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Abstract　With tuberculosis now relatively well contained in Japan, it is important to reconfigure treatment 
systems and structures to ensure the most appropriate treatments in the future. A survey of designated tuber-
culosis treatment facilities in Hiroshima Prefecture revealed declining standards of tuberculosis diagnosis 
and treatment as well as decreasing knowledge levels in regional areas, suggesting the need for improved 
collaboration between tuberculosis specialists and regional health care providers. A tuberculosis care pathway 
designed to promote improved collaboration between referring medical institutions and clinics, and the 
DOTS (directly observed treatment, short-course) Notebook for patient advice and assistance with compli-
ance, were developed jointly by the Higashihiroshima Medical Center and the Onomichi Medical Association. 
Following the introduction of tuberculosis care pathway and the DOTS Notebook, we have seen a number of 
improvements, notably an increase in successful treatment outcomes in regional areas and fewer patients 
receiving treatment for more than 12 months. These results suggest that better liaison through the regional coor-
dination pathway has led to improved tuberculosis treatment in regional areas. While further refinements and 
modifications are necessary, it is clear that this represents a step forward in tuberculosis care, and will provide 
the impetus to bring about meaningful changes to the system.
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TO  TUBERCULOSIS  CARE  PRACTICE
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1. Recent changes in tuberculosis care 

　The number of tuberculosis sufferers has steadily declined 
over the last few decades, and as a result there are fewer 
opportunities to undertake tuberculosis care in general medical 
practice, with treatment increasingly seen as the preserve of 
specialists. But at the same time, there are fewer tuberculosis 
beds and fewer tuberculosis specialists, limiting access to treat-
ment, particularly in regional areas. Also, the rapidly aging 
profile of tuberculosis sufferers means that patients are 
increasingly likely to require ongoing treatment for conditions 
other than tuberculosis.
　Recent years have seen significant advances in medical 
treatments for a range of illnesses, and consequently higher 
expectations with respect to treatment outcomes. When patients 
have conditions such as psychiatric disorders or renal failure 
requiring hemodialysis, they might not able to be treated 
properly in a tuberculosis ward, or have to be transferred to a 
distant hospital.
　Tuberculosis patients are also more likely to require inten-
sive levels of care due to impaired activities of daily living 
(ADL) at admission or during hospitalization, including 

ongoing outpatient treatment after discharge or home-based 
treatment. In some cases, there are no suitable facilities for 
patients requiring ongoing treatment after discharge, and they 
end up remaining in hospital for longer than normally be 
required. For patients discharged to home, the hospital may 
be too far away for regular outpatient visits.
　In light of these developments, it is vital that we work to 
improve the standard of tuberculosis care in regional areas by 
setting up regional liaison structures that effectively link 
tuberculosis specialists with local medical, nursing and wel-
fare facilities, without compromising existing tuberculosis 
hospital facilities.

2. Current levels of tuberculosis awareness and 
             treatment standards in regional areas 

　In order to evaluate the standard of tuberculosis care at 
regional medical institutions, we surveyed 481 designated 
tuberculosis hospitals within four public health center and sub-
center jurisdictions in Hiroshima prefecture, excluding insti-
tutions with dedicated tuberculosis wards. Nearly all hospitals 
in Hiroshima prefecture, irrespective of their listed clinical 
departments, were found to be designated tuberculosis treating 
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Background

　Japanese statistics of tuberculosis (TB) show a steady 
decline in the incidence of newly identified cases of tuber-
culosis. There were 19.4 new cases per 100,000 population in 
2008 and it was the first year showed the rate dropped below 
20 per 100,000 population. Nevertheless, it is still higher 
prevalence rate compared to that of other developed countries, 
with over 24,000 new patients developing TB disease every 
year, and Japan is still considered as a moderate prevalence 
nation1).
　The proportion of foreign residents with TB among all 
patients in Japan has been rising steadily and its number 
reached to 945 in 2008. Nearly 60％ of foreigners with TB 
were from China, South Korea and the Philippines. Total of 
70％ of these cases were concentrated in the 20_39 age 
bracket. An analysis of therapeutic results for the cohort of 
new cases registered in 2007 showed many patients were 
transferred out withdrawing treatment, with some patients 
choosing to drop out or discontinue treatment in order to 
return home. 
　As the foreign population in Japan is expected to in-
crease in the future, it is inevitable that many foreigners enter 
from countries with a high prevalence of TB. We conducted 
a national survey with the aims of elucidating the problems 
that compel foreign residents to return to their home country 
partway through treatment, and social backgrounds in foreign-
ers with TB returning home before completion of treatment. 
We also analyzed demographic difference and risk factors 
in foreign resident patient groups who underwent successful 
treatment, discontinued treatment and returned to their home 
country. 

Methodology

　Questionnaires were distributed to 530 public health centers 
throughout Japan. Respondents were asked to fill in and return 
the questionnaires regarding foreign patients with TB regis-
tered between January 1 to December 31, 2008. Responses 
were entered into a database created using Microsoft Access 
2003. Statistical analyses were performed using Minitab14. 
　This study was approved by the Ethics Review Committee 
of Nagasaki University Hospital (approval number 10022578).

Survey structure

1.  Number of registered foreign TB cases─ all eligible facil-
ities nationwide

2.  Patient information─ for eligible facilities with registered 
foreign TB patients 

1) Facility-specific ID of patients
2) Gender
3) Age
4) Nationality
5) Residency status
6) Occupation
7) Health insurance cover
8) Drug susceptibility of isolates 
9) Treatment outcome
10) Patient returning home during treatment (yes/no)
If yes to Q11:
11) Reason(s) for returning home 
12)  Attempts to encourage the patient to remain in Japan for 

treatment
13) Adequacy of information provided to patient  
14) Treatment strategy after the patient returns home
15) Tracing the treatment outcome in home country
All respondents :
16) Problems/issues in the management of foreigners with TB
17)  Comments regarding the management of foreigners with 

TB

Privacy policy 

　This epidemiological study involves retrospective analysis 
of data on foreign residents in Japan who were diagnosed and 
registered as patients with TB. Personal information such as 
name, initials, address or date of birth─ is not included in the 
study. Accordingly, provisions in relation to the collection 
of personal information are not considered applicable. The 
researchers have exercised due care in information collection 
and handling. Data held on computers is subject to ID and 
password protection, and is accessible only by the researchers. 
Data processing is performed in research rooms that can only 
be physically accessed by authorized personnel.
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　The number of medical institutions that provide institutional 
care of tuberculosis has decreased for several reasons: the 
number of patients with tuberculosis has decreased; the length 
of hospitalization has been shortened; and medical care has 
become more efficient. In addition, the number of tuberculo-
sis specialists has decreased. Patients with tuberculosis are 
currently treated by limited numbers of specialists under 
conditions such as limited hospital bed capacities. Physicians 
and medical institutions with little experience with tubercu-
losis are increasingly providing medical care. The creation of 
a community medical liaison for tuberculosis treatment is 
necessary to provide continuous appropriate medical care for 
tuberculosis including Directly Observed Treatment, Short-
course (DOTS) from the initiation to the completion of treat-
ment. It is important that community medical liaisons share 
roles and information among community medical institutions, 
for which the community cooperation clinical pathway is 
useful.
　The guidelines here show the specific requirements for 
cooperation between the above tuberculosis medical institu-
tions and other community medical institutions in the treat-
ment of patients with tuberculosis. Such cooperation is expect-
ed to ultimately improve the level and results of tuberculosis 
treatment1). However, major effort is required by each medical 
institution, tuberculosis medical institutions in particular, to 
construct and operate the cooperation system. Therefore, the 
promotion of systems such as fee for medical services, which 
consists of proper remuneration for labor, is also necessary.
　The Committee on Health and Nursing of the Japanese 
Society for Tuberculosis is preparing the guidelines for com-
munity DOTS and focusing on the role of the public health 
center. DOTS is an indispensable element for tuberculosis 
treatment. In-hospital DOTS  has been used widely in medical 
institutions that provide institutional care of tuberculosis2), but 
DOTS is also required for the continuous treatment of patients 
after discharge or ambulatory treatment from the initiation of 
treatment. Community DOTS  is proposed to encourage 
patients to continue medication and community medical care. 
However, for practicality, close cooperation among a public 
health center, tuberculosis medical institution, local medical 
institution, local social welfare institution, and dispensing 
pharmacy as well as other institutions is required. Although a 
public health center has the role of stimulating community 
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DOTS, medical institutions are also expected to play a major 
role. The guidelines for community DOTS developed by the 
Committee on Health and Nursing and the Guidelines for 
Community Medical Liaison for Tuberculosis, which are 
presented for medical institutions, are two sides of the same 
coin. We hope that these guidelines will help facilitate effi-
cient delivery of appropriate tuberculosis treatment including 
community DOTS in both tuberculosis medical institutions 
and other medical institutions.

1. Roles of medical institutions in community 
             medical liaison and community DOTS

1) Roles of a tuberculosis medical institution
　To have adequate numbers of tuberculosis hospital beds that 
comply with the standards (or model hospital beds) and treat 
mainly infectious patients (e.g., positive sputum smear) and 
patients in whom standard treatment is difficult. A tuberculosis 
medical institution includes the following: a tuberculosis base 
hospital ; a regional core tuberculosis hospital in each prefec-
ture; a hospital with tuberculosis hospital beds; and a hospital 
in which tuberculosis/atypical mycobacterial infection spe-
cialists and preceptors certified by the Japanese Society for 
Tuberculosis work.
 (1) Prepare a treatment plan and provide information to a 
cooperative medical institution (a designated tuberculosis 
medical institution) that continuously treats patients after dis-
charge using a cooperation clinical pathway or other method.
 (2) If side effects or other such things develop, review the 
treatment plan based on clinical practice to provide infor-
mation if necessary when referred by a cooperative medical 
institution.
 (3) Provide information regarding the patient’s condition on 
admission and subsequent condition to the public health center.
 (4) To perform community DOTS appropriately in prepara-
tion for discharge, perform a risk assessment of each patient 
and cooperatively create each patient’s support program in 
a DOTS (or other) conference with the public health center. 
Follow the guidelines developed by the Committee on Health 
and Nursing when creating the individual support program.

2) Roles of a general medical institution
　Mainly to treat patients who were referred from tubercu-
losis specialty hospital to continue treatment and patients 
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1. Basic underlying view

　Since the beginning of the 1950’s, para-aminosalicylic acid 
(PAS) has been administered as an anti-tuberculosis (TB) drug 
to patients infected with TB in Japan in an attempt to prevent 
the development of TB1). In the United States, a large-scale 
controlled trial using isoniazid (INH) was conducted from the 
1950’s to the 1960’s; subjects included children, families of 
incipient TB patients, patients at psychiatric facilities, Alaskan 
inhabitants, patients with inactive TB lesions, and military 
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veterans. A controlled trial was also conducted in Europe by 
the International Union Against Tuberculosis (IUAT). Based 
on these trials, chemical prophylaxis was established as valid 
for individuals infected with TB1)2). However, while the merits 
of development risk reduction due to chemical prophylaxis 
outweigh the demerits of the resultant side effects for patients 
at high risk for developing TB, it is unclear whether this applies 
to patients whose development risk is not high. Therefore, 
when a patient is infected with TB, common practice is to 
perform a TB infection test for patients at high risk for 

Abstract　The treatment of latent tuberculosis infection (LTBI) has been established as valid for patients at 
high risk for developing active tuberculosis. Treatment of LTBI is also considered an important strategy for 
eliminating tuberculosis (TB) in Japan. In recent years, interferon-γγ release assays have come into widespread 
use; isoniazid (INH) preventive therapy for HIV patients has come to be recommended worldwide; and there 
have been increases in both types of biologics used in the treatment of immune diseases as well as the diseases 
susceptible to treatment. In light of the above facts, the Prevention Committee and the Treatment Committee 
of the Japanese Society for Tuberculosis have jointly drafted these guidelines.
　In determining subjects for LTBI treatment, the following must be considered: 1) risk of TB infection/
development; 2) infection diagnosis; 3) chest image diagnosis ; 4) the impact of TB development; 5) the 
possible manifestation of side effects ; and 6) the prospects of treatment completion. LTBI treatment is actively 
considered when relative risk is deemed 4 or higher, including risk factors such as the following: HIV/AIDS, 
organ transplants (immunosuppressant use), silicosis, dialysis due to chronic renal failure, recent TB infection 
(within 2 years), fibronodular shadows in chest radiographs (untreated old TB), the use of biologics, and large 
doses of corticosteroids. Although the risk is lower, the following risk factors require consideration of LTBI 
treatment when 2 or more of them are present : use of oral or inhaled corticosteroids, use of other immuno-
suppressants, diabetes, being underweight, smoking, gastrectomy, and so on.
　In principle, INH is administered for a period of 6 or 9 months. When INH cannot be used, rifampicin is 
administered for a period of 4 or 6 months. It is believed that there are no reasons to support long-term LTBI 
treatment for immunosuppressed patients in Japan, where the risk of infection is not considered markedly 
high. For pregnant women, HIV-positive individuals, heavy drinkers, and individuals with a history of liver 
injury, regular liver function tests are necessary when treatment is initiated and when symptoms are present. 
There have been reports of TB developing during LTBI treatment; therefore, attention should be paid to TB 
development symptoms.
　When administering LTBI treatment, patients must be educated about side effects, the risk of developing 
TB onset, and the risks associated with discontinuing medication. Treatment outcomes and support for contin-
uation of treatment are evaluated in cooperation with health centers. As stipulated by the Infectious Diseases 
Control Law, doctors are required to notify a health center when an individual develops TB. Based on this 
notification, the health center registers the patient, sends a public health nurse to visit the patient and give 
instructions, and provides medication adherence support. The patient applies at a health center for public ex-
penses for medical care at a designated TB care facility. Pending approval in a review by an infectious disease 
examination council, the patient’s copayment is reduced.


