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Fig. 1 Change of TB case notification rate (per 100,000) in TB high burden countries in Asia from 2000 to 2010

Following a decade of substantial effort to meet the international target of 70% case detection by 2003, case notifica-
tion rate increased significantly and the TB high burden countries in Asia were considered that they had achieved the
target. However, though HIV is not a serious factor to fuel TB epidemic in those countries, no country observed
significant decline of case detection, decline of TB, such as >5% annually since then that was expected according to

a model. (Source: Global TB Database at WHO)
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Fig. 2 National TB Prevalence Survey —progress and plan

The Prevalence Survey Group of the WHO Task Force began activities in 2008. From Myanmar survey 2009, basic
survey design has been standardized with chest x-ray on-spot screening in community and diagnosis with culture
examination. While only 10 surveys were carried out from 2001-2010, four or more surveys were launched every
year since 2011. More than 7 countries are planning to launch a national survey in 2014. (Source: Database of

Smear positive

Bact. positive

WHO Global Task Force)

Survey Age

Philippines 2007 10y—
Viet Nam 2007 15y—
Myanmar 2009 15y—
China 2010 15y—
Cambodia 2011 15y—
Lao PDR 2011 15y—
Ethiopia 2011 15y—

260 (170-360)
197 (149-254)
242 (186-315)
66 ( 53-79)
271 (212-348)
276 (197-354)
108 ( 73-143)

660 (510—880)
307 (248-367)
613 (502-748)
119 (103-135)
831 (707-977)
610 (466-755)
277 (208-347)

Fig. 3 Results of recent National TB Prevalence Surveys with chest x-ray screening and culture

diagnosis (prevalence/100,000 target aged population)

The prevalence survey data show high TB prevalence. Smear positive TB often occupy 30—-40% of
bacteriologically confirmed prevalent TB patients in community. There is a large gap between case
notification shown in Fig. 1 and prevalence. (Source: Database of WHO Global Task Force)
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Fig. 4 Prevalence of bacteriologically confirmed pulmonary
TB per 100,000 among aged 15y or older in China in 2000 and
2010

China observed 45% reduction of TB prevalence between
2000 and 2010, expanding DOTS nation-widely. The
prevalence survey in 2000 showed very high proportion of
known cases who were already diagnosed TB by health service
but remained bacteriologically positive in community. DOTS
with free TB service decreased prevalence of those already
known cases significantly, while the reduction of unknown
cases (cases detected by the survey) was limited (—18%).
MDR prevalence among survey participants decreased from
22/100,000 to 7/100,000. (Source : China CDC)
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Fig. 5 Prevalence of smear positive TB in Cambodia
(/100,000 aged 15y or older) in 2002 and 2011

Repeat surveys in Cambodia showed significant reduction of
smear positive TB prevalence in 9 years. Before 2002 most TB
patients were diagnosed by district TB hospital while majority
are detected by primary care health centers since 2005 when
DOTS expansion to community was completed. Due to poor
access, many symptomatic smear positive patients remained in
community in 2002. However, as community and primary care
health center based TB service was expanded dramatically,
those targeted patients of symptomatic smear positive TB
decreased in community significantly, while the reduction of
smear positive TB of those who did not report TB suspected
symptom such as chronic cough was limited. Most of remaining
cases in community in 2011 were those aged 55y or older.
(Source: Report — Second National Tuberculosis Prevalence
Survey Cambodia, 2011)
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Fig.6 Results of National TB Prevalence Survey in Myanmar
2009-10 (per 100,000)

The National TB Prevalence Survey in Myanmar illustrated
several gaps: between observed prevalence and previous
estimate —3 times difference; between older and younger age
groups; between bacteriologically positive (B+) and smear
positive (S+); between smear positive (S+) and smear
positive with chronic cough (Symp S+); between smear
positive prevalence (S+) and notification of smear positive
patients by routine case detection, surveillance data (Notifi-
cation S+). (Source: National TB Prevalence Survey 2009 -
10, Myanmar)
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The 88th Annual Meeting Invited Lecture

NATIONAL SURVEYS OF THE PREVALENCE OF TUBERCULOSIS DISEASE

— Overview, Progress and Lessons Learnt —

Ikushi ONOZAKI

Abstract This is a summary of an invited lecture at the 88th
annual assembly of the Japanese Society for Tuberculosis on
28 March 2013. The lecture was carried out in Japanese.

The WHO's Global Task Force on TB Impact Measurement
was established in June 2006 to produce a robust, rigorous
and widely-endorsed assessment of whether the 2015 targets
for reductions in TB incidence, prevalence and mortality are
achieved at global and regional levels and in individual
countries; to regularly report on progress towards these tar-
gets in the years leading up to 2015; and strengthen national
capacity in monitoring and evaluation of TB control. Three
major and inter-related areas of work were defined and work-
ing groups were established to cover each of these areas,
Surveillance, Prevalence surveys, and Estimates of TB burden,
in 2007.

Before 2000 few countries had implemented nationwide
TB disease prevalence surveys except in East Asia. In Africa,
no national survey was carried out since early 1960s except
Eritrea in 2004 that did not include chest x-ray screening and
culture confirmation. In 2007, the Task Force identified more
than 50 countries that met epidemiological and other criteria
for implementing a survey. Among them, 22 countries were
selected as global focus countries to receive intensive support
to carry out a survey by 2015.

Following five years of enormous effort in each level,
unprecedented progress has been achieved: thirteen including
eleven global focus countries carried out a survey with chest

x-ray screening and culture diagnosis between 2007 and today
(March 2013). At least six countries are expected to launch a
survey in 2013, and seven are already in a pipeline to launch
one in 2014. These surveys provide an unbiased estimation of
disease burden that is often higher than it was thought when the
survey was planned especially in Asian countries. Surveys are
also providing a rich source of data to inform programme
policy and strategy : In this lecture, lessons learnt from surveys
in China, Cambodia and Myanmar were discussed to show
impact of DOTS as well as its limitations and challenges
caused by rapidly ageing populations in Asia. An overall
synthesis of the main implications of the results from recent
prevalence surveys implemented in Asia and Africa for post-
2015 global TB policy and strategy is also in the pipeline. The
summary results and implications will be widely disseminated
from 2014 when the results of the surveys in African countries

are finalized.
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