medical equipment and
facilities.

2) Securing the necessary medical staff for the operation of
facilities, not only for the NTC in Kéthmandu but also for the RTC
‘in Pokhara, o | _

3) Designating peopie responsible for cheéﬁingy maintenance and
supervision of - the reseafch and traiﬁiﬁg equipmeﬁf, and to

' establiéh an efficient system'for'operafing the equipment.'
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' CHAPTER 1 INTRODUGITON |

In 1978 the Japanese government and the Japan International Cooperation
Agency offered a public health grant aid for the Western region of thed
kindom_of Nepal,_ Since then, technical cooperation has continued over a

period of 7 years._ The prOJect included cooperation for tuberculosis
control . nwasures, and through the experiences during this’ period .a basis
was set for mutuai. understanding and a cooperative relationship between

Japan and Nepal regarding tuberculosis control measures.

_ Qn the other hand, there are two bases undertaking tuberculosis'control
*activiries in Nepal namely, cce (Central Chest Clinic) which. has _been
pec1a11y active in treatment for. tuberculosis patients since 1965 and TBCP
(TB Control Project) organleed under the cooperatlon between WO and UNICEF
However, these tuberculosis control act1v1ties “have been limited hto-
' particular areas because their mutual cooperative relationship cannot be
-_sald to. be completely satlsfactory, -and further, the: measures being taken
are of a campalgn nature. In response to strong demand for more active and
moie powerful tuberculosis control measures, the Nepalese government decided
to establisb ‘a Nationa1 T8 Centre, in the nation's 7th five-year planm, by
amalgamation of the above two organlzations._.For this. purpose, the Nepalese
government requested grant a1d and technical cooperation in Auguot, 1985

from the Japanese government, whose activities bore fruit in Nepal

As -a result of a .prellmlnary study 1in: July, 1986 : the Japanese
government confirmed the nature of - tbe plan_'as well as necessities for
'faCilities and equipment to fulfill the.plan,. and decided to'launch a hasic
'des1gn study on the potential fac111t1es required ‘for smooth execution of
the plan in response to the request for grant aid, Based on this decision,
- the Japan International Cooperatlon Agency decided to dispatch a basic
design “study team, headed by Dr. Masakazu Aoki, Vice Pregident of the

'.Tuberculosis Research Tustitute of Japan Anti-Tuberculosis Association,

The study was conducted for'27 days from December 2 to 28, 1986-during
whlch confirmat1on of the nature of the request, study on the necessities
required and decision on location for the Nat1onal TB Centre were made. The
basic agreements reached with concerned Nepalese government offic1als were

arranged in "minutes' ‘form which were 51gned jointly by Mr. Aoki, head of



the 'study team-and Mr. Pradan, Acting Secretery, Ministry - of Health on
December 12 | ' ' | .

: Following this, 7the members rof:.tner_tean carried out further
investigation on’ the circumstancee involved in the intended construction,_
inspection of similar facilitles and made a secondary study on Lhe intended
construction 81te. ‘Based on these results, a supplementary note was
prepared end jointly signed by Mr. Ono, Resident Representative, JICA Nepal
Office, and. Mrs. Kiran, Secretary, Ministry of Heaith Nepal, on December 24

- After the team returned to Japan, the feasibility of the plan was
.examined_ based on . the result of the study, the -basic design of the
.facilities, bthe selection of medical eduipment and training “equipment;
'estinetioni”of: the. expenses reéquired for the plan, and planning"of
meintEnance and. control proposal were carried out. ‘The Japan International
'Cooperation Agency summarized the these results in a draft finel report .of
the basic design study, From March 8 to 15, 1987 the study team was sént to
' Nepal to explain the rteport to concerned officials of the Nepalese
government so that the contents of the plan could’ be: confirmed and
discussions were held. The basic agreements acquired in the discu551ons
were summarized in.the_"minutes" of the discussion. On March 13, with Mr.
Prasai,t_Secretary of Ministry of "Health of " the Kingdon‘ of Nepal as
' intereﬁedieryQIDr. Masekazureoki,'Vice President  of Tuberéulosis Research
Institute of'Japan Anti~Tubercu105is'Associetion,_and'Dr;'Maskey,.Director
of CCC, signed and exchanged_the "ninutes",. The structure of the study
team, the study schedule, the list of interviewed officials in the Nepalese

_government and minutes of the discussions are indicated by attached papers,

This report 1nc1udes the reeults of the basic design study described

above
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CHAPTER 2 BACKGROUND OF THE PROJECT

2-1 Health Situation in Nepal
2-1-1 Structure bf'DiéééSes E

The Kingdom of Nepal is about twice as lazge as Hokkaido of Iapan and
runs 880 km from east to west and 2640 km from north to. south The
populationfwas'eétimated at 15,020,000_in 1981, of which.96,4% ‘live in rural-
communities and only 3.6%Z in 16 small urban areas. The precise: population,
birth rate and death rate is not known as there is no establlshed census
system of a b{rth/death reglstration svstem, but a special census performed
in 1971 and variocus subsequent 1nve5tigat10ns ‘reveal the populatlon dynamlc%
in Nepal as shown din Table 1. (Statistlcs in Japan are shown_ for
referénée.) Both the birth. rate and death rate are three times as high as
their counterparts {n‘japaﬁ and the death rate could be said to be even
higher when difference by age structure of the population between Japan and
Nepal is taken into con51deratiom.' The actual circumstances can be grasped
if a comparison is made based on the ‘infantile death iate. The average life

span in 1965 and 1976 was estimated as.40.6 and 45.0, years respectively.

Table 1 Populatibn‘dynamics.in.Nep31 ‘

: _ bountfyﬁi&e
Corrected by | Dynamic census birthrate: | jJapan
census in o investigation
| A 1974 1976 | - 1977 || 1979
Rough birthrate | 42.9 % 44,7 46.8 43,6, | |14.2
Rough death rate | 55 4 19.5 22.2. - 6.0

Infantile death _
Tate 172 %o 132.5- . 133.6 - 152,0 1 7.9
{vs Dlrth 1 OOO)

-Population
increase rate

1.99% 2.52% 2.46% | - 0.63%

The Turberculosis situation and Efforts of Turberculosis Control measures
in the Western Reg1oﬂ of Nepal (from JICA March 1981)

Because of Jack of widespread seWerage systems énd unsatisfactory
_eﬁvironmental égndifions in Nepal the major diseases in are acuté infectious
diseases, réspifatdry infections and malnutrition. Twénty-five'percent of
newborn babies die before they reach ‘the age of five, and 80% of the deaths
are caused by dysentery, respiratory 1nfections, malnutrition, measles, etc.
The causes of death of newborn babies and other infants in the ten major
national hospitals in Nepal between 1974 and 1975 are as shown in Table 2.

_3...



‘Table 2 ;Caﬁses'bf-Déétb"offIﬁfantilé Pafients in lO?National
.”Hqspitals_in21924/75 (from JICA, March 1981)

'-'Aéé-]éés than.i:. .-'_ o . Ages 1 = &4
Pneumonia . ot 27.2% _Dlarrhea and énteritis 21,6%
Diarrhea and enteritis 22,2 Pneumbnis_ : lle-
ﬂii:;§$;§iggcigicy ) 6.2. Meningitis . 3'0
Meningitis - I : .6.2-  ‘Measles . : 4.8
pietiee AN IO R IS
Bronchitis and S 3.7 .ﬁisease unknown only | 16.8
bronchial dSthma - 1 with symptoms
Others .~ 29.6 -| Others 34,4

" The kinds of diseases of adult patients admitted to 10 major National
hospitals areias shown in Table 3. (from JICA, March 1981)

Téblé 3. Diseases of in-patients in Nepal

1974/75% | 1975/76%%
‘No. of Z iNo of %
= o . patient _ patient
Infectious diseases and | 2,171 | 32.0 | 2,658 | 28.9
parasitic diSEases o
‘Respiratory diseases. - { 1,690 | . 24.9 | 2,630 28.6
‘Diagnosis unknown only 627 9.3 | 1,002 | 10.9
with symptoms '
Accident, intox1cation 623 9.2 7991 - 8.7
and violence ' : 1
Urinary diséases ) 411_ 6.0 - 564 6.1
Diseases of blood 281 4.2 - C -
hematogenous organs
Circulatory diseases 252 1 3.7 0 336 | 3.7
| Complications with 242 3.6 | 289 3.2
_pregnancy and ch11dbirth :
Diseases of - dlgestive : 242 3.6 389 4,2
tracts : _ :
Neurotic and sensorv ' 237 | .3.5 279 3.0
diseases e = :
Endocrinal and metabollc - - 245 2.7
abnormalities ' ) .
Total | 6,776 |100.0 ] 9,188 | 100.0
Statist:cs of 10. major hosPitals L -

sk .Statistics of 9 1arge hOSpitalS (normal chlldbirths are
" ‘not included)
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.These_statistics-help us to understand that:the_main,diseasesiin Nenal
aré._obviously showing .a pattern' of Infectdons and parasitic diseases,
Tuberculosis is included in the categories of respiratory diseases ‘and
meningitis, and it is one of the maJor diseases prevai]ing in the country,

though the statistics are not given in either Table 1 or 2
2-1-2 Health Organizations

The Ministry of Health was established as one of 15 ministries in the
-Nepalese government, and its portfolio is cancurrently “held by a Minister of
State. Unde1 the direct cortrol of the Secretarv, Ministey ‘of Health, there
is a_Family Planning Committee and Malaria Eradlcation Commlttee, and so” on.
The National Tuberculosis Certre (NTC):which is the“reeipient'the grart aild
of this study is also under the direct control of the'Seeretary,'Ministry of
Health, but most sections of its health and medical administrations are en-
trusted to 1oca1 organizations hased on the nation's policy of decen-

tralization.

Nepal 1is divided dinto 5 “regions, 14 zones, 75 distriets and
approximately_:30,000 towns or village (panchayats). 1In- each region, a
regional directorate is assigned who is the higheSt_responsible_official for
1oea1 health and medical administrations. = Under these organizations, there
are zonal hospitals (9 at present), district hospitals. (39 at present) and
health centres (26 at present, to be reorganlzed in future by being upgraded
to d1str1ct hospital or downgraded to health post) There are also 745

health posts establlshed countryw1de as basic health organlzations.

As the health posts are in the forefront of the health and medical
admlnlstrations in Nepal; their being well—equlpped_is one of the important
objectives of the health policy. Health posts have.no beds-nor physicians
but are controlled by Health Assistants {(as the responsible official under
technical guidance provided by distriet- hospitals).. Health posts. are
scheduled to be established in  the ratios of one per, 10,000 - 15,000
inhabitants in.mountainous districts and one per 20,000 - 25,000 inhabitants
in the flatlands. The health posts are divided according to their sizes aund
.actlvities, into Integrated Health Post 1, Partial 1ntegrated Health Post
(P) and Nonwlntegrated Health_ Post (0), and there _are 74, 376 and '294
fac11it1es, respectlvely.' Integrated Health Posts keep a health assistant
2 auxillary health workers, 2 auxil1ary nurse- and~mldwives, 6 village health
workers, 1 Mukhlya*2 and 3 Peon*B, totalllng 15 staff members. On the other

hand, the Non- 1ntegrated Health Post has one health assistant and laborer
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'eaeh;.-Health-consultations and first aid are given in a room of -a private
house. 'd Pertiallyeiutegrated;Health_Post is an-intermediate_organization
.betweenlthefabove'two. . . ' '
Note l _ i L
Integrated Health Posts are . referred te das such. 'HoWener, thisfterm

_'does not simply refer to posts offering emergency” treatment'and'health care;
but refers to the type of health posts which administer health services in
the broad sense of the ‘word, to include family planning, malaria control
1:measures, diagnosis and treatment of turberCLlous patlents, diagndsis and
treatment of leprosy, ‘vaceinations and nurtrltional guidance, ete. A
Paitlally integrated Health Post is a health post whlch keeps staff on hand

deal_ with _Speclflc 111nesses, whlle a Non—lntegrated Health Post
administers only emergency treatment.
Note 2:

Staff with the lowest p031tion who can provide limited health services

and handle clerical matters.

Note 3:

Performs miscellaneous duties.

2-1-3 Health Manpower

There had been no medical school 1n Nepal ‘until the Teachlng Hospltal
attached to the Hedical Faculty of Trlbuhvan Unlversity was established with
the cooperation of Japan. Thus, to become a physician it was necessary to
study . abroad in a country'such as India. The existing number of physicians
is 573 (in addition to a small number who are of other nationalities), which
meéans .- that the ratio of physicians is -one _per approximately 25,000
inhabitants, indicating ‘that Nepal has one of the lonest ratios of
physicians in the world. (There is one physician per'approximately'750
‘ifthabitants in Jaoan.)

Under such circumstances, the key flgures who are engaged in practlcal
medlcal treatment and health serv1ces are intermnd1ate health personnel As
shown in ‘Table 4; health serv1ce personnel are quallfied after receiving the -
: prescribed QGUCation after-gradnating from a junior high’ school and passing
dthe test for a'School Leaver Certificate:*_ The Auxiliary Health Workers
:School is 1ocated in Kathmandu and prov1des health education, while all the
Health Assistants and nurses are educated at the facilities annexed to the

Instltute of Medic1ne in Trlbhuvan_Univer51ty.

—§ -



* A type of graduation certificate serves as a qualification to apply for
Auxiliary 'Health Workers School which can be applied for after high
school graduatiaom, . |

Table 4 Compulsory education perlode for various medical personnel and
their numbers betWeen 1972 and 1977 -

'Compglsory

. 1972 11973 |1 1975 |1976 |1977 |Total
educational perilod 7 73 1914 975 (1976 : ord

Pharmacist. - - 205 years R T R PR YRR W B
Health.Assistant '= ) 2.§ yeafs e .- Lo - .50 75 -81 206
Senifor Auxiliary Intensified training ! - : o '
- i3] 1 0} 360
Health Worker o for 3 months at AHW 1 65 65_ - ! 6
Auxiliary Health Worker | 2years .+ 78| 80} 03| 111 | - | ~ | 372
Community Medicine ‘ : ' ’
q. o . 1 . - = - o - 0.1 93
1 Auxtliaries years % B
furse 3Fyears © | - | - 1 42|50 52| 54 ) 198
Assistant Nurse Midwife 2years - | - | - 62 | 181 | 123 | 203 | s71-
X-ray tectmician 2.5 years S N I S N -
Clinical test technician 2.5 years - - -1 e 2] 6] 1

2-1-4 Health and Medical Plans

The Nepalese governmeﬁt mapped out'its fifet-fiﬁe#year plan in 1956 and
is now executing the 7th five-year p]an (1986 1990} . 'If ﬁas in the 4th
five-year plan (1971 1975) that health and medical services in Nepal began
to become substantial. In this plan, emph451s was placed_on (1) preventive
meaéures,.(Z) strengthening.of the existing facilities and (31_éducation of
middle class health personnei. ThiS-sefved as an oppertunitj to establish a
policy to the effect that the measures agaiﬁet'varidﬁs'diseaseS'whieh had so
far been offered under av individually divided system of authority would be
deﬁeloped by .building them into a system of unified regional health

measures.

King Birendra of Nepal, who ascended to the throne in 1972, is at grips
with modernization of the nation and endeavouring for its development by
plecing emphasis on the four points: of agricultufei3 development, Troad
eonSt:uctiOn;:edﬁcation and héalth and hygiene'aecofding to a 'Conprehensive
Local Development Programme,' This attaches importaucé'te the.deveiopment
not - only of the central regions but,of-ﬁhe mouﬁtéihohs regions as well,
That is -the reason why decentralization is vigorously puréued.

The following 12 items are defined as important'points in the long-term

health programme running from 1976 to 1990,
~



10
11

12

A health post'nEtWOTk will be established so that treatment and

prevention-csn bE'practléed at farming reglons where 96%Z of  the

'population 1live,

Family planning is promoted upon checking inc1eases in the popu-

'latlon.

Hospitals w1th a ndnimum of 15 beds will be bullt in all the

' districts by 1985

Disease _control measures‘.which are taken by the _central
authorities will be built into integrated 1ocal health measures.

Research of traditional medicine will be piomoted for utillzation

4n the prevention of diseases and_family planning.

Efforts will'béiéxérted_fdrfthe uﬁbringing of new personnel and
also for prevention_of'personnel dropout; so as'to:sscure'the
formation of'the"pefsonnelfstfﬂcture'for health measures. -

Thé'adﬁinistrative sYstemfwill be changed 5y dividing the nstion
into five regions 50 that measures taken regionally will be

Vfacilltated

-'Mlssion hospitals will be placed under the supervision of the

government by 1990, _ -

Committees participated in by 1inhabitants will be set wup in
h05p1tals so that citizens can partlcipate in health measures.
Health and hygiene education will be promoted

Increase in pharmaceutical production will be planned.

The medical services which are providsd free of charge at present

will be charged for,from'ceftain stages.

0f these, the points which are deemed particularly important are:

1.

4

Establishment of a health service network in underdeveloped areas
such as farming and mountainous regions,

Countermeasures against population increase,

Measures against infectious diseases.

Repletion and improvement of hospital services.

Based .on these principles, the policies for promoting the deﬁelopment

of remote underdeveloped regions are being oarried out on a regional basis by

“dividing the'whols land of Nepal vertically into the five regions (east,

central, west, middle west and western—-most)., NTC and RTC are expected to

serve as active bases to gdvance the varlous measures against turberculosis.



2-2 - Tuberculosis Control in the Kingdom cf'Népal
2-2-1 Shoft history‘of”tubéréulosis in Nepal

~ The flrst step 1in enacting tuberculosis control measures in Nepal was
taken when the Tokha Sanatrium with 50 beds was bui]t at a point halfway up
a mountain in the outskirts of Kathmandu in 1934 A Chest Cljnic was
establnshed in Bir Hospltal 4n 1951 and reorgauized as the Central Chest
Clinic (CCC) which was to become the diagnostic and therapeutic centre for

tuberculoq1s patients in Kathmandu.

The Nepal Anti—Tuberculosis Agsociation (NATA) was established in 1953,
and outpatient treatment commenced at Kalimati in Kathmandu in 1955, 1In
1970, the Kalimati Hospital with 25 beds was additionaliy'set up, A patient
lodging house with 20 beds was subsequently annexed to this, This complex
is now a therapeutic facility equipped with 37 beds for tuberculosis
paﬁients énd a.pafients lodging house with 20 beds.  Since 1978, activities
have beén'éséﬁmed.at districts by'éettihg ﬁp subdivisions at'Biréﬁqnagéh,
Birganji, Tansen, etc, - '

The Tuberculosis Control Project (TBCP) was organized in 1965. with
WHO'S cooﬁeratibn, and active Euberculosis contrel measures such as BGG
. vaccination and detection of patients were initiated. Ié was _about this
time when a_Japanesé speciélist team sent by OTCA (presently JICA) provided
guiéénce for tuberculosis examination at Bhaktapur (November 1965 - March
1966) . |

in 1970, the concept that tuberculosis control measures should be taken
at health posts as a part of Integrated Community Health Care1 was advocated
by WHC, according to an Integrated Community Health Pilot Project.  The
project was started at Kasuki_Zone,in the Western Region and Bara Zone in
thé Central Region. Tuberculosis control measures were discussed with
participation of the sﬁecialists of WHO and IUAT (International Union
Against Tuberculésis) at the lst and 2nd tubercﬁlosis_seminars'héld in 1978
and 1980, respectivéii‘ It was étrohgiy recommended that the campaign type
activities which wére:conventionally assumed by TBCP would be réwdrgéhized
into a system of constant and integrated tuberculosis contfoi activities to

be undertaken at health pests.

1 Integrated Community Health Care does not refer to administration of
health care divided in a vertical chain of command as such, but refers to

the overall total administration of health care, centering on regifomal
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health posts as a part -of regional health care, which includes family
plauniug, malarla control .measures, _nurtritional guidance, leprosy

control measures, ete.

o Under such c1rcumstances, 1nvestigations from various aspects were made
es to h0w the uatlon 8 tuberculeele control measures_ (the Natlona]_
Tuberculosis Programme, or VTP) should be organized As a result, it was
decided that CCC ~and TBCP were to be 1ntegrated to establish a National
Tuberculosis Centre (NTC) and that the organizatlon would function as the
centre to execute a newly established NTP. fThen, a construction programme'

for.the NTC was to be put into practice based on this principle.

2= 2 e Present qituation of Tuberculosis

The present situation of tubercu1081s can only be surmised from the
results of surveys carrled out,_at certaln .areas, because statlstlcs
regardlng mortallty or inc1dence of tubercu1051s have never been collected

-and tuberculosis prevalence surveys have not been carried_out.
{1) Risk of tuberculosis infection

The annual risk of tuberculosis infection is regarded as the most
reliable index for estimating the actual situationrof tuberculosis and is in
world»w1de use. Risk of infection ie;calculeted from the prevalence of
positive reactions to tuberculin test among the people who have not received
BCG vaccination, but since no tuberculin teettreeults which represent the
whole of . Nepal are available, the risk of infection is estimated from the

results of tubercu]in tests performed in a specific region.

' Tbe results of tuberculin tests performed on children who have never

rece1ved BCG vacecination reported so far are as shown in Table 5.

The results of tuberculln tests on the children aged 0 ~ 4 varied
w1de1y from 6.1 - 20.8%. The 1arge variances are ascribed to the fact that
the results were from tests on relatively small numbers of subjects in small

areas of each region.
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Table 5 Positive Reaction Based on Age Groupings in Nepal

Year and-| .. ° - : A : . .
Area’ | Kathmandu Bhaktapur- Patan | Palpa |Bhaktapuch | Gorkha |Jaj arkot
: 1973 1965 1966 | 1062466 | 1976/77 1968 1979
Age ’ :
O-h-years ‘| 20,8% " 7% | 19:3% |~1,4,76% 17.5% 6.1%
_ : 1 4,6, 66% N
| 5-9 . S ] 35,3 37 37,6 1 89.3 |} 20,1
‘ ' ' ' 33.37 '
10=14 Ih~years . . . . ) S
] o91,3% 56 51,3 | 34.6
: 48.2 : 52,6 : :
15-19 85 51,3 -
Rescarcher Giri Japan “team Malla | Iwamura Giri {wamura | TTSC

(JICA, March 1981)-

Calculations madé from these result yield an extremely_ high
(approkimately 3% to 7%) tuberculesis infectidn risk in'Nepai. Howevgr; ih
reference to the estimate thét the incidences of smear-positive tubércuiosis
patienté_ are 0,12% - 0.3% as mentioned below, it may be reasonable to
presume thaf the risk of tuberculosis infection in Nepal is 1%Z~3%, being
velatively low in mountainous fegions and considerably high.in the flatlands

and urban areas.

Supposing the risk dis 1%, the rate is 20 times as high as that in Japan
which is abowt 0.05%. Ir is desirable that more exact figures on risk of
infection in Nepal will be provided by the parties involved with the NTC by

selecting adequate-regions properly with low rates of BCG vacclnationm.

(2) Prevalence of tuberculosis

The prevalence éf smear-positive patients detected in surveys made by
TBEP or Japanese téams are as showﬁ in Table 6. The incideﬁce pf smear-
positive patients aged above 15 can be said to.be between 0.2% énd 0.5%.
The values seen for all thé apges should be 0.12%7 or 0.3%.

In Jaﬁaﬁ, .pfevalence of bacteriologically positive tuberculosis
patients including culture positive within a year is reported annﬁally, but
prevalence of Smear~pdsitive patients is not réported. Therefore, this is
no more than an estimate, but the risk bf'smeaf-positive patieﬁts.could be a
maximum 0.015%. The prevalence of tuberculosis in Neﬁal is pfesumed to be

about 20 times as high,
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Table 6 Active Case Finding Ratio of Smear Positive T.B., Patients in Nepal

. - . .P 11 1 Susceptable| Smear Smear Positive
epor;Jt Region OPUA§ on Population | Positive | Infection Rate
G_I‘.OUP S ( . . . (B) (C) E C/B
1975-79 | Total No. | 2,039,854 | - 975,157 | 2,353 0.24%
TBCP - _ . : . .
Mountainous i} . . '
_ : 186,932 63,476 164 0.26
regions
tid-mountain |, g0,179 625,676 | 1,153 0.18
regions
Flat terrain| 578,743 286,005 1,036 | 0.36
1980-85 | ,. . - - o .
. : - 0.
TBCP Total Wo, 3,091,000 15,002 49
1976/77 | : :
Japan Synja - 52,482 137% 0.26
team '
1965 |
Japan Bhaktapur - 6,953 6,953 72 1 1.04
team . : :

(JICA, March 1981)

* This period also includes passive_case patients.

" (3) Incidence of tuberculosis -

Since even the prevalénce 6f fuberculosis can not be known, it 1is no
more evident how many cases occur during a:year. However, judgingrfrgﬁ fhe
above estimate and the number of tuberculosis patients detected actuélly by
TBCP, fhe—smear—positive patients whiéh_bccuf in a year for.all of Nepal are
presumed to be é,OOO-to 7,000, _Ih_addition, the figure would be larger if
relapse cases and tubercle bacilli discharges who 66ﬁtinue .té disehéfge
tubercle bacillus as a result of failed treatment and recurrent patients are
included, .As Smearmpbsitivé patients amount to & considerably lérge'numbér;
mény infénté, children and young people, are being infected with tubercle

bacilli in Nepal even today.

(4)1:SUMmary: Tuberculosis situation in Nepal

_ A nation with a prévalence.of tuberculosis higher than 1% is defined as
“a highly prevélent area. There are many nations with_a'prevalence higher

than_3Z in Africa;_but there are a few in Asia in addition to Nepai. .Nepal
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is not only a highly prevaleht area-for tuberculosis_ic-generélibut appears
to be presenting complicated aspects, such as: (1) variances'of prevalence
of tuberculosis are large by reglon, (2) the prevalence of chronic bacilli—
dischargers and recurrent patients is high and (3 there are many cases
which _are. difficult to treat. Also,_ (4) the ratio of extra~pulmonary
tubcrcu1081s is_con51derably high. Furthermore, (5} no;s1gn of improvement
18 seen in spite of these circumStcnceé and atfenfion-must be paid to the
poésibility of the pfé?aléﬂde'éf tuberculosis incréasing'ever fufther due to

modernization, industrialization'and urbanization in the future.

2-2-3 Existing Tuberculosis Programme
{0 Exiétiﬂg tUBEICUlbsfs control crganizationé

There are many organlzatlons engaged in tuberculosis control in Nepal
such as 1) CCC, '2) TBCP, 3) EPI, 4) NATA, - 5) BNMT and 6) countrywide health
posts, but liaiSon-and.coopefationgamong these organizations are not always

sufficient. The major roles of these organizations are as follows:

1 CCC (Central Chest Clinic)i |

This is an outpatient treatmeht facility located in Kathmandu. It
is the centre for diagnosis and treatment of tuberculosis in Nepal and
‘also the centre of tuberculosis control where - many specialists

.ascemble. : | . ' |
2 -'TBCP.(Tubércﬁlqsis_Control Project):

TBCP kééps its heddquarfers in Kathmandu and has 10 branches in
Janakapur, etc. It has proﬁcted tuberculosis control measures in 25
nationﬁide ~districts. TBCP Cis respoﬁsible for supply of
anti-~ tubercuioéiszdrugs to the coﬁntrywide.health posts,

3 EPI (Fxpanded Programme of Immun1¢at10n)
Is performing BCG and other vacc1nations nationwide.
4 NATA (NepalVAntifTuberculosis_Assoc1a:10n).

A eivil’ ofganization takihg tuberculoéis ccntfo} measures in
various reglons through its 18 nationwide branches in addition to the
Kalimati Hospital and an outpatient department in Kathmandu;

-5 BNMT (British Nepal Medical Trust):
. Participates in active tuberculosis contfol _measures in the

eastern regions of Nepal.
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6' Health posts:
:Diagnosis snd- trnatment'_of tuberculosis ‘patients are = being
undertaken at 74 Tntegrated ‘Health Posts., A ﬁOlicy to'increase the'
nuimber of Integlated Health Posts is being promoted so that diagnosis

'and treatment of tuberculosis patients can be performed at the

'natlonwide health posts.:

The partlcipation of so mah& orgaﬁizatlohs in tuberchloSis:cohtrol

" measures does not always ensure smooth mutual cooperation and the need
for ad1ustments in thls situation was considered to be a matter re-

quiring immediate attention. For this reason, the B Coordlnating

Committee was established but it did not actually achleve a functional

role due to a lack of headquarters and ‘working staff. Thus, estab—

lishment of a powerful organization was-desired and CCC. and TBCP, the

‘most ' powerful among the above-described six organizations, were .to be
uhified 'into the NTC. ‘Accordingly, unified tuberculosis. control

activities could be promoted-‘by the establishment of the National

Tubercu1051s Programme (NTP) through training of personnel engaged in

NTP, and so on,
(2} BCC Vaceination

Since it was organlzed in 1965, the TBCP has been actlvely engaged in
. BCG vacc1nat10n by a campaign systen: of house- to-house v151ts with all
children aged 14 and less as the subjects, It is reported that BCG
vaccination was performed' on 3;82 million ehildres by the lBCP and 1.4
'illion hy other organizations for a period of 19 vears from l965 to 1986.
'BCG vaccination is now out of TBCP's hands because the Expanded Programme of
Immunization (EPI} had begun to engage in the work., At present, BCG is
vaccinated down to neonatal age 0 and it is reported that vaecinetioh_was
achieved for 82% of the subjects in 60 out of the 75 distriets in 1984 and
1985 It 1s also reported that vacc1nat10ns are scheduled to be extended to
all dlStthtS in 1987 and 1988, '

- (3) Detection of.pat1ents

The aetiee case—finding by a system of house-to-house visits which has
been undertaken by TBCP since 1965 achieved only a rather low therapeutic
effeet becadse_of_the manpower it required and due to the wide subject area.
Thus, these activities were discontinued in 1983, when the system. was

switched over to passive csse—fiﬁding such as by diagnosis'“through

,14_



sputum-smear examination of patients. visiting_,heelth posts _who. had
complaints of respiratbry'eymﬁtoms euch es coughing and:expectofatibn.' TBCP
has 10 - brahches énd ﬁesqive .casemfinding ﬁéffo%te' are -made for patients
complaining of 1e5piratory qymptoms in each district The récent transition

in detection of patients. is shown in Table 7

Table 7 Number of Newly Registrated TB Patients

_ S _ SMEAR(+) TB - - _

; .| TOTAL NEW [——— — i 1 SMEAR (=) " EXTRA

F/Year |PATIEINT | TOTAL | B/A(%) | Detected | C/B(Z) X~RAY (+) PULMONARY
(a) (B) by TBCP ' T8

' ' (©

1978/79 { 5,032 | 2,100 41.7 751 | 35.8 | 2,176 756
1979/80 | 7,373 |'3,888 | 52.7° 499 12.8 | 2,798 | 687
1980/81 | 6,885 |3,553| 51.6 .| 1,665 46.9 | 2,408 924
1981/82 |- 5,481 [ 2,800 51.1 1,735 | 62.0 | 1,878 | 803"
1982/83 | 5,326 | 2,811 ] 52.8 | 1,006 | 35.8 | 1,817 698
1983/84 | 4,961 | 2,838 S57.2 | 1,190 41,97 1,663 450
1984/85.1 5,700 |4,128 | 72.4 | 3,019 | 73.1 | 1,123 449

(T. Shimao: quoted from WHO Assignment Report)

Gréat progress in the diagnosis and treatment of tuberculosis patients
has been made at heelth posts'ae a result of ehenging'TBCP‘s policy from a
conventional campaign system to a':regular unified system,  However, in
actual circumstances the persomnel at health posts do not seem to be very
eager about case-finding and treatment of tubercu10515 patlents, these
activities -are malnly undertaken by the staff of the TBCP branches. Tn
addition, the dlstricts covered by TBCP - and BNMT (Brltish Nepal Medical
_Trusf)- are 38 out of 75 natlonwide, being 50 7% by districts and 62. 5% by
pepulat1on as seen in Table 8. As also seen in Table 8, fully Integrated
Health Posts-(I) positively engaged in dzagnosis and treatment of tuber-
culosis patients are. only 74, or 10% out of the 745 nationwide healtb posts.
Partlally—jntegrated Health Posts . (P) are 376 or approx._ SQZ, ,and:_;he
Non—lntegrated Health Posts (0) amount to 295, approx. 4074, The health
posts which are not in 1ntegrated service maintain only a post head and two
oddwjobberS"also, o . tuberculosis control service is undertaken at these
posts,  Improvement of the functions of health posts so that perfectlv

integrated services can be undertaken even by these postg i1s an important
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Table 8 Present Coverage of TBCP

) f : Health Post
‘District "?iggiggi§n - :
S _ _ Total I E : 0
. i ~ _thousand _ :
‘Total |75 . |15,023 745 74| 376 295
' ©100% | 100% | 100% 100%Z | - 100% 100%
S L 19,393 |4 62 | 295 67
Covered R : : oo : S A
by TBCP | 50.7 62,5 | 56.9 | 83.2 | 78.5 | 22.7
1 37 5,630 321 12 81 228
Uncovered :
by TBCP |  49.3 37.5 | 43.1 | 16.2 | 21.5 77.3

(T. Shimao: . quoted from WHO Assignment Repbrt)

Subject .awaiting realization. In this regard, such improvements should
largeiy be attained by practicing itinerant and survelllance guidance, which

- is one of NTC's important functions.

Thé-disfricts where TBCP has branches and is engaged 1in tuberculosis
control measures at preéent (including BNHT'S active distriects) are as shown
in Fig. 1. The districts in which NATA is active are as shown in Fig. 2.
It is_considered that activities for tuberculosis control can be diffused

rather'easiiy'to the health posts in these districts.
(4) Treatment of tuberculosis patients

: The.staﬁdard treatment ﬁethod'f0r tuberculosis in Népdl at_ﬁreseﬁt is
ZSHTBI - 108Tb1 (S or SM::strébtdﬁycin;‘H or INH: ﬁyﬁrazid, Th1; Tibioh
. ZSHTSI; VAL meéns two months tféétﬁéht_by.three drugs cémbining_SM;-INH and
Thi, and IOHTbl'meéﬁs subéequént combined admiﬁistration'of INH'and Tbl.fdr
lO,mbnths, refer to_the Same abbreviations hereéfter) or iBHTbl to be giﬁen
'étfoutpatientrfacilitigs.. These drugs are_distfibuted by TBCP headqﬁafters
in Kathmandu to the health posts through the Branch in each districf.
quay, the Nepalese goverﬁment-is obliged to purchase all drugs on its own

gs'UNICEF discontinued supply of anti-tuberculosis drugs as of 1984,
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The. .largest problem 1n tuberculosis ‘treatment .in Nepal is the
remarkably high rate of dropouts‘from.treatmeﬁt.'-Fig.:3 shqﬁslthe results
of observations ma&e_oﬁ the situation of droﬁéuts;frpm'treatment of 376
smear-positive patients who ﬁére newly registérédfaf.bcc_during_one year:
from April 1978 to March 1979. This. survey was made by.Miss S. Bannba, a
member of JOCV, who was then involved in CCC activities. -

As evident in the'figuré,_the patients who received treatment con=
tinually up to 3 and 6 months were 58.2% and 40,7%, respectively, and the
patlents wha campleted treatment for one year amounted to only 17%,

~ . 100y O RCL RLELI SETTRT IR PR
— 90 :
80|
(1]
60
50
40
36}
10

012345_6’?89101112
I {Honths)
Fig. 3 Rate of Continuing Treatment in Smear-positive
Patients .

As seen In the respective figures, the rate of.drdpouts from tréatmeﬁt
did not differ much between patientslliving_nearﬁor far from the treatment
facilities (Fig. 4) or between newly detected and recurrent patients (Fig.
5). It also did not differ based on whether patients received SM

(streptomycin) injection or not (Fig. 6) .
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Therefore, therapeutic ;esnlts are not at all satisfactory;at present,
The results of TBCP's investigation made in.1978-are as ‘shown in Table 9,
The patients who converted haeilliwnegativeﬁwere 0n1y-352 - 40% among . the
patients detected, ‘and: 18% 20% died., The survey made_by NATA aleo did not
show favorable results bécause.the number of patients'eho received  treatment
eontinually' for one Vear was only .36%, while patients who ‘converted
bacilli—negative were said to be about 35/ It can be presumed that the
imminent tasks of tuberculosis contro]. measures An Nepal are to prevent
patients from droping out of treatment and to attempt to improve therapeutic
results, It is also mnow about time that introduction of short-term
treatments, including RFP are taken into consideration, It is imminent for
NTC and RTC to investigate, under technical'cooperation with hhe dapanese
Medical_Cooperation Team (JMCT), what are the mpet effective and_reaiistic

methods of treatment in the future in Nepal,

Table 9 Therapeutic Results on Tuberculosis in Nepal

: i Bacteria : ‘ :
District No. Followup turned Death Bacteria Unknown
observed | period \ excreted
negative
Mahottari'| 451 |12 months|  35% 202 | 11.5%2 | 33.5%
Ramechhap 101 | 9 months| . 40% 1842 | 0 8 % 34 %

(5) Organizations responsible for tuberculosis control

The Nepalese government 1is- promoting decentralization of the health
administration. . All five regions have their own regional officers who are
reaponsible for tuberculosis control in the respective regions.' The five
regions are further divided in 14 zones and 75 districts throughout the
conntfy. The minimum units of administrative . structure are village
(panchayats) which amount to approximately 30,000 nationwide. The forefront
organizations for health ceontrol are health posts which number 745 nation

wide,

Aside from this health network NTC was organlzed under the direct
control of the Secretary, Minister of Health and is engaged in giv1ng
practical guidance on tuberculosls control, training of health personnel and
“the supply and distributlon of antl-tuberculosis drugs at the health posts
established by NTP. Because’ activities of the health network were localized

as a result of the decentralization policy, the role of NTC in technical

_2}_#



guidance and supervision has become large. Tt 1is hoped hhat the systematic
‘deficiency in. tuberculosiq control measures in Nepal, repeatedly pointed out
by “WHO and" TUAT will, be ovprcome in a strnke with the help of. the NTC.
" This hope “is entertained because almost -all the tubercu1081s'specialists
.willlgather here and the best{policies for improvement can be taken,
:RTCs.are.to'be kept under the eeutroi of the respective regions and at
. the same time, under the leadership of NTC which 1s to be engaged in giv1ng
health posts in each region guidance on' execution of tubereu1031s control

measures, as well as providing.the personnel with the necessary education.

2-2-4  Summary

. Although the CCC and TBCP have worked actively hfor=.fuberculosis
control, because of  lack of cooperation beﬁweeu these orgeﬁiZatiOns; the
resulfs-obtained are net as effective as théy could be. In ‘addition, the
TBCC (T.B Coordinating Committee) which was estabiished in order to overcome
- this problem, does ndt'have eahecity to handle the mattex, nor a sufficient

base and staff,

The system of case—deteetzon and treatment of tuberculosis patients by
door=to-door campalgn methoas of TBCP, has been comparatively 1neffeetive
because - Nepal has hilly end Vmountalnous areas with a small p0pulation
density, -According to the advice_of WHO, the door—to~door camﬁaign system
for tuberculosis case~finding should be changed to'passive'case-finding at
health posts, The dropout rate from treatment is very high in tuberculosis
patients, and  one of the urgent problems to be solued is to strengthen the

measures to prevent dropout from treatment.

2-3 ' Existing Facilities and Equipment

2-3-1 Facilities

1) CCC (Central Chest Cilinic)
The CCC is located in the Kallmati Hospital and consists of an
administration buildlng and an outpatient treatment bullding. cce
malnly performs the dlagnosib treatment for outpatients of tubercu1051s.
This cllnlc was established temporarily here when moving from Bir
Hospltal. The buildlngs are getting 0ld and seem too small to function
as an NTC _1n the future. Presently,_ cce _avexages between 80~ 90

outpatients a day. - R -
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2)

TBCP . (Tuberculosis Control Project) . _ , -

The TBCP consists of 15 organizations to_prqmﬁte tuberculosis_cpntrbl
meaéurés‘ﬁtiiiziﬁg'apﬁrox, 745Ihealtﬁ ﬁosts distributed nationwide,

The buildings qséd by the TBCP old and they are short of facilities aﬂd

storage'space for materials and other equipment.
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2-3<2 Medical Appllances and Office'thipméﬁt

'Existiﬁg"medicai épp1ian6eé:and'offiée equipment ape as follows.

CGC
OPD

' Centrifugai {desk typé) 1 unit
Water filtéri(déék type) 1 unit
Scalder (desk type)  1 unit
Réfrigerhtor {(big) 1 unit
Tonometer | © 2 units
Case for cards (three kinds) 1 unit each
Film illuminator (desk type) "1 unit
Microscope {mono) 1 unit
Balance 1 unit
Stan& for red blood sedimentation test 2 units
of 10 tubes _ _
Béd'for:medical examination © 2 units
Cébinét for patienf's chart 1 unit
medical equipment cabinet. 1 unit
Others
X-ray department

‘X-ray apparatus 1 set
(made in Australia bought in 1963)
Iastruments for dark room 1 set
TBCP
Slide projector 2 units
Typewriter : ' 5 units
Projection screen _ 1 unit
Microséope 25 units
Land cruiser 1 unit
Bicycle ' 60 units
Calculator : _ : _ 3 units
Balance | _ _ o _ 1 unit
Cabiﬁet for Xeréy film . lnunit
Camera ' _ 1 unit

_ ﬁotorcycle _ _ _ 13 units
VOthe:é' -

The X-ray apparatus is an old type and, in addition, does not work
very well., Since other equipment are old types also, smooth operation is

difficult.
. - 24-



24, Background and'Content of Request
254; Background of Request

The Nepalese government is aiming at reorganizaing 1ts existing health.-

administratlon systen by forming health and medical networks at 1evels up to

. - the zone, district and town or village panchayat. Plans are to reorganiae

-:tuberculosis control by incorporating it dinto the medica] health network.
'In the future, emphasis will be - placed on distributing functions to the
: health posts in the lower reaches as the forefront of the tuberculosis
control by decentralization which ‘is the basic prlnciple of ,the 7th
five—year_plan. As strategic points_for'these'networks,'a_plan.has been
madeito install the NTC (NationaerB Centre) at Kathmandu as the centre for
nationwide tuberculosis lcontrol: and' RTC. (Regional TB Centres) ~ For
construction .of the two tubercuIOSis centres, ,tne Nepalese government
requested grant aid and technical cooperation from Jepan in August, 1985.
The initial request was for the NTC aud 5 RTC areas. ' However, after,:
analy51s of the situation om the Nepalese side and results of study of the

request by.the Japanese side, it was decided to have one NTC and RTC each,

2-4-2 - Content of Request
cThe-contents of the request:concerning'the grant aid project are for
'construction of ‘the National -Tuberculosis Centre (NTC) and Regional

Tubercu1031s Centre (RTC) and for supply of the materials ‘required for the

activities of these centres, The respective details are as follows:

( 1) NTC _
o  General administrative department {rooms for director and staff,
etc,) - ' . _ .
0 Tralnlng department (conference room, lecture room, library, ete.)
0 Outpatlent clinic (waltlng Toom, reception, pharmacy, medical TOOm,
test_room,.BCG_vaccinatlon room, sputum gampling room, etc,)
o Research department (laboratories for bacteria, research and educa-
tion, atc.) ' '
) .Dormitories for trainees
o. X—ray room .
o Educational room for patients

o Storage facitities

...25.._



General administrative,,department {rooms for director and 'Staff,

etc, )y

_iTraining department (conference room, 1ecture room, 1ibrary, etc )
_ Outpatient clinic (waiting Toom,: reception, pharmacy, medical room,
'test room, BCG vaccination loom, sputum sampling room, etc, ) .

'“Research department (laboratories-'f “bacterila, research and

education, etc.) -

Xﬂray room'

:Educational room for patients

Storage faoilities

‘Supply of materlals (for both NTC and RTC)

Audlo—visual equipment (for tralning and education)

iagnostie equipment for outpatlents o
Microcomputers for epidemlological research _
Microscope,;i refrigerator, ) freezer, drier,. bacilli—culturer
autoclave, experimental desk (all for researeh purposes) -
X~ray apparatus

Vehicles,_ete.

-2
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