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1. Summary of the Activities/Progress during the Year:

The DOII-JICA Project focusing on Tuberculosis Control in Cebu Province has
undertaken the following activities in its second year of the implementation,

The assignment of two long-tern experts were extended for another year. Tive
shott-term cxperts in the fields of Supervision/monitoring, Logistics, Bacteriology,
Epidemiology and Radiology were received in 1994, They provided technical support to the
ongoing activilies as follows: 1) seminars/trainings 2) revised NTP guidelines 3) logistics
system 4) quality control of laboratory works 5) establishment of reference laboratory and 6)
improvement of X-ray examinations.

In this ycar, laboratory and X-ray equipment were received and installed to Cebu Chest
Center. The Reference Laboratory of Cebu Chest Center was inaugurated on August 15. The
laboratory serves sputum direct smear examination as routine services and has conducted
several training on sputum microscopy.

The field tests of the proposed new NTP Guidelines were started in the two areas of
the ISAs namely Mandaue City and Dalaguete RHU 1. Revision of NTP guidelines aims to
enhance the case-holding activities, improvement of treatmerit strategtes and simplification of
recording/reporting systen,

Two counterparts were sent for training in Japan. These were in the fields of TR
Conirol and Laboratory Works. Local seminars and training were conducted in the Project
site, 'Thesc were the seminar on supervision/moniloring with the introduction of the new
guidelines to be field tested and NTP Refresher training on sputum microscopy.

The Japanese Consultation Survey Team visited the Pioject last November to observe
and discuss the Project details, The Team participated in the Joint Coordinating Commitice
Meeling. In the JCC Meeting, technical and administrative problems were discussed and
implementation of Project activities were planned.

2. Events during the Period
2.1 List of events (1994)

Dale Activities

Jan. 14 Meeting with TBCS, Manila

Jan. 30-Feb. 9 JICA Team Leaders Meeting in Japan

Feb. 21-23 Seminar on Supervision/Monitoring

Fel. 26 High Level Mission on Economic and Technical Cooperation
Amil 12 Turn-over of JICA donated tricycles to 2 cities

Apnl 14 Workshop for the finalization of protoco! for ficld (esting
May 2-7 Orientation workshop for field testing

June 1-3 Received equipment for ref, lab. & vehicies

June 9 Inspection of JICA donated motorcycles

June 9-10 Distribution of field testing supplies/materials
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June 18

June 23-Oct 23
Aug 15

Aug. 29-Oct. 14
Cct. 11-20

Oct. 27
Nuv. 8
Nov 9
Dec 6
Pec. 14
_{)cc 20

Distribution of motorcycle to DSPHNs

Sending of Counterpart for Training on TB Control in Japan
Inauguration of Reference Laboratory

Four batches of Refresher Training Courses on Lub. Wotks

Monitoring visits to RIIU to check utilization of atlocated
equipment

Project Task Force Meeling
Joint Task Force Meeling
Third JCC Meeting

TB Coordinator's Meeting
Contact Mission to Danao Cily
Contact Mission to Ccbu City

2.2 Visitors (1994)

Date of Visits Name

Jam 19 Mr. Tetsuya Togawa
Eugineer for X-ray machine installation survey

Feb. 16-26 Dr. Shoicli Endo
Short-term expert on Supervision/ Monitoring

Maich 2-5 Dr. Twao Takakura with Academicians {rom Tokai Univessity,
School of Medicine, Japan

Apal 10 Mr. Satoshi Machida

Apul 24-May 7

Aptil 24-May 21

June 17

June 21-29

Deputy Resident Repicsentative, JICA Philil-)pinc Office

Mr. Eiji Iwasaki
Asst. Resident Representative
JICA Philippine Office

Dr. Akihiro Seita .
Short-term Expert on Laboratory Nelwork &
Logistics

Ms. Akiko Fujiki

Short-term Expert on Bacteriology

Mr. Eiji lwasaki

Asst. Resident Representative
JICA Thilippine Office

Dr. Toru Mort
Short-term Expert on Epidemiology



July 10-17
July 13-27
Aug 9-11
Aug. 14-Sept. 3
Sept. 1

Sopl. 12-14

Nov. 2-10

Nov. 9

Nov 22-24

Mr. Tetsuya Togawa
Engineer for X-ray machine installation

Mr. Seiko Nakaoji
Short-term expert on Radiology

Ms. Tkuko Moriguchi
Short-term expert of JICA MCH/FP Project, Tarlac

Ms. Akiko Fujiki
Short-term Ixperl on Bacteriology

Mr. Akira Okuda & Mission Team
JICWELS' Expert on Inlemational Medical Cooperation

Mr. Kazuto Kitano
JICA Ilcadquarters

Dr. Shoichi Endo
Leader, JICA Consultation Mission

Dr. Toru Mori
Meniber

Ms. Junko Nemolo
Member

Dr. Norihiko Yoda
First Secretary, Embassy of Japan

Mr. Akihiko Itashimoto
Resident Representalive
JICA Philippine Office

Mr. Eiji Iwasaki
Asst. Resident Representative
JICA Philippine Office

Technical Exchange Training Program Team from Khonkaen,
Thailand headed by Mr. Tsulomu Kitajima JICA Expett, JiC.\

Community Health Project, Thailand

Dr. Manit Teeratantikavon
Chief medical Officer, Khonkacn
Provincial Heallh Office

Dr. Piya Fougsaran
Medical Officer, Departiment of Envitonmental Health

Mr. Udon Hintaku
Chief, Nampun District Health Office

Ms. Nopporn Kamtak
Technical Officer, Planning & Evaluation Section




3. Aclievements

3.1 Dispatch of Long-term Experts
Dr. Masashi Suchi Sept. 1, 1992-Aug. 31, 1995
Chiefl Advisor, TB Control

Mi. Yoshinori Terasaki Dec. 10, 1992-Dec 9, 1995
Project Coordinator

3.2 D1oject lnputs
3.2.1 Field Tests Activities

The proposed NTP guidelines prepared by TB Control Service, Manila was ficld tested
in the 2 arcas of the ISAs representing the rural and urban setting. The main components
being field tested are the guidelines on case finding and diagnosis, treatment and
recording/reporting system (See Annex A for Summary Report).

In the preparatory phase, a series of meetings, workshops and orientation were
conducted in preparation for field testing of the New NTP Guidelines, viz:

1) 'TB Consultative Meeting (April 14, 1994)

Finalization of the protocol of the revised NTP guidelines was done and action plan
for the field testing implementation was made. This was attended by TBCS staff,
Repional/Provincial TB coordinators, Provincial Coordinator/Medical Technologist, MI1O and
PiINs of Dalagucte RIIU I and Mandaue City and Argac DSPHN.

2) Cricalation workshop (May 2 - 7, 1994)

An orientation workshop was given to all health personnel in Dalaguete RIIU I and
Mandaue City. Leaming objectives were each items of the NTP guidelines, practical
application through case exercises and workshop output presentation.

3) Distribution of supplies/materials (June 9 -10, 1994)
Forms and supplies are allocated by JICA while TB drugs are provided by DOH
Logistics such as reagents, slides and FHSIS target client list were utilized as before.

Implementation phase:
1) Stat of Ficld Testing

inplementation of field tests of the revised NTP guidelines stasted at Mandaue City
and Dalagucte RHU I on June 13, 1994.

2) Supervision/monitoring visits

Superviston and monitoring visits to the RHUs, BHSs and microscopy center in the
2 arcas were conducted. Visits were done twice per month in the first 2 months, and at least
once per month in the succeeding months from the Regional & Provincial level Fiom
Central Cffice, they have visited the pilot areas twice last year.

3.22 Stcngthening Wie function of Cebu Chest Center

‘The X-ray room of Cebu Chest Center was renovated for the installation of a new
X-ray machine. Expansion of its laboratory services was made through establishment of a
Relerence Laboratory which presently performs routine laboratory examination (Dircct Smear
Examination) and serves as training center on sputum microscopy.



3.2.3 Prevision of Equipment

The sets of equipment received were allocated and installed at Cebu Chest Center,
Reference Laboratory of Cebu Chest Center and others. Equipment requested for Japancse
fiscal year 1994-1995 are for the field units,

1) Equipment list for Japanese fiscal year 1992-1993

Name of Equipment Quantity Allocation

X-ray machine 1 unit Cebu Chest Center

Compu.wls and Printers 2 sets Reference Laboratory,
DOH-IRFO 7 RIITC

Audio-visual set 1 unit Peference Laboratory

Cupicr 1 unit TBCS, Manila

Books DOCH-IRFQ 7 RHTC

Vehucles 2 units DOII-IRFO 7, Cebu IPHO

Molzreycles 6 units 6 Districts

2} Lquipment list for Japanese fiscal vear 1993-1994

Nuine of Equipment Quantity Allocation
Inceneralor 1 Reference Laboratory
Clean benelr 1 - ditto-
Pistiller 2

Refliigerator 1

Decp freczer 1

elngerator with chemicals I

Pipette washer 1

Dryer for glassware 1

Auteclave 2

Hot Air Oven 2

Incubator 2

Coapulator 2

Centrifuge |

Safety Cabinet for chemicals 1

Cabinct for plassware 2

Clectronic chemical Lalance 1



Cover for balance |
Chemical batance 2
Water bath 1
Glass wares

Instiuments

Iixperimentation tables and chaurs

3) Fquipment requested (or Japanesc fiscal year 1994-1995

Mame Quantity Allocation plan
Microscepes 15 Field units

Copier will sotfer 1 Cebu IP110

OHP (desh top) i Cebu IPHO

Sereen t Cebu 1PHO

Sound system i Ccbu [PHO

Slide pojector 1 Ccbu 19110

I'tinung machiuncs 5 TBCS, DOI-IRFO 7, Celbu

IPHO, Cities of Mandaue &
Lapu-lapu

Puitable soind systen 50 RliUs
Motoicyules 6 New ISAs

224 Comnterpart Traming Courses

Dates of Paticipation Name of Trainces Training Courtse

June 23, 1994 (o Oct. 23,  Dr. Lucia S. Florendo MS 1V, TB Contiol

1094 Provincial Coordinator
Ou 3, 1994 to Feb. 18,  Ms. Yolanda Garces Medical Labgratory Wotks for 1B
19925 Technologist, Cebu IPHO Control

3.25 TB Program Seminar/ITaining
13 Seminar on Svpervisien/Monitoring Skills and New NTP Guidclines

A 3-day workshop seminar on supervision/moniloring aclivitics of NTP and
presentation of the revised NTP guidelines was conducted. A lecture discussion on
supervision/onitoring was given by a short-term expert. Sclection of pilot arcas, detailed
plauning and scheduling for field testing was one of the main agenda. This was attended by
TBCS siall, Regional/Provincial/City TB Coordinators, DSPHNs, DSMHO (Cebu). Provincial
Coordinator and Chief of Cebu Chest Center & staff (See Annex B for the syllabu.).



2) Reftesher Training Courses on Laboratory Works

This training was conducted in four (4) batches, participated by 32 Medical
technologists i the RIIUs or District hospitals of the ISAs. The inputs was focused on the
concepl of TB Control and direct smear examination. Lecture discussion and laboratory
practice was given {See Annex C for the syllabus).

3206 Re.eiving of Short-term Experts

Date of Visit Name of Expert

Field of Expertise/ Activities

Teu. 16-26 Dr. Shot.ui Endo

Apr. 24-May 7 Dr. Akihiro Seita

Apr 24-May 21 Ms. Akiko Fujiki

June 21-29 D1, Toru Mori
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Supervision/Monitoring

Resource speaker on the Seminm on
supervision/ monitoring skills & New
NTP guidelines; visited the field; discuss
with TBCS stalf and local counterparts on
the new NTP guidelines (See Annex D for
his comments),

Laboratory Network and Logistics
Observe and gave recommendations on
the logistics supply & distiibution from
RHU, Provincial, Regional and Central
level; visited selected Project areas &
Cebu Chest Centet, attended the
orientation workshop & provide comments
on the new NTP guidelines (See Annex A
and E for his comments).

Bacteriology

Visited Cebu Chest Center, plans for (he
establishment of the reference Jab.;
Observe laboratory techniques i the {ield;
petforms slide checking for quality control
evaluation; discuss with TBCS & local
counterparts on observation {indgs; gave
advise on Project activities pertaming to
laboratory works and training prograinie
(Sec Annex T for her sununary repest).

Epidemiology

Provide technical advise on epidemiology
and project implementation activitics;
Ocular mspection to reflab.;visited the
field tested areas; discussed wilh Project
staff members & counterparts on the
modifications of the proposed NTP
guidelines (See Annex A for his
cominents).



July 13-27 Mr. Seiko Nakaoji Radiology .
Observe and gave recommendations on
the quality of X-ray examinalion done at
Cebu Chest Cenler.

Aug. 14-Sepl. 3 Ms. Akiko Tujiki Bacteriology
Attended the Inauguration rites of refl.
lab.; initiate ref. lab. activities like in the
conduct of refiesher courses to Med.
Techs.

33 Project Task Force Meeting

The annual plan of the Project for {iscal year 1995-1996 was presented to the group
for comments and recommendations. Feedback of NTP implementation from ficld personnel
was piven. Planning for equipment to be requested was made.

3.4 Juint Task Force Meeting

A Joint task force meeting with representative from TBCS, Manila, NTP Coordinators,
field personnel and Mission team convened to discuss the progress and annual work plan of
the pioject which includes the nomination of New ISAs.

35 ‘Third Joint Coordinating Committee

‘The meeting was attended by JICA's Cousultation Survey Team, rcpresentatives of
DOII and other members. Approval of the minutes of the second JCC meeting, presentation
of the projects progress report, annual work plan, and discussions of issues wete in the ageuda
of smd meeting. Discussions were made conceming the requircments to masimize the
function of the reference laboratory such as provision of manpower. Nomination and numbet
of counterparts to e trained in Japan, field testing of the new NTP guidelines, expansion of
18.As and utilization of equipment were also discussed (Sec Annex G for Minutes of the
NMeeting)

3.6 The Japanese Consultation Survey Team

From November 2-10, a 3-member Japanese Consultation Survey Team visited the
I'roject The members of the team were as follows, viz:

Dr. Shoichi Endo - Leader, Tochigi Prefecture

Pr Totu Mori - Member, RIT, JATA

Ms Junko Nemote - Member, JICA

The purpose of the Team was to observe and discuss the Project details. The Team
participated in a series of meetings related with the Joint Coordinating Commillee Mceting,
In the JCC Meeting, technical and adwinistralive problems were discussed and
implementation of Project activities were planned (See Annex H for Minutes of Discussions)

4, Problems ; .
In general, the project has been confronted with both technical and administrative

matiets. In teclinical aspect, only a slight improvement in the implementation of the TD
Control Program were achicved. Before the training of microscopist conducted at the third



quatter of the year, quality of microscopy examinations remains unchanged. Differences in
laburatory techniques and readings per microscopist were noted. Thus, standardization of
procedures in direct smear examination were one of the objectives of the refresher training,

As to the intioduction of the new NTP guidelines, several constraints were mct,
These are related to the policies in the guidelines itself, planning and implementation. To
weation, quality of orientation workshop is not so satisfactory due to the big number and
mised category of patticipants. But this was compensated with regular supervision/inonitoring
thal was provided especially in the first two months. Adequate training of Medical Officers
cn TB case management and frequent conduct of [ield conferences have to be consideted,
I the reporting system, negotiation with FHSIS has to be clearcd to avoid duplication and
additional workload to the health personncl. To resolved these constraints, discussions witl
TB Centrol Service, Manila and field personnel were made for the finalization of the
putdelcs,

Ot the other hand, aduministrative problems occur which conliibutes to the defay in the
nmplementation of project activities. One is the delay in the installation of the equipment to
the reference laboralory, renovation of the X-ray 1oom of Cebu Chest Center, retease of
cqupment, distibution and ete.  After the establishment of (he reference laboratory, other
needed requirements to fully maximize its funclion such as adequate manpower has to be
provided  As to the other allocated equipment for techuical purposes, proper maintenance
should be cairied out.

It 1s hoped thal as the project progresses in its third year of operation, intensification
of TB Control activities aud implementation of the new NTP guidelines will impioved the 15
suuatton m Cebu province.

5 Aunex
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SUMMARY REPORT OF THE FIELD TESTS

1 INTRODUCTION:

The DOII-JICA Project is testing the proposed NTP guidelines in selected Pioject arca
for the revision of the NTP guidelines by DOH-TB Contiol Service, Manila. The new
puideline aims to stiengthen case holding activities rather than case {inding;, tmproving TI
treaiment stralegies and simplification of recoids/reports to implement an effective TD
Control Program. One of the vital point for its implementation is a stepwise introduction with
regular and appropriate follow-up visits.

. MATERIALS/METHODS:

The proposed guidelines prepared by TBCS follows the WHO modules with
modifications lo adjust the Philippine set-up. The proposed guidclines were tested in
Mandaue Cily and Dalaguete RHU L.

'The 1993 [Health Scrvice background of these 2 arcas ate as follows.

Mandaue Cily Dalaguete RIIU 1

Population 183, 99 29, 496
No. of bigys 27 (3 Diat.) 19
No of BIIS 27 8
Manpower

MO 5 1

PLIN 30 2

MT 6 1

RIIM 27 9

RSI 1 |

BIIW (Active) 72 34

Deulist 1 1
Uoaspilal

Gov'l. 1 (10 beds), 1 sanitaria 2 (25 Leds)

Private 2 (100 and 50 beds)

* Source: Presentation by the representative of each area, Apil 14-15, 1994

The different activities underlaken for the field testing were seminar workshops,
otientation which are enumerated herein:
! February -Scminar workshop on Supervision/monitoring skills and New NTP guidclines

In this seminar workshop, the following discussions was done.

1 Discussions on each item of the newly drafted NTP guidelines;
2. Detailed planning and scheduling of the field testing;

3. Selection of field testing areas and making of an action plan.

2. March - Preparation of New guideline based on above-mentioned seminar workshop.

3. Aprl - TB Consultative Meeling

Fiualization of protocol for field testing and making of action plan. The guidelincs
on Case linding, Treatment, Recording/Reporting including the {frequency of supervisory visils
was discnssed,



4, Ma

yA 2 day/batch orientation of the new NTP guidelines to doctors, PHNs, Med. Tech.,
RHMSs, Dentist and RSI was done. The draft of the guideline was distributed to all health
personnel.

"The number of participants were for Dalaguete RHU I (15 participants) and Mandaue
Cily (94 participants in 2 batclies).

The syllabus of the Orientation was as follows:
Day |

Buefing on Workshop Activities
Lecture on Case finding, NTP Chemotherapy, NTP. Recording/ieporting system

Day 2

Group Workshop on case exerciscs
Presentatzon of workshop output
Evaluation (hrough a questionnaire about their impression of the NTP gmidelines

QObscrvations by Dr. Seita. He analyzed each item of the proposed NI guidelines and
has submitled a memo to the Project( See. Amaasy 1 b Bis comannn s)

5. June 13 - Slatted the implementation of the New guidelines

'The dehivery of sputum cups was delayed so initiation of {ield testing started on June
13 instead of June 1, 1994 as plauned. But m Mandaue City, entry on the laboratory logbook
statied from June 1, 1994,

Distribution of materials:
DO
1. Addtonal drugs for Regimen II and for modilied treatinent.

There 15 a delay in the allocation of additional drugs. The RILU utilizes the existing drugs
for GR.

JICA

2 Sputumn cups with screw cap

2 Tieatment card - by printing press

3 )denttlication card - by printing press

3 NTP Laboratory logbook - by the Project Office
4 TB 1egistry -ditlo-

5 NTP lab. 1equest form -ditto-

¢ 1P ttansfer form -ditto-

ORVLAMARY SUPPLY

1. 18 drugs (Type 1 & 1I)

2. Micioscupe

3. Reagents & slides

4 “farget Client list

5 oae tucycle solely for NTP use - Mandaue City
6 Matorcycle for DSPHN - Dalaguete RHU 1

¢ Junc - Dr. Mori's visit. He proposed modifications to the NTP guidelines.

Sae fmmose & b By eompesnts)



7. Conduct of supervision/monitoring visits by the DOH-JICA team & TBCS

Dates (1994) Mandaue City Dalaguete RHU 1
June 9 June 10
June 17 June 16 (by telephone)
June 24 June 23
July 7 July 8
July 28 July 29
August 9 August 10
October 6 Oclober 5
MNovember 4 November 7
December 9 December 8

With the implementation of the ficld testing, field persomicl can reflet several questions
to the Project Office by telephone e.g. type of patient, selection of 1eginen and elc.

1 RESULTS:

Thiough the observations of the above-mentioned activities, the following rerulls wele
observed:
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2 Summary of discussion with Field Personnel

Dalaguete RIIU 1

Impressions from:

1 PHN's

- Reminding of follow-up examination is sometimes difficult and motivation of RIIM is not
casy.

- For adjusiment of dosage for the TB drugs, additional pills are packed in a small plastic
bag by PHN - this gives additional workload.

2. MIlO

- One of the key of the field tests is strong logistic support.

- ‘Ihrough their routine job and Tibay baga, their NTP activity is already weil known in the
comniunity

- Cotreclive action o workers is impoitant especially motivation to RiIMs. For this
niolivation, a strong pressure is needed from time to time,

- Ihe ovientation seminar is alright but a refresher course is necessary.

For supervision/monitoring, utilization of staff meeting is effective.

He raised up the lacking of supervision and monitoring {rom upper level.

The Clinical aspect of the new guideline should be strengthened.

Mandaue City

Impressions fronm:

1. Medical Technologists

- Smecaring increased their woikload but overall workioad in the laboratory is acceptable

- They thought that 3 sputum collection is difficult but actually not because symplomatics
followed their motivation

- Recording tmproved and is informative.

- There is no column for the number of follow-up examination but further discussion is
needed to determine if this information is necessary in the lab. request & lab. 1egistry ot net
- Sometimes RIIM forget to fill up TB Case No. in the request form.

They smd that the work is systematic.

To tecord the date of examination in the TB registry is alright.

2. PilN's

Several poinis were mentioned on the differences between old and new guidelines but it
scems that those differences does not come from the system itself but on the introduction like
the conduct of training and provision of materials.

- New guideline is specific. The expression of symptoms in the new guideline is more
undersiandable. Ilowever, before no proper instruction was done.

- They can concentrate more on case follow-up and no target is imposed.

- 'They can make case holding activities with case holders.

- In lic new guideline, cough is mentioned as the main symptom and clear for thew for
symploinatic identification.

- The work instructed in the new guideline is quality oriented not quantity otiented.

- For them more specimen, but no smearing is better.

- Tutms related to their work is easy to fill-up and clear.

- They mentioned that the new guideline is more systematic, informative and specific.



Systematic imneans that each step from case finding and treatment is clear.

3. RilM's

- Belore they are working for target accomplishment than for patient.

- Mow smearing/fixing is under the Med. Tech. s0 workload is not so much compared wilh
anather progriun,

4. City Health Officer Il & NTP Coordinator

- The difference of the new guideline and old manual is not so big.

- New gudelinc ,» ‘no1e technical.

- Discussion with {ield worker is more important especially in the 1st & 2nd monihs aflier
introduction.  Refresher meeting is necessary as observed from the findings in the
supervision/monitoring activities.

- In the new guideline, trealment can be provided to all type of TB patient.

- Supervision/monitoring is important and necessary.

- Workload of field personnel n NTP decreased.

- The hired CFPackage by LGU is an advantage and is helpful as case holders.

- More consideration is needed i1 the guideline for chidren, tranferred-in and referred cascs.
- Automatic registration of smear posilive identified was discussed. Ilowever, registiation
may have more confusion regarding the information of patient.

- As suggested by the Medical Officers, children below 10 yrs. should be examined 25 long
as patient can produce phlegm.

- Passtve case finding is employed.

- X-ray result read by radiologists is the basis of the Medical Officer for treatment eventhough
patient is physically examined.

- Some of the definition like lost transferred-in and referred cases should be discussed fuzthe:



/4”%1—0:1" .[

Comnents on ‘the .NTP Policy Manual®

= PR |

.. M=y 4, 1993

) Akilhiro SEILA
Short Terin Experlt of JICA

I wounld like to leave my personnel. comments on the NTP Manual
developed by the TBCS hereafter. However, I would like to exprass
my sincere admire for this excellent: achievement. ) .

(TP Guidelines on Case Finding and Diagnosis

) Pagc.:t Tt may be better to add the sentence as "the

very first sputum excreted in the morning”

Page 5 »It may be better to explain how to collect
three specimens within two days

Page 6 5. Require and collect foxr .a second (repeat) -
sputum... . It may be better to specify the .
number of examinations needed like "another '
three consecutive ,sputum smear examinations

ave nazded® CoL .
rage 7 F. On Diagnosis of referred or Transferred in
Patients. .

1t may be better to . specify the nunber of
. smear examinations needed like "once" or " thrce
times., : i o

Page 8 FPirst paragraph. N .

It is probable rare that smear positive cases

shows the negative conversion within two wecks
of treatment, but it. may happen.,I am afraid
that 1f we follow the present protocol, vie may
trealt real smear positive cases which show by

chance smear negative twith 2BRZ+2HR. This

regimen' is too short.
e ane f.{?\,.-,...',.--l}, ?’/WJC, /

. N "-W‘é{ /'H‘r‘.-iaSC?bl.cf 'cg.a.?’p]g ae /é.ny.-k,!,?@‘

v I Y .
o~ LliUp?;m( W -cﬂ /}lC‘".‘"I;J (_v z‘:nf
MNP Guidelines on Chemotherapy “i®

Fage 3°  Defaulter and Loste' A0 .
TH cases are categorized into New, Relapse,
Transfer in,-..Treatment ' after - Loss;, and.
Treatment failure. Also, treatment outcome is
categorized into .cured, completed, died, lost
failure and transfer out. So, it is not needed
to specify the "defaultex”.

1



Fage 7

5. .The national and local governments shall
ensure the provision of -drugs.....

nid ¥ understand that this .sentence J.ncludes '

the procurement of drugs? If not, it may be
better to spec.:.fy as "dJ.str.l.butJ.on" or...

6. Trealaent resources, J.ogis tics and ....
First prlioxity i1s given to both new and
re-treatmont smear positive cases. I guess new
smear positive cases should be given the first
prioxity. Re-treatment will be the next. It
nay be'batter to divide them into two.

Contraindication of EB. There is "extreme of
age". What does *this exactly mean?

Ervtra-pulmonary YB is to be treated with
Cuwigory 1. Are you --going to treat
lymphadenitis for six months?

It may be hettar to specify that serious forms
of EP such as meningitis, miliary oxr bone TB
vill be treated with cate?gory 1.

Sputum smear ewamination for the follow up
cases. It is id, that . one time of smear
examination is encugh. I agree that if the
result 1s negative, one is enough. But if it
ls positlive, I think another one specimen is
needed to be examined to confiim the results.
of cours », clinical course and othexr symptoms
and sifif¥ should be taken into consideration.
Practically what is needed for RHMs or PHNs to

‘refer the case to the medical officer not

deciding the treatwment policy by themselves.

11. Modify Regimen 1. k .
¥hat do you exactly mean ‘'Tmulti-drug
xeslstance’"? In the USA, multi-drug resistance

means the bacilli resistant to both INH and’

RFP. Is it same for you? How do you survey
this resistance rate?

It may be better to add the e.'xplanatn.on that .

"1f smear becomes positive again during the
troatment RilMs and PHNs should refer the
ges to the madical officers."

It may be better to specify the quantity of
each anti-TB drugs included in the blister
packagae. B.g. For type 1, RFP 450 mg capsules
* 7, INH 300mg tablets % T and PZA SOOmg
t,.blc:ts x 14.

)



" @uidelincs on NTP Recording and Reporting

Annex B

anneat C

Annox I

Annex H

The title is * Sputum Smear Examination”.

It mv be better to'_ex;élain'mre practically
how to £ill the colwms<of -Specimen Code No.
Do you want them to click the blanks?
I T v ) .

It may be better to add one line foxr the
telephone number in the column of Address.

It seems to me that this NTP Quarterly Report,
Activity Report, is still very complicated. I
will  summarize my idea ‘in my -report on’ the
logistics in 1B .contrxol:in the Philippines.

Tt may be better specify what is needed is

"No. of sputum positive cases” is a nunber .of
cases or a number of examined slides..



Memo on NTP Quartexrly Report (Annex F)
. X _

’ : : May 5, 1994

Akihiro SEITH M.D.

Research Institulte of Tubercglosis

X would like to ewpress m‘y personal comments on the NIP Quarlexrly
Nepeort {Annex F) hercafter.

I understood that the objectives of this report are to collect
tha duta on thd incidence of tuberxculosis in RHU and on the drug
supply (legistics). I fully agree that this report is indispensable
to astablish an effective TB control activities. However, it seems .
to we tlat several points s5till -need further discussions.

Cane Finding

This part consists of 1. Pulionary TB and 2. Extra~-pulmonary
¥D. Pulmonary 7B part is dlvided intoe three such as; '

a. No. of new S(+) cazes, - .

b, Mo. of S(+) cases with previous treal.asnt, and

c. Ho. of 5(-) cases. '
L fvlly ayrse on a. No. of new S(+) cases. This figure is onc of
the most inportant one in TB epidemliology. However, I would like to
ke gure the neaning of . and c..

Regarding to b. No. of S{+) cases with previcus treatwoen®:, il
X understand that this category include the number of both relapses
and treatment failvres? I have.no objection to report the numbar
of relapscd cases in this form but if the nunber of treatinonk
failure cases is included, please take below comments into vonx
acn ilderation. '
Yreatment fallure cases are, as you defined in your manual, the
ones who failed to show the negative conversion of spubuwin simmears
duzing oxr at the end of treatment. In other words, they are found
thak their sputum smears are still positive during or at the end of
tha tlreatment. These cases” should be considered as treatment
Lailure and dmnedlately put under the ra-treatment regimen
(catngory - 2) as you mentioned in your manual, However, from thea
vimyr point of incidence reporting,.these cases are .once registerad
and repertad as new cases. So,’ L€ you Unclude these cases in Lhis
roport, what you are going to do is to report this case ajain. Ik
m2ans you are golng to count the same case twice. I think it may ba
hatter to replace b. with b. No. of S (+) relapsed cases.

Regardlng to ¢. No. of S(~) cases, did I understand Lual this
means only tha new S(-) cases? If that so, it may be better to BRy -
¢, o, of New S(-) Casas to avold unnecessary confusion.

Reyarding to the extraipulmonary TB part, I would lLike {o ask
tha same question. Did I undexstand that it means only tha now
antra~pulmonary cases? If that so,  again, it may be bebter tJ say
2. Mo, of new Butra PTB cases, . :



It nay be needless to mention here, but I would just like te
confirm the following issue. In terms of incidence of TB, what we
nead to know is the number of ‘below cases such as;

* Nunbes of new smear pesitive pulmonary TB cases

. * Number of new smear negative pulmonary IB casas

¥ Munber of new extra-pulmonary TB cases

* Nunber of smear positive relapsed cases. . -

When we evolucte the incidence, of any area, we only nced above
figures. Please Le reminded that cases of transferred in, treatment
after loss and treatment failure are once recorded and reported as
now cases previously. So, if you count these cases for case~f£inding
report, eventually you will-count these cases twice. In other
words, you will double the number of TB cases. )

Tt may be bekter to use following table for this explanation.

Category | S(+) BTR | S(-) .PIB EP Total

Hew () (B) (C) . (D)

— o o ———

Relapse

_(B)

(£}

/T

(e)

{J)

T Loss

(K)

(M)

Ty Fajlure

(0}

(R)

Tobkal

(S)

(T)

(U)

v

vhat is needed for incidence evaluation, only (A), (B), (C) and (E)
are needed. Others from: (G) to. (Q) are already registered as MNew
casesz go it Ls not needed to report these figures for dincidence
report. Pnyhow, these figures should not be mixed with (n) to (E).
oo . .

4

T-eabmment and Drug Inventory and Requirement Report

Ag the treatment part and drug inventory and-requirement pa::t'
of the NTP gQuarterly Report:(Annex F) are relevant each.other, lat
na dircuss these part together hereafter. '

At first, let me smﬁnarize-_these part as follows;

Category of Cases Tixx table Drug Inventory and Reguiremeni

o Sl S ik S S — —— S S S B S T G b ek (o S P P o s . S el O e e gy ko b P R S S b T

ew S (+) Cases (c) . Categoxy 1
S{+) with previous (£f) Categoxy 2
treatment
8{-) age 0-9 (i) 6HR
age 10+ {1} category 3
EP + age.0-9 {0) category 1
age 10+ {r} category 1

et - — o o e kS P P Y o S s S A Ak Y S S D e P kAl A S (P St B S e S S 48 S 4 e R L



I fully agree that all of new S(+) cases will be under
category 1 treatwent.. It is same for S(+) with previous treatent
if this category includes relapsed and treatment failure cases.

For S(-) aged 0-9 years (i), did T understand thalk this report
mentioned report that these cases are treated with 6 months of IuH
and RFP? This regimen is not ca.tegory 1, 2 nor 3. I am afraid that
I may misundersiand the meaning, Please let me know the detail.

For S(-) aged 10 and over (1}, basically they are to be
itreated with category 3. However, how about the smear negative but

radiologically moderately or far. advanced cases? In your manual,
Lhey are to be.treated with category 1. I think there are some.

For extra-pulmonary cases (o} and (r), if all khe EP cases
including cervical lymphadenitis are to be treated with category 1,
.1t i5 OK. Please be noticed that ilymphadenitis is usually the mD.,t
commen form of extra-pulwonary TB in almost all age groups. I do
nolt think they are progressive primary PTB cases.

The Drug Inventory and Requiremeﬁt Report is definitely in
need. However, I guess it may be better to rwdify this foxm as
follows; -

i} To simplify the baseline data, for drug requirement
calculation as :the number of cases who started the
category 1, 2 and 3. Probably the table of "Trealmont
Started this Quarter. of Cases identified" i:: not
necessarily.

The column of "No. of Cases" in the Drug Inveuntbtory and
_ Requirement Report is enough

" ii) To avoid the HR .regimen for S({-) aged 0-9 years. This
case can be treated with categoxy 3.

B mee mea [ RRTE TR maspmrege e RS o r

AN




Merorandum forxr the discussions with DOH-JICA Health Developwent
rroject and other concerned authorities and staff.

May 6, 1924

. B Akihiroe SEILH
Research Institute of Tuberculosis, -Jepan

This is just a memorandum prepared for the final discussion
with Ltha team member of DOH-JICA Health Development Project. Yhe
contenkts montioned hereafter is only the preliminary repoxt of
the two weoks obsorvation. I would like to discuss two issues
briofly here, ona is the Jogisties in TB control, next is the
laboratory nelworlk and the last was the new NIP policy (manual)
and iks field teskts. .

1. Logistics

I would like fo apologize that I could not finalize nmy
report oa the logistics in TB control in the Philippines. WUhis
aaport will be submibied within a week. I will briefly summarize
the Jeqgistics situation and problems in this country.

swg policy Mational Drug Formulary exists and the t pes of
anti-1B drugs, are mentioned in 'it.
Treatment regimen is standardized but it will be
wodified according to the WHO reconmmendations
soon. : -

prwyg selection TBCS is selecting the .d::."ugs to be procurcd.
- .

Procurcmant PLS is in charge of procureinent of SCC dugs.
The quantity 'is calculated by TBCS as expected
nwber of cases, not morbidity. Reserve stock is
not basically taken into consideration.
The price of anti-IB drugs are gquite reasonably
cheap (average price paid ; 88%)
The lead time between the order and arrival of
drugs are 120 days. Quality assurance is doune by |
BFAD.
Tha SR drugs are supposed to be procured by
municipality. However it is not clear to me that
how mach SR "drugs municipality is exactly

' . procuring.’ )

Ilslzibubion  §CO drugs are ‘distributed to central, regicn,
province and then RHU. TBCS, RIC, PIC are
svpervising the distribution in each level.
From central to region, drugs are distribuled
based on the expected number of TB cases. Lt is
basically same-fram region to province.
Trom province to RHU, it is request baso.



Distribution is done through general c¢hannel.

. In all calculation, stock level is nolk considered.
It seems that there is no shortage ef drugs and -
there have been no stock-outs last yeax. ’

Uce of drmgs As blister pack is. implemented for SCC, patients
-~ for SCC.1is treated.accurately. However for SR, ’
there is confusion. Some of them are treated with
12HE and. some.of them are treated with 2HRZ4-ZIR.
I could interview only a few patients but it seems
that patients have nt:h'e correct knowledge on drugs.
. 1 A1 e 1

Private sector There is ho regulation in texms of anti-IB drugs
in private sector.'Almost all type of anti-YAH
drugs are available"at private sector. Even the
combined tablets, blister packed preparation axe
available. However the price is around. 470% higher
conpare: to the international average price.

Dlzcussicns and recommendations. . '

1. As a whole, TB drug management system is develcped in
this country. TBCS is in charge of SCC drugs seleclion,
ordering the quantity and distribuytion to regions.

QA rystem is existing and above all blister pack
preparation for SCC is inplemented with quite cheap
unit price. There is no shortage of anti-TD drugs in
thils country.

2. The issues to be discussed are inventory control, drug
request form and drug expiration date.

As anti-TB drugs will expire two years after the
manufacture, there are practical difficulties to
astablish the buffer stock. This short period is not
logical to me. There should be at least three years
bofore the expiration of drugs. -

Each level.should clearly have the stock-level of its
warehousa. Ledger system is introduced but the general
inventory record or repert system should be inplemenled

A in all level. - -

SN . .
W 3 v In terms of drug distribution, the stock-level is not

W ;"  considered. It may cause the over-stock at any level.

R s+  ¥o avold this'unnecessary stock at any place, the :
X“ A vnlfied request form with the .xeport of stock Jevel
A should be implemented. The current proposed request
co A form for drug distribution is basically fine.

2. Laboratory Network o : oo

According to the current proposal ‘from NTP, the rural health
midwivos ara supposed to do only the txansportation of



sprtum to laboratory. They ‘are free from making swears. I

would lika to agrea this new policy.

Hovaver, the quality control seems'to need irprovement. The
selection of slides should be done by validators and they
should not know the reading results of lab tech in advance.
Pribable the intensive training for the lab tech is in neod.
Tt should be recegnized that validation can not be 1008.

New NTP Policy and its field test
Please refer to my memos ‘on new NTP policy.

For the fleld tast, the most inportant issue is probably the

supervision from central, region and province. There shculd
Le at least .once a month supervision from these level.
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PROPOSED MODIFICATIONS OF THE NEW NTP GUIDELINES

: June 24, 1994

Fiesided by
: Dr. Masashi Suchi

Piesent

Dr. Tors Mori

Dr. Elaine R. Teleron
Ms. Colita C. Auza
NMs. Maria Carolyn Daclan

The following modifications were suggested by Dr. Toru Mori and discussed with the DOH-

JICA {eam,

HTP GUIDELINES ON CASE FINDING & DIAGNOSIS

Page 6

No. 2 To avoid delay in transporting sputum specimen it is beller to specify

as soon as possible, at lalest 4 days from sputum collectiun than just stating
within 4 days from collection.

No. 3 last sentence "This is to enable clinic personnel to initiate treaiment as
early as possible especially to sputum posilive cases". Does this clinic
personnel includes not only doctors but nurses and midwives as well o iniliate
10 lreatment?

ILis suggested (o put, this is to enable clinic personnel to schedule initiation
cf rralment as early as possible especially to sputun positive cases.

HTP GIHDELIMES O CHEMOTHERAPY

Definilion of terms:
It is much easier to refer to this definilions if arrangement of lains is in
sequence like,

CoOoNIOARN~

Classification of TB cases
Pulmonary TB

Extra-pulmonary T8

Smear negative case

Smear positive case

Type of TB cases

lew case

Relapse case

Treatment failure case and so on.

As observed in the implementation of the new guideline, most difiiculties met
in TB registration lies in TB case classification. The definition of (reatment
failure is specific which places some cases unclassified. It is recommended
that having OTHERS (comprises mostly of failures) is opted. Sample cases
are as follows:

a) Sm (+} cn entry, was cured and came back Smear negative.

b} Sm (-) on enlry came back again Sm¢(-}, X-ray positive.

- 92 -
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Page b

Paga 6

¢) Sm (+) on entry, outcome of freatment is completed and came back again
Sm ().

No. 8. Transfarred-in
How lo daal with patient with no referral slip?

No. 9 Defaulter

- This can be simply define as a_paticnt who has interrupled treatment for less

than 2 months.

Mo. 10 Lost
A patient who interrupted treatment and remains unretrieved for iwo moenths
or more.

POLICIES ON NTP CHEMOTHERAPY
No. 5 The national and local governments shall ensure the procurement antl
provision of drugs to all sputum positive cases.

It should be clearly identified, which office will provide which type of drugs
especially to smear negative cases.

No. 0 Priorilization of cases can be omitted, because all cases are imporiant
for hieatment.

No. 7 Prophylactic treatment is not recommended.
Omit the statament and "is_sirongly discouraged”.

PROCEDURAL GUIDELINES
No 1. Absolute contraindications to specific anli-TB drugs recomnieindedi n
NTP regimens should be elaborated.

isoniazid . Liver disease (What type of liver disease?, epilepsy?)
Cthambutol: Extremes of age (specify age limit).

No. 2 Regimen |

Cases o be included for Regimen | should be linited fo new smear posilive
cases; seriously ill extra-pulmonary or smear negative cavitary cases. As fo
ihe extent of lung involvement, it is befter tu treat X-ray cavilaries than
moderately or far advanced cases.

No. 3 Minor adverse reactions to specific drugs are:

Streptomycin : giddiness

The word dizziness is well understood and commenly used among heallh
workers.
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Table 1.

Talxle

Tahiz 3.

Talle 5.

™~

Major adverse reaclions :

Suggeslions:

PZA : joint pains, jaundice {instead of acute goul)
Streplomycin: tinnitus, deafness

No. 12 Second sentence
Meanwhile, treat with INH alone (at 15 mg/kg. body weight per day). There

* should be a maximum dosage like in INH, it should not exceed 750 mg/day.

SCHEDULE OF SMEAR FOLLOW-UP EXAMINATIONS
Patients under Regimen |

Aller 2 months of treatment - Yes

After 3 months - No

Afler 4 months - Yes to both Sm(-) and Sm(+).
ffler 5 months - Yes

After 7 months

i

Instead of NO place Not applicable

Itwas suggested that Intensive phase will be extended for 1 week awaiting the
result of sputum follow-up. If result is Sm(-) start maintenance phase, bui il
Sm (+) continue Intensive phase for 3 weeks.

Schedule of Smear Foilow-up for those whose intensive treatiment is exlended
should be clearly presented.

TREATMENT MODRIFICATIONS BASED ON RESULT OF SMEAR FOLLOW-
UPR EXAMINATIONS

Patients Under Regimen ||

Alter 4 months of treatment- if resull is Negative, Continue maintenance phaze
inslead of Start.

TREATMENT FOR NEW SMEAR POSITIVE CASES WHO DEFAULTED
TREATMENT FOR REGIMEN |

How to manage the patient if length of interruption is more than 8 weeks?
If possible include this, because several cases were met wilh this situation.

ihere should be a Table for REGIMEN I who interrupted treatment.

GUIDE TO ANTI-TUBERCULOSIS DRUG DCT*GE FOR PATIENTS
WEIGHING LESS THAN 30 KGS. OR MORE THAN 50 KGS.

Daily dosages should have a maximum limit. For PZA, this expression is it
clearly understood (2- - 35 mg/kg daily, not to exceed 3 gms. daily).
The 3 gms. as maximum dosage is quite high.
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GUIDELINES ON NTP RECORDING & REPORTING

Page 2

Page 4

Page 5

Page &

DESCRIPTION OF RECORD AND REPORT FORMS

A. Records

1. Masterlist of TB Symptomatics

Delete the last sentence "This record is optional”. This is important because
this will enable the Midwife to follow-up the request of sputum examination sent
{o the laboratory and therefore should be retained in the BHS.

3. Reports n
No. 3 NTP QUARTERLY RETROSPECTIVE COHORT REPORT, second
paragraph, can be restated as follows:

It provides NTP area managers with information needed to estimate overall
programme _effectiveness in terms of cure rate as well as the percent of
patients who defaulted, the percent of patients who failed and {he percent of
patients who died while_ on treatment. (Conversion rate was omilled). ~

Third paragraph

The cohort report is completed quarterly either by the DSPHN or CHN in the
RHU, based on information found in the TB reqgistry. This will be subinitted
and consolidated by the Provincial TB coordinator. The compiled provincial
cohort report is then transmitted to the regionai NTP coordinator who compiles
the d.ta of the region and submits the same including a consolidated regional
cohort to the central office of the Department of Heallh.

The DSPHN has a vital role because they have a lesser number of calchment
area as compared o provincial coordinators and is nearer fo the field. They
can be utilized not only in report analysis but also feedback to lieir respeclive
RHUs in due time.

Cohort analysis must be done by RHU base rather than by province. This
way, it can be easily accomplished due to iesser number of cases.

C. Other Forms ..
Third paragraph NTP LAB. REQUEST FORM FOR SPUTUM EXAM

it was proposed to have a duplicate form as stated in the guideline. To retain
a copy in the laboratory is useful if misrecerding or disagreement of results
happen. Butin the field, they were instructed to have only one copy which
will be keptin the BHS because TB Symplomatics Masterlist contain the same
information as this request form. To have one or a duplicate of lhis form
should be agreed.

GUIDELINES TO SPECIFIC RECORDS, REPORTS AND FORMS:

A. Maslerlist of TB Symptomatics:
Omit {Reminder. This record is opfionatl).
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\When to use :  As soon as TB symptomatics/suspects are discovered until
1asulis of sputum examination and/for x-ray are received.

TB suspects is included to refer to those patients whose spulum are examinad
even without compiaint of symptoms but with X-ray result indicative of a TB
case.

Sources of Infonnation : TB symptomalic/suspect efc...

1. Refer to Annex A for the suggested format of the Masterlist of TR
Symptomaltic.

2. Date of registration, name, address, age and sex

<. Family serial no.

4. Date sputum submilted/examination results - Enter the date spulum
specimens are submitted to the microscopy center above the dolied line and
record the examination results from the lab. request form below it. The 1st
column (7), 2nd column (8), and 3rd column (9} refers to the spufum specimen
submitted. Vvhen a second (repeat) sputum examination is required to TS
symptomalics, pertinent palient data shall be enlered in the succeeding
spac.2s,

=
4

5. Date sputum results received - Enter the dale when lab. requesl forin
confaining the sputum examination results from the microscopy cenler is
received by the Midwife.

6. TB Case Number

B. NTP LABORATORY REQUEST FORM FOR SPUTUM MICROSCOMY

1. Refer to Annex B for the suggested format of the NTP Laboralory Reruest
Form for Sputum Examination

2. Name of collection unit, date of submission - Enfer the name of the
collection unit (RHU/BHS) and the date of submission as soon as collected
specimen/s are ready to be transported to the iwcroscopy unit.

3. Name of patient, address, age, sex

4, Disease Classification

5. Reason for examination - the same as in the wrilten procedure
Check the box on Others for reasons other than the stated ones and specify.
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6. TB Case No.
7. Specimen code number ’

8. Date of Sputim collection - Write the dale of sputum collection beside the
specimen code number in the box.

9. Signalure of sputum collector

10. Date received - Write the date the sputum specimen/s along with this forin
is received by the personne! at the microscopy unit.

C. NTP TREATMENT CARD

Suggested User/s: M.D/PHN opens treatment card which should be place at
the treatment unit.

Vhen to Open : As soon as treatment is starled in the unit.

When to Open should be placed instead of When to Use. This shall be
opened only with the patient's presence and not when a TB case is idanfified
from the laboratory based from his results only.

1. Refer to Annex C for the suggested format of lhe NTP Treatment Card.

2. Sputum Examination Follow-up - Wirite in the due date the target dale
when follow-up sputum examination will be collected to TB patients based
from the date treatment was started. Enter in the submission date, the aclual
date specimen is collected and enter the result on the space provided for.

No. 3 Date the card is opened - This denotes the date when treatmeni is
sfarted in the unit

No. 6 Second paragraph Classificalion of TB, type of. patient and regimen
All the previously enumerated information required in the trealment card (no.
2 to 7 of this section) may he gathered as soon as the TB case is identified
or confirmed. (This paragraph should be placed between No, 7 and ).

Na. 8 Trealiment started . e

Omiit the last sentence "If he is started on treatment as soon as discovered,
the date the card is opened and the date whet treatment is staried should be
the same". -

o, 9 Omit the last sentence "In case no sputum follow-up examination was
macle for a follow-up schedule, write none”.
Sputum follow-up should be taken even if the date is delayed.
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Page 16

I"age 17

No. 10 Treatment stopped
{(c} Lost- omit the statement "such that when he reports back for treatiment
he is registered anew".

(d) Transferred out - a patient who_conlinue treatment in another facility
having a different TB registry. This patient must bring with him proper refeiral
papers. For TB patients who mcve to anoiher freatment unit having the saine
regislry, arrangement for the transfer of treatment card will be made by the
PHN.

This is the suggested definition. An acknowledgement slip from the referred
unit need not be received by the referring unit to consider this patient a
transferred out from the registry.

D. TB Registry
When to Use : As soon as TB cases is started on treatment in {he unit.

Interchange column on sex and age to make it uniform with thé teatment
card.

Guide to Codification of TB Cases

It wau proposed to utilize the year (2 digits), RHU/City Code (2 digils), and
Serial No. (3 digits) without dash. Example: Mandaue 9404001

No. 4 b) Codes for barangays is omitted to make it more simpler and since no
report is submitted from the BHS level. The treatment unit where patient
received his treatment can be seen in the Name of Health Facility (RHU/B!{S)
in the registry.

E. NTP Laboratory Register

No. 2 Laboratory serial number - the suggested code that shall be assignad
to it is simply the YEAR and SERIAL NUMBER for example 94001,

No. 3 Include this statement Enter the TE Case No. for follow-grl:p examination.
Column 6 Name of Treatment Unit change 1o Name of
Collecticn/Trealment Unit.

F. NTP Quarterly Report

When to Use : End of every quarter of the year

(Specify fuither the deadline of submission and to which level, RHU fo
iIPHO, IPHO to Region)




Proposed Modifications of New NTP Guidelines /page 8

Page 18

Page 20

Page 21

Page 24

NTP QUARTERLY REPORT
The Case Finding part and Drug Inventory and Requirement Report shouid be

separated.

The age group of 0-14 for New Smear positive should be included. It is not
necessary to breakdown No. of Sm(+) cases with previous treatment, Sm(-)
cases, and Extra-pulmonary by age but a breakdown by sex will suffice.

Combine the No. of S(-) cases seriously ill and No. of S(-) not seriously ik.
Delete the part on Treatment

For the Drug inventory and requirement report a simple form is apprecialed
because number of stock varies for example when TB lreatment i3 extended

¢r when no patients are admilted.

G. NTP Quarterly Retrospective Coliort Repoit
Responsible Officer : PHM

No. 7 Omit last statement "whether they are included in the cohorl of
patients to he evaluated or not".

Secend paragraph

Omit " To do this, a provincial coordinator may have to resort to licking off
each specific item as he goes through a row in the TB registry for each D
case”.

Instead of No. 7 its No. 8 Treatment outcomes are those indicaled by
numbered column (1) to (8) each of which corresponds to TB registry.

Mo. 10 Omit this item.

I. NTP REFERRAL/TRANSFER FORM
This can titled as NTP_ TRANSFER FORM

This should include bactericlogy results (sputum examinations perforimes by
the referring unif)

For referral purposes like for X-ray or hospitaiization, a different form shoud
he used.

NTP IDENTIFICATION CARD

- A folded design of this card was suggested

- No word of TB should be placed infront of the card

- in the drug coilection part, this should patterned after the treatment card
with Due Date and Actual Date. .




Schoedulo of Smoar Follow-up Exemlnations

UGN

Pationt |Patients under Raglinen | Patients under Reglinon 1l Patlonta umder
Groups  Rogular traatment | With treatnont Rogular tontment [With troatmont Naoyimen il
. Extension on the Extansion on the
Schadule intenslvs phiano intanslvo phate
Aftor 2 monthe of Yos Yos ’ Not Applicoble Not Applicablo Yaos
Uraalmant
Alter 3 months of No Yos Yos Yes o

troatment

fiftor 4 monthas of Yes . MNo No Yos Yas

1" nattnent .

F v G months of Yos Yos Yos No Not Applicnblo
trwaiment )

£{lor 6 months of Ho Yos if Sm(-) on tho No Yos flot Applicablc
Uertmant 5th month '

Afier 7 months of Not Applicablo Not appliceble Yos No Not Applicable
tianltnont

Alter 8 monthe of Not Apphcabla Not Applicoble No Yos Not Applicabiln
trosimant

Aller 2 montha of Not Applicoblo Not Applicable Hot Applicablo Yos Not Applicolle
tranimont
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Trestment Modificetions Based on Result of

Smear Follow-Up Examinations

Patient
Group

H

Schedule of Sinear

£1-up Exemination for
atients with Treatment
xtension

Smeor Follow-up Examination Result

Negative

Pasitive

Patients under
Regimen |

*

After 2 months
of treatment

Start maintenance phase

Extend intensive phase une more
month

After the 3 months
of treatment

After 5th month
of treatment

Continue maintenance phase

Continua maintenance phase

Continue maintenance phase

Consider as Failure
Shift to Regimen [l

After G months
of treatment

Continue maintenance phase

Consider as Failure
Shift vo Regimen [l

.

Patients under
Regimen II

After 3rd month
of treatment

Start maintenance phase

e ¥

Extend intensive phase of [IRZE

Affer 4th month
of treatment

Continue maintenance phase

Start maintenance phase; botter.
do culture and sensitivity if
reference lahoratory is available
and adjust treatment accodingly

After 6th month
of treatment

Continue maintenance phase

Continue maintenance phase
or treat based on C/S results

After Bth month
of treatment

Continue maintenance phase

Continue maintenance pliase
Repeat sputum oxamination at
at the end of treatiment

Fatients under
Hegimen il

After 2 months
of treatment

Start maintenance phase

Shift Regimen Il

After 4 months
of treatment

Complete Regimen Il

Shift Regimen I
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Amnex B

SEMINAR WORKSHOP ON
SUPERVISION/MONITORING SKILLS
AND NEW NTP GUIDELINES

l. INTRCDUCTION :

" Good supervision and monitoring aclivilies comprise one of the core pre-requisites
of an eflective Nalional Tuberculosis Contro! Program. Thus, reinforcement of this aspect
should be directed towards the improvement of health workers' performance in the
conduct of correct and efficient public health services. With the implementalion of the
Local Gevernment Code, the TB program managers/supervisors at the provincial, city and
disirict levels need to meet and assess which modes of supervision/meniloring to adopt
that are relevant to the present times. This Seminar Workshop is envisioned {o provide
additional knowledge and skills in the satisfactory conduct of supervisory visits {o the
periplieral levels and opportunity for exchange of information and experienves in the
implementation of the newly drafted NTP Guidelines,

i OBJECTIVES

A. General Objectives :

1. To update knowledge and skills in the conduct of Supervision and
Moniloring aclivilies that befits the present devolved seat-up of health
services; and

2. To plan for the phasing in of the new NTP Guidelines in the Intensive
Service Areas (ISA).

B. Specific Objectives ;

After the 3-day Seminar Workshop, the participants will be able to;

1. Share their knowledge and ideas on the present supervision/monitering
activilies in their areas;

2. Gain insights in the proper conduct of supervisory visits to lower ievels;

3 Discuss each item of the newly drafted NTP Guidelines;
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q, Perform.detailed planning and scheduling for field testing of the new MTP
Guidelines; and
5. Select the areas for field testing.

.  METHODOLOGY :

Lecture
Workshop
Open Forum

Y. OPCRATING DETAILS :

Venue : Regional Health Training Center, DOH-IRFO 7, Cebu City
Duration : 3 days

Time : 8:00 -12:00 - 1:00 - 5:00

Parlicipants : DSPHNs, DSMHO (Cebu), Regional/Provincial/City NTP

Coordiantors, IPHO Coordinators/Medical Technologists,
Cebu Chest Center Chief and staff, and TI3CS slaif
Funding : DOH - JICA Project

V. REQUIREMENTS :

Complete altendance
Aclive Participation
Watlkshop output/group analysis

ERTAhd02109409
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Seminar Workshop on Supervision/Monitoring

and New NTP Guidelines

SCHEDULE QF ACTIVITIES

Skills

Day 1

February 21, 1994

Day 2’
February 22, 19947

Day 3
February 23, 129.1

B:OO"Q:OQ

9:00-10:00

Registration

Opening Ceremony

Lecture on Monitoring
and Supérvision
(br. 8. Endo)

Planning and
scheduling for
field testling

10:00-10:15 M 0O R N I N G B R E A K
10:00~-11:00| Background of WHO} Conlinuation of - do -
B Control Policy| discussion
Package
{Dr. M. Suchi)
11:00~12:00} Summary findings Open forum
of External Eval.
& WHO synthesis
on recording/ )
reporting eval.
{Dr. V. Lofranco)
12:00-1:00 L U N C H B R E A K
1:00-2:00 Introduction of Workshop on the Leclure on
new guidelines implementation of Monitoring anf
(Dr. V. Lofranco new guidelines Supervisicon for
Dr. N. Cruz) New HTP Guideline
Detailed discussion ( Dr. S. Endo)
of cach items
2:00-3:00 - do - Final discussion o
new NTP guidelincs
and operalional
research
3:00-3:15 A F T E R N O ON B R E A K
;
3:00-5:00 - do - - do -~ Closing Ceremony
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Annex C

National Tuberculosis Control Program
REFNESHER TRAINING ON LABORATORY WORKS

. PURPOSE:

This {raining is carried out fo address the needs of Medical Technologists for a
refresher training on Laboratory works. The National Tuberculosis Control Program of the
Depariment of Health adheres to provide good services to the populace through early
detection of tuberculosis cases in the communily. As a means to achieve {his goal, it
uses a simple, affordable and accurate diagnostic tool, which is the Direct Smear
Examinalion. With this, it is imperative that Medical Technologists that manned the
microscopy centers and the key personnel in TB diagnosis should be adept with
knowledge and skiils in TB Control and laboratory techniques with emphasis cn sputun
microscopy.

Ttis refresher program accomplished in a series of balches enables participaits
fiom the DOH-JICA Intensive Service Areas (ISA) and Cebu, IPHO valdalors to
implement a unified and strengthened NTP in Cebu Province.

il. ORIJECTIVES:
A. General Objectives:

1) To provide inputs on TB Control and laboratory techniques on Diiect Smear
Examination.

2) Upgrade their knowledge and skills in sputum microscopy through praclice
examination.

B. Specific Objectives:
By the end of the training period, the participants are expected to be able lo:

1) IKnow the importance of direct smear examinalion in the TB control programme;
2) Gaininsights on the techniques of sputum colleclion, smearing, fixaiion, staining
and microscopy reading; -
3) Manage and evaluate smear microscopy laboratory,
4.) Adopt a system of recording/reporting, logistics and referial between
laboratories/radiographic facilities
. METHODOLOGY:
Laboralory Practice
Leclure Discussion
Prosantation
Pre and post test
Demonstration/Return Demonstration
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Iv. OPERATING DETAILS:

Duration : August 29 - Seplember 2, 1994 (1st Batch)
September 12 - September 16, 1994 {2nd Batch)
September 26 - September 26, 1994 (3rd Batch)

October 3 - October 7, 1994 (4th Bacth)
Venue : Reference Laboratory of Cebu Chest Center
Time : 8:00 a.m. - 5:00 p.m.

Parlicipants : See attached list of Medical Technologists

Facilitators

August 29 - September 2, 1994

Dept.of Health & Integrated Regional Field Office No. 7
Dr. Nora Cruz - Training Officer, TB Control Service, Manila
Ms. Paz Rostrala Medical Technologist, TBCS, Manila
Dr. Elaine Teleron Regional TB Medical Coordinator
Ms. Colita Auza  Regional TB Nurse Coordinator
Mr. Benny Loberiza Medical Technician, Cebu Chest Center
Dr. Enrique Sancho Chief, Cebu Chest Center
Ms. Leonides Manatad - Medical Technologist, IPHO Cebu

Japan Inlernational Cooperation Agency

Dr. Masashi Suchi - DOH-JICA Chief Adviser
fis. Akiko Fujiki - Short-term Expert on Laboratory Wotks
Funding . DOH-JICA Project

V. REQUIREMENTS:

Complete Allendance
Active participation

fehd072294
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SCHEDULE OF ACTIVITIES

AH PH
ay 8:00 - 12:00 (15! Tea Break) 1:30 - 5:00 (15'Tea Break)
1 §:00 - 8;30 Registration 1:30 - 5:00 (P) Laboratory Preparntion
8:30 - 8:4{5 Opening Ceremony/course orientation - Laboratory sct up
845 - $:30  Quiz (Pre-test) - Reagents preparation
g:45 - 12:00 (Pr) Hhat are the difficulties , - Wicroscope handling
encountered in your
Leboratory?
2 |8:00 - 8:55 (L) General Concept on T8 and 1:30 - 5:00 (P) Sputum Collecticn Technique
. 18 Control (L) ziehl-Heelsen Hethod™
9:00 - 9:55 (L) Aim of TB Lab. services (Py 2Ziehl-lleclsen Staining
10:10 - 12:00 (L) Specimen Collection
(L) Safety precautfons & disposal
3 18:00 - 12200 (L) NTP in the Philippines 1:30 - 5:00 (P) Smear slide reading
(L) Recording/reporting system (P} Direct Smear Gxamination
(L) Logistics
4 8:00 - 12:00 (P) Direct smear exdmimation 1230 - 5:00 (P) Direct smear examination

(9]

5:00 - 9:00 Quiz (Post-tesé)

9:30 - 12:00 Course evaluation and sumiary

1:30 - 2:00

Closing Cercimony

(L) Lecture, (P) Practice, (Pr) Presen

*xR7 DL EASE ALWAYS BE ON TIME****

tation
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- o Anex D

Observations and Suggestions

I. Casa-finding ,
. Too many active casefinding. BHWs go out to the village
and collect sputum specimens.

1.1 The yield is very low. . In some Rural Health Units out
of 135 sputa examined, only one is positive. 1In the
many developed countries, " active case-finding is
being discouraged. The reason is that the active case- .
£inding (using MMR) discovered only less than 20% of
all the new bacillary cases and the rest were
discovered through passive-case-finding.

1.2 This activities take too much. time of the health
workers. The effort should be focused to passive-case-
finding and treatment.

Collect better guality sputupm

Cellect three specimens. Spot and morning

and spot (next day)
Good services such-as correct diagnosis and good
treatment (high cure rate). attract more patients to our
health units and increase smear positive cases through
passive case-finding.,

TI. FEecording for supervision
.
The present recording system is not well organized.
Therefore supervision, in terms of making sure that the
activities are being performed according to what
should be done, is not easy.

2.1 Major veakness is record linkage.

2.1.1 Registration (Master 1list of SscC),

* treatment card and laboratory record have

their own numbers. Therefore to search in

the registration book the patient wvho is

recorded as smear pousitive in  the

JLaboratory record, one has to go through

' the registration book by the name of

patients mnot the number, which is time
consuming.

2.1.2 The numbers in the registration and
laboratory record are not serial. f%his
also prevent easy search of the patient
in the record.
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2]

.2 Type and Classification of tuberculosis should be
~~ introduced.

‘cure rate differ abcardinﬁ to these categories.
Therefore evaluation should. be done by category.

ITI. Treatment

WHO new policy sald that thétéqrget for treatment service
should be 85% cure rate for new smear positive cases.

According to WHO mission. which visited Region VII in
February-March 1993, .the cure rate is 67%. According to my
observation it is around 70%. The cure rate should bhe
improved.

Suggestions:

1. Fully supervised Ereatﬁént for initial one month or
tvo nionths whenever feasible.

2. Improve patienf education
Iwprove health workers education

3. Two speciméns for each,follow-up examination

IV. Managament BN

The duties and role of A health workers at the Rural
Health Unit and district supervisory nurse should ke
clearly defined, however these two level workers should
be mutually cooperative in order to achieve the same
objective that is, to deliver to the patient the best
possible services. (more .than, 85% of cure rate). The
good recording helps mutual understanding

' oL
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! .
Monitoring and :Bupervision
1 JI.

Tools for Management

Tuberculosis Control Programme is composed of agtivities
which are carried out by a numper of individuals. The activities
must be carried out in harmony in -order to achieve a gertain
ohiective. There is a need to control the individual activities.

The CONTROL may be called. HBNAGEMENT. t
If the activities are carried out by a team, the management
will be easy and the team leader will be the manager.

Another aspect of the NTP is The INTEGRATED programme which
is different from clinical work- which is mainly done as a
clinician and a patient relationship.

Carried out by GENERAL HEALTH WORKERS
Ifealth Workers '‘at Rural Health Unit
Barangay Health Workers
Health Workers at.dispensaries
[lealth Workers at health centers
lfealth Workers at hospltals
nlcroscoplsts

These workers are not specialized in tuberculosis, therefare
their knowledge may be limited and .have other several duties.
Therefore somebody (manager} must *lead their activities of
tuberculosis programme in coordination with other programmes.

Requirement of successful integrated programme.
Yechnology must be simple |, -

+ Simple arranged activities--written in manual
Good training R R T .

Cood management -~ supervision, monitoring .and
evaluation -~ corrective action

Review of integrated .tuberculosis programme  from Iy
experience. Y

WHO policy develaoped. in. early 1960s. The eight apd
ninth reports IATRENTI
Many countries accepted the policy.

Some countries, are- successful.

good 1nfrastructure ‘of health services and good
management . - ;

Some others not ... -
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Reasons for unsuccessful programme:

Inadequate priority setting, resources
allocation other pressing needs in lhealth ox
other than health -- shortage of health workers
pror trainlng, 1nadeq"ate management

|
Developmpnt of general health service is more
emphasized than that of special diseases
programme.

Insufficient evaluation -- confusion in priorily
between case-finding and treatment.

Although some researchers said that regular and
complete treatment is essential for success ful
tuberculosis programme, many policy makers set
the target for case-finding because that is more

presentable.
Difficulty in defining cure rate -- long
treatment (one year) timé for evaluation

There is an opinion that regular and ceuplete
treatment is more important than choice of
regimen. (Dr. Nagpaul)

Erficacy of regimen ranges 100% to 70%
Conpletoness 100 to 30%

Another opinion -- Deliveriny good service is
the bhest health education so as to attract more
patients to the health services.

Quality of service is important.

Technique and system (detailed procedure) cf
supervision has not been developed.

Insufficient dialogue between tuberculosis
workers and policy makers on the results of
evaluations.,

Consegquence:
To meet target, number of sputum examination
increased (sort of active case-finding), yield
(positive rate) decreased and made false
positives and negatives,
Lover priority. (less.attention) on tuberculosls
programme resulted to lower performance and
poor quality of services.
Less tuberculosis cases detected, less cases
cured, resistant cases.
The dpcrease of tuberculosis become slowver,
even it is increasing.
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lecent Wil0 policy change R
HORE THMPHRSIS OM TREATHENT
The primary aim of a country's National Tuberculosis
Progranme is to improve the cure rate of new smesar-
positive patients to at least 85% and to achieve at
. least a 70% detection ratel However, the detection of
. smear-positive-cases should not be aimed at before a
high cure rate (such as 70%) has been achieved.
If health facilities are curing '85% of the new
smear-positive cases, this will albtract more
patients to attend health facilities, if they
develop tuberculosis. .

The reasons for the policy change are: ‘
1

As the above mentioned, many treatment failures with
resistant bacilli, slower decrease or increase of
tuberculosis
Appearance of HIV infection
Availability of Rifampicin, scc
Regimen with INH and Rifampicin is so effective,
the duration of treatment become much shorter and
the management of trealment service become casioar,

The actions taken are: N :
Develop good efficient and effective system of
rahagement !
- Supervision of performance
logistic of drugs and other supplies
- Training ‘of workors at all levels including field
workars and supervisors at district, provincial,
regional and national levels.
- 5Strategies on the dialogue with policy makers
- - Intensify and coordinate with the international
cooperations on tuberculosis programme

BUPrRYIBTION !
Supervision is to ensure that activities related to
case-finding and treatment ,of tuberculosis are adequately
perfernmed by health workers. In the integrated programme,
actual activities regarding case-finding and treatment are
caxrried out by general health. workers,.. They receive training
rmost probably In group first. When they are assigned to’
actual work, they may face many problems in application of
the knowledges and skills they learned during their
training. They need help. Therefore it is not enough,’ even
harmful to them to just point out what is wrong and
inadrquate in their performances and give pressure to do
nore vork. ‘ o
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v ' [ . )
Supervision is to identify and solve problems the field

workers encounter. :

HIO trsining module said "Regular supervisory visit in which
you place the emphasis on helping health workers identify
and molve problems will create a good relationship between
you ‘and the health workers.in.the district. Health workers
will be less worried about your. finding things “wrong', and
may be more willing to discuss problems and work with you to
identify solutions.¥

70 identify problems, needs effective system to check
performance WHO develop systematic recording which consist a
treatment card, district tuberculosis register and
laboratory register, this makes problem identification much
casinr. : -

Treatment Card . . b

- classification pulmonary--extrapulmonary--infectivity,

regimen, assessment (cure rate)

- sputum examination for dlagnosis~-infectivity, regimen,
agsessment, .

- type~--new, relapse, fallure--regimen, assessment

- regularity of treatment .

- district TB register number and laboratory register
number--record linkage . .

Iaboratory Register o .

- reason for examination, diagnosis or follow-up
(district TB register number)

- results for each specimen--numbexr of specimens

- lahoratory number

District Ltuberculosis register . |
classification, type, sputum examination for
diagnosis and follow-~up, outcomé of treatment.
These records make all necessary evaluation and
reporting possible. Number of cases detected
during certain period of time hy classification, .
type, sputum. Cure rate by classification, type,
sputum in the disrict. .

Mecord linkage prevents the drop from treatment,

sputum cxamination, and make monitoring, supervision
and evaluation of treatment outcome possible.
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COMMENTS ON THE WORKSHOP BY DR. SHOICHI ENDO

The Workshop was a hectic and hardworking exercise. | appreciale your
aclive participation. The aim of the workshop which is to develop a test plan for
the introduction of the new WHQO policy package in the Philippines was, | believe,
well achieved. DBecause of your enlhusiasm, your opinicn based on your
expetiences at your daily work was well reflected in the plan. With the well
prepared dralt plan and efficient guidance of the two doctors from DQH Manilg,

" {he dizcussion was thorough. | believe DOH should be most happy. '

Now | am going a little in delail.' | am happy that you agree to the {hree (J)
spuliim specimen collection for initial diagnosis. Even if active case-finding
remains in the ‘plan, you want to be more flexible for choosing the area or
occassion for active case-finding, We did not discussed the larget for sputum
colieclion, but it scems Lo be abolish2d,

The dralt plan made by DOH includes detection ratefexpected detection
rate, which looks like another target. -However, this is not the target for sputum
collection but for detection of bacillary cases. This is also included in the WHO
policy paclage. | understand lhat this rale should be used for progiamime
evaluation. | think these changes show the big progress toward the adoplion of
WHO new policy in terms of emphasis shift to improvement treatinent seivize.

| am also happy that your plan of treatment service is (o implement
supervised chemotherapy whenever feasible, and intensify patients' education
including family invelvement for better trealment.

Regarding recording and supervision, you brought up the pioblem deiived
from the devolution to the local governments. | | hope there will be more dialogue
between DOH and the local executives not only at the national level but also local
level, so that the latter will understand theNational Tuberculosis Program (NTP)
{5 achieve our common goal to reduce luberculosis in our community.

I would likke to emphasize here again, the most im; .rtant thing is lhat good
rmoniloring and supervision system is to be established so that during the course
of the test and the implementation of the new NTP, programme evalualion will be
made limely and more scienlifically in order to take necessary corrective action.
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Afney. L

Logistics in Tuberculosis Control in the Philippines
June 1L, 1991

Akiliiro SCITA B D.
Intemational Cooperation Depatlmesit
Research Institute of Tuberculosis, Japan

1. Preface

The logistics system of anti-tuberculosis drugs in the Philippines was eviewed by the
author (rom April 25 to May 6, 1994, based on the request from the Public Ifcalth Development
I'oject of Japan [nternational Cooperation Agency (JICA). The author would fike lo appreciate
tcam members of this Project and also the concemed staff of Tuberculosis Control Services of
Department of Health and other related staff in provinces and municipalitics.

"Rapid Ascessment Manual on Tuberculosis Drug Management in National Tuberculosis
Control Programme (NTP)" (the Manual) was used for this review. This Manual was developed
Ly the author and other related rescarchers, This Manual has indicators which wescribe the anti-
T drug management activitics. Although this is still on the stage of draft, the author found thi
this Manual is uscful to evaluate the logistics in tuberculosis (TB) control.

This Manual reviews the drug management activities according to (he following logistics
cycie.

1. General Ceonomics

Public Health sector and NTP Sector budget and [inance

2. Druyg Pulicy Issue

3. Sclection of anti-Tuberculosis Drugs

4, Procurement of anti-Tuberculosis Drugs
5. Distribution of anti-Tuberculosis Diugs
6. Use of amti-Tuberculesis D ugs

7. Piivale Scctor
This r-post will fizstly describe the executive summary and recommendations and then the review
of Philippine’s anti-TB drug management. Discussions and recommendations will follow. Tius

1eview represents the analysis done by the author and does not represents those of the Project no
IICA.

1

Al fiist, the administrative structure in the public sector in this country will be bricfly
nicntioned.

Administratively, nation is divided into Regions, then Provinces and then Municipalitics
in this country. Some large citics are considered as Provinces.

Diepartment of Ilcalth (DOH) is covering the whole nation. Region has its DOH oflice
called Tntegraled Regional Ficld Office (IRFO). Province has its own health olfice citlled
Iutzgrated Provincial Health Office (IPEIO) and Municipality has Rural Heaith Units (RIIUs). "The
peripheral nit in the community is called Barangay and it has a Batangay Elealth Station (BI15).

Tulserculosis Contro} Services (TBCS) in DOH is in charge of TB control in this country.

1
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This office has more than 30 staff, Each region has usually two regional TB coordinatos. One
i5 0 medical officer and the other is a nerse. IPHO also bas two TB coordinators. At REHU and
BLS, TD coatrol services are integrated into general health services.

Regading to this administrative sticture, two issucs should be added. One is the
devolution (decentralization). It started in October 1992, Before devolution, all the Lealth offices
and stall in public sector belonged o DO Alter the devolution, IRFO is belonging o DO,
but 1PT10 belongs to Province and RIMU and BIS U.' -ug © Municipality. This devolution
changed several aspects in health activitics including the togistics systern. It seems (o the autlior
that tiere, is still slight confusion in the ficld,

The other issuc is the on-going revision of NTP by TBCS. This revision was based on
the TB contiol policy package developed by World Health Organization (WHQ). The ficld tesls
of this revised NTP are about to start. Some of the issucs discussed in this icport ace alicady
taken jnto TBCS's consideration and modificd in this on—~going revision.

2. Executive Summary and Reconumendations

2.1 Execulive Summary

In the Philippines, there are two standardized chemotherapeutic regimens. One is 6 months
regimen called Shost Course Chemotherapy (SCC) and the other is 12 months regimen called
Standard Regimen (SR). Tuberculosis Control Service (TBCS) of Department of Hzalth is in
charge of the management of anti~TB drug for SCC. Drugs for SR is under the responsibility of
Municipalitics. However, this 12 months SR will probably replaced with 4 months SCC because
the 31T pulicy is under the revision now and they will be supplied by Tuberculosis Contiol
Service. So, this repoit will focus on the management of anti~TB drugs for SCC.

There is a wiitten National Tuberculosis Control Programme drug policy document titled
NP DRUGS LOGISTICS AND IEC (modification specifications). This document describes the
specitications of divgs for SCC. NTP manual also describes the Drug Distribution Schieine. DOLL
alse las the National Drug Formulary which deseribes all drugs in the Philippincs. Anti-18
diugs arce listed i this Formulary.

Anti-TD drugs are selected by TBCS from National Drug Formulary. In this Formulary
there aue six cntitics of anti-~TB drugs such as Rifampicin (RFP), Isoniazid (INI1), Pyrazinamide
(PZA), Lihambutol (EB), Stcplomyein (SM) and Kanamycin in the National Drug Fotmulary,
In the THP DRUGS AND IEC, three drugs for SCC such as RFP, INH and PZA. It is 1 TBCS's
policy to usc the blister packed anti-TB drugs for SCC. There arc two types of blistcis. One is
for initial phasc of SCC which contains REP, INH and PZA. The other is [or continuation phasc
which contains RFP and INLL Both blisters arc prepared for one week drug intake. Onc day
yuantity is onc tablct of RFP 450mg, onc tablet of INH 300mg and two tablets of PZ.\ 500my.

Procurement of anti-TB diugs are done by Procurcment and Logistics Service of DOILL
THCS computes the quantity of cach drugs to be procured. This procurcment is donc through a
domestic public bid. In 1993, totally 166 million Philippine Peso (6.3 million US Dollars) weie
spent for drug, procurement. This means 0.1 US dollars were spent for anti-TB drugs per capita
in the Phitippines. All of these budget is from DOH. The average price paid in this procurement

2
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was 88% of international average price, which was computed by Management Sciences (or
[ealth. One SCC custs 19 US dollars. Average lead time between the order of dugs and anival
of these drugs o Central Warchouse is 120 days, One issuc should be mentioned here i$ the teim
of validity tor all anti=1D drugs. All of thcm are expired 2" years after the manufacture in this
cuunliy.

Dietribution of anti-TB drugs s divided into three steps. One is [rom central (0 Region.
Next is fiom Region to Province, The last one is from Province to Municipality (Rural [Health
Unit, RHU). TBCS s in charge of the first step. Sccond step is done by Regional TD Coordinator
and the third step is by Provincial TB Coordinator. Cach level has its Warchouse. Thesc supply
channels and warchouses are integrated into general scrvices, not TB specific, However snme
Provincial TI coordinator have storage for anti-TB diugs. The inventory contrul is done by liy,
fedger and stock-catds at Central Warchouse, by ledger and stock cards al Regional warchouse
an:l by stock cards at provincial warchouse. However, at Central Warchousce and one Regional
Warchouse which author visited there are no stock-records of reports which describe the stock-
level of anti~TB drugs. Drugs arc not well-aranged in that Regional Warchouse,

The quantity of drugs to be distributed is computed by the TBCS, Regional TD
Coordinator and Provincial TB Coordinator primarily based on the expected number of TD cascs.
From Province lo Municipality (RHUY), the quantity is calculated based on the numbet of I
cases started the treatment during the last certain period, usually three monthis. In this c.leulation,
e stock-level of the warchouse for the distribution is not taken into consideration. Theie is no
standardized anti-TB drug request form at this moment.

At this moment anti-TB drugs for SCC are available for all over the country. tdorcaover,
there Lave been no stock—outs of these drugs in 1993 and 1994, so far.

“The vse of anti-TD diugs are surveyed in a limited number of liealth facilitics. As dings
for SCC are preparcd in blister packages, all the patients for SCC arc treated according 1o the
NTD policy. However, some patients for SR are treated with 4 months of SCC which NTL is nuw
planning to implement. Only two points were interviewed for drug use. They all have the conect
knowledge of dispenscd anti~TB drugs.

Regarding to the private pharmacics, there is no governmental regulations to conirol anti-
T diugs. Almost all kinds anti-TB drugs are available. It scems that anti-TB dwugs can be
bought at private pharmacy without any difficultics. The average price of several important anti-
‘'3 dings compared to the international average price is 528%. [t mecans the price of anii~TB
drygs are six times more cxpensive than those paid by the DOIL

1.2 Neeommendations

“I'he current TBCS's policy on the use of blister packed anti-TB drugs for SCC is a stiong
support to the management of anti-TB drugs in this country. It should be mentioned (hal DCL
is providing all the budget for the anti-TB drugs procurcment and the price paid by DOIT in the
last procurement is almost 10% cheaper than the international average price. It is amazing that
even after the preparation for blister packages, the price of anti-TB drugs arc 10% cheaper than
the avetage. The commitment and effort done by TBCS and DOH to maintain these activitics
should be highly appreciated. Blister packs are available at cach level, To sceure the drug supply
is one of the key component for effcetive TB control,
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The awthor would like (o mention several issucs concerning the current logistics system.
One is the strengthening the NTP commitment particularly at region level. Logistics system for
SCC and SR should be unified and TBCS should tike the responsibility for buth, [t may be better
{0 visit warchouse more often to have an idea on the storage system and stock-out level of each
diugs. Second is the standacdization and establishment of recording and reporting forms which
ate necessary for the logistics management, Standardized drug request form is needed, TBCS is
now implementing this forms. NTP side also needed to set a standadized stock record which
desciibe the stock-level and in and out of cach anti-TB drugs. Thitd is the contiol of anti-1TB
diugs al privite sectows. This issuc scems to be quite difficult, however if the current siuation
continues, it is anticipated that the diug resistant TB cases may increase in number,

The followings arc the discussions and recommendations concerning these issucs such as
procutcment of SR drugs, terms of validity of drugs, inventory control measures, caleulation of
the g quantity to be distribuicd and the regulation of anti-TD drugs in private scctors.

Diugs for SR arc supposed (o be procured by Municipality Govermmnent, However, as the
number of TB cases at Municipality level is relatively small, it is not cconomic to continue to
procure anli=TB drugs at this level It may [ead the shortage of drugs. It is needed to change its
policy to put all the logistics management under the responsibility of TBCS. As NTP policy is
being revised currently, il is a good opportunity to modify this policy now.

All anli-T diugs cxpire two years after the manufacture according to the repulation Ly
Burcant of Food and Diugs. It is too shoit. Anti-TB are valid at least in thice yews after the
manufacture. TBCS is now proposing to extend this term to three years. This proposal is quite
reasonable because this short term makes the distribution management patticulatly buffer stock
selting difficult. This shoit term of validity nced to be changed.

Inventory control of amti~TD drugs is donc by gencral warchouse. It scems that this
gencial warchouse need more improvenient in inventory control. Drugs in warelhiouse need moic
strangement. Anti-TB drugs should be kept in one place to count the stock level more casily.
Wachousc necds to make a stock record or a report to have information on stock level. ‘T'o
assuie this activity, NTP offices of ca<h fevel nced to visit the warchouse moie often and
tegtlarly. {tis necded to check the stock Ievel. NTP officer should have the up-to-date stouk-
kevel of ils waichouse,

Al this moment, quantity of diugs to be distributed arc computed based on the cxpecied

number of TB cases. It is not bascd on the number of TB cases delected (morbidity) nor the
consupiption ol anti-TDB diugs. Stock-level of anti-TD drugs at the warchouse is nol considercd
i this caleulation. TBCS is now planning to introduce the morbidity based caleulation method
and request form. This kind of logical way of calculation need to be implemented. However, it
is anticipated that unless the term of validity extends lo three years, it may be difficult o sct
buffer stock at cach level.
' it scems What there is no regulation on anti-TB drug usc in private sector. Almost all kind
ol anti-TB drugs arc available in the private pharmacies including at [cast five types of blister
pickapes prepaed for daily intakes. To control this situation scems to be very dilficult at this
moment, however the awarencss among policy makers and DOII officers necds to be incieascel.
More frequent and tight communication between private and public scetors are also needed.
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A Review of anti-TB Drug management in the Philippines

As described previously, anti~TB drug management in this counlry are 1cviewed by
utilizing the indicators in the Manual. The full data concerning these indicators are atiached in
the Annex. ’

3.1 General Econonsics,
Public Sector and NTP Sector budget and finance

The- total population of the Philippines was 60,703,206 in 1990 (1992 Philippine Year
Book). Per capita Gross National Product (GNP) was 730 US dollars in 1991,

The budget utilized for the NTP was around 229 million Philippine peso. Of
them, 4.3 million Philippine peso was for the distribution of NTP diagnostic supplics for T
suspects, 12.7 million peso was for the procureinent of NTP diagnostic supplies and IEC
materials and 189 million peso was for the procurement of anti-TB drugs.

Accoiding to the NTP Annual Report of 1992 by TBCS, in 1992, 110,576 smcar positive
cases weie delected. This figure gives the incidence rate as 173 per 100,000. The number of TB
cases who initiated to the Short Course Chemotherapy (sce below) during 1992 was 146,047
And, 88,475 cases initiated to the Standard Regimen (see below) in 1992.

‘The latest cure rate of TB cases was % in 19 . Bascd on the limited scaled tuberculin survey in
the region V, VI and X in 1992, the annual risk of infection was computed as 1.57%.

3.2 Diug Policy Issuc

Existence of a written NTP drug policy is the key indicator in the Manual. Standardized
chcmotherapeutic regimen for TB cases is also the important indicator. In terms of cssential
drugs, caistence of a nationsl drug policy and its list are also the indicatous.

In the Philippincs, DOH has a Nitional Drug Formulary. ‘The latest revision of this
forimulary was done in 1993, Anti-TB drugs are included in this formubkuy (Annex).

TRCS lias a written document on anti-TB drugs titled NTP DRUGS LOGISTICS AMD
IEC (inodification specilications). This document was developed in 1993 and it desciibes the
detaiis of cach anti~-TB diugs. For example, the size, length, thickness, diamcter and color of
cach drug arc mentioncd.

TBCS has its NTP manual which was developed in 1988, This manual describes
slandardized three treatment regimens such as so-called Short Course Chemotherapy (SCC),
Standard Reginen (SR) and re—treatment regimen. Followings are the details of these regimens
desciibed iu this manual. To simplify the explanation, in this report the following abbreviation |
of amti-TB drugs are used.

INII;  Isonjazid RFP; Rifampicin

PZA; Tyrazinamide EB;  Ethambutol

Sh{;  Streplomycin

it For new sincar posilive cases or smear negative cavitary cases;
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6 months Short Course Chemotherapy (SCC)
2 months of daily INH, REP, PZA and 4 months of daily INIL and RFP
# For new simear negative cases;
2 months Standard Regimen (SR)
daily INH supplemented by S daily for one month and twice weekly for another
cleven months.
# For re~trealment cases;
There i no one standardized 1e-trcatment regimen. One regimen is mentioned in the NTP

manual is 2 months of SM, INH, EB and PZA and [ollowed by SM, EB and INH daily
for 4 to 7 months.

This manual also describes (e logistics of SCC drugs in onc chapter titled Diug
Distiibution Scheme (page 38). This chapter mentions the basic policy on procurement and
distribution of SCC drugs, and their monitoring and reporting,

In this country, TDCS is responsiblc for the logistics of SCC diugs. owever, logistics vl SR
diugs is Municipality's responsibility. This issue will be discussed later.

It is also the national policy to usc the blister packed anli-TB drugs for SCC. Tl

specifications of the blister package described in the NTP DRUGS, LOGISTICS AND IEC will
be explained in the next chapter,

33 Sclection of Anti-TB Drugs

Mumber of anti-TD diugs on NTP drug list is a key indicator in the Manual. Peison iu
changre of drug sclection is also the indicator.

In the Philippines, as mentioned previously, selection and procurement of SCC drugs ate
TBCS's responsibility and thosc of SR diugs are Municipality's. In this report, the authior
revicwed only TBCS's drug sclection and procurement. Municipality's activitics arc not mentioned
in this 1eport because of the following reasons. Firstly, as far as the author observed and
tiscusscd, not all municipalitics are sclecting and procuring the SR drugs. It varies Municipaiity
by Muaicipalily. Sccondly, TBCS is also selecting and procuring SR drugs and distiibuting them
t the IRFO. Many of the SR drugs used at the REU level scems to be the diugs procured by
TBCS. Thirdly, 4 months SCC including RFP will probably be applied for sincar negative cases
when the revised NTP policy is accepted. In this case, blister packages for SCC can be used for

suiear pegative cases. This means there may be no need for Municipality to procure the current
SR diugs, :

Regaiding the sclection of anti-TB drugs at national level, six kinds of anti-TB3 druis
such as LB, INH, PZA, RFP, SM and Kanamycin (KM) are listed in the Mational Ding

Formulary. Following table shows the pharmaccutical forms and strengths of these anti—T13 diug
fisted in the Formulary.
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6 months Short Course Chemotherapy (SCC)
2 months of daily INH, RFP, PZA and 4 months of daily INH and RFP
ff For new smicar negative cases;
12 months Standard Regimen (SR)
daily INII supplemented by SM daily for one month and twice weekly {or another
cleven months.
# Fur re~trealinent cases;
There is no one standardized re—~treatment regimen. One regimen is mentioned in the NTP
manual is 2 months of SM, INIL, EB and PZA and followed by SM, EB and INIT duily
for 4 lo 7 months.

This manual also describes the logistics of SCC drugs in one chapter titled Drug
Distribution Scheme (page 38). This chapler mentions the basic policy on procurement and
distribution of SCC drugs, and their monitoring and rcporting.

In this country, TBCS is responsible for the logistics of SCC drugs. However, logistics of SR
drugs is Municipality's responsibility. This issue will be discussed later.

it is also the national policy to usc the blister packed anti-TB drugs for SCC. The

specifications of the blister package described in the NTP DRUGS, LOGISTICS AND IEC will
be explained in the next chapter.

3.3 Selection of Anti-TB Drugs

Mumber of anti-TB drugs on NTP drug list is a key indicator in the Manual. Prrson iu
charge of divg selection is also the indicator,

In the Uhilippincs, as mentioned previously, sclection and procurement of SCC diugs are
TBCS's responsibility and those of SR dugs arc Municipality’s. In this report, the author
revicwed only TBCS's drug sclection and procurcment. Municipality's activities ate not nentioned
in this report because of the following rcasons. Firstly, as far as the author obscrved and
discussed, not all municipalitics are sclecting and procuring the SR drugs. It vaiics Municipality
by ifunicipality. Sccondly, TBCS is also sclecting and procuring SR drugs and distributing thein
W the IRFO. Many of the SR drugs uscd at the RHU level .secems to be the drugs procured by
TBCS. Thitdly, 4 months SCC including RFP will probably be applicd for smear negalive cascs
whien Uie revised NTP policy is accepted. In this case, blister packages for SCC can be used o1
smear negative cases. This nicans there may be no need for Municipality to procute the currenl
S diugs. ‘

Xegarding the sclection of anti-TB drugs at national level, six kinds of anti-TB drugs
such as EB, INH, PZA, RFP, SM and Kanamycin (KM) are listed in the National Drug

Fonnulary, Following table shows the pharmaceutical forms and strengths of these anti--T1 dug
listed in the Formulary.
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Drug Pharmaceutical forms and strengths

LB oral  200mg and 400mg tablets

(9i0 oral  L00mg, 300mg, 400myg tablets
100mp/Sml. GUOml and L120ml symup

PZA oral  500mg tablets and capsules

RFP  omal  150mg, 300mg, 450my, 6U0mg tablets and capsules
H00mg/5mit, 30ml, 60m! syrup / suspension

SM in lg vial

Kri  inj 1y viad

From this list, TBCS selects the drugs for the procurement. NTP DRUGS, LOGISTICS
AND [EC duscribe the specifications of four anti-TB drugs such as RFP 450mg capsule, INI{
300mg tablet, Pyrazinamide 500mg tablet and EB 400mg tablct,

This document also describes the specifications of blister packages for SCC, There aie
twe types. One is for the initial phase and the other is for the continuation phasc. The fonner is
catied as Type 1 blister pack and the latter js called as Type 2 blister pack. The followings arc
the contents of cach blister package.

Typz 1; 7 days quantity for initial phase, such as
REP 430myg capsule x 7 capsules (1 capsule a day)
INII 300my tablet x 7 tabicls (1 tablet a day)
PZA 500my tablet x 14 tablets (2 tablets a day)

Type 2; 7 days quantity for continuation phasc, such as
RFP 450mp capsule x 7 capsules (1 capsule a day)
INH 300mg tablet x 7 tablets (1 tablet a day)

34  Frocvement of Anti-TB Drugs

. Piocurument activities” were evaluated according to its cycle such as calculation of
quanitities, methods of procurement, total cost for procurement, monitoring of procurement and
lead tiu.. between the order to arrival of drugs are cvalusted, The Manual sclects three key
inddicators in this part such as per capita spending on anti-TB drugs, average price paid fur anti~
TB daugs eompared to international price list and average lead time for diug procurement.

In the Philippines, Procurcment and Logistics Service (PLS) of DOH is in clunge of
procuicment of all drugs including those for TB.

LIS cenducts a domestic public bid once a year, Six domestic private supplicrs weie
newinated by Govermnment according to their blister pack productivity and the importation source
of tow materials. Through tender, three supplicrs are designated such as supplicr bid the towest
price (supplicr A), bid second to the Jowest (supplier B), and bid third to the lowest (supplicr C).
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The price of diugs for this order are sct at the lowest bid price. These three suppliers shate the
order. Supplict A will reecive S0% of total quantity, supplicr B will reccive 30% of total, and
supplicr C will reecive 20% of total,

TBCS determine the quantities of SCC drugs, namely blister pack type 1 and 2, for the
procurement according 10 the cxpected number of TD cases, For cxample, in 1993, it was
determined at first to procure blister packs for 150,000 SCCs. This number was computed by
multiplying the whole population of the Philippines and pievalence (1.36%) of smcur positive
1 and the achievement (60%) of NTP. Some quantity arc added as a reserve, As the it piice
of blister pachs decreased, the quantity was increased lo 298,106 for type 1 packs and 237,323
for type 2 packs. In this calculation, the constant reserve stock at central, region, province arul
neripherals is not taken into consideration.

The quantitics of non-blistered drugs such as INH tablets, ED tablets, INH syrmp and REFP
sytup was scl to assist the regional hospitals and offices because these drugs are primatily
suppuscd to be procured by Municipalitics.

The names of selected anti=TB drugs for the procurement, their quantitics, unit price aud
totad cost in the 1993's diug purchasc is shown in the following tablcs.

Prug Unit Cost  Quantity Total cost

I'cso Peso US dollags™*
Type L* 29.50 2,004,712 60,%09,004.00 2,298,452.598

32.80 332,908 10,921,350.40 412,126.13
Type 21 16.33 2,950,608 48,183,428.00 1,81.8,242.59

20.85 649,936  13,551,165.60 511,364.74
EB 4%0mg  65.54/100 362,000  23,725,480.00 895,301.13
INTI 300mg 32.00/100 146,000 4,672,000.00 176,301.89
SM g 7.25 2,000 14,500.00 54717
INIT 3.86 320,000 1,235,200.00 40,611.32
100ing/tsp
12011, hot,
BNy 395 280,000 2,786,000.00 105,132.08
100myArp
GCiud. bot.

TOTAL COST 165,998,128.04 6,204,080.33

The total cost of anti-TB diugs in the procurement of 1993 was around 166 miilion

- 123 —



Cesos. DOH provided all the budget for this procurement. There is o foreign donation in this
year. TBCS wsed 1o reccive donation from the ltalian Cooperation, however it was tenminated,
This tatal cost is equivalent to around 6.3 million US dollars (consider one US dollar i 26.5
Philippine Peso). As the Philippines population was 60.7 million in the year 1990, per capita
spending on anti~TDB drugs was .10 US dollugs, namely ten cents, in 1993,

The unit price of cach anti-TB drug is compared to the inlernational price. Following
table shows the % average international price paid for the procurcment in 1993, The averoge
internativnal price in the Intemational Drug Piice Indicator Guide 1993-94 develnped by
Managenent Sciences for Health (MSH), USA was referred. The author do not have the average
intetnational piice of INH syrup and RFP syrup, so the columns for them are kept blank.

[
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% average inlernational price paid for last procurement
and its averago in 1993 procurement in the Plhilippines

Druy Unit Price (Per Drug) MSH Prico %
Poso us$ Uss US$ (B)/(C)*100
] ‘ (A) {B)* (C) -
rypo 1°¥ 29,50 1.1132 0.1580 0.2146 74.1%
32.¢0 1.2377 0.1768 B2.4%
NFP 450mg*** 0.1473
ENT Y 300m] 0.0163
_ PEA 1un0mg*** 0.0520
Typo 2%* 16.33 0.6162 0.0860 0.1626 54.1%
20.85 0.7863 01124 62.1%
FFP 450mg**S 0.1473
INi1300me 0.0153
iNE 300mgy 0.32 0.0121 0.0121 0.0153 78.9%
Sl g 7.25 0.2736 0.2736 0.1692 161.77%
£it 200mg 0.66 0.0247 0.0247 0.0257 06.2%
1M liq. 100mefts 3.66 0.1457 0.1457
1Z20mgfholila
REP lig. 100mgy/ts 9,95 0.3755 0.3755
e Dol
B Average 60.1%
ML

1UJ5% = 26.5 Philippine Peso

Unit Price (B)*; Type 1 and type 2 blister packs contain one weelk (7 days} quanlily of

each anli-TB drugs

Type [*#,1/pe 2** The MSH Unit Price of Type 1 and 2 blister packs were calucalaied
{rom the summation of MSH unit price of each contained anti~TB drugs

REP 450mg*** ;.  The MSH Unit price of RFP 450mg was calculated from the summalion
MSH Unit Price of RFP 300mg and RFP 150ng.

PZA 1C00mg**** ; The MSH Unil Price of PZA 1000mg s equivalent of the two tablels cost
of PZA 500mg tablet.

10
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Wlien sceing this table, it is remarkable that even with the blister pack preparation, the
combination of REP 450myg, INH 300mg and PZA 1000mg (Type 1) is 20% to 25% cheaper than
the average international price. Type 2 combination, namely REP 450myg and INF 300mg, is also
307% to 45% cheaper than the average imernational price. As a whole the averge % of the
average interpational price paid for the 1993's procurcment is 88.1%.

According to e price of type 1 and 2 blisters, one teatment regimen costs around 480
Peso. It is equivalent to 18.8 US dollars. Even when EB 800mg will be added during the
intensive phase, the total cost is 21.6 US dollars. Referting the average international price by
[iS11, the WIO standard 6 months SCC (2 months of daily INI{ 300mg, RFP 450mg, PZA
1500mg, EB 800ing, and 4 months of thrice weekly INIL 600mg, REFP 450myg) will cost around
17.1 US dollars. However, this WHO regimen contains intermittent (thice times a week) duuy
intake dering the continuation phase. If INH 300myg and REP 450mg will taken daily duiing the
cortinuation phase like Philippine’s SCC, the total drug cost for one WHO SCC is 27.5 US
dollts. These comparisons indicate the TBCS and PLS ae procuring anti-TB diugs at
jeasunable unit price.

PLS monitors the procursmnent process. All the drugs are primarily delivered to the
Cential Warchouse from the suppliers. The average lead time between the order and anival of
tuese diugs to the Central Warchouse is around 120 days. These drugs ate then sent for qualily
assuazice 1o the Bureau of Food and Dwug (BFAD). It will take onc month in avewage to
complcte this quality assurance. So, as a whole it will take around 130 days, namely 5 months,
alter otdering the drugs and before being able to distribute the diugs.

RE) Listribution of anli-TB Drugs

In the Manual, port clearance, inventory contrel and distribution system to peiipheral
Feililics are cvaluated. However, in the Philippines, all anti-TB diugs are deliversd dircetly to
Central Warchouse fiom domestic supplicr and there are no port clearance. So this section stails
vrith inventory control,

2.5.1  Inventory Contiol

Inventory control system including the cxistence of stock records and reports, avaitability
of anti-1'D drugs and cxpericnces of stock-outs are the indicatoss in this section.

3.5.1.1 At Central Level (Central Warehouse)

Cuntral Warchouse is a place to keep all drugs at central level, This Warchouse is undel
the jusisdiction of PLS and it is located around onc-hour driving distance from DOLL Centrul
Weuchouse is a gymmasium~like one—floor building. Drugs arc kept in carton boxes as they waie
delivered. In this warchouse, there is a separate dark and cool room in a comer. Anti-TT drugs

arc kept in this room. The carlon boxes of cach anti-TB drugs or blister packs are piled on the
Hleor reparatedy, but there are no shells.,

11
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[nventory control in this Warchouse is done manually, not by computers. Tally system
i uscd al 'TBCS and Ledger system and stock cards sre used to monitor the stock-level and
distiibution.

Tally is kept by TBCS. TBCS also has a stock=record which shows the stock-level of
cach anti=TB drugs at Central Warchouse,

Ledgers are kept at tie office in this Wachouse. Ledgers are kept by the officers of
Warchouse. One ledper card starls when there is a new delivery from supplicr. So, fedger is
different from delivery (o delivery. For example, type 1 blister packages are delivered fiom thiee
supplicrs, and one supplicr sometimes delivered type 1 blisters in two times. In such case, ledger
is Gifferent from supplier to supplier and also different from delivery to delivery cven fiem the
sune supplier. There is no general stock record which shows (e total stock-level of cuch anti-
TH drugs in this Warchouse. So, one have to compute the stock-level by summing the balance
inn relevant ledgers.

Stock cards are kept and recorded by the stock-keepess. These cads arc pul with the
carton boxes of drugs.

Physical check~ups of the stock level is done cvery month. However, il scems that theie
is no reporting system of inventory level at Central Warchouse to TBCS. it was cxplained that
TICS is keeping the inventory record whick desciibe the latest stock level of cach anii-~TB diugs
or blister packs. Accoiding to the ledgers reviewed by the author, the following quantitics are the
stock level of cach amti-1D drugs at this warchouse,

Blister Type 1; 8,608 packs

Dlicter Type 2 03,189 packs

IMiY 300mg; 146,000 bottles (100 tablets/botilc)
LD 400mg; 66,480 bottles (100 tablets/botile)
Steeptomycin 1g; 935,000 vials

RID syrup, 35,775 bottles (L00mg/tsp, 120mi)
INIT syrup; 1,536 bottles (100mg/lsp, 120ml)

As author might miss some ledgers and all the distribution might not be registered in this ledgers,
the real stock level may be different.

3.5.1.2 Regional Level (Regioual Warchouse)

. Regional Ficld Office (IRFO) of DOH has its own warchouse. It is a gencial warchouse
for all diugs and cquipment. Author visited one regional warchousc. Sunie iedger and stock cand
svstem is inplemented, but it scems that supplics and distributions are not fully rceorded in them.
1ie Bl of Landing and Requisition and Issuc Voucher arc also kept in this waichouse. The
former deseribes the supply from the central to region and the latter records the distribution to
the provinees or rural hiealth unit from region. However, the stock-level of cach anti~TD dugs
ate nut recorded in these documents,

This Regional Warchouse is also gymuasium-like onc floor building, however theie e
small 100ms in the sccond floor. Cartons of cach anti~TB drugs arc piled on the flour hete and
there without well-arrangenient. Some of the blister pack cartons are placed on the first four and
some of them are placed on the sccond floor. So, it was not casy for the author to check the
current stock—-tevel. The followings arc the stock level of cach anti-TB drugs except SM checked

12
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Iy tue anthos. -
Blister Type L; 19,500+ packs

Ulisler fype 2, 17,0004 packs
L5 A0k 19O talicels
1T 300y, 29,700 tablets
3 ayiupy 432 bottles (LOLmg/Sml susp. 120mi)

Ven Dt pack type L oand 2, one carton s alieady opened and some of them are ahieady
d sdnbuied. 90, e exoct number of cach Distets could not be counted.

SRS Movincial Level (Provineial Storage)

Previneiad Healthy Office has its own warchouse or steck—-roon, One provineis! stock-
v oit sla Dovineial Health Office (IPILOY is visited. Stock cads of anti=T13 digs aie Lopi by
the e inchil D coendinator, One stock card is used to record in, vut and balence of voe 1y ¢
o aott “TH diog, For eaample, Ulister pack type 1 has one stock cad. These stock- cads ele aly
desciibe the balance eof each anti-TB diugs, Accordiug to these stuck cds, the [ellowings e
the reetity of the cunent stock fevel,

it e 1y 1083 packs

st type 25 431 packs

1 AY0mg; 3,200 tablels (985 Lotiles)

P 200, 3 9,200 tabluts (392 botles)

FEP ey 553 bottles (LWOmgAsp, 120ml)

PRI ESTU 365 boltkes (L00mp/sp, 120m1)
T Roeal Hleadils Uit (RILY

Fuihicr paid a visit 1o one Ruzal Health Unil, This Unit has 7 type 1 Ulister pa-Ls, 63 e

« bbb pacds, 1,300 tablets of BB du0myg, and 500 tablets of INt 300mg. Thete is o ctol.
o b e invendony jecogd,

*

20 swalalsity of anli-TB divgs and expericuce of stock-out

Al e asti-TD diogs sclected by the TBCS such as blister pack (ype [ and 2, 111
Dl tebist 1B AUing tablet, INIT sywp, RUP syrup are available at cential, 1epions) aul
previnsiod warcheuse when author paid visits. At ane RIIU which the author has visited, all of
wone dhugs except NI sywp and REP syup are available.

it vas pporied Uil there has been no stock-out experience of type | and 2 blister pacls
ol Brvel e 112 and 1994,

AL tiahon syslom

‘The distibution channel of anti-TB diugs is itegrated into gencial onc. It staity from
Cenhial Wiacheuse, Region Wauichouse, Frovinee storage and tlien (o Municipality, namely Rural
Feealih Uwit. Before the devolution, there were District [ospitals in belween Provines anld
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Municipality, however this level has been omitted.

TBCS supervise the distribution from Central 0 Region, Regional TB Coordinator
supervise from Region to Province. Provincial TD Coordinator supervise from Provinee o
Municipality, namely Rueal Health Unit.

The NTP munual deseribes the Drug Distiibution Scheme on page 38, 1t says (it [rom
fegion to Provinee, six months supply will be sent. From Province to Disteict, four months
supply will be seat. Then, from Disttict to RHU, two months of supply will be seut. 1lowever,
bzcause of omission of District and other following reasons, this scheme is changed at this
moment.

3531 - Froni Central to Region

TBCS is supervising the distribution from Central Warchouse to Regional Waichouvse,
TBCS computes the quantity of anti-TB drugs to be distributed to cach region. At {iist, 10 %
of the diugs arc taken to the TBCS because it has an Qut—patient clinic in DOLL Remaining 90%
aie divided o each region according to its expected number of TB cases. The stock-level at
Regional Warchouse is not taken into consideration. Actually, stock-level wtl regicus is nol
seporied fo THCS.

This disttibution is supposcd to be done three times a year, namely every four month.
[lowever, duc to the fullowing two reasons it is done four to six linics a year.

One is tiic term of diug validity. All anti=TB drugs will cxpitc two yeurs after the
manufacture in the Philippines. This is because of the regulation of the Bureas of Food and Diug
(BFAD). As mentioned previously, it takes around 120 days lo 1eceive drugs after an order and
anotlicr one month to complete the quality assurance. So when drugs are ready for distiibution
at Central Waichouse, these drugs are valid one year and 8 months mere, It makes TDCS to
distribute them as soon as possible.

The second is the differcnt delivery time fiom supplicrs. There are thiree suppliers lur each
diug. They deliver diogs in a different time, Even from the same supplicr, disgs me not always
deliveied at the seme lime. This will also make TBCS more difficult to establich a regnlar
disteibution peiiod,

Tlese drugs arc transported 1o the regions Dy trucks. These trucks are private oncs auil
hired by DUIL They carry all the diugs and cquipment, not only TB drugs and they will nut
leave Cential Warchouse until they are {ully loaded. So, there will be another delay.

3532 I'rom Region to Province

Anti-TD drwgs are kept at the Regional Warchouse and then distribuled to pivvates by
the oder of Regional TB Coordinator. This distribution quantity is computed according to the
reejieests from provinees or the expected number of TB casces in province calculated by Pegionol
T8 Coordinator. [t scems that there is no standardized request forms from provinees to region
or ouder forms from Regional TB Coordinator to Regional Warchouse., It also scems that theie
is no standardized method to caleulate the quantity of diugs to be distributed. Same as Central
level, stock-level at Province is not considered in this calculation. '

As mentioned previously, when region receives the anli-TB drugs, tieir termas of validity
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are around one and a balf year, The following table shows the date of expiry and terms of
validity of anti=TB drugs stored at one Regional Warchouse, [t is understandable that Regional
TB Coowdinator needs o distribute them without any delay.

Name of diugs Date of Expiry - Terms of validity
Type 1 hiarch/95 L months
August/9s 15 months
Type 2 March/95 10 months
. August/9s 15 months
EB 400mg April/95 11 months
INII300mg, April/95 11 months
REP syrvp April/95 11 months

The distiibution of these anti-TB drugs aic integraled into that of general diugs and
cquipment. It is explained at onc Regional Warchouse that warchouse officers bring the all the
divgs and cquipment to provinee by Regions truck. In other vccasions, province officers come
to 1egional warchouse o collect the drugs.

3533 From Province to Municipality (RHU)

Awther visited one storage room of IPHO where all anti-TB drugs are kept under the
supervision of Provincial TB Coordinator, e contrels the inventory and distribute ther 1o REIUs
according to their requests,

Distribution is donc every onc to tuee months to the RIIUs. The quantily of diugs to be
distribvted is caleulated by the proviacial 1B coordinator. RHU reports the number of cascs
staited Lcatnrent duting the past certain period and Provincinl TB Coordinator compute the
gnantity. There is no standardized request form. The stock-level at RHU is not primauily tuken
into consideration.

hit terms of caleulation methods for the quantity, the following method was explained to
the avtkor. Suppose REU had 20 new SCC casces, 10 SR cases and 2 cases for RUP and 1111
syt duning last three months;

©o* For 50 _
DBlister pack Type 1: 20 x 4 wks/mo x 2 mo = 160 packs
Blister pack Type 2: 20 x 4 wks/mo x 4 mo = 320 packs
* Tor SK; ;
10 x 1 bottle of INH 300myg (100 tablets) = 10 bottles
10 x 1 betde of EB 400mg (100 tablets) = 10 botiles

* For Syrup;

2 x 1 bLollle of INH syrup (100mg/5ce, 120ml) = 2 boltles
2 x 1 botle of RFP syrup (100mg/Sce, 120ml) = 2 boltles

For the ttansportation of these diugs, one of the RHU staflf who is in chacge of this issue
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usualty comes to the [PUO. This person submits the request form and collect the drugs. Alter the
devolution, anti-TB drugs such as blister pack type 1 and 2 arc to be distributed from Cential
however othier essential drugs such as anti-pyretics or anti~biotics arc supposed 10 be purchase:
by hunicipatities. So, the distribution of anti-TB drugs are independent rom general distribution
channel,

36 Use ol anli-TB drogs

_ In the hlanual, % of paticnts treated accuralely according to NTP policy, 56 of paticits
with cosreet knowledge of dispensed anti-TD drugs and patient's satisfaction on the service
provided arce the indicators for the use of anti-TB drugs. These information arc obtained by
visiting the health facilitics and interviewing TB paticats. Author could visit enly one RIIU, two

BIiSs and one Chest Center. The information obtained there was limited because 'IB paticuts do
not attend clinic cvery day.

Twenty-one treatment cards of TB patients who initiated treatment during 1993 were
cvaluated. Of thean, 13 were snicar positive and put under SCC, one paticit was smear negalive
but serivus and put under SCC. Seven patients were smear negative and put under SR

SCC diugs aie prepared in blister packages, so drug cowwvinations of SCC ate accuiate.
The duration of treatment was also accurate. However for SR drugs, there was soit of confusion
because it is a transitional period to change SR regimen to RFP included four montbs SCC. Sume
medicol officers hiave already staited this RFP included regimen for smear negative cascs.

Reparcding, to the weight of TB paticats, all of these 21 cases weie weigued at lhe
beginning ol treatment. The dosage of drugs in blister packs are fixed, it is cxplained lhat paticnts
weiph less than 40 Kg are ircated with REP syrup, INIT syrup and EL 400mg tablets. However,
the RIIU which was visited has no RFP syrup and INH syrup. It scems that the adult patients
vezigh less than 40 Kg are given the same blister packs, not modifying the dosages.

In teans of patients interview, only two paticnts were asked their knowledge of dispeuscd
drugs and satisfaction with the services provided at RIU. There was difficultics in interview.
One is e language problem and the other is the prejudice on TB in the community, It szcms
thiat paticats are nul always willing to reply the questions regarding to TB. Lven when patient
replicd that he does not know, it docs not always mean it. This can be that he docs not williug
o tell it 10 us. However, taking these difficultics into censideration, paticnls scems to have
coneet knowledge of drugs and satisfied the scrvice provided.

Onc of tiicse paticnts looks weigh apparently less than 40kg, however this paticat told the

authot that he is laking the full dose of blister pucks and ke develops cepigastiic discomfoit elier
laking the dgs.

3.7 T'rivate Seclor
Cxistence of government regulation on anti~TB drugs in private phamacy, availability
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uf anti-TB drugs and their prices are the indicators in this section.

in the Philippines, there is no govemnment regulation on anti-TB drugs in private scctor.
Author visited couple of private pharmacies and found that all anti-TB drugs except NTP's blister
prekages me available at there. For example, the following UL types of REP are avaitable at one
phanmacy.
REP 150mng tablets and capsules
REP 30mg tablets and capsules
RIP 450myg tablets and capsules
RED 600myg tablets and capsules
REP syrup 100mg/Sce
RFP syrup 100mg/30cc
REP suspension 100myg/G0ce
Lven for the same preparation of RFP, there are different prices because of diffeient
manufactures. For example, there are two unit prices of REFP 300mg. One is 22.30 Pesos anel
other is 17.12 Pesos. There arc four different unit prices in PZA 500mg.
The {ollowing table shows the unit puices of these anti-TB drugs at private phaunacy.
V/en these are more than one price, the average unit price was calculated and used.

Drug Unit Price MSH avcrage %
(pese) (USH) (US%) [A)/B]
[A] (8]

PEP 300mg  19.71 0.744 0.0927 802.3
1ML 100mg 0.31 0.012 0.0041 205.3
NI 200mg 075 0.028 0.0153 185.0
P7A 5Mmg 343 0.129 0.0266 999.6
Skl Iz 11.00 0.415 0.1692 245.3
LB ACmg 445 0.]38 0.0257 653.4

Avcerage % 328.5

/s dizwussed pieviously, % average international price paid by DOLL in the last procurement is
63.1%. So at the private pharmacy, the drugs cost around 6 times higher than the DOII price
(723.5/88.1).

It should alsu be mentioned that blister packed anti-TB drugs are available at puivate
pamacy. These blistets are not prepared for one week intake like NTP's blisters but for one day
intake. At one pharmacy there arc five kinds of blister packs available. Following table shows
the combiratien of diugs and cost of these blister packs.
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Cost per blister
(peso) (US$)

M~0-P Compliance Pack 25,25 105
REP450my; L capsule
INEL400mg; 1 tablet
PZASOImg; 3 lablets
Combi Pack 29.67 1.12
REP225mp+INH200my; 2 capsules
PZAS0Umy; 3 tablets
ECONOPACK 23.35 0.58
IINH400mg; 1 tablet
REP450mg; 1 tablet
PZAS00mg; 3 tablets
QUADPACK 28.05 1.08
Pyrina Capsule; 3 capsules
RS0+ PZASO0mg ML 50mg
ED 400mg; 3 tablets
SCC it 39.C0 1.47
EMD Forle tablel; 2 tablets
ED 500mg+INEHZ200mg
REP450mg; L tablet
PZAS00mg; 3 lablels

Thegs Jiugs can be dispensed only with preparation. The author preparcd presciiption by
limsell and purchased them with this preseription by himsclf. There were no. diilicu'tics in
putchasing these drugs. However, it scems that cven without any prescription these auti-113
diuzs can be bouglt at piivale phaunacy.

It is deadiy necded (o cstablish regulation to control this free market of amti-TB duwps.
The emergence of drug resistant cascs arc strongly suspecled if this kind of situation contiiurs,

4. Discussions and Recommendations

Anti-TD diugs management of the Philippincs are reviewed by utilizing the Manual. At
this moment, DO is procuring the anti-TB drugs with its own budgel. NTP has enough stock
of anti-TB drugs patticulmly Type 1 and 2 blister packages. Anti-TB diugs arc availuble at
tegion, province and municipality level. It is a remarkable achicvement of the country whose
GNP per capita is 730 US dollars, To sustain this activitics, several issucs nced to be discuss.d
and modificd. NTP is now revising its policy according to the current WO TB control policy.
Some of the following issucs discussed here are already included in the NTP policy revisions.
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4.1 Drup Polley [ssues

Philippine has its Mational Drug Formulary and NTP has its writlen NTP diuy policy
document, Trealment reglinens for smear positive cases and smear negative cases are wrilten
cleady in the NTP manual. Blister pack preparation of anti-TB drugs [or smcar posilive cases,
pamely SCC, is an NTP policy. These issues regarding to dug policy are highly appreciated,
"This Dlister pack formation, particularly, is contributing the effcctiveness of TB contiol aciivities
in this country. However, scveral issucs are necded to be discusscd.

Onc i the term of validity of anti-TD drugs. According to the policy made by BFAD,
all ati="TB drugs expire two years after the manufacture. This short term of-validity is affecting
the cffectiveness of logistics system in NTP. As described above chapters, this makes the logical
distiibution system very difficult. In the [UATLD's TUBERCULOSIS GUIDL, the {ullowing
yeats are mentioned as the duration of time after the manufacturing date that drugs may be used
safely (on condition that they are kept in proper conditions),

INIT; 5 years

REP; 3 years

'ZA; 3 years

Shd; 3 years

EB; 5 ycars
‘Lhie team of validity of these drugs can be (hiree years after the manufaclure in this country
although these diugs are prepared in the blister packages. TBCS is now pulting its clfort on this
fsene, _

Sceond issue is the logistics of anti~TB drugs for smear negative cases, namcly SR, At
this momesnt, drugs for SR are supposed to be procured and provided by Municipalitices, It is
worricd that this policy may affcct the sccuiity of drugs and therefore the effectivencss of Ti3
centrel activilics because of the following rcasons. Cue is the price of anti=TB diugs io this
procurcment. The number of TB cases for SR is smali at Municipality level. When procurisg the
smalt quantity of anti—1'B drugs, the prices are usually more expensive. It is-nol econonuc o
precuie anti=TD dwugs by Municipatity. One medical office in RIU told the author that he fuced
thz &icully te have Municipality procure these drugs because the priotity of TB control is not
50 high in the Municipality.

As TLCS is planning to replace this SR with four month regimen including RIP. In this
new tegimen, the same Dblister packed anli~TB drugs can be used, so it will be a gocd
opportunity to simplifly the logistics system into one channel.

Thid issue is the treatment regimen. To establish an cffeclive logistics system,
standatddization of treatment 1egimens are needed. TBCS is now planning to change the regimzns
ior smear neglive cases and re~trcatment cases according to the current WO recommendation.
This eflent is highly appreciated,

4.2 Selection of Auti-TB Drugs

TBCS is in charge of the sclection of anti-TD drugs. At this moment, the [ulowing diugs
ae selecrsd for precurcinent by TBCS.
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REFP 450mg tablet

INIT 300myg tablet

PZA 500my tablet

SM 1y vial for injection

EB 400my, tablet

INH {00mp/tsp 120md bottle

RFP 100mp/tep 60ml boutle

5 described previously, diugs for SCC aie preparcd in biister packs. The one day dosage of this

Liister packs ae REP 450mg, INII 300mg and PZA 1000mg (2 tablets of PZA 5U0myg) for initial
phase and REP 450mg and INH300mg for continuation phasc of SCC. Concceing the selection
of these dosages, Lwo issucs nced discussions.

First ouc is the dosage of PZA. Onc gram (1g) of PZA is not cnough for the adult paticuts
weigh around kg (probably the average weight of TB paticnts in the Philippines). For these
paticnls, 1200 mg is desirable. This issuc can be managed by changing the dosage of PZA tublet
to 400myg (3 tablets a day) or GO0my (2 tablets a day).

Sccond issuc is the dosage of REP and UNHL. Thesc drugs arc sciccted for blister pack
preparation. However, only one dosage is sclected for cach dwg, namcly 450mg for RED and
300mg for INH. To modify the dosages of these drugs according to the weight of the paticnts,
anollicr dosages of these diugs are necessary. It would be better to introduce REP 150myg tablets
and NI 100mg tablets. These problems can be managed by providing the U and RFY sytups,
fiowever, these drugs arc quile cxpensive compared with tie tablets.

43  Procurement of anti~TD drugs

Procurcment and Logistics Services of DOI is in charge of procutcment. This office is
procuring anli-Tb drugs through domestic public bid. it should be mentioned that the piice paid
Ly PLS for this bid is 88.1% of the interuational average price. The effoit made by PLS and
ethers to procure these drups at these low prices should be highly appreciated. The prt ice of anti-
18 dings lor one SCC i USS 18.8 which is one of the cheapest price in tie world altheugh the
dosaze of PZA is 1000 mg not 1200 mg nor 1500 mg and EB is not included in this SCC. The
Vuitan of Food and Drug is conducting the quality asswiance of these diugs. It seems that the
procurcnicht system is well-cstablished.

e quantity of these diugs for the procurcment is calculated by TBCS. T his calculation
i 2 morbidily method. However in this caleutation the stock-level of central warchouse and the
iegional waichouses are not taken into consideration. It may causc the over—procurcment of anti--
13 diugs. This is duc to the lack of stock-level monitoring and reporting system. The shoit teun
of validity of drugs as discusscd above is also onc of the contributing factors. This issuc will be
divcussed loter in the chapter of Drug Use.

the averags lead time between order of diugs and arrival of the diugs at the ceutal
waichause 15 120 days. Taking into consideration (hat all the drugs arc manulacturcd from the
impoiicd raw materials in the Philippines, it is expected that this period can be reduced. Al this
mennenl the term of validity of these drugs arc only two years, it is needed to reduce this perivd
o establish the cifective distribution system.
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X Distribution of anti-TB drugs *

Diugs for SCC is distiibuted from central to regions, provinces and then RELUs. These
urmps are kept at the general medical store at each level. The quantity of drugs o be distributed
is calculated by TBCS at central level, Regional TB coordinator at regional level and Provinciat
T3 coordinator at provincial level based on the morbidity daty of TB cases. At this moment antj -
T8 div_ paeticufarly the blister packages arc available at cach level.

tnventory control of these drugs are done by general medical store at each level. L:.dbc.r
and tally system is introduced, {lowever, the stock—-level of cach anti=TB drugs arc not always
available: At Central Warchouse, there is no general stock record which describe the stock-owt
level of cach anti~TB drugs although taily system is introduced. At the visited Regivnal
Waichouse, diugs arc not stored in an arranged manner and there is no stock records, At the
provincial storage, amti~TD drugs arc well arranged and there arc stock records which describe
the stock~level. To establish a cffective logistics system, the ongoing data on stock-level of each
anti~"T'B diugs is badly nceded. NTP is necded to put more consciousness on Lhis matter, To visit
the warchouse more often and lo sct a stock rccord of these drugs at NTP side can be helpful,

The caleslation of quantity of drugs to be distributed is based on the moibidity data of
T cases. Llowever there is no standadized national request form for this distribution, and the
stock-level of drugs is not taken into consideration. It may causc the mal-disttibution of duwg .
Actually at one REEJ where (he author visited, theie were 1800 tablets of EB 400my and 500
tablets of INH 300mg which will expire within couple of months. According to the morbidity
dala at this RIU, i, scems that these drugs will not be fully used befoie the expity dute. TBCS
is now pluning to implement the drug request form which is basically similar 1o WII0's
recommended form. This elfot is highly appreciated.

Dufler stock al cach level is not set although it is written in the NTP manual. This issue,
however, it somehow understandable because the term of validity of anti-TB diug, is ouly two
yeats. What is practically necded at cach level is to distribute these diugs before (he cxpiry dates.
To cstablish an cffective Luifer system like six months at central, Gi.ce months at regional and
thiec montus at provincial, the terms of validity needs to be extended to three years.

.5 and 4.6 Use of Drugs and Privale seclors

As thiese issues were discussed in cach respective chapters above, this part is omitled Lere,
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Annex -

SUMMARY REPORT ON TB LABORATORY ACTIVITIES FOR SHORT TERM
ASSIGNMENT CONCERNING THE DOH-JICA HEALTH DEVELOPMENT
PROJECT

AEQ FUNIR
HCA Short Term Consultant on TB Laboratery 1Work
2dih April - 21st May 1994

1. Objestives and Activilies:

JICA T3 Laboralory work specialist has mainly concentrated on ‘ing aclivities
during her stay with the Pioject,

1) To check the quality of scar slides for situation analysis of dircel smear
cxamination,

2} To discuss and study on manual preparation of smear examination for ncw NTP
I'olicy.

3) ‘T'o give advice on TB Refcrence Laboratory sct up.

4) To colleet information and to make recommendations to the Project aclivities.

Herc in this report, the situation and pioblems of direct smear examnination in prjret areas
wiil be summarized,

2. Kyaluation of smear examinalion:

Stained smcar slides were colleeted for onc month in March from Argae R1UU, Oslob
REU and Alcantara RHU. The evaluation of smear cxamination was made with these smsar
siides acconding to the following points;

1) amear arca size

2} thickness of sincar

3) cvenness of smear

4) decolourizing condition
5) smrar cleanness

0) sputum guality

7) smear reading accuracy
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Speciwen Collected:

Institution No, of Specimen No. of Posilive No. of Negative
Argao RHU 73 (100) 4 (5) 69 (95)
Osteb RUU 53 (100) 1(2) 52 (98)
Alcautma RITU 11 (100) L 11 (100)

mear preparation and staining techniques:  (Fip. 173)

Arpao RIIU ~ All sputum specimen collected were of good quality with more than 10
feucocytes per ficld but almost 80% of the sputum smears weic too thin
and almost 90% of the smcars had an uneven distribution of leucocy tes.
Conceining staining techniques, most of the smear slides weie piopeily
stained,

Oslob RUU - 83% of spulum specimens collected weie of good quality of sputum but
majority (94% ) of smecars were too thin smear and bad an tncven
disttibution of leucocytes (89%). All smear slides were contaminated with
many precipitants. All of themn were under decolowized.

Alcantara RHU - More than 90% of sputum specimens collected were of good qualily
of sputum. 72 % of the smears were uneven smeared slides and 6 1%
were thin smeared slides.

[ 4

Cweay slide reading techniques:  (Table 1)

Argao RHU - 93% (68/73) of slides were read correctly.  Out of 5 incorrectly read
slides, all of them were false negative or read (4 +++)ve slide as
ncgative. Sensitivity and specificity were 44% (4/9) and 100% (G-1/64)
respeetively.

Oslob RIIU - Out of 53 slides, 52 smears were 1ead correetly but 1 slide was false
positive or read (-)ve slide as (++)ve.

Aldcantua RIIU - All of the slides were read corectly.
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1)

9
7)

Cverall Comunents and Recommendations:

Good quality of smear preparation should be stressed to laboratory woikes to make a
1elinble snicar examination. Most of the smcars examined were poosly pieparted in size,
thickitess and cvenness, Proper sputumn specimens have beecn submitted by 18
suspels/paticnts as it is shown in Fig 1-3.

The 1eporling scale of smear examination results should be standardized muong medical
techuogists, The interpretation of national standard scale for smcar reading vatics among
RIfUs (Table 2).

Zome improvement should be consideied to climinate the precipitants in lhe solulivn.
Majority of smear slides collecled in 3 institutions weic contaminaled with maay
precipitants. Improvements can be cxpected by filtrating carbol fuchsiu solrtion aud
checking the quality of ready made staining solution,

Relsesher training of T8 micioscopy should be urgently conducted for midwives, melical
technelogists and those who work for TB smear examination. Practical guideline/nrunal
foy Ti3 mictoscopy at RIIU level should be made.

Moniloiing/supervision should be strenpthened for quality coatrol of direct smear
cxamination. Existing validators should be more properly utilized for this pnrposc,
Iefresher hiaining on quality control of smear cxamination is needed for them.

A Iog'stics supply of reagents and cquipments should be stienpthened.

Cebu Chiest Center Reference Laboratory, which is under construction, is expected {o du
the fellowing tasks: 1) spulum smicar cxamination, Z) reagent supply to microscopy
centets, 3) training, 4) validation of smear cxamination, 5) culture and sensitivity test.

Marpower (al present only onc) is insufficient o carry out all the task at the moment,
Two or threc more lechnical personnels arc nceded and accumulation of teclnival
expeticnce for lhe laboratory is nccessary.

The autivity of the 1eference laboratory should not be expanded unless encugh manpower

in quentity and qu...iy is provided. It should be concentrated at present on cputum
wnnination end training activitics,
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Tuble 2 PROPORTION OF EVELUATION RESULT FOR STAINED SMEARS

ARGAQO RIIU

Good (%) Poor (%) Total (%)
Sencimen Qualily 73 (100.0}) 0 (0.0) 73 (100.0)
Sizc 8 (11.0) 65 (89.0) 73 (106.0)
‘Thickuess 16 (21.9) 57 (78.1) 73 (100.0)
Eveniess 8 (1L.0) 65 (89.0) 73 (100.0)
Staining 69 (94.5) 4 (5.5) 73 (100.0)
Cleanness 21 (28.8) 52 (71.2) 73 (100.0)
ALCANTAPA RITU

Good (%) Poor (%) Total (%)

Specimen Quality 10 (90.9) 1(9.1) 11 (160.0)
Size 4 (36.4) 7 (63.6) 11 (100.9)
Thickiess 4 (36.4) 7 (63.6) 11 (100.0)
Evenness 3 (27.3) 8 (72.7) [1(100.0)
Staining 6 (54.5) 5 (45.5) 11 (i00.0)
Cleonness 10 (20.9) 1(9.1) 11 (100.0)
OILOs W -

- Good (%) Poor (%) Total (%)
Sncchinen Quality 44 (83.0) 9(17.0) 52 .4100.0)
Size 3 (5.7) 50 (94.3) 53 (105.0)
Thickncss 3(5.7) 50 (94.3) 53 (100.0)
Lvenucss 6 (11.3) 47 (88.7) 53 (100.0
Staining 0 (0.0) 53 (100.0) 53 (L00.0)
Cleanness 0 (0.0 53 (100.0) 53 (100.0)
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Anney G

MINUTES OF THE
THIRD JOINT COORDINATING COMMITTEE MEETING
DO-JICA Public Health Development Project

DATE : November 9, 1994

TIME STARTED ¢ 10: 35 aam,

TIME ENDED 1120 15 pom.

VENUE . Reference Laboratory of Cebu Chest Center, Vicente Sotto hMemnotial

Medical Center Compd., B. Rodriguez St., Cebu City

CHAIRMAN : DR. MANUEL G. ROXAS
Undersecretary for Public Health Scrvices,
Departinent of Iealth, Manila

\TIENDANCE : Members Present
DR. CCRAZON V. TEOXON DR. SHOICII ENDO

QIC-TD Control Service, Leader,
DOII, Kaaila JICA, Consultation Survey Team
DR. JOSE R. RODRIGUEZ DR. TORU MORI
Pirectot IIL Member-

DOIFIRFQ 7, Cebu City JICA, Consultation Survey Team
DR. JESUS FERNANDEZ . MS., JUNKO NEMO10
Frovincial Health Officer 1l Memnber

Ccbu IPIIO JICA, Consullation Survey Team
DR, MEDALLA BORROMEO ' MR. AKIHIKO IHASHIMOTO
Tor Dr, Toinas Fernandez Resident Representative

Cebu City Ilealth Officer II JICA Philippine O(lice

MR, Bl I'WASAKL DR. MASASHI SUCHI

Asst. Resident Representative Chief Adviser
JICA Phulippine Office DOI-JICA Project, Cebu City

MR YOSHINORI TERASAKI
Coordinator
DOIL-JICA Project, Cebu City
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Minutes of the 3rd Joint Coordinating Committee Meeting/page 2

ONSFRVERS AND COUNTERPARTS PRESENT:

DR, VIVIAN LOFRANCO ) DR. NORIIIIKO YODA

MS TV/National Coordinator ’ First Secretary

'TD Coutrol Service, DOII, Manila Eml?assy of Japan

LR, ELAINE R. TELERON DR. LUCIA S. FLORENDO

S HiRegional TB Medical Coordinator MS IV/Provincial Coordinalor
POI-IRTO 7, Cebu Cily DOH-IRFO 7, Cebu City

DI ENRIQUE SANCIIO - MS, COLITA C. AUZA

L3S I/Chief Nurse V/Regional TB Nurse Coordinalor
Cebu Chest Cenler DOI-IRFO 7, Cebu City

MS. MA. CAROLYi{ DACLAN
Technical Assistant
DOH-JICA Project, Cebu City

~ 147 —



MIMUTES PROPER : (See Annex A for Minutes in Detail)

L Appraval of Minutes of the Sccond Joint Coondinating Commitice Meeling
I, ProgressHeport .. v ot evviinnevavsnesss. o Dr Masashi Suchi
NO1I-JICA PROJECT ACTIVITIES (April 1994 - March 1995)
I. Activities
1.1 Strengthening of TB Laboratory Function
1.2 Intensification of Recording/Reporting System
1.3 Improving logistic scheme
1.4 Xuhaucing IEC Activity
1.5 -Implementation of planned seminars
1.6 Technology Exchange Training
Miscions
Dispatch of Japancse Experts
Counterpart Training in Japan
Eruipmeat

SA W N

L Asmoal Wtk Plw . ...0.0viee e vn s oo . . Dit Elaine Teleron
Tentative Schedule of Implementation for Japanese Fiscal Year 1995- 1996
1. Iixpansicn of ISA
2. A cilics
* 2.1 Ixpausion of the New NTP Guideline
2.2 Intensification of Recording/Reporting System
2.3 Improving Lopistics scheme
2.4 Strengthening TB Laboratory Function
2.5 FEnhancing IEC Aclivities
2.6 lmplemeniation of Planned Seminars
3. Dispatch of Japanese Experts
Long-term
Short-term
4. Counterpart Training in Japan
5. Fiovision of Equipment

1V, Discussions of Issues and Concemns
Refzience Laboratony

Delay in nomination ou wainee and MOA
Furiture for Ref. Lab.

Ticld testing

Manpower for Ref. Lab,

Jispatch of Experts

Counterpart Training & Clinical Aspect of TB
Change of date of next JCCM

Comments

SIS

w
——

oo

2

V. Qiber ™ Uers
Sigai .g of Minutes of Discussions on the Consultation Survey Team concerning the
DOH-JICA ~lie Public Health Project.
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Amnex A

Minutes in Delail of
the Third Joint Coordinating Commitiee Meeting
DOH-JICA Public Health Development Project
DOH-IRFO 7, Cebu City
November 9, 1994

I AI'PRCVAL OF MINUTES OF TIIE SECOMD JOINT COORDINATING COMMITTLE
MEETING

Reactions and comments {o the minutes of the second JCC meeting were gathered from the
group. As fhere were no comments, the minutes of meeting were approved as it is.

. Propress Report
DOI-JICA PROJECT ACTIVITIES (Apil 1994 - March 1995)
I. Aclivities

1.1 Strengthening of TB Laboratory Funclion

Equipnient were installed to Cebu Chest Center to strengthen its functions like X-ray machines
and the cstat:lishment of a reference laboratory. The Reference laboratory functions as a routine
labotatory for direct smear examination and as a training laboratory. Refresher Training Coutses
ot Labosatory Wotks were conducted, participated by 32 Medical Technologists in the 1SAs.
The maximum munber of participants were 10 Med.iech./batch. The inputs made were putely
en diiecl smear examination.

Quality contio! of smear examinations will also be done.

1.2 Intensification ef Recoiding/Reporting System
1.3 bmproving logistics scheme
1.4 Enhancing IEC Activity

] eld testing activitics in © : 2 areas of ISAs are undergoing representing the rural and wban
ateas. Meetings were held ior the finalization of the protocol for field testing and orientation
worl:thop to all ficld health personnel before its implementation, With the field testing activilies,
recording/teporting system is intensified,

1.5 Jmplementation of planned seminars
A Saminar on the basic concepts of TB and TB Control will be done for Doctors and Iurses
early next year.

1.6 T Lc..nology Exchange Training

A visit to ~ J"CA TB Control Project in Nepal is scheduled on February next year tc observe
L control & 1vitics and to exchange knowledge and experiences. d
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2. Missious *
T:¢ Consultation Survey Team was received from 2nd to the 10th of November 1994. Iis
purpose is to work out the details of the DOH-JICA Project activities,

3. Dispatch of Japanese Expert )

Two long term experts are dispaiched {o the Pioject site namely the Chief Advisor which tern
will cnd by August 31, 1995 and the Coordinator by December 9, 1995, So far, there were four
(1) short-teim experts that had visited the Project in the fields of Laboratory network and
Logistics, Fpidemiology, Radiology and twice for Bacteriology.

4. Counterpait Training in Japan

Theie were 2 counterparts sent to Japan for training. One is for TB Control and the other for
Laboiatoty Works which is currently engoing, participated by one (1) Medical technologist fiom
Cebu IPHO.

5. Equipment -

The approved list of equipment for 1994 is as follows: 15 Binocular Microscopes for the fiel |
units, 1 copier with soiter, 1 OHP (desk top), 1 Screen, 1 Sound system, 1 Slide projector for Cebu
1PHO, 5 Irinding machines for Mandaue & Lapu-!apu cities, TBCS, Manila, Region 7 & Cebn
ITHO, 50 Poitable sound system for the REXUs, 6 Motorcycles for lhe new ISAs.

‘The aciivities planned for this fiscal year will be implemented until March 1995,

1. Anvual Work Ilan
There ate two major activities for Japanese Fiscal Year 1595- 1996 namely, the expansion of I5A
and the usual activitics undertaken last year,

1. Ixpansion of ISA
By April 15935, expansion of the present ISA to 2 areas, the City of Cebu and Danao to cover tyio-
thitds of the population of Project arca. .

. LActivities
2.1 Expansion of the New NTP Guideline
It was proposed that the New NTP guideline presently field tested in the 2*arcas of the 15As will
e inttoduced to the entire ISAs from April 1995 to March 1996. The other program of activitics
ar: to be done wilh the ficld testing implementation (from no. 2.2 to 2.6)

2.2 Intensification of Recording/Reporting System
With the implementation of the new NTP guidelines, quality of recording/reporling system at the
RHU icvel will be improved.

2.3 L proving Logistics scheme
‘This will be wchieved through the establishment of a suitable buffer stock system in each level.
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2.4 Oirengthening of TB Laboratory
Artivitics to be undertaken will be quality control of smear/culture examinations and conduction
of Refresher courses to Medical technologists.

2.5 Enhancing IEC Activities
A suitable motivating system in the community level will be established.

2.6 - Implementation of Planned Seminars
A seminar for Med. tech., Doctors and PEINs in the new ISAs will be conducted by May (o June
1995.

3. Dispatch of Japanese Experts

Long-term experts are dispatched namely the Chief advisor from September 1, 1992 (o August 31,
1995 and Project Coordinator from Deceniber 10, 1992 to December 9, 1995. Short-term experts
on the fields of Bacteriology, TB Control, Epidemiology and Radiology will be dispatched next
fiscal year.

4. Counterpari Training in Japan
Two slots for counterpart training in Japan are open next fiscal year namely TB Control [rom June
'95 to Oct. '95 and Laboratory works for TB Control from Sept. '95 to Feb. '96.

5. Provisien of Equipment :

The list of equipment for 1995 -96 are as follows, 1 Computer & Printer, 1 Copier with Setter,
1 QUI desk top, 11 OHPs (portable), 1 Slide projector, 12 Screens (portable), 12 Loud speakers,
10 Riotoicycles, 3 Printing machines, 30 speakers (handy type).

V. Discussion of Issues and Concerns
Concerns pertaining to the Progress Report:
1. Refercace Laboratory

). Rodrigucz explained about the responsibility of DOH-IRFO 7 to get the electiicity for
» “erence laboratory. At : at, the power supply came from VSMMC. The Regicnal Health
Uffice had made representawwus with the electric company for the installation of a transformer to
supply Tully its clectiicity demand. The electric company has inspected the-building, so itis hoped
that by tie cod of November this year electricity will be installed. Ile added that, as to manpower
il,» officz has approved 2 items namely, 1 Medical technologist and 1 laboratory aide under (he
1995 budget, 1t is aspired that a Med. Tech. can be hired not later than June next year . Inasmuch
as these 2 positions are insufficient, a proposal was made for 1 Med. tech. in the 1996 budget.
‘The shert-term solution planned to avail of their services at this time, is to hire the personticl on
a contractual basis, .

Dr. Sanche 1 merated the actual staff of Cebu Chest Center namely, 2 PHNs, 1 X-ray lechnician,
2 administit /¢ personnel, 1 Chief and in the reference lab., 1 senior laboratory technician and
1 Med T 1 from Cebu IPHO. The actual staffing pattern required by the laboratory are: |
chemist for 1cagent preparation, 2 Med. Techs., 1 aide, 1 clerk, and 1 security guard,
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For the need of a chemist, a pharmacist is suggested. ‘In the present set-up, the REU Med, Tech.
are preparing their own reagents with the supervision of the Lab. technician.

Jt was confirmed that a permanent Med. Tech. who will work in the reference laboratory will be
sent to Japan for training, It is requested by Dr. Suchi that nomination of this traince will be dune
whead of time, to facilitate all the necessary documents for his/her participation.

Dr. Rudiiguez explained that some delays occurred because of the governments' procedures but
it is assured that a Med. tech. will be appointed on time for him/her to participate in the training
COUISE,

Dr. Roxas explained that difficulties are met in hiring of personnel due to the attrition law. But
since this is the commitent of the Philippine government, it will be approved. Region 7 also
gave much cffort to provide the requirements needed, To facilitate the manpower retuirements,
the toial staffing pattern of the facility should be requested at this time.

Mr, Terasaki mentioned that the deadline of submission for the training on Laboratory Works will
be on January or Tebruary next year. It is convenient that applications will be submiliad
simultaneously for the 2 trainings.

Tor the training on TB Control, Dr. Rodriguez suggested that trainee should come from the ficld,
Dr. 3ancho, Chicf of Cebu Chest Center was nominated by the body for this training.

2. Delay in nomination of uaxinee and MOA

Dr, Fernandez cited two points namely :

1) J»:ay in nomination of irainee. The dclay occurred because of some misunderstanding. ‘The
provivcial government need to be convinced of the necessity in sending persounel for training but
vitimately onc (1) I'HO Med. Tech, was sent to Japan. But now, there is alicady a good
coordinaticn with DOIL-IRFO 7, in fact assistance are provided to support the progiam, To
mention, some stalf arc asked to facilitate in the conduct of trainings. Ilowever, it is requested
that information will be sent ahead of time so as not to disrupt their present assignnients.

2) Iomorandum of Agreement for the JICA donated vehicle. He inforiied that he received the
MQA for the vehicle but he has to confer it with the Governor of who will sign it. 1le further
added that the MOA is too restrictive and detailed.

Iir, Terasaki mentioned regarding the 2 vehicle allocated for the Regional Health Office 7 and
Cebu IPHO. The agreement between JICA and DOH was not. accomplished yet, because it is
planned that both vehicles shall be used at the same time. The JICA side is also waiting for the
utilization of the vehicles.

Dr, Dodriguez explained that it took time to accomplish the MOA to make it satisfactory to all
parties concerned. "The most important point is that it should be utilized for monitoring of the TB
Program, if it is not in use, the vehicle can be utilized by other program staff. The MOA shall be
sipned by the Provincial Officer and approved by the Provincial Governor. The detailed references
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can be eliminated.

Dr. Teleion reiterated that it takes a lot of time for the vehicle to be used because of the
modifications made to the MOA. The draft of the MOA is based on the set of guidclincs agreed
between DOH-IRFO 7 and JICA Office which is currently practiced by the Office!

Dr. Fernandez expressed that the agreement should be consulted first with the province since it is
stipulated there that vehicle registration and insurance will be the responsibility of the province,

Dr. Roxas recapitulated that for the MOA detailed references can be eliminated since it will be
reviewed. But it should be stated that, it will be used by personnel implementing the program and
it should be specified who shall maintain it. In most of the loaned vehicle from donor country,
{icy ate maintained by the agency where it is utilized.

Mi, Terasaki said that the contract is between the IRFO 7 and IPHO so agrecinenis for
modifications should be made by the two partics. The most important point that must be
considered is the proper use and maintenance of the vehicle,

Mr. Hachimoto presented that for maintenance purposes budgetary alocation should be available.
3. Fumiture for Ref. Lab.

As to the furniture, Dr. Rodriguez aired out that the problem arise in the capital outlay which
should not excecd I'1,500.00. The alternatives undertaken was to purchase the inaterials and have
it made. This expenditures is taken from the Regional budget.

Costeetns of the Annual VWork I'lan: '

4. Field testing

Dr. Teleton asked to TBCS pertaining to certain aspects of the guidelines that touch on the other
comwponents of the new NTP policies. '

Dr. ‘Teoxon mentioned that here in Cebu, we are testing for the feasibility. of the procedurcs for
dingnosis, treatment and recording and reporting system. In Region 6 a field testing on logistics
are also conducted. These guidelines can be utilized in the ISAs.

Dr. Cuchi asked if the Project can expand the field testing activities to the other ISAs. Through
such activity action research can be realized in the field level. The process for expansion is yet
to be planaed, whether to implement it gradually or at the same time.

Dr. Fernandez shared his views in the expansion of the new NTP guideline. These requires a lot
of preparation but it is advisable to implement a uniform NTP guideline in the entire Cebu

provinee,

Dr. Endo recommended that the present policies be finalized prior to its expansion to other areas.
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t is one of the puipose of the ficld testing to have a uniform guideline, so it is dene in a small
area. Lven with these 2 areas, certain aspect of the guidelines need to be modificd.

Dr. Teoxon confirmed on the difficulties in having 2 different guidelines implemented in an area.
She 1equestzd that they will be given enough time to review the plan of action for 1995 to consider
the proposal of expanding the field testing activities to the entire province, This may be feasible
by having a contiol group, one that is under the JICA assistance and those that are not, Tor thoze
that are not covered by JICA, TBCS will try to gather the resources necded, and if it is possible,
will accomodate the training and implementation of the new guideline. 1t was asked thzt
considerable time be given to develop the whole proposal.

3. Manpower for Reference Laboratory

Dr. Teleron cited a solution to the manpower problem of the reference laboratory. In future, the
facility is envisioned to serve 3 regions namely, region 6, 7 and 8 as a hiead zone. Even now, it
accepls trainees from these areas. It is proposed that if possible they will be asked to contribute
for the provision of manpower to maximize the utilization of this facility.

This suggestion is feasible to let the other national employee from Region 6 or 8 to man the
laboratoy as a regular staff through the issuance of a Department Order and if they agreed for a

trausfer of assignment,

I»r. Suchi emphasized that the Project area should be given priority. Strengthening of laboratory
activities has just started and many constraints are yet to be sorted out.

Dr. Rexas agreed to consider the suggestion to put priority to Cebu province. c
6. Dispatch of Cxperls

Dr. Teleion clasified with regards to the expert on Bacteriology that will be dispatched next ycar,
if culture and sensitivity examination can be initiated,

It is desired that these procedures will be introduced since an expert on baclenology will Le
1eceived twice next year,

7. Counterpart Troaining in Japan and Clinical Aspect of TB

Dr. Roxas opened up two concerns namely:

a) Mumber of counterpart trainees that will be sent to Japan. As observed in the annual plan theie
is quite a number of short-term experts that will be dispatched in the project site in a year. It was

requested that training should not be limited to 2 slots per year because of the felt need to tiain
the Filipino staff. It is appreciated if this concern will be looked into.
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It was cited by Dr. Suchi that commonly counterpatt trainees are limited to around 2 participanls
in a year in a TB Control Project.

Mr, Hashimoto stated that for its initial phase of implementation, a number of counter parts will
be sent for training but usually decreases towards the end of the Project.

1t i5 assured that this concern will be noted and feedback to JICA by Dr. Endo, -

b) The Clinical side of TB discase should also be emphasized and a phthistologist should be
dispatched, 'This is important especially to those difficult to manage cases like resistant TB.

Dr. Suchi mentioned that in the seminars that were conducted, lectures on the clinical side of
tuberculosis were provided. These seminars were conducted by Japanesc expeits on TD Centivl
althougl it geared towards the public health side.

As to the clinical side of TB, Dr. Lofranco informed that doctors are trained in the ticatment
policies of 'T'B prior to the implementation of the new NTP guidelines.

I>r. Ruxas clucidated that training of doctors in terms of specialization are needed so as to boost
the morale of government doctors and thus the public will seek the services of the health cenlets.

It is with this proposition that the function of Cebu Chest Center is enhanced through prevision
of a good X-ray and laboratory services. On the other hand, since the country’ system of ficld
peesonnel are generalist tather than specialist, it is difficult to tiain them. But inspite of this, it
is cnvisioned that Cebu Chest Center can be a good referral unit in this area as explaived by Lr.
Guchi.

Tl i esscutial that cooperation with the private sectors be established as viewed by Dr. Endo.
Dr. Teleton shared that Region 7 has formed the Regional Advisory Council for TB which is
paiticipated by government and private physicians in the field of pulmonary medicine. They serve
25 consultants in TB management and shall in the future investigate the system in X-1ay reading.
D'r. Roxas recognize the importance of this council for the NTP.

8. Change ol date of the next JCCM

Theie was a move to change the date of the next JCCM to September instead of November dus
(o (1 oceurrence of trainings towards the end of the last quarter of the year. The Japanese side

cxplained that for their planning, it is very convenient because they will submit the asnual plen
to JICA headquarters by the end of November or early December.

1l was agreed that the meeling date will remain as it is, every second Wednesday of Movembei.
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Dr. Lofranco asked for the consideration of the assignment of the Project Chief Adviser which will
terminate by the end of August 19935,

9. Commenls

Dr. Yoda expressed his sincere gratitude to the cooperation of the Filipino side in the activities of
the Project: Public healih projects as he heard have a good reputation since it reaches the grass
root level, cffective to alleviate the economic status of the people and beneficial to suppert the
nation. It is hoped that this project will yicld good results. He commiitted to try his best to

support the Project,

Mr. Uashimoto urged the body to hasten all the preparation so as to fully use the relerence
leboratory like the provision of manpower and installation of electricity.

Dr, Endo stated that he is very apprecialive that many problems were confronted and for the
support afforded by the Regional Health Office. For the introduction of the NTP guidelines
1evisions arc necded.

THE CHAHMAN:

! (J /
HAANUEL G. ROXAS, M.D.YM.P.H.
Undersecretary for Public Health Services,
Department of Health

MManila
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THE MINUTES OF DISCUSSIONS
BETWEEN
THE JAPANESE CONSULTATION SURVEY TEAM
AND THE AUTHORITIES CONCERNED
OF THE GOVERNMENT OF THE REPUBLIC OF TBE PHILIPPIMES
ON THE TECHNICAL COOPERATION
FOR THE PUBLIC HEALTH DEVELOPMENT PROJECT

3

3

The Japanese Consultation Survey Team (hereinafter refnrred
to as "the Team") organized by the Japan International Cooperation
Ngency (hereinafter referred to -as "JICA")' and headed by Dr.
shoichi Endo, wvisited the Republic of the Philippines from
liovember 2 to 10, 1994 for the purpose of reviewing the activities
concerning the Public Health Development Project (hereinafter
referred to as "the Project"), and discussing the future
implementation plan of the Project.

DPuring its stay , the Team exchanged opinions and had a scries
of discussions with the Philippine authorities over the
implementation of the Project.

As a result of the discussions, both sides agreed upon the
matters referred to in the document attached hereto.

Cebu, November 9, 1994

, ocap
T

Sl s (%f////g(

Dr. Sholichi Endo Dr. Manuel G.Roxas

Leader, - , - Undersecretary for
Consultation Survey Team Public Health Services, .
Japan International Cooperation Department of Health

Agancy, Republic of the FPhilippines
Japan T
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T. GENERAL REVIEW

The Project started on September 1, 1992 for.five years, with
the purpose of developing a public health service system in the
defined area of the Republic of the Philippines, focu31ng on the
tuberculosls control program as its model component. .

In accordance with the Record of Discussions signed on April
3, 1992 by both sides, JICA has dispatched 2 long-term experts and
14 =hort-term experts to the Phlllpplnes and has acceplted 6
counte¥part personnel as trainees in Japan, and also has provided
equipment to activate the implementation of the Project.

Both sides reviewed the activities  in regard to the
implementation of the Project. Based on the common understanding
of the present situation of the Froject, both sides discussed the
future implementation plan of the Project. .

;Kbm /1/1‘ émh ‘ | : .

11
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1I. SUMMARY OF DISCUSSIONS
Both ~ides agreed upon the following matters:

1. For the establishment of the Reference Laboratory of the Cebu
Cuest Center necessary measures regarding health personnel and
infrastructures should be taken by the Philippine side.

2. The new National Tuberculosis Control Program Guidelines should
be implemented based on the recommendations made through the field
tects. The training program for its nationwide expansion should e

plannecd carefully.

3 Expansion of the Intensive Service Area of the projectk should

-

he conducted in an appropriate way.
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1IT. JOINT COORDINATING COMMITTEE MEETING

The Team attended the 3rd Joint Coprdinating Committee Meeting
of the Project and participated in the discussion.

IV, ACHIEVEMENT OF TENTATIVE SCHEDULE OF IMPLEMENTATION

Th: technical cooperation activities under the Project which
have been carricd out by the end of October 1994 are presented in
ABIEX I. -

V. CUABENTATIVE SCHEDULE ¢.' IMPLEMENTATI1ON

According to the present situation of progress of the Project,
both sides jointly formulated the Implementation Plan of the
Project. .

. (

The Limetable of the Implementation Plan of the Projeclk is .

presented in ANNLCX IT.
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PNNEX I -

1. Dispatch of Japanese Experts :
' (1) Long-term Experts

Chief Advisor 1
Coordinator 1
(2) Short-term Experts
Tuberculosis Control 3
Fpidemiology 3
Bacteriology 3
Sociological Survey 2
Supervision & Monitoring 1
Radiology : 1
Laboratory Network and Logistics 1

2. Counterpart Training in Japan '
Group training course in Tuberculosis Control II 4
Group training course in Laboratory Works for Tuberculosis 2

3. Eruipment
Laboratory Equipment
Microscopes
Teaching Materials
Vehicles & Motorcycles
Personal Computers
¥-ray Equipment
Others ’

4. Renovation of the Reference Laboratory of the Cebu Chest
Centcer
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