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Many important steps mark to the history of
tuberculosis (TB)' since the discovery of the
Mycobacterium tuberculosis on March 24,

1882 by Robert Koch. Recent events are the
declaration ofTB as global emergency by the

World Health Organization (WHO) in April
1993 and the promotion of the Directly
Observed Treatment Short-course (DOTS)l

as strategy for controlling mortality,
morbidity and transmission ofTB. Two other
dates of importance in Bangladesh are July
1991 and June 1993.

July 1991is when the Fourth Population and
Health Project (FPHP)2 was started in
Bangladesh. The present National
Tuberculosis Control Programme (NTP),
whichusestheDOTS strategy,wasdeveloped
under the FPHP to improve past vertical
programmes based mainly on TB clinics and
hospitals which were achieving less than
20% TB case detection rate and 50% cure
rate3.Under the FPHP, the revised NTP was
jointly supported by the governments of
Bangladesh and The Netherlands and a
consortium of donors led by the WorIdBank
(WB), with WHO providingconsultancy and
assistance in training and logistics.

The second important date is the WB
publication "World Development Report
1993: Investing in Health,,4. In this report,
the Disability Adjusted Life Years (DALYs)
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was proposed for the first time as a measure
of the burden of diseases and to identify cost-
effective health interventions for anessential

public health pac~ge. TB control through
DOTS was included in this package.

Both the WB report and WHO declaration of
TB as aglobal emergency in 1993were made
after the adoption of DOTS in Bangladesh
under the FPHP. This fact is important to
understand the challenge that the
implementation of NTP in Bangladesh
presented for all partners.

In the past, WB had been dealing mainly with
macroeconomic interventions external to

the health sector. During the FPHP in
Bangladesh, the WB pledged a new
involvement in health5. From its inception,
DOTS has received special attention from
the WB, as one of the most cost-effective
health interventions. At the end ofFPHP, the
NTP was listed among the most successful

. programmes for its substantial progress in
DOTS and contribution in reducing the
disability and morbidity in poverty related
diseases6.

In Bangladesh, the WHO used the first
resources of its new Global Tuberculosis

Programme (GTB), set up in Geneva to
support a world-wide DOTS strategy in
partnership with the International Union

Against Tuberculosis and Lung Diseases
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and others. The collaboration of Bangladesh

and WHO in TB control generated a special
commitment and communication between

individuals, leading the way to a tremendous

increase in the global budget for TB control,
and to an increase in the number of countries

adopting DOTS from nine in 1993 to 110 in
19977.

The government of Bangladesh adopted the
DOTS strategy under the FPHP and created
conditions for the rapid expansion of the
NTP from four pilot thanas in November
1993to460thanas inJune 1998.Fortypercent
of these are in co-operation with Non
Governmental Organizations (NGOs). The
NTP achieved a satisfactory 80% curet
treatment completion rate with new sputum
smear-positive cases that was maintained
during the years of its expansion. It
demonstrated that effective TB control
servic"esbased on DOTS can be delivered

within the existing health care system of
Bangladesh and howsuccessfulapartnership
between government andNGOscouldbe8.9.
Other programmes in Bangladesh, and TB
programmes in other.countries, are learning
from the Bangladesh experience.

The NGOs co-operating with the NTP also
shared the challenge. Most of them had only

limited experience in TB or were exclusively
dedicated to leprosy. Under the NTP, the

NGOs adopted uniform guidelines for TB
control and took the responsibility for
expandingthe programmein to specificareas

of the country.

In July 1998, the new five-year plan for
health in Bangladesh started under the name

December 1999

of Health and Population Sector Programme
(HPSP). It adopted the sector-wide approach

to deliver an Essential Services Package
(ESP) especially targeting the most vulnerable
sectors of the population: children, women

and the poor. Important changes have already
taken place under HPSplO. The NTP has
become part of the Communicable Disease

Control under the ESP: Support services for
the DOTS strategy - drug supply system,
recording and reporting system, training,
behaviour change communication - are
integrated with different programmes. Funds

for the NTP come from a budget pool that is
revised every year. The NTP in Bangladesh
requires innovative approaches to implement
the DOTS strategy and to avoid the constraints

experienced by other countries already
involved in health sector reforms II.

The WB and its consortium of donors are

now fully involved in supporting the
Government of Bangladesh in implementing
HPSP. The NTP will be studied indetail with
a view to fit in the health reform and to

monitor the HPSP performances 12.

WHO is now focusing on the 22 high-burden
countries that account for 80 percent of the
totalTBcases intheworldtoday. Bangladesh,
with its expanding population and high TB
incidence, standsfourth inthe list, after India,
China and Indonesial3. Intensified action to
control TB in these countries and in

Bangladesh is urgently required to decrease
the global TB burden. A new project, the
"Stop TB Initiative", was recently launched
by WHO to accelerate TB control in high
burden countries. The project is' already
operating in Bangladesh by promoting a
HealthSystemandServicesResearch(HSSR)
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agenda initially focusing on gender and TB.
The aim is to identify possible gender biases
in NTP case finding and holding. HSSR,
considered by many the sixth component of
the DOTS strategy, may play an important
role in addressing some of the important
operational challenges introduced by the
HPSP.

The HPSP strategy allows for involvement
of the private sector and NGOs in the ESP.
Under the new framework, more NGOs are-
requested toprovide NTP servicestoexpand
the DOTS coverage. Forthose NGOsalready
working on leprosy, inclusion ofTB services
will ensure cost-effectiveness to their

programme after the year 2000, which is the
targeted deadline for leprosy elimination.

The government of Bangladesh, together with
its old and new partners, intends to intensify
the DOTS programme in order to achieve the
targets of 70% case detection and 85% cure
rate among the sputum-smear-positive TB
cases by the year 2003.

There are more challenges ahead for the
NTP. In the rural and semi-urban areas already

served by the NTP, case detection is lower
than expected. The women, the poor and the
difficult to reach strata of population,
especially focused by HPSP, need better and
more accessible DOTS services, The four

metropolitan cities of Bangladesh have only
a few facilities implementingNTP at present
and are the priority areas for expansion.
Here, the programme will have to face the
sameproblemsof manyotherrapidly growing
urban areas in the world14,15.Collaboration

with hospitals, academic institutions, NGOs
and other private sector is mandatory. The

rising incidence of drug resistance and HIV
infection affecting urban areas across most
of the South East Asia region, including
Bangladesh needs tobe closely monitored by
a national sentinel surveillance.

The NTP in Bangladesh requires to be fur-
ther intensified and integrated into the gen-
eral health system and the principles of the
primary health care. For this, the NTP de-
pends on renewed commitment by the Gov-
ernment of Bangladesh and its supporters.
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