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REGIMES:

ABBREVIATIONS

Acid Fast Bacilli ( AFB )

Calmette and Guerin Bacillt

Koch Bacilli

National Anti-Tuberculosis Center

International Red Cross Committee

French Red Cross

Medecins (doctor-or physician) Sans (without) Frontiere (border)
Non Governmental Organisation

National Tuberculosis Pro gramme

Annual Risque Infection

Pulmonary Tuberculosis smear positive

Pulmonary Tubercﬁlosis smear negative

Tuberculosis Extra Pulmonary

Intemnational Union Against(Contre) Tuberculosis and Respiratory
Diseases (Maladies Respiratoire)

Human Immunodeficience Virus

Central Medical Store

Ethambutol

Isiniaside

Rifampicine

Streptomycine

Pyrazinamide

Rimactazine, mixed medecine Rifampicine + Isoniaside
Mixed medecine Ethambutol + [soniaside

Mixed medecine Rifampicine + Ethambutol + [somaside

Category 1: 2EHRZ/6EH
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day:

Regime of 8 months with the first 2 months four medecines every day: Ethambutol,
Rifampicine, Isoniaside and Pyrazinamide followed by 6 months of 2 medecines every
Ethambutol and Isoriaside.

Category 2: 3SRHZE/SR; H;3Z,
Rgime of 8 months with the first 3 months 5 medecines every day: Streptomycine,
Rifampicine, isoniaside, Pyrazenamide and Ethambutol followed by 5 months with 3
medcines two times per week: Rifampicine, Isoniazide and Pyrazinamude.

Category 3: 2RHZ/2RH
Regime of 4 months with the first 2 months 3 medecines every day: Rifampicine,
Isoniaside and Pyrazinamide followed by 2 months with 2 medecines every day:

Rifampicine and [somiaside.

—102—



INTRODUCTION

Cambodia is located in South East Asia limited West by Thailand and by Laos to the

North, by Vietnam in the East and in the South by the golf of Thailand  The surface area of

the. country is 181 035 square kilometers and its population is estimated at more than.

10,000,000 habitants of which 85% live in rural areas. The average population density is 48
peaple/Km®and reaches more than 130 peopie / Km® in the province arround Phnom Penh city.
The map of the country and its population are shown in annexe 1 and 2.

The Gross National product per person was US$160 in 1990. Rice is the principal
product of the country and occupies 84% of the cultivated land. Demographic and economic
information is shown in annexe 3.

The country has' 19 provinces("Khet"), 3 municpalities Phnom Penh, Kampong Som
and Kep, 172 districts ("Srok") and 1517 communes ("Khum"). The two biggest cities are
Phnom Penh and Battambang with approximately 800,000 and 100,000 peoples.
Approximately 100,000 to 200,000 people migrate every year to Phnom Penh for several
months in the dry season.

Cambodia is among those countries in the world, which are the most touched by
Tuberculosis epidemic(1l).  The perspectives of development of the national tuberculosis
programme are held up by 3 constraints: the weakness of the official institution and the
services related %o 20 years of war and intemnational isolation, the lack of human ressources
and economics as pd}iéy outcome of collapse in year 1970, and a permanent rural insecurity
which isolates some areas of the country. The Ministry of Health in collaboration with World
Health Organisation (WHO) reinforced and are developed the national tuberculosis control
programme starting the end of 1993. In less than 3 years the new programme adopted in
Cambodia was able to double the cure rate for the whole country.

Between 1982-1992, the cure rate was estimated at 40%. The weakness of the
Cambodian programme and the absence of improvement in the epidemiological situation made
it impossible to reach at 85% cure rate of the diagnosed cases. The structure of the
programme with vertical components for supcrv‘ision, supplying of drugs and collection of

information were implemented from 1980 wath support of the French Red Cross.
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To concentrate its atiention toward cure rate rather than detection the Cambodia
tuberculosis programme has reinforced 5 points keys recommended by WHO (2): 1) the
support of the government for thctubcrculoéis programme, 2) -Passive diagnosis based on
microscopic- examination of sputum, 3) - Direct supervision of treatment, 4) The adequate

supply of antituberculosis ‘drugs, 5) = Registration, supervision and evaluation of the

programme.’
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1. EPIDEMIOLOGICAL SITUATION OF TUBERCULOSIS IN CAMBODIA.

Tuberculosis is the main cause of mortality in young adult in Asia. This disease is
severe in the absence of cortect treatment.because of its evolution. The physical and emotional
suffering frequently prove fatal. The disease is worse in low income over crowded areas.

Tuberculin surveys have. shown an annual risk of infection (ARI) in 1955, in Phnom
Penh to be: 4.26% and 3.76% in the provinces decrease tn 1995 to 0.91% in the city and
0.75% in the remaining of the country (3-13). The annual rate of declining of ARI was 10%
before 1981 and then 5.7% after this date. Only the surveys in 1995 were done on fully
representative samples. Annexe 2 and figure 1. The data when compared with the results of
active detection of tuberculosis can be consedered almost like a survey of the prevalence in the
general population. Between 1981 and 1989, active research of tuberculosis -among, a
population 86,000 from differents communities ( number surveyed= 5,000 people ), showed a
prevalence of 455 pulmonary tuberculosis ( smear positive ) for every 100,000 people. There -
fore the whole country which has a population of 9 million in 1993 about 40,000 tuberculosis
of all forms is to expected. -The incidence rate is normally estimated to be half of the
prevalence rate in the country, or assumed that the epidemiological situation is stable.
Hawever, in Cambodia, the incidence is estimated ( after tuberculin survey in 1995 ) to be one
forth of prevalence. A programme with an effective cure rate of more than 85% has to have a
decrease faster than-the number of prevalence cases. This effect, however, will some areas be
hidden by increasing incidences related to the interaction of the ALDS-epideﬁﬁc and endemic
tuberculosis.

The importance of tuberculosis in Cambodia seem to be related with the high
prevalence of cases which are caused by bad organization and incomplete treatments. The
transmisssion of tuberculosis has shown a rzpid decrease since 1980, following the Pol Pot
regime. \

The surveillance of seroprevalence of AIDS cases among tuberculosis cases with smear
positive showed a rate of 0% in 1992 in Phnom Penh, this increased rapidly to 11.3% in 1995.
The surveillance was conductied in S provinces in 1995, and 19 of 21 provinces in

1996(annexe).
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2. OBJECTIVES OF NATYIONAL'TUBE.RCULOSIS PROGRAMME ( NTP)

The zim, the objectives and the principles of NTP remain identical which is defined in
1993 in the plan l9§'3-1997.

The general purpose-is to detect and to cure as much tuberculosis as possible to reduce
of bacilli transmission and further the incidence of disease.

To rcach this objectives, the strategies and the principles of NTP have to:

1). Cover all the country without neglect the rural sector which is the prionty of the
population.

2). Be permanent because it accept that the situation becomming better if the
programme is applied with effectiveness in at least one generation.

3). Be intergrated into the existing health services which release care and manage the
national health system. |

4). Be standardized in any public formations and private of the country.

5). - Be cammied out by the personnel in place if he or she is recycled and regulrly.
supervised according to the action plan of the provinces.

6). Be free of charge for all: bacteniological dignosis, treatment and food supplied at
least during admission. The patients may pay only at the first contact according to the rule of
the general care system as the same other pathologies.

7). Apply the Direct Treatment Supervision ( DTS ) in'the whole country.

8). First to'develop in Phnom Penh city then follow by the city with more than 20,000

population eg. DTS ambulatory by given drugs every day to the patients at their homes.
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3- STRUCTURE OF NTP.

3.1. At central level:

Under the control of the Director Genral of Health, Secretary of State for Health,
director of NTP coordinates and manages the activities against Tuberculosis in the country.
The team of the NTP comprises: the.national Director, ‘do~9tors, pharmacysts, medical
biologist, para-medical staff, laboratory technicians, one WHO consultant and other staff
desmed usefully by the Ministry of Health. The team of NTP is based at CENAT and is linked
with the team of the Leprosy Programme. The Reference laboratory responsble to the NTP
and is located at CENAT.

The team of NTP has the following functions:

1. Define the objectives of the national prograxﬁmé and plan the operational
stage of the programme,

2. Acquire and use all necessaries means for the NTP; eg. materials needs
(drugs, reagents of laboratory, formular , travelling ), personnel and finances.

| 3. Manage and fund financing for research.

4. Compile the documents of the programme ( guide of technique, training
module ).

5. Plan, train and retrain staff as required.

6. Supervise and evaluate the programme on a national level.

7. Analyse the data from epidemiological surveillence.in order to evaluate the
result of the fight against tuberculosis.

8. Promote research.

9. Promote information, education and communication.

CENAT is the main center of care and treatment of tuberculosis in the cityof Phnom
Penh.

The committee of National Anti-Tuberculosis is composed as follow:

--Honorary President H.E. Samdech Hun Sen, Second Prime Minister.
- President, Dr.-Chhea Thang, Health for Minister.
- Secretary, Dr. Kong Kim San, Director of NTP,
- Members:
. One representant of Ministry of Education, of Information

. 21 Provincial Vice Governors
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21 Provincial Health directors

The Committee has the aim to suport, direct and evaluate the NTP in the realization of

its task.

3.2. Atthe provincial level.

Basically the organization is the same as at the national [evel. Under the authority of the
provincial heelth Director, the medical supervisor of tuberculosis is responsible for tuberculosis
at provincial level. He is helped by a provincial laboratory supervisor. The Provincial team
monitors of all treatment centers in the province ( included the treatment center in provincial
hospital ). Their functions are as follows:

1) To ensure that the treatment center has regular supplies without interuption
( shortage) of stock in'drugs, laboratory reagents, etc...

2) To train and retrain the laboratory and treatment personnel of the center to
keep accurate, up to date the "laboratory register” and "hospital tuberculosis register"

3) To supervise the quality of the registration, Health Information System
(SIS), bacteriological diagnisis, medecine taking, bacteriologic and clinical follow-up, and the
follow-up of absent patients in operational district with a tuberculosis service, and some 56
health centers through out the country.

4) To confirm that smear. positive patient are noted down in both “the
tuberculosis laboratory" and " hospital tuberculosis register” -

5) To confirm that smear negative patieats results are recorded in “the hospital
tuberculosis register” ard had 3 sputum examination also recorded in “the laboratory register".

6) To collect and analyse epidemiological data ( number of new case and
analyse of cohort ) from provincial treatment centers and send it to the central level through

SIS.
3.3. At the level of operational district hospitals and health centers related to the fight

of tuberculosis.

The "health personnel responsible for tuberculosis is composed of one laboratory
technician and the health care staff They have the following function.
1) To ensure bacteniological and clinical diagnosis -
2) To treat the patients .
3) To supervise that drugs are taken every day during the intensive phase of

treatment and drugs are taken less frequent during continuation phase
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4) To give information-advice for HIV { conselling)
5) To be in responsible and participate in the social medical of AIDS cases
6) To ensure the bacteriological and clinical follow-up of cases at months 5, 8
and 12
7) To take care every day of fortnular and tuberculosts register
8) To complete every quarter the data for new cases, analyse of cohort and
stock of drugs and reagents
9) To actively follow-up of absents patients.
3.4. At the health care level not related to tuberculosis
The staff of the health center has the task of:
1) [dentification of suspect tuberculosis cases ( cough more than 21 days )
2) Refer those suspects to near by tuberculosis services for confirmation or:
2.1. Collect sputum and send it to near by tuberculosis service for
bacteniology diagnosis
2.2. Follow-up the result -
3) Recalling of diagnosed cases and transfer information to the responsible
tuberculosis staff
4) Control of the follow-up phase of treatment for the patients
5) Recalling of absent patients in collaboration with the relevant tuberculosis
staff for treatment and follow-up
6) Stady people living with thc.patient in the same house
Note any cases of drugs do. not distributed .to the patient by the health center or

distributed by staff not related to the tuberculosis service.
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4. THE CHOCE OF TECHNIQUE AND STRATEGY OF NTP
4.1. The definition of NTP.
4.1.1. The forms of tuberculosis: -

Tuberculosis is classified according to the following 3 forms:
Pulmonary tuberculosis with smear positive ( TPM+ )
Pulmonary tuberculosis with smear negative ( TPM- )
Extra-pulmonary tuberculosis ( TEP )

Pulmonary tuberculosis with' smear positive { TPM+ ) is defined as, the patient who

presented: v

- Two sputum examination are Acid Fast Bacilli ( AFB ) positive

- Or one sputum examination out of three is AFB positivc and where the x-ray
is indicative of tuberculosis

Pulmonary tuberculosis with smear negative ( TPM- ) is defined as a patient who
presented:

- Three successive sputum examinations all AFB negative

- and received treatment with antibiotics or not specific drugs within two weeks
without amelioration in clinical symptoms.

- and was put on treatment by a doctor.
Exception:  Pulmonary tuberculosis in chitdren less than 14'years old are classified as TPM-
(and not TEP ) and it is not necessary to find bacilli in sputum. The diagnosis is done by x-ray
image showing pathologic signs.

Extra-pulmonary tuberculosis ( TEP ) ( for example, lymph node, pleural, bone,
genital-urinary, kidney, peritoneal, intestin, meningitis, pericardic, skin ...) is defined as a
patient who presented:

- The clinical sign and/or bacteriological confirmation and/or x-ray indicative.
- and was put on treatment by a doctor
Any TEP has to have a minimum of one sputum examination to make sure of the
absence of TPM+
4.1.2.The types of tuberculosis
At the begining of treatment, the patient is classified according to 5 types as follow:
New case

Faillure
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Relapse
Retreatment
Transfer in

- A new tuberculosis case is a patient who starts treatment at having:

- Never received anti-tuberculosis treatment before

- Or received a treatment of anti-tuberculosis for less than one month.

- A faillure case is a patient who restarts treatment because:

- He or she presented as smear positive at the end of 5. month or any time
during treatment between the end of 5" month and the end of his treatment.

- A relapse case is a patient who restarts treatment because:

-Heor she presented as smear positive after he or she has completed a previous
treatment for active tuberculosis ( confirm or not by microscopy ) which has been declared
cured.

- A retreatment case is a patient who restarts treatment because:

- He or she presented as smear positive after an interruption of previous
treatment for more than 2 months.

- At that time he or she had already received treatment for more than 1 month.

A patient who interrupted his treatment for a period of less than 2 months and come
back to the care center , has to complete his onginal treatment. -

A patient who intertupted his treatment for a period more than 2 months

and who has already received more than 1 month of treatment.
and who come back to care center
and who presented at that time a sputum examination negative,

has to complete his oniginal treatment.

A patient who interrupted his treatment for a period of more than 2 months having
already received a treatment of less than 1 month is classified as a new case if he returned to
the center.

- A transfered in is a patient:

- Who has started his treatment in another district

- And who amved in a new district to complete his treatment.

4.1.3. The result of tuberculosis treatment.

At the end of treatment, the patients are classified according to 6 result as follow:
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Cured
Completed treatment
Death
Faillure:
Relapse
Transfert out.
A cured caseis a patient.
*~ Who has completed his treatment.
- And who has a sputum examination negative at 5° month and the last month
of his treatment.
A completed treatment is a parient:
- Who completed his treatment
- But does not have the result of microscopy at the end month of his treatment.
A death case is a patient who died - at ariy time between the detection and the end of
treatrment, with any cause of death, even if he has not yet started the treatment.
A fuaillure case is a patient who during his treatment presentes as:
'~ Smear positive at the 5* month or at any time berween the end of the 5%
month and the end of his treatment.
A defaulter case s a patient:
- - Who did not take his treatment for more than 2 months.
A transfered out is a patient who leave forancther district to continue his treatment.

4.2. Screening and Diagnosis.

The following screening methods offer the best perspective output in number of cases
detected:
- The examination of patients who present spontaneously indicative with
symtoms persitante cough with-sputum for at least 3 weeks, blood stained sputum, chest pain.
- The examination of people living in close contact with tuberculosis ( smear
positive ) patients in the same house.
The methods of diagnosis are as follows:
- Sputum examination is the only method for diagnosis of pulmonary
tberculosis. Three sputums are collected if possible within 2 days for direct microscopic

examination. The national reference laboratory of tuberculosis performs the quality control of
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result for all laboratories in the country by cross checking of positive slides and a selection of
of negative slides examined kept by direct supervision.

© . Symptomatic treatment, or if indicated a treatment with non specific
antibiotics is considered as a means of diagnosis which allows the elimination of as infections
other than tuberculosis. This treatment can be prescribed while waiting for the results of
laboratory examination or when the three direct sputurn examinations are negative , but before
X-ray.

- X-ray examination does not allow for confirmation of tuberculosis diagnosis,
because images of x-rays are not characteristic and the disease can present with multiples
form. X-ray should never be used as a first investigation ( that is before the result of sputum
examination ) nor be used to follow the evolution of tuberculosis already diagnosed.

- The Erythrocytes Rate Sedimentation (ERS) is not useful neither for
diagnosis nor for the follow-up of tuberculosis. This examination is neither sensitive nor
specific and is not to be used in the treatment of tuberculosis. -

- The diagnosis of tuberculosis in children is difficult because the sputum of
children less than 14 years olds is difficult to obtain, and the majority of time is negative. The
diagnosis relied on the following thoughts: Tuberculosis in other family members, clinical
history, result of tuberculin test if the children have not been vaccinated, x-ray examination.

- Tuberculosis can affect to organs other than the lung, especially the nervous
system ( meningitis tuberculosis ), lymph nodes, bone, and the vertebral colonm. - ‘The
diagnosis of these forms at extra-pulmonary tuberculosis depend on the symptomatology of the
affected organs and require of complementary examinations.

Treatment and follow-up.
Antituberculosis drugs are always prescribed in groups according to the regime applied
in private and public of the health structures in the country. The standard regimes consist of 2
phases: one intensive phase of 2 or 3 months with a2 minimum of three antituberctilosis drugs
and one continuation phase of 6 10 10 months with two general drugs.
The drugs used and their representative letter are as follows:
E = Ethambutol,
H = [soniazide
R = Rifampicine

S = Srteptomycine

—113—
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_ Z = Pyrazinamide

Somes antituberculosis drugs are used in fixed combinations, they have an specific
effect such as: . RH = Rifampicine. +Isoniaside, EH = Ethambutol+Isoniaside. A number
precedes the first letter of each phase and indicates the duration in month of the phase, A small
number in indice somtimes follows a letter and represents.the number of weekly dosage.

- There are 4 regimes of treatment and one of preventive chemotherapy in Cambodia.
Category 1: 2ERHZ/6EH
Category 2:  3SRHZE/ 5R3HiZ;
Category 3: 2RHZ / 2RH.
Regime of prevntive : 6H
4.3.1. The regime of treatment

Category 1: 2ERHZ/6EH

This regime. is iddicated for new cases of TPM+ and for the severe forms of
tuberculosis such as the meningitis and miliary lesions tuberculosis.

This regime is applied in districts following implementation of the new programme (cf.
training and action plan) and which 1s judged to be reliable.

The criteria at 2 months are the availability of antituberculosis, the sensitiviry-
specificity of sputum examination, the proportion of TPM- to pulmonary tuberculosis put on
treatment, the registration of the individuat ca.rd and register, the conversion 2 months ta
smear negative and the follow-up at the end of intensive phase.

Category 2: 3SRHZE / SR3H;Z;

This regime is kept for the relapsed, cases retreatment or faillure ( cf. definition ).

Category 3: 2RHZ /2RH

~ This regime applied only in the district hospital which follow implementation of new
programme. [t is intended for TPM- and TEP ( except the severe forms ). Children benefit
from this regime.

Regime of preventive chemotherapy: 6H. -

If a child less than 5 years old and in good health is living in the same house as a
TPM+ patient, preventive chemotherapy with isoniaside is used. If a child is becomming sick,

investigations should be done to confirm a possible case of tuberculosis.
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432 Drugs taken. .
With any regime, the drugs are swallowed in presence of the health personnel, every

day for all duration of the intensive phase. Admission to hospital is recommended for the

patients who are not able to come every day, or three times weekly for the regime of category

2. The patients receive a supply drugs for a period of 1 month.

The distribution of drugs is to accompanied by advice and encouragement and- the

patient has reminded of the date of their next appoitment sputum examination.ie. It is the.

responsibility of the health care personnel to ensure the patient has complete information.
4.3.3. Food supply (complementary food)

A daily ration of food is offered if possible to all tuberculosis patient for the duration of
the intensive phase of treatment. The distribution is performed daily and is done after the
drugs distribution. In the case of food from donnor organizations being stopped the food for
the patients will fall back as the government or the patients themself.

4.3.4, Bacteriologic follow-up

The periodic examunation of sputum allows the results of treatment to be judged. A
control examination will be carried out for the TPM+ at the end of the 2™ month ( end of 3®
for the regime of category 2 ), of»Sl‘h and the begining of 8 month. The TPM+ with standard
regime has one more control at the begining of the 12° month.

4.3.5. Clinucal follow-up

A clinical examination has to be carried out on the occasion of all bacteriological
controls. It allows to creation of good relations with the patient, encourages. the patient, and
allows the patient to explain about the side effects of the drugs, and allows staff to reminds
them of'the next date for appoitment.

4.3.6. Recall of absences.

If the patient does not-amve at the appoitment as schedule. He or she should be
controled as soon as possible. This requires that staff knows who is expected at a
consultation ( use an agenda ), and know the precise address of the patient, also to know how
to use the available means to contact and convince the patient that he should not interrupt his

treatmeént.

—115—

&



4.3.7. Tuberculosis in children less than 15 years olds. -

The treatment of tuberculosis in children is defined in the technique module wntten by

the NTP in collzboration with the national pediatric hospital.
4.3.8. Health information system.

The information system can be defined as the continous collection of information on
activities of the programme and the analysis of these activities. The information system has
two objectives : 1) To manage the needs.for materials such as drugs, and personnels
necessary for the fight against tuberculosis, 2) To evaluate the activities and the results of the
programme.

The collection of information is considered a medical task which has consequence on
the allowance of the means in materials and in personnel and at long term on the choice of
health policy.

The information is compiled from the specific information areas as follows:

1) The card of antituberculosis treatment ( annexe 6 ) is an individual card placed at the
hospital level -which: allows staff identify the patient, write down his disease, information
follow-up of medecine taken, control of clinical and bacterilogical data during his treatment.
In the case of transfer, a new card is started by the hospital reception with a new registration
number for the patient.

2) The patient card (annexe 7 ) is 2 document given to the patient, which indicates the date of
the next appoitment and contains -information on the disease status in case of medical
emergency or in case of transfer to another center.

3) The hospital tuberculosis register (-annexe 8-) is pliced in the district hospital and contain
all the information on all the patients in the district. It allows the completion of the quartely
report of activities and the majonty of cohort analysis. The details should be checked every
day with tuberculosis laboratory register. A duplicated copy of the register ( carbon paper ) is
sent every quarter to the central level for analysis of the data.

4) Tuberculosis laboratory register ( annexe 9 ) is a specific register of sputum examination
placed in the tuberculosis laboratory. It allows the follow activities and results of laboratory
and helps with the completion the quartely report of activities. [t is compared one time per
month with the tuberculosis hospital register to ensure that all diagnosed patients are all made

on treatment and to look for the diagnosed patients not on treatment.
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5) The quartely report of activities data ( annexe 10 ) is taken from the tuberculosis hospital
and laboratory register and gives information on -quartcr]y activities and remnaining drugs levels.
This report is intergrated into the national health information systemn and follows its method of
functioning and analysis. A - 7

6) The cohort analysis ( annexe 11 ) is completed every quarter from the tuberculosis hospital
register. It is follows what happcﬁcd to patients tﬁat were on treatment 15 and 18 months ago.
Cohort analysis is also made from national Health Information System repart.

7) An inventory of material and personnel'is done yearly.

4.5. Vaccination by BCG:

Vaccination by BCG is done by Expanded Programme Immunisation (EPI). It is
administered as soon as possible to all new born babies with mothers who are seropositive or
HIV, in the Deltoid muscle of the left arm. BCG 1s not administered to the babies wha present
HIV infection symptoms.

4.6. HIV infection / Tuberculosis:

- The development of an HIV epidemic leads to a significante increase in the number of

tuberculosis cases by: | o
1) Increasing the passage of "tuberculosis infection” ( more than 60% of adult population ) to
"tuberculosis disease”. |
2) Accelerating the passage of disease stages for recent infections.
3) Increasing the source of infection in the population.

Tuberculosis appears in HIV infected subjects more frequently as extra-pulmonary, but
sometimes it is complicated and causes a problem with diagnosis.

The principles of treatment are the same. Also no particular serological detection

measure for HIV are not available for tuberculosis patients.
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"The NTP is located at CENAT (Centre National An(ifubcrculcux)

1. Epidemuology

40,000 new cases wre estimaled to appear each year in Cambadia. Tuberculosis (TB) is r=spansible for
13,000 deaths every year and is the main caute of death in younyg adults,

2. Present situation.

From 40,000 new cases each year only 11,000 are treated. The case finding rate in the whole country
was estimated to be 10% in 1993. (11,000 from 40,000). ’ )

From 11,000 TB cases starting Ireatment only 4,400 will finish. The cure rate ia the whole country
was estimated 2t 40% in 1993.

The impact of the activily was estimated to be 8% considering the ef
1o the {25t 10 years a network of bacte

counlry in nearly 100 Districts.

ficacy of the protocol ta be 70%.
riological dizgmosis and treatment has beeg implemented throughout the

The frequent shortage of drugs, the nos-supervision of daily intake of drugs during the initial phase
of trestmeat, and the inadequate zfficiency of the 12 month protocol all help

1o explain the moderate success
of the Natignal Programme.

3. Objectives ol the new National Tuberculosis Programime (NTP).

Cure rate : 85% of TB cases under Short Course Chemotherapy.
Smear positive case fiading rate ¢ 70% in 1997.
To reach these abjectives, the NTP must be :
- National
- Uniform
- Integrated
- Permanent L :
- Free of charge for bacterialogical and medical diagoosis, treatment, hospialization. ..
- Applied by existing saaff, following updated lraining.

4. Stmcturé of NTP.

4.1, Central level.

The NTP is respansible to the Direction of Communicable Discases of the Ministry of Health. The
Dizector of the NTP coordinates and manages the antituberculosis activities for the whole counlry.

The NTP al national level has a team including the NTP director, § doctors, 1 pharmacist, 1 biologist physician,
parz-medical saff, Jaboratory technicians and is supported by 2 WHO consultant. ’

which is alsa the tuberculosis hospiul (or
the capial. The NTP might move to the National Instirute of Public Health in the future. The Tuberculosis
Reference Laboratory is also at the CENAT.

The functions of the NTP are :

1. Define objectives of the programme and prepare warkplans for the implementation of the

programme throughout the country.
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g.
9.

Supply and cquip the natinnal level, and the district and provincial hospitsls throughout the
country for TB case management (TB drugs, labaralory reapents and suppliex, laborslocy
equipment for TB diagnosis and transportation ) in collaborution with the Ministry of Health.
Raise funds and coordinate the needs of the donors.

Prepare TB documentation (lechnical puidelines, treining modules etc.)

Train the medical staff and the laboratory technicians by holding workshogis and introducing
their documents into medicul and nursing schools.

Organize supervision at each level (Central, Provincial, and District ).

Aralyze TB data collected through 2 National Health Information System and promole
epidemiological surveillance of HIV-TB infection and drug resistance,

Evaluate the results of the propramme and NTP activities.

Promote research, Information Education and Communication ([EC).

A national TB Techsical Commuttee will be held once 2 year lo suppert the NTP activities, and to
arentate the and to make assessment of the NTP.

4.2, Provincial level ( Intermediate level ).

At Provincial level, TB activities are under the responsibility of the Provincial Health Director. He
usually delegztes the TB activities to 2 TB coordinator.

The Provircial TB coordinatgr is in charge of the NTP for the Province, he sometimes coordinates other

programmes (Leprosy, Malana, Dengue, HIV, EPI

..... )} or warks closely with these programmes. He

is located either at.the Direction of Health or the Hygiene Centre or even the, Provincial Hospital.

His functions are :

1.

Ensure the Districtand Provincial hospitals are regularly supplied with enough drugs, reagents
and products.

Train laboratory and medical siaff in the use of “Hospital TB Laboratory Register”, 2nd “TB
Hospital Register ~ ‘

Supervise quality of regisiration, quarterly. reports. diagnosis by direct microscopy
examinalion, clinical and laboratory follow up, intakes of drug, and patient tracing.

Varify TB cases registzred in the “Hospital T3 Laboratory Ragister “are slsa registered in the
“TB Hospital Register™.

Verify smear negative TB cascs registered in the “TB Hospital Register™ have had 3 negative
smears regisiered in the “Hospial TB Laboratery Register”.

Collect and 2nalyze TH daa from 11l the hospitals of the Province (new cases and zohort
analysis),

4.3. Peripheral level.

technician.

Kealth staff in charge of Tuberculosis are one or several of the following : doctor, nurse laboratory

Their functions are :

1.

2.
3.
4

Provide passive case finding during consultations.

Provide case diagnosis by direct smear examination of sputum.

Starling lreatment. .

Supervise daily drug intakes during the initial phase ol treatment and ambulalory treatment
durng the continuation phase.

Fill in individual forms and T3 registers.

Complete quinerly reporls on new TB cases and the cohort analysis, as well as the slatus of
drugs and reagents.

Identify and teacz defaulier cases.
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4.4, Camuniune dispensary,

Health stafl in charge of 2 dispensary should :

1. [dentily patients coughing for more thun 21 days.

2. Refer these patients to the district hospital for 3 smear cxamination of their sputum or refer
3 sputums in scaled containers to the district hogpital for exumination.

5. Activity.
5.1. Case finding methods.
The following methods offer the best prospects lor significant yields of cases :

1. The examination of paticats with relevant symptoms (bloodstained sputum, chest pain,
weight loss, fever or night sweals) who present themselves on their own initiative at health
factities (passive case finding)

2. The examination of household conlacts (espesiaily children and younyg adults) of all smear-
positive Tuberculosis patieats diagnosed.

5.2, Diagnostic Methods.

Bacteriological examination of sputura is, as 3 rule, the only way in which the diagnosis of pulmonary
Tuberculosis can be confirmed in Cambodia.

Whenever TB is suspected, at least 3 specimens of sputum should be collected and cxamined by
microscopy. If possible, they should be abtained within 2 days.

A course of symplomatic treatment or (if indicaied) antibiotics suitable for nan-tuberculosis infection
(but NOT Streptomycin or Rifampicin) may be given if 3 sputums are smear negative. Should the patient fail
to respond 1o this treatment and remain ill, even though the smears were negative, the patient should be
referred for further mvcsugzuon (clinical and radiological).

X- rzy diagnosis of TB'is.unreliable, bécause other chest discases can look like TB oa X-ray, and
pulmonary tuberculesis may, jhnw many forms of radiographic “abnormality. 1t must be’stressed that the
determination of clinical activity of tuberculosis by X-ray is totally unreliable. Moreover, the cos: of X-
ray examination is relatively hizh in relation to case-finding results. Consequently, X-rays should not be used
in initial examination, or as 2 follow-up examination. They should only be used after 3 smear negative samples,
and when patients f1il lo improve with routine antibiotic treatment. In spite of this, X-ray examination can
undoubtedly be very helpful in clinical work when investigating TB among patienls with symptoms suggestive
of tuberculosis, children or young adult contacts of infectious cases, and in patients sulfering from miliary or
extra-pulmonary tuberculosis, '

Erythrocyte Sedimentation Rate (ESR) is not useful for the diacnosis or follow-up of TB, and should
not be performed within the NTP.

Tuberculosis amongst children (< 15 years) is difficult to diagnose because sumples of sputum are hard
to obin and are ofien smear negative, Diagnosis should be made on the basis of clinical symptoms, smear

positlive contacts, interpretation of tuberculin ( mantoux) tests ifthe chxldrcn have not been vaccinated and X-ray
cx:n’un:lxon

Depending on the organ involved diagnosis of extra-pulmonzry tuberculosts can usually only be made
by 1 Medical GfNcer. .
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5.3, Tratment.

AntiTB drys are always prescribed in camhination. The prolocol standardizes these cambinutions
throughout the country (private, public and public health centres ). The regimen includes 2 phases, the instial
phase being 2-3 moaths with a minimum of 3 antiTB drugs, and the continuation phase of 6-]0 months which
is usually 2 drugs. : ' :

The conventional preseatation is as follows ¢
E - Ethambutol, H - Isoniazide, R:- Rifampicin, S - Streptomyein, Z - Pyrazmamxdc
£H - Ethambutol and [soniazide, RH - Rilampicin-and Isoniazide:
TPM + Smear positive, TPM- Smear negative, TEP Extra - pulmonary TB.

The number beforc the first letier of each phase indicates the number of months of the phase.
The small sub-number afier the letters are the number of weekly doses.

NTP includes 4 treatment regimens and 1 chemotherapy regimen.

Category ! JERHZ/6EH. for new smear positive patients and severe illness.

Caregory 2 3SRHZE/3R,H,Zs . for relapse, failurc or (reaiment after default (smear p
patients)

Catcgory 3 2RHZ/ZRH. for smear negative and extrapulmonary TB, except severe cases,
i Children-will reccive this regimen.

Standard Reg.  2EHZ/10EH. for new cases of TB before the implementation of the new
programme ( TPM+ TPM- TEP ).

Chemotherapy  6H. for children < 5 years in good health in the same household as 2
- smear positive patient.

(32) Whatever the ragimen, drugs should be swallowed in front of health cenler staff daily during the whole
initial phase period. Hospitlization is recommended for severe eases and for patients who czanot attend daily.

During the continuation phase, drugs are taken daily or three times 2 week and the patient should collect enough
drugs for one months medication.

5.4, Follow-up.

Bactenological control will be performed for smear positive cases a1 the end of manths 2, (3 ), 5, and

the beginning of month 8. ( also start month 12 -std regimen.). Clinical control can be performed at the same
lime as bacteriological examination.

When a patient does not collect their drugs at the correct lime action should be taken sirzight away to
trace them. Precise addresses should be registered and local people contacted (o hebracing.

5.5. Health Information.
The accurate keeping of records on zll individual patients, and periodic reporting with statistics on

patients and activities, tagether with explanalory remarcks, is essential for planning of procurement of drugs,

laboratory reagents, sputum conlainers, of hospitai beds for TB, of manpower, as well as for evaluation of
control measures applied in the TB programme.

The number aof documents used in the programme is limited 25 much as possible. The following
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recording and reparting matenals ure used :
- Tuberculosis Hospital Regisier @ kept at district und proviacial haspital level.
- Tuherculnsis Treatment, Card for c-’lch‘p:lic:nl under treatment - kept in.all district 2ad proviacixl
rh<)<p|uls giving chematherapy. : ;
- Patient’s [dentity Card : kept by the pzu:nl : ; :
- Tuberculosis Laboraiary Regisier : kept at Jahoratories carrying ‘out sputum examination-for lubcrcul:‘
baailli.
- Request form for Sputum Examinalion : kept at ail district and provincial hospitals. .
- Quarterly Report on. Case-Finding 1 kept at distnict and provincial hospitals by 2 health worker
responsible for the NTP and within the. National. Kealth Information System. ’ s
- Quarterly Report an Results of Chemotherapy : kept ut district and provincial hosp;ul level by 2
health worker responsibie for the NTP and withia the Natignal Health Information System.

5.6. BCG Vaccination.
BCG vaccination is included in the Expanded Programme on Immunization (EP!) in Cambodia.

It is given a5 early as possible in life, preferably at birth, even to (hase bom to HIV positive mothers or those
suffering from the disease. BCG should not be preseribed for patients with symptomatic A.I.D.S. infection.

5.7. HIVY and Tuberculosis,

The development of the HIV ¢pidemic brings a significant increase in.the number of TB cases for 3 main
reasons :

1- Increase transformatian from TB infecicd to TB discase cases. .
2- Acceleration of transformation of recently infected cases.
3- Increase in infection sources in the population.

TB infections among the HIV population are mare often.extrapuimonary cases and someatimes hard lo diagnose.

Treatment is the same as for HIV necauve patients. No particular HIV investigations should be
performed among TB cases. - P
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6. Aclion Plan.

'ﬂ'\c :cllvuy has been described in the previous sections.

This wark plan gives the sequence af activity far the pcnod 1994 to 1997

SUBJECT

ACTIVITY

_DATE DEADLINE

ESTIMATED COST

Programme
documents

Write, 2dapt, edit and translate the
following:
| Workplaa for 1993 1o 1994

2 Medical guidelines

3 Laboratory guidelines
4 Medical training module
5 Laboratory training module.

DEC 1993

Nit

Funding

Raise funds for NTP from, the
Government

budge=t, Intemaztional Orgams:nons, and
Private donors for the period 1954 ta
1997.

Permanent.

Nil

Humah
Resources

To promote the participation of personnel
from external érganisations such as VSO,
Craix Rouge Francaise, OSB elc,

Have an organizer of work and personnel
at CENAT and help with the (ullowing :

3 teams for lraining and supervision

1 team for. Laboratory Q.C and Culture

1 téam for logistics and drug supply

I team for data collection and survey

1 team for tuberculin survey

Permanzat

N
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reply

arganications - KFW, QDA, World Baak ete.
2 To cuimaie the need cach yeae for 1 yéura supply
and | yeart unck of ceapenit ind mcdicines as well o4
piapow aa neder of expecicd use sad ta folkow.up Uiis
order. .

3. To ensure that medicines and resgenin get o the
Cenral Medict] Store (ChS) and 1o coilaboraie with
them on wock levels and distribution every J manths,
Rermsining sock and regular distabution should also be
monitored.

4. To cheek sacl st CENAT and it's condilian,

Novembee cach year

Every 3 mons

SUBJECT ACTIVITY DATE DEADUINE ESTIMATED COST
94 "95.97
Waork plaa fur dreg and rcagent 1. To falliw.up medicines given hy Jonaling June 1994 HIm 312 m

Equipment {(s0d nan

consummables}

To equip:

1. Three tesems for training 3nd 1upervision with 2
vehiclter (4x4), fuel and staticnery.

2. Onc team for Wwherculin survey with | vehicle (4x4),
and fucl.

3. The office of the NTP with dais processing,
phuiocopiel, overhead projector, air conditioner tables
and chain ac, .

&, The refcrence laharatory with & safaty eabinet,
sutoclave incubaior, Tuorescence microscope and
centnfuge: )

"5, All tha laborataries in the country with 1 microscope
and routine b, matedals,

Every § months

Delurnhcr 1994

Deeember 1994

June 1994

Deccember 1994

Permanent

584,000

$32.00Q

£20.000

519.000

$70.000 $110.000

Trining 1. One in-hause workihop for madical and lzbortory Janvary 1994 Nil
trainers.
2, Tweniyvone | weck provincisl wackshopt for medizal
and Lborsioryull. : Permancent $40.000
3, Medical and Liboratory 13T chor caurse lraining
overseas, .
Yescly $84.000
Achabiiution Rehsbiliic the foliowing:
1. The NTP ofTize January 1995
2. The IR:(N"_’\G! Laboratory lanuary 1994 £60.000
3. The “hasgiul roms” of the disirict hopials. Permsnent 5190.000
4. The district hospital labs. 2ccording 10 their necds. )
Permanent
Training, Educaion & 1. To realize » reporting piclure. March 1994 $13.000
& .j,muni:n‘.on 2. Tu realize & reponing videu.
' 3. To create s Notional Laague Againat TB June 1994
Decemder 199§
Sucveillance 3nd Epidemiology 1. To wilch over the a120cialion between HIV and TB January eazh year
i 2. To wriie » protocol for the luberculin survey. March 1994
[ N—
Rescarch 1. Realize the Wberculin turvey. June 1994 530.000
2. Promate opentional research to improve the
ahiudelpractice of heatth workers. Permancnt $3.000 57000
J. Hold v worithop for provincisl toordiastors,
4. Evaluete the NTP each year snd present the resulis
1o the natioaal technical commission,
5. Make s review of the programme by using exicrmal January cach yvesr 3$3.000  $9.000
pecsonnel. Ivnuary csch »ear
Ev:ri two vears 340.000

l

(for 2 yeses)
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7.1. Pyt gn line in 1994

7. Impiementalion ol the new pragranune

Pravince Training [mplementation Supervisian
PURSAT February 1994 March 1994 March 1994
Aprl 1994
August 1994
BATTAMBANG March 1994 March 1994 April 1994
May 1994
August 1994
SIEMREAP Apnl 1994 Apnl 1994 May 1994
June 1994
) September 1994
TAXEC May 1994 June 1994 July 1994
: : August 1994
November 1994
PHNOM PENH June 1994 June 1994 July 1994
August 1994
November 1994
KANDAL Tuly 1994 July 1994 August 1994
September 1994
December 1994
KOMPONG CHAM August 1994 August 1994
BANTEAY MEANCHEY | September 1994 | September 1954,
KOMPONG SPEU October 1994 | October 1994 -
SYAY RIENG November 1994 | November 1994

7.2. Put on line for 1993

Kampong Chhnaog,
Przy Veng
Kampong Thom
Kratié

Stunyg Treng
Ratanakin
Mendulkin

Koh Kong

Kampot
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8. Drugs neceds.

1 Expected nuinber of ¢a¢

1994- 11,800

1995-13.000

1996~ 14.400 1997- 16,000

Estimaled medicine requirement for 1994 to 1997

Uniles 1994 1995 1994 1997

—

Siceptomycin Fllg 240.00 130.00¢ 160.000 200.000

Waler injection tmp. Sml 240.000 130.0Q0 160.000 200.000

Edumbutol. INH C.450/150 1.600.000 1.500.000 2.600.00Q 4.0C0.000

Pyruzinemide C.500mg 5.200.000 1.900.000 3.200.000 4.000.000

Ethambutol C.400mg 14.4000Q.000 §.000.000 4.200.000 4.000.000

Rifsmpicine-INH CC.150/100 1.200.00Q 1.700.60 1.900.000 4.000.000

Rilampicine C.150 300.000 300.000 200.000 50.c00
L,’H C.100 12.400.0C0 4.700.000 2.500.000 1.000.000

Number of the new case to treat according to the formula
Formula - [ 19%4 1995 1996 1597

2 ERZ/IOEN 7.087 5.1 3.104

1 E (RH) /6 HE 2.645 4.410 7277 10.875

1 RH)YZ/2 (RH) 122 1.470 2,426, 2.468

1S @) ZES RH) 1 23 1,473 1.732 2.23% 2,778

Tout ol the NC . 11.773 13.08% § 14.374 15.989

Cosnt of the medicine § 1.100.000 617.000 §93.000 755.000

Caon ol NP 1.600.000 1.000.000 1.000.000 1.000.000

— 128 —




/

@7oory FERBEMBNERE

INQUIRY SHEET
FOR PROJECT TECHNICAL COOPERATION (PTTC) PROGRAM

I. Title of proposed Project
National Toberculosis Control PEOJect

2. lmplementing Agency
2-1. Name of Implementing Agency and Responsible Ministry

a Implementing Agency : CENAT(Centre National Anti-Tubercioses)
b. Responsible Mimistry :  Ministry of Health (MOH)
Department of Communicable Disesses

2-2. Project site
Street 278/95, Phonom Penb Cltv

2-3. Related Government Agency in the Project Implementation
Department of Hospital and Medical Services, MOH-
Department of Drugs, Chemicals, and Supplies, MOH -

2-4. Outinc of Implementing Agency
(1) Mandate
CENAT is the referral center for Tubercolosis in Cambodia
a. Policy making for National Tuberculosis Control Program (NTP).

b. Training of all personnel who are melementmo \’TP
c . Evaluatior 2nd monitoring of NTP.

(2) Organization Chart
sec attached paper (attachment 1-3)

3) Land and Facilines
sce attached paper (auachmcnl 4)

(4) Exisung Equipment

Two old and small boildings arc used for all activitics in CENAT
The list of equipment is attached. (attachment 5)
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(5) Annual Budget Allocation and Number of Staff
Expenditore in 1996 {rom Government

Total o ;. USS 4_2,336
Salary USS 26,818
Supervision USS 3,712
Gasoline USS 12,590

Cost of water supply and electricity are paid by MOH

Number of staff
143 staff is working in CENAT for TB program.
Doctors and Medical Assistants 39

Nurses 66
Pharmacists ‘ 7
Laboratory staff 11
X-ray staff 5
Drivers 4
QOther staff ’ 11

(6) Present Activities
The major activities of program are;
Activities of CENAT in 1996
CENAT is the national referral center for 'TB, aiso the dispensary {or
the residents of Phpom Penh.

- Number of new spotum positive cases found 1,103

- Namber of X-ray positive cases found 618

- Nomber of patients started treatment 814

- Cure rate of spntum positive patients . 18%

- Number of Spotum examinations 16,651

- Number of X-ray taken 1,068

- Detection rate by sputom examinations : 68.7%

- Total number of days for supervision to provinces 128 days
- Conduct quarterly Quality Control for sputom cxamination
- Condnoct the Annual Seminar and work shop
- Conduct 5 sessions of training for Medical Doctors and Laboratory
Technicians of Provincial and district level.
medical staff 168
laboratory staff 78
- Issuc Annual Report in 1996 B
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Activities of 123 hospitals in 1996;

- Nomber of Case finding 15,265
- Nomber of Patients started treatment ‘ 14,141
- Cohort analysis sputnm positive paticnts '

Cure rate 85%

Completion rate’ 6%

Mortality rate " 2%

Fail rate 1%

Abandoned rate 4%

Transferred rate 1%
- Nomber of Sputom examinations 139,908

- Detection rate by sputum examinations 80 %

) Any assistance {from other donor Agencies.
WHO: WHO stationed an expert until March 1997, but there is po longer
substantial sapport from it.
YWEP : WEFP has provided food for all TB patients
JICA : Technical Equipment provision for cultore examination and technical
support for laboratory.

. Project Proposal
-1. Justification of the proposed Project
1) Description of the disease

Tuberculosis is an infections disease which is the commonest cause of death in
adults. Itis caused by Mycobacterium tuberculosis and spread by exposare to

airborne droplets produced by persons with puLmonﬂrj, Tuberculosis duoring
coughing, sneezing etc

Around 5% the initial infection may progress to pulmonary or other forms of
tobercalosis.” If untreated, about half of the patients die vwithin a twwo year period.
Appropriate chemotherapy nearly always results in a care.

There is another problem related Tuberculosis Control That is HIV infection.

YWhen HIV infection increses, tuberculosis also increses. DBecause someone is

infected with HIV, the virus weaken their immaune system. If the people infected
taberculosis, then become infected with HIV, they can mo longer fight the

tuberculosis, and they develop tubercalosis. So the tuberculosis and HIV should be
controlled together.
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(2) Present situation of the sector and necessity of the Project
A. Situation of the Natonal Tuberculosis Control Program (NTP)
A-1 National strategy
The policy of NTP are;
1. Government commitment to NTP.
2. Case detection through-predominantly. passive casc finding.
3. Administration of directly observed treatment with shor{ course
chemotherapy (DOTS).
4. Establishment of & system of regular drog supply

S. Establishment and maintenance of a monitoring system
The guideline of NTP is attached. (attachment 6)

A-2 Historical Background

1970-1980 Due to the war sitmation, tuberculosis control activities did not

1979

1991

1992

.1994-
1996-1997

function.

Miuistry of Health invited the French Red Cross through the
Canubodian Red Gross to collaborate in. the establishment of the
National Tuberculosis Control Program.

The program was reswarted the Center Netional Ant-
Tuberculosis (INAT) estahlished, later INAT was strengthened
and became CENAT.

The WHO/WPR Regional Adviser andertook a mission to review
the Program. On the basis of the Mission findings, YWYHO/YYPR
assigned a short-term consuoltant to advise and to develop a
master plan for tuberculosis control,

JICA assigned a short-term expert of toberculosis control to make

a study of futorce feasibility of technical cooperation in the field of
tuberculosis control.

A new NTP has started,

Rescarch Institate of Taberculosis, Japan Anti-Tubercuolosis
Association sponsored and technically assisted: in the national
seminar for the NTP workers, both of which offered an important

chance of training and motivation to the personnel from all over
the country.
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A-3 Rolc of CENAT
- To make NTP policy
- To make annual plan
-To train the personnel concerning TB :
- To supervise and evaluate hospitals which are implementing NTP
- To make plan of logistics for TB drogs and Laboratory
equipment.
- To maintain Microscopy Network
- To coordinate with other organizations
- To conduct researches

A-4 Prescent situation of NTP

NTP has been implemented in 123 hospitals apd coverage of DOTS is
approximately 90 % of the population of Cambodia. In the past 3 years
under the new program, case finding and case holding rate has been
remarkably increased. 1,830 new smear positive tuberculosis cases have
been started on treatment in 1994, 3661 <ases in 1995 and 12,065 cases in
1996. But The toberculosis problem in Cambodia is still very seriouns.
The level of transmission is one of the highest in the world. Itis estimated
that annually 20,000 nevw smear-positive cases develop.

Also there are still many difficaltes for implementing NTP such as;
lack of vwell trained personnel, lack of regular supervision in the field and
lack of systematic strategy against increasing threat of HIV/TB
epidemics etc. '

And there is another, very seriotis problem in Cambodia concerning
about NTP. That is very high prevalence of HIV infection. Estimated
HIV infected pepole are about 70,000 to 120,000. Also cstimated HIV/TB
pew case is 1,572 in 1996. The prevalence of HIV/TB is rising rapidly,
and effective control are more important novw than ever hefore

Additionally after WHO TB advisor left in March 1997, no internatonl
agency bas advisors for NTP, except laboratory technique.
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B. Necessity of the project

To redace the incidence of tuberculosis, Ministry sceks the Lntroductlon
of systemnatic strategy against taberculosis via the training of personnel
working in the NTP.

Following technical transfer is nceded by Lbc teamn of experienced
experts. -

. High-qoality implementation of treatment throogh coordmatlon ofGOs
and NGOs related with NTP in the field-
Nation wide TB surveillance system.

—

LS N ()

Methodology of conducting the researches for koowing present situation of
TB 1 Cambodia And according to the results, NTP yill be planed
effective activities.

High quality of training technique to the relevant personncl-to increase
Kknowledge of NTP for the provision of good medical services.

Higb quality of laboratory technique.

High quality of equipment maintenance technique.
-High quality of X-ray technique.

Development of the materials for patient cdoncation and public awareness.

Therefore implementation of the project must be necessary.

(3) Scctoral Development Policy, and Priority in the Nadonal Developrment plan.

In the Health Cdvcragc Plan for Cambodie, the necessity of
(uberculosis control program is clearly described and the Ministry of Health
put as first priority in public bealth program. Tuberculosis is different from
other communicable decease and is- the commonest cause of death in adults
in Cambodia, and almost paticot are poor, period of treatment is very long
(at least §.months) and the patients should not stop taking drugs during

- treatment , otherwise they would casily create drug resistant; also the cost of

{reatroent is approximately US 140 dollar for 1 patient - Duc to above
mentioned reason, Goveroment has provided treatment free of charge

Also Natiopal Tuberculosis Control Program has very strong
Government commitment such as; the National Anti tubereculosis Commitlee
is organized with Samdach Hun Sep, the sccond Prime Minister as the
honorary Chairman, His Excellency Dr. Chihea Thang, Minister of Health as
the chairman, and His Excellency Dr. Dy Narongrith, secretary of state as
vice chairman.
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(4) Problems to be solved

Dauring the National Tuberculosis Conference and Workshop in 1997, the
problems of NTP are indicated.

1. Insufficient buffer stock of drugs and laboratory equipment and reagents in
all levels, ‘

Need to promote DOTS to all patients

Lack of decentralized of tnberculosis case detection

Too high spatnm examipation positivity among suspects
None existence of TB/HIV treatment guideline

Poor contribation of private practitioner to NTP

Poor information about toberculosis prevalence

Poor training materials and facilities for all section of NTP

Insufficient financial resonrces which effects planing and managemcnt of
NTP.

10. Lack of equipment maintenance system

N

=R RN o !

3-2 . Goals and Objectve of the Projcét
Toe long-term, overall objectives of the NTP are :
- To reduce the incidence and prevalence of tubercalosis in
Cambodia. "
- To reduoce the physical and psycho-social suffering of the
populatior from tuberculosis.

- To reduce the incidence of disabilities and deformities caused by
tuoberculosis.

In such a way that tobercuolosis no longer remaios a public health
problem.

The short-term, specific objectives of the Project arce :
- To Maintain cure rate more than $5% and reducce the transmission of
tubercaolosis in the community. ( ‘
- To increase case-finding to 70 %

- To redoce the patient's and doctor’s delay and treat smear positive
p A

cases with DOTS.
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Project Outputs and Activities

3-3
Outputs

Activities

I Strengthen NTP

1-1 Maintain cure rate more than 85%

1-2  Expand DOTS

—9¢T —

1-3  Strengthen Microscopy Network
aod increase casce finding to 70%

1-4

Improve evaluation and monitoring of NTP

- Technical Advice by experts

- Training to the personnel working in the NTD for
systematic strategy against tuberculosis
Lstablishient of bulfer stoclc system

-
- Training to the supervisors in central and
provincial levels for evaluation nnd monitoring aclivitics

- Technical Advice by experis
- Training to the personnel working NTP fou
systematic strategy against tuberculosis
Establishment of bufler stock system '

- Techinical Advice by experts
- Tumnu[) for supervisors in central nnd plovmunl level

for microscopy technique.
- Establishment of bufler stock system
- Introducing adequate quality cantrol systemn

- Providing binocular Microscopes
- Bstablishment of microscopy maintenance system

- Technical Advice by experts
- Vraining to supervisors in ccntrul and provincial level for

the skill of supervision
- Iutroducing T'B surveillance system
Techuical Advice for computer annlyses

Esinblishment evaluation standard
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Activitics

2 Strengthen CENAT as the National Referral Center

2-1  Development of training materinds nud fncilitics

Improvement fo training technique

2-2 Conductchhhicalrcscnrch

2-3  Strenpthen monitoring system

2-4  Strengthen Planning for NTP

3 Coordinate between CENAT and other organizations nnd

private practitioner

- Technical Advice by experts

- Revision of NTP Manual

- Development of Training Modules

- Development of Health Eduention Materials

- Increasing library capacity as n center of training
- Improvement ol laboratory training {acilities

- Improvement of X-ray training fncilities

- Technical Advice by experts
- Mecthodology of rescarch promotion of

- Introducing TB surveillance system
- Techinical Advice for computer analyze
- Establishment valuntion standard

-Technical Advice by experts
- Establishment of standard

- Technical Advice by experts
- Promotion of meetings



3.4 Expected Target Group
Beneficiaries
TB Patients by treatment

Community by cut the chain of infection

3-5 Expected Field of Activities of JICA Expert
Long - Term Expert

TB Control 1 person, 5 years
Health Education 1 person, 5 years
Laboratory technology 1person, 5 years
Radiology 1 person, . 5 years
Aid Coordination 1 person, 5 years

Short-Term Expert _
Epidemiology - 1 person
Logistics 1 persen
Equipment Maintenance 1 person

3-6 Expected Counterparts Training
TB control course 1 person / year
National Toberculosis program mapagement conrse 1 person/ yeat
Laboratory Management course 1 person/year
AIDS control course 1 person / year
X-ray maintenance course 1 person / year

3-7 Required Equipment and Materials
- Equipment for microscopy training
- Training materials for health education
- Laboratory equipmeat for drog resistant rescarch
- Medical books
- Computers
- X-ray machine
- Photocopy machine

3-8 Estimated Starting Date and Duration of the Project
From April, 1999 for S years
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3-9 Any Relation with Grant aid Proposal . ‘
The proposal for grant aid regards for the_renovating TB ceoter in Phnom
Penh wwill be submitted to The Japanese Government sooun.

4. Situation of Project Facilities
4-1  Existing Building, Facilites and Equipment for the project ;
There are 4 buoildings in National Tuberculosis Center (CENAT)
attached TB hospital, Building are shared for Administration, dispensary,
technical burean, accountant, [IDR room | laboratory, X-ray section, pharmacy,
library , stores and garage batall building arc old and narrow.

I

-2 Counter part personnel and Administration staff

D'LfCCtOFJI, Vice Director 1, Chief of laboratory 1, Chief of X-ray section 1,
Medical Doctor 39, Chief of pharmacy 1.

4.3 Project budgcet.

Ruonning cost : Government

- 5. Other Pertinent Information
5-1  Relation with other Japanese cooperation projects

One individual expert for laboratory has been dispatched since
April 1395,

5-2  Any assistznce from other donor agencics.

WEP is supporting food for all TB patients, WHO has sopported for NTP
and has dispalched one expert in Phnoom Penh, but he left March 1997. MSF is
supporting “ Home delivery rescarch ** in Phnom Penh.

5-3  Informaation oo the sccunty conditions on the project site
The center is located in the center of capital city
54  Any poverty reduction components of the project.
Tuberculosis is the commonest cause of death in adulls aged is 15 to 49 in
Cambodia. These deaths have an. cenormous social impact on familics and
communitics. By treating the paticots of will be contribute to improve daily life.
5-5

Other ncgative social and cultral impacts by the implementation of the project.
NONE |
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DOTS widely
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WHO, launched a new national tubercu-

losis programme (NTP) in 1994, aiming at

decreasing tuberculosis transmission first by
improving the resuits of the cure rate and then
improving case-detection.

LEA he Ministry of Health, in collaboration with

Directly Observed Treatment with Short course
chemotherapy or DOTS is provided o more than
0% of the country population in 90% of the Tu-
berculosis units {110 / 122). Tb units have been
sef up in most of the referal hospitals and in
nearly 50 health centers {previous district hospi-
tals} with Tb units. DOTS cure 92% of the Tb pa-
lients who enter one of the 110 DOTS hospitals.

Training on Tb control programme started in the
Faculty of Medicine. The Nursing school will also
be considered for this kind of fraining in 1997.
Military personnel and prisoners are already ben-
eficiaries of the Tb programme.

DOTS is o vital component of health services
which forms part of lung health. Deceniraliza-
tion, integration. new funding mechanisms and
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bridges to the private sector are included in ihe
hedlth reform. It aims at insuring the same cure rate
ond a better case detection. Case delection is ex-
pected to increase gradually respectively with the
extension of the World Food Programme (WFP} sup-
portin 1997 and with a greater involvement of the
peripheral health structures. Sustainable financial
resources will mainty depend on the World Bank loan
to the Minisiry of Health in 1997.

New perspectives of a community-based TB/HIY
care services and of government/private prac-
titioners to use DOTS are conducted through a
home care delivery DOTS pilots study in Phnom
Penh.

There is no doubt that the nationat tuberculosis
programme in Cambodia is a success. This de-
velopment is largely due to the government
commitment, mobilization of health care work-
ers and a stable supply of anfi-tuberculosis
drugs. Tb conirol will remain the number one
priority of the Ministry ot Heaith'in 1997 and the
leading activity in the country's health care
centers.
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CONTROL ACTIVITIES

ase finding

The annual number of new smear-positive cases notified by the programme
increcsed from 5,579 in 1982 till 12,163 in 1994, i.e. anincreose of 99% or 7.6% per
year on the average. The annuat number of cases, all forms of tuberculosis, in-
crecseq_from 8,4751n 1982 til 15,265 in I996,.i',\eA an increase-of . 72%.0r5.6% per
year, During this period the population incredsed from about 6 milionin 1982 jo

about 10.3 million in 1994, i.e. an increqse of 67% or on the average 5.1% per year.

-(see Table 1. Table 2'and Figure 1, Figure 2).

“The case-detection rate of new smear-positive cases was 95 per. 100,000 popula-
tionin.1982 and 130 per 100,000 population in 1994, i.e. an average increase of %

per year. The case-detection rate of cases, ali forms of tuberculosis, per 100.000

population was 144 in 1982 and 153 in 1996,

{seeTable V).

tnformation about ihe site of the disease, available of
15265 new cuases reported in 1996 shows that 85% had
smeonpqsnive pulmonary tuberculosis, 5% had smear-
negalive pulmonary tuberculosis and 10% had extra-pul-
monary tuberculosis. Information about age and sex is

available of 13232 [(87%) of the TB cases. The male/female

ralic observed was 0.99, higher than in most of the coun- .

tries (around 0.7}. This high rafio reflects the generat popu-
lotion imbalance in favor of women due to the war and
the genocide among aduit cohoris {see Table 3 and Fig-

ure 3).
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1a2gnosis
The method for case-finding of tuberculosis cases used by the programme is based
on identification and examination of self-reporting suspects, who otiend the gen-
erat heatth services institutions. if identified at an instilulion withoul diagnostic
facilities, suspects are referred lo one of the present 122 diagnostic centers.

The number of siides examined by the programme increased from 64,878 in 19931l
82,329in 1994, 121.235in 1995 and 141,6201n 1996, i.e. anincrease of about 130%in
three years. The total number of slides examined by the programme in 1996 was on
ihe average about 1,000 per year or 5 per working day perloboratory. (see Taple 4)

From 1994 10 1996, 30%.in some centers as high as 50 to 0% of first sputum samples
examined from suspects were reported to be positive by the programme. in 1994,
11,407 shides (29%} in 36,275 first sides were reporied positive.

Some 20% of diagnosed cases are not Ireated at ihe place of the laboratory exami-
nation, particularly at the provincial level. However, when analyiing the national
stalistics for 1995 and 1996, it was observed that the number of smear-positive cases
reporied by the laboratores was below the number of positive cases nolified by the
tuberculosis centers, i.e. the raiio cases diognosed/cases put on freatment was 88%
in 1996,

X-ray facilities are available in Phnom Penh and in the major provincial hospi-
tais. According lo the official policy chest X-ray examination is only indicated
after six negative smear results ond when strong suspicion of tuberculosis re-
mains. The intervoi between the two series of three siides is two to four weeks.
During this period. the patients are reated with two courses of different gen-
eral antivictics to exclude possible infections with other bacteria.

(luality control of
eputum examinations

A qudlity confrol system was infroduced ot the start of the new programme.
samples of positive and negalive slides are sent to ihe central laberatory in
the Cenire National AntiTuberculeux (CENAT] every quarter fof rereading. in
1996, 5208 i.e. 4 %, of all sides were reexamined. 5% of the positive siides of
routine laboraiories were considered false-positive and 3 % of the negative
sides were considered folse-negative. Total disagreement was 5 %. Results in
1995 were similar, {see Toble 5) .

6usceptibility testing

against anti-tuberculosis
drugs

{from Centters for Disease Control and prevention - Division of tuberculosis Bimination -
Aflanta, Georgia, USA].

susceplibiity testing against anii-tubercutosis dugs performed in the United Slates by the
Centers for Diseases Confral, among 238 new uberculosis cases who were bom in
Combodia and who had immigrated duing the past 20 years, snowed low pimary
resistonce, Levels of resistance jo isoniazd and streptomycin were less than 5%; resistance
to fifarmpicin, ethambutol, pyraznamide, and isoniczid phus dfampicin were less than 1%.
Levets of resistance did not vary by years in the Uniled States.
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n 1994, the DOTS strategy was gradually introduced district by dishict. Some 23% of 120 tuber-
culosis centres weré using the short-course regimens. This percentage increased to 57%in 1995
and 90% by end 19%6. (see Table &, Figure 4}

The programme decentralized tuberculosis Ireatment trom the provincial to the disirict level. In
1993, only 43% of the cases were treated at district level, against 70% in 1996. This is more conform
with ihe population distribution. {see Table 6)

hematherapy

Two third of patients are admitted during the intensive phase for DOTS, the last third of the patients
are receiving the intensive phase of freatment on a daily ambulatory basis.

DISTRIBUTION OF TREATMENT CATEGORY ON 14,141 TB caseEs N 1996

(93% oF ToTAL cASES IN 1996 - 15,265 Ts cAsES -) On a pilot basis in Phnom Penh, the CENAT and mean Chey Health Center with the support of

WHO, servants and MSF/F. have started a daily home delivery of intensive phase drugs for a smail

CatA Cat2 Cat.3 Cat.4 Total number of patients. Perspectives of exiension lo the private sector are impartant if successhut.

S+ TBP 9033 5 o 2322 12128 The Word Food Programme has been providing supplementary food to tuberculosis cases through
S-TBP 299 10 263 82 G54 NGOs in 40%. 0% and 66% of the hospitals respectively since 1993. The feeding in 1996 was pro-
EP ©25 14 o8/ 28 135/ vided to 75% of the cases and will be extended to all cases in all the tuberculosis units of the

counlry from 1997. The support involves doily rafions of 500 grams of rice during the admission
period and monthly rations of 15 kgs of rice during the continuation phase. Case detection in
facilities with WFP support is significantly higher than those without food support as case holding is
similar. (see Table 7)

Total 2960 799 864 2532 14144
% YO% &% 6% 8% 100%
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of 1$74and the first three quarters of 1995 enrolled on Categeries |, 11 and
=01, livie quarters earlier, are presented in detail in Table 8. A regular im-

[
wernenh was noled every quarter.
e 8, Taple ¢ and Figure 5)

Ll of treatment are available for 3,661 new smear-positive cases who started
ategoty | freatment during the first three quarters of 1995, representing
435 ol ol new smear-positive cases reported during this period. Ouring that
wefiud Of the joiol 3.6é1 coses, 85 % was declared cured, é % compleled
“imient without a srnear result, 2 % died. 1 % remained positive (failure), 4 %

Szicotted and 1Y waos ransferred out.

Denng ticet thre e quarters of 1995, 421 relapse cases were registered. The results
of heatment were evawaled in 227 cases enrolled in hospitals with SCC, i.e. in
L3 % of the folal relapse cases reported during this period. Of the tatal 227
telapie Ccoses which wele evaluated, 78 % was declared cured, 10 % com-

slad ireanmenl without a smear result, 5% died, 2 % remained positive, 3%
Lefaulted ondﬂz% was iansterrad out.

Sunng first three quaiiters of 1995, there were 286 cases in e group failure and
treatment atter interuption regusrered' The results of treatment were evaly-
atedin 129 cases ervolled inrhospifdls wnh SCC.i.e.in 45% of the total faiture and
frealment after mrerrup tion cases reponed dunng this period. Of the total 129 cases
whicn were evaluated. 34 % was declared cured. 49 %completed ireatment with-
Ut @ sreey resull; 3 % died; 3 % remolned posilive, 4 % defavited and 7 % was
transiterred oui:

e results of *réorvnent are also available from 769 new smear-negative tubercuto-
iz cdses stcrled an Categuory Il treaitment during first three quarlers of 1995 repre-
sénting 58 % of all new simear- negoﬂve cases reported dunng -this period. Dunng
ihat penod, of the fotal 769 cases, 91 % compleled tredtient, 4 % died, 0'%
retnained posilive, 2% defavited and 3 % was transferred out..

gt 94éc Bn mgns @ [Fuwsdyuisg) of2t Btugpmumeioue 89 0.m Shugsns ¥ (FOngh
moies Rnadingagamnas d 1 winkifens infyrodguagjatsangma emiinGdaciinefuei
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Resuits of freatment with 2ERHZ/4EH In 5,491 new smear e
pofiﬁve positive cases enrolled duiing 1994 and the ‘;" 1830
first three quarters of 1995: ) .
1995° - 3661
*
Tatal 549}

Cured

1258
Y%

3128
as%

4383
80%

* tiest three quorters of 1995

It over

01
BR

236
33

537
%

Dled

41
%

78
2%

139
I%

Failure

kx}
%

36
i3

69
%

Delavit

124
™%

143
LS

267
5%

Transfer

56
3%

Pr]
%

98
F23

Tolal

1842
bipd

3643
100%

5505
100%
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The resulls of the tubercutinsurveys. the tuberculoss prevalence
suveys and ihe case-noification dalain Cambadia do nol show
the corelation which is usually cbserved. (see Figure 8)

revalence of the disease

Tuberculasis prevalence surveys camied out between 1981 and
1989 Tound 393 smear-posilive cases in a total study population
of 86,377 subgech iie. o prevalence rate of 455 smeqr-paosilive
cases pef 190060 popuigtion. A smaller survey in 2,583 subjects
in 1995 found & prevalence of 426 smeor-posiive cases pet

-100,000 populkation.-Assuming Ihat the majorily of Ihese coses

were never rrealed before, this prevdence level would indi-
cale an incidence of about 215 new smear-posilive cases per
100.000 population or 21,500 new smeai-positive cases per year
for ihe enlive country. (see Table 10)

ase detection

The case-détection rate of new smear-posifive since the siant
of the new programme is about 115 per 100,000 popuiation
remaining on the average for the periad 1973 il 19956, Assuming
thal 50% of cases are detecled, the folal incidence would be
about 230 new smear-pasilive cases per 100,000 population.
This & a igure which is in the range of the rates observed in the
luberculosis prevalence surveys.
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i
i revalenceofthe

infection
Tfuberculin suiveys were comied oul in Phnom Penh
by WHO in 1955, 1968 and 1995 and by the Na-
lional Tubercuiasis thslilule in 1981. The resulls of
these surveys are difficult o compare os the
represeniolivity of Ihe sludy groups and Ihe lubes-
cuiin units used tre dilterent. However, hé per-
centoges of non-8CG vaccinated children wilh skin
indurations [ihickeding) of >0 mm declined from
36,7% to 18.4%, 123% and 6.7% in clvonological
order of Ine sludies, i.e. a tolal decline of 81% or on
averoge 2% per year duiing Ihe period 1955 il
1995.
Tuberculin surveys were further camed out-oulside
Prniom Penh by WHO in 4 provinces in 1955, 3 prav-
incesin 1968 and 19 provincesin 1995, The respec-
tive proportions children with skin induralions
{Inickening) of 210 mm were 33,2%, 14.7% and 5,5%.
The total deciine between 1955 and 1995 is com-
parable fo he figure observed in Pnom Penh.ie.
83% or on the average o decline of 2.1% per year.
sased on the findings of the 1995 tuberculin sur-
veys the annuai risk of infection [ARI) is estimated
io have been aboul 0.8% inrecent years. Thislevel
of fisk is equivaleni with a fotal incidence of 40
smeor-posilive cases per 100.000 populalion of
4,000 new smear-pasitive cases for the enlire coun-
ry. see Table 10}
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AND HIV/AIDS

7B and HIV form a deadly combinction. When people ar2 lnlectedeilh both T8 and
HIV, TB is muth more likely to become active becouse of the persan's wedkenad
immune system. WHO feels thal 1B is the lecaing cause of death omd‘hg"oeoole who
are HIV-positive. accouniing for aimost ene third of falalities. 1t is the leading cppor-
tunistic disease of AIDS patients. o

A very imporfant factor in the evolution of the tuberculosis prablem in Cambodia is
the spreading HIV epidemic. The first nationwide randomized HIV surveillance in tu-
berculosis palients was conducted by the AIDS programme with the collaboration of
the To programme in 1996, This study shows that 3.9% (95% conlidence 1C: 3 - 4.9%) of
the 1826 smear posihve tuberculosis cases lested were HIV positive in the country Qi!h
a sex ratio male/female of 2.1 {5.2/2.5); in Phnom Penh il rises to 11.5% among 192
smear positive tuberculosis with a sex ratio maie/female of 4.4 {16.7/3.8). (see Figure 7}

HIV senlinel surveillance resulls for 18 provinces in 1994 show that 1.73% of 3.929 preg-
nant women tested were HIV-positive. |t is esfimated thal the HIV-seroprevalence in
the adull population will increase from 1.5% in 1995 tilt 2.7% in 2000, The proporlion of
HiV-seropositive among new tuberculosis cases is estimaled to increase from about
1% 1n 1996 till 26% in 2000. (see Tavle 11, Tabte 12 ond Figure 8)

HIV PREVALENCE AMONG RISK GROUPS
PrHNOM PenH - CAMBODIA 1992-1996

fig7
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raining and supervision

B training courses have been conied out in all the provinces since. 1994. Some 5 workshops were
conducied in 1996 for 168 medicat staff and 87 taboratory technicians from 7 provinces, as well as
for police and military personnel. Some courses organized by provincial supervisors were given in
1996, Central and provincial staff participated'in a number of training sessions, visits, and confer-
ences abroad (Tokyo, Japan; Paris, france (IUAILD conference and lung disease course}; He-Chi
Minh, Vietnam; Manila, Philippines: Sydney Australia).

Supervisory visits-guaraniee the quality of the program's application, allowing weaknesses 1o be
identified and corrected. supervision was conducted by six central teams of one medical officer
and oné laboratory staff for 122 hospitdls' each of which are visited two 1o four times in 1996. The
totat-number of super‘viﬁien days by the central staff is 268,

Al provincial level thé,provinciol tuberculosis coordinator and the provincial laboratory staif visit
all fuberculosis centers once monthly using of the avaitable transport of the provincial heatth
direction.

Al district level, some district supervisors visited health centers monthly fo quarterly.

All provincial coordinalors have been meéfing at the national level to discuss the progress of
implementation with CENAT three fimes in 1996, At the provincicl tevel, most fuberculosis supervi-
sors meet monthly’at the provincial health office.

A WHO assessment was conducted in 1996. Their conclusions acknowledge and validate the qual-
ity of the results.
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RESOURCES

ersonnel and finances

The Government is 1o give special attention 1o staff members who have contact with Tb potients.
Ind2ed, such workers should receive in 1997 an increase in iheir risk bonuses and salaries. Staff
promolion from penpherie to central level needs 1o be renforced.

The Tb programme cost $ 2.05 milion in 1996, of which 30 % was speni on drugs and another 50%
on fooa. wnicn omounts-1o $ 131 per patient. The ralic of cost per year of life gained is $ 13. which
puts (b neor ihe top of the list in 1erms of cost elfectiveness.

Financicl autonomy of the tuberculosis programme belween now and the year 2000 is based on
the world Bank loan amounting $ 8 millian. Actuat postponement of ifs releasing is weakening the
programme and might affect the resulls. Prior to incephion of the loan, minimal but vilal quantita-
live financiat needs must be still cared for with regard 1o funding training and supervisory activities.
The quality cnd maintenance of current pragramme resutts depend upon such funds. {see Table 13)
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ey Eedication, reagents and food

The supply of antituberculosis drugs is guoranteed until the year
2001 thanks to KW {Kreditantstall flir Wierderoufbau) and the word
Bank loan. something that has not been seen in over 20 years.
Despite the rapid implementation of short-term reatment in 1996,
the need for antituberculasis drugs has been totally mei this year,
inchuding buffer stock equivaleni to a one-year supply.

Supplies cfreagents has also been assured but the buffer stock is
lirmited due to delay in the World Bank locn inception. Some ma-
ferials os the microscope slides and the sputum conlainers need
to bereplaced because of thelr poor guality. Microscopes are still
needed in some hospitals.

Distribution of fuberculosis drugs ond reagent is managed by the
Centrat Medical Store {CMS) on a fully integrated basis with other
essential drugs and reagenis. All the tuberculosis units have regu-
larly received drugs and reagent in 1994, Daecentralization of tu-
berculosis drugs managerment and orders should started in 1997
in some province based on calculalion sheets provided by the
tuberculosis programme. Regular mechanisms of needs updal-
ing for tuberculosis drugs is expected 1o improve with the imple-
mentation of the World Bank ioan in 1997 as well as qualily con-
trol for the items purchased.

Food for fubercuiosis patients costs more than the tuberculosis
drugs. In addition to the national budget for food estimated to
be $225.000in 1996, the World Food Progromme providedin 1994
1,500 tons of rice, 70 tons of fish, 45 tons of oil and 45 tons of,
biscuits, accounting for § 775,000. The aid was distibuted by the
Cambodian Red Cross 1o 10.000 To patients in 80 hospitals out of
122, as well as to the staff. The World Food Programme support is
to be extended exclusively to alf tuberculosis patient in all tuber-
culosis units from 1997. Apart leprosy cases the staff and other
previous beneficiaries will not receive foodin 1997,
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EALTH REFORM AND DOTS

According to arecent WHO definition, “heaith reform & asustained process of flundomental change
in policy and institutional arrangements, a guide by the Government, designed to improve ihe
functioning and performance of the health sector apd ullimately the heaith siatus of the paputa-
tion™,

Heaith reform started in Cambodia with the definitioh of the services provided by different ievel of
tacilities, namely, the minimum package of aclivity {MPA) and the complementary package of
activity (CPA). Tuberculosis as part of lung health is ingluded in the MPA-CPA definition,

A strategy of tuberculosis within the healih reform process include four following components:
decentralization, integration, mechanism of funding and new approaches of services. Managerial
capacity will be a key element of the heatth reform grocess. ’

ecentralization

what con be decentratized to the provincial level 2

Decentralization of activity aims at improving the grovincicl mancgerial capacity, delegating
authority and control of resources.

Preparation of the provincial plon of action, superviston, training, iaboratory quality insurance, To
drugs management and data analysis have been progressively decentralized to the provincial
level since 1994 with the implementation of the new Tf) programme. The central level had initiated
these aclivities and is progressively wuhdrow\ng fromy i,

What can be deceniralized to-the health cénrer 2
The shift of Tb care jo the heallh centérs is effective ih 55 health centers previously named district

“hospitals. The extension of activity in the new health centers aims at improving case detection.

Idenlification of suspects, sputum sampling, and casel holding during the secondary phase will start
on a pilot basis in some centers of 12 Acceleraled Oevelopped Districts. Adequate resources for
supervision from the referal hospital to the health centre and goad reporting system are of urgent
need to ensure and the same quality of result,

what connot’be decentralized
Coordination and strategic functions (e.g. DOTS, prokocols of treatment and of diagnosis, frame-
work of provincial and national plan of action, desigm of report-
ing and recording) ore refained of the central level. The central
level assumes the technical safeguard, the monitoring of services
and the advacacy for political comitment and fundy raising.

.ntegration

in the former sysiem Tb units used to be located at thd provincial
heath directorate compounds. Integration of services, e.g. mul-
lipurpose hospitals were siarted in 1994 with the adoption of the
new Tb programmie. In 122 hospitals, To wards are intergrated in
the lung disease unit. Links lo other services are slilt weak and
need to be strengthened.

Integration of management and support functions isincreasing
simuttaneously with the strengthening of provincial capacities
enabling them 1o hondle planning, budget, drugs mamagement,
information sysiem and coordination of supervisioniand train-
ing. The responsibility for Tb slandards should remaip with one
individuo! @t provincial and at referral hospitals.
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- - -echanism of funding

User charges will not ensure adequate and secure financing for Tb. financial exgmptions for Tb
patients will protect Tb patients so that case-finding and case-holding levels are miaintained.
When uset fees constitute an important source of revenue to lacal health facililies, tnere may be a
tendancy fo regard service such as Tb tha! does nat generate income, as a low pfiority.

The World Bank loan will secure the funding of Tb till year 2001 but its rapid implementation is an
urgent need.
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- lew approches to health service

There is increased interest in contractual rather than in bureaucratic conirot of hedith services, in
term of administrative regulation. Contracting out certain key elements of the DOTE can be stud-
ied in Combodia.

Bridges with ihe private sector will start on a pilot basis in 1997. Th specialist dodtors with both
public ond private practice might be prepared to enter into a contract or franchisihg agreement
with the public sector. Diagnosis service, free Tb drugs and home care delivery sefvices during the
inifial phase carried out by the public sector will be proposed against epidemiclogic data.

A home care delivery DOTS, which started in 2 public hospitals of Phnom Penh ([CENAT and Mean
Chey] in 1996 could also be propased ta private practilionners upon agreement.

Cambodian Medical Associafion and some mains private clinics could also benifit pf educational
packages from the Tb programme.
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