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FOREWORD

It gives me immense pleasure to see that the Revised National TB Control Programme (RNTCP)
has covered almost the entire country by the end of 2005. Started in 1997, the RNTCP has been
implemented in a phased manner to ensure that quality of services is maintained. From 2002 onwards,
the achievements of the RNTCP have contributed significantly to the global progress towards achieving
the targets set by the World Health Assembly in relation to TB control. RNTCP has been cited as the
fastest expansion of any country’s Directly Observed Treatment Short Course (DOTS) programme in
the history of DOTS, and has earned global recognition for its success. To date over 5 million patients
have been initiated on treatment under RNTCP compared to the earlier NTP, and over 9 lakh additional
lives have been saved as a result of the implementation of RNTCP.

In the first phase of RNTCP (1998-2005), the programme’s focus was on ensuring expansion of
quality DOTS services to the entire country. A lot of progress has been made during Phase | of RNTCP.
However, there are many challenges remaining that the programme needs to overcome to achieve the
TB-related targets set by the Millennium Development Goals for 2015 and to achieve TB control in the
longer term.

The RNTCP has now entered its second phase in which the programme aims to consolidate
the gains made to date, to widen services both in terms of activities and access, and to sustain the
achievements for decades to come in order to achieve the ultimate objective of TB control in the
country. New initiatives such as DOTS-Plus treatment for multi-drug resistant TB cases are included
in RNTCP Phase Il. All these new initiatives and the planned wider collaboration with other sectors
aim to provide standardised, good quality treatment and diagnostic services to all TB patients in a
patient-friendly environment, irrespective of the health care facility from which they seek treatment. The
RNTCP Il also envisages improved access to the marginalised groups such as urban slum dwellers,
tribal groups, etc.

For this prolonged struggle towards achieving TB control in India, the highest levels of commitment
are required from the States to maintain and improve the quality of the DOTS services provided to our
citizens. Here, | would like to pay tribute to the multitude of health care workers, community workers
and volunteers who, through their effort, have made the Revised National TB Control Programme a
success, and urge them to continue their efforts with the same dedication.

| am glad that the sixth Annual Report of RNTCP is being published at this juncture in our long
term work to control TB in India. | hope that the Report will facilitate sharing of experiences and lessons
with all those involved in TB control and encourage all to join together to achieve the ultimate goal of a

TB-free India. //';)

21 February 2006 (Dr. Anbumani Ramadoss)
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RNTCP Overview 2005

“The Revised National TB Control Programme is one of the best
programmes...”

Union Health Minister Dr. Anbumani Ramadoss

(Sunday Tribune, March 2005)

The Revised National Tuberculosis Control
Programme (RNTCP) now covers the entire
country.

‘_ RNTCP achievements till date
Nationwide coverage by March 2006.
Treatment success rate has more than trebled,
from 25% in 1998 to 86% in 2004. Death rate
has been brought down seven-fold, from 29%
to 4%.

The Programme involves more than 2000 non-
governmental organisations (NGOs) and more
than 10,000 private practitioners.

Launching of service delivery at Over 200 medical colleges and more than 100
hi:l‘;l'eamm a;?m'::‘::‘":; bHi atL:E corporate health facilities are participating in
and Family Welfare, Dr Anbumani the Programme.

Ramadoss, July 2005 More than 11,000 peripheral laboratories/
Designated Microscopy Centres (DMCs) have
been established.

More than 5.4 million patients have been
initiated in treatment, saving almost a million
lives.

Master trainers on TB-HIV have been trained on
TB-HIV related issues in 12 States.

More than 500,000 public healthcare providers
have been trained under the Programme.

Expansion during 2005
By December 2005, more than 97% of the
country (1080 million in 616 districts) had
access to DOTS.
Increase in population coverage by 133 million
in 69 districts.
Every month more than 100,000 patients
initiated on treatment.
The States and Union Territories that were fully
covered in 2005 under RNTCP were Andaman
and Nicobar Islands, Dadra and Nagar Haveli,
Daman and Diu, Jammu and Kashmir, Jharkhand,
Lakshadweep, Tripura and Uttar Pradesh.

8 TB India 2006



Despite devastation by the tsunami in late
2004, the Andaman and Nicobar Islands were
able to recover and provide facilities for TB
patients.

Jammu and Kashmir has a DOT centre at the
highest altitude (at over 15,000 feet) in the
country. The centre was inaugurated at Leh by
the Hon’ble Union Minister of Health and Family
Welfare, Dr Anbumani Ramadoss.

Other achievements during 2005

Initiated piloting of a ‘“referral for treatment’
mechanism in 12 districts with large medical
colleges, aimed at developing a seamless RNTCP
service between medical colleges and general
health services.

External Quality Assessment (EQA) protocol and
the revised RNTCP EQA guidelines have been
finalised. EQA activities have been implemented
in six large States and in parts of other States.
Onsite evaluation of 14 State-level laboratory
facilities has been done by teams from Central
Institutes of RNTCP [National TB Institute (NTI)
and Tuberculosis Research Centre (TRC)].

Drug resistance surveillance (DRS) protocol
finalised and State-representative DRS surveys
initiated in Gujarat (August 2005) and
Maharashtra (November 2005).

DOTS-PLUS guidelines developed for starting
treatment of MDR TB cases.

Patient-wise Boxes (PWBs) for paediatric
patients have been developed. This is a unique
global achievement for RNTCP, as no other
DOTS programme in the world has such PWBs
for the treatment of children with tuberculosis.
The first supplies should arrive during the first
quarter of 2006.

RNTCP training modules have been revised and
put in use since January 2005 for training.
Training modules on Public-Private Mix (PPM)
have been developed.

Training modules on TB-HIV issues have been
developed jointly with the National AIDS Control
Programme and are being used for various levels
of health workers.

TB-HIV co-ordination activities have been

RNTCP Overview 2005

extended to another eight States. Thus, as
of 2005, 14 States have initiated TB-HIV co-
ordination activities.

HIV surveillance in TB patients in four districts
of southern States started.

RNTCP has continued to improve drug logistics
management in 2005 through training
workshops on drug inventory management
practice for District TB Officers (DTOs) and State
level pharmacists .

Intensive monitoring for 25 poor performing
and highly populated districts initiated.

Sites identified for conducting disease
prevalence surveys in different zones and
proposals invited.

Mortality surveys started in Andhra Pradesh and
Orissa.

State specific Annual Risk of TB Infection (ARTI)
surveys started in Andhra Pradesh and Kerala.
A five-day national level training of Information,
Education and Communication (IEC) officers of
the States organised with the collaboration of
Danida Assisted Revised National Tuberculosis
Control Programme (DANTB) in Orissa.

National level “TB Awareness Run” organised
on World TB Day in collaboration with partners
and was flagged off by Hon’ble Union Minister
of Health and Family Welfare, Dr. Anbumani
Ramadoss.

PPM activities expanded. PPM Advocacy Kit
developed for involvement of other sectors.
A book entitled “Tuberculosis Control in India”
edited by S.P. Agarwal and L.S. Chauhan
(Directorate General of Health Services, Ministry
of Health and Family Welfare, Government of
India) covering all technical aspects of the
Programme, was published.

Second phase of RNTCP became effective from 1
October 2005 after Cabinet approval.

Project Implementation Plan for RNTCP II
prepared, approved by Government of India and
waiting for approval from World Bank.

Meeting of Health Secretaries of States
and Union Territories held at Neemrana in
November 2005.

RNTCP Status Report
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CHAPTER 1

10

"Together we can make a difference in the lives of TB patients and save the
new generation from the dreaded disease.”

Dr. R.K. Srivastava, DGHS,

—Excerpt from keynote address, NATCON Meeting, Lucknow,

Tuberculosis (TB) disease newly affects around 1.8
million Indians every year. It is an infectious disease
caused by the bacillus Mycobacterium tuberculosis
and spreads through the air. India accounts for a fifth
of new TB cases in the world. TB-HIV co-infection
makes the task of TB control a bigger challenge.

Extent of the disease

Two of every five Indians are infected with the TB
bacillus. Of them, 10% will develop TB disease
during their lifetime. Every day, about 5,000
people develop the disease and around 1000
die. Every year, almost 1.8 million new cases
occur in the country, of which almost half are
infectious. Patients with infectious pulmonary TB
disease can infect 10-15 persons in a year. Poorly

India is the highest TB burden
country globally accounting for one
fifth of the global incidence

Globally 8.8
million new TB

cases occur India, 20%
annually China 15%
Indonesia 7%

Nigeria 4%

Non-HBCs 20% Bangladesh 4%

Pakistan 3%
Ethiopia 3%
Phillippines 3%

Other 13 HBCs 18% South Africa 3%

Source: WHO Geneva; WHO Report 2005: Global Tuberculosis Control;
Surveillance, Planning and Financing
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treated patients can develop drug-resistant and
potentially incurable forms of TB.

Economic burden of tuberculosis
InIndia, TB kills more adults in the most productive
age group (15-54 years) than any other infectious
disease. Almost 370,000 die every year. The
disruption caused - to both society and economy
- is incalculable. A patient of TB takes an average
of three or four months to recuperate, losing that
much income. The loss is disastrous for those
struggling against poverty and under-development.
The direct cost of the disease in India annually is
estimated at US$ 300 million annually; the annual
indirect cost is US$ 3 billion.

TB affects mostly young adults

119920

120000

110000 107396

& 70000

20000

0-14 15-24 25-34 35-44 45-54 55-64 65+

Age groups

Source: RNTCP Data, 2005



Tuberculosis: Burden of the Disease in India

TB is a curable disease even among individuals infected with
HIV. Directly Observed Treatment, Short course (DOTS) is as
effective among HIV-infected TB patients as among those who

are HIV-negative.

Social impact of the disease

More women in India die of TB than any other
infectious disease, and more than from all other
causes of women'’s deaths put together. Children
of parents with TB often drop out of school
to supplement the family income and to help
take care of siblings. The social stigma of the
disease adds to the burden, of both men and
women, particularly if the disease occurs in their
youth. Studies indicate that while men have to
deal with the stigma at their workplaces and
in the community, women are ostracised in the
household and the neighbourhood. More than
100,000 women with TB disease are abandoned
by their families every year. Studies also indicate
that women feel disinclined to discuss their
illness or participate in social life.

Tuberculosis and HIV

TB is the most common opportunistic disease
that affects people infected with HIV. As HIV
debilitates the immune system, vulnerability to

TB is increased.

India has  the Lifetime risk of

second largest HIV- devill.oplng e
infected population o foease

in the world with

over five million 60

Indians  infected 50

with HIV. Of them, | §40

two million are | $30

estimated to be co- 20
infected with TB.
The lifetime risk of
people developing PPD+/HIV-  PPD+/HIV+
TB disease is 10% negative

in those persons

who are infected with TB and are HIV-negative,
compared to over 50% in the case of people
infected with HIV. HIV is the most powerful risk
factor for the progression of TB infection to the
disease. In a reciprocal manner, TB accelerates
the progression of HIV into AIDS, thus reducing
the chances of survival of HIV-positive persons.

10

TB affects the most productive age group (15-54 years) than any other infectious disease
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CHAPTER 2

Five thousand people (globally) die from tuberculosis every day, although the
disease is both preventable and curable. Clearly, we must work harder if we
are to achieve, by 2015, the Millennium Development Goal of halting and
beginning to reverse the spread of TB as one of the world's major diseases.

Kofi A. Annan
UN Secretary-General

Five components of DOTS

Political and administrative commitment

Good quality diagnosis, through sputum microscopy
Uninterrupted supply of good quality drugs
Directly observed treatment

Systematic monitoring and accountability

testimony to the commitment of the Government.
The Union Cabinet has now approved the RNTCP
Phase II for the period 2006-2010.

Good quality diagnosis through sputum
microscopy

Top quality microscopy allows health workers
to detect the TB bacillus and is essential for
identifying the infectious patients who need
treatment the most. Sputum microscopy is the
best tool for detection as it provides information

Smt. Panabaka Lakshmi, Minister of State for Health giving DOTS to X R . K
a TB patient in the Multi Media Campaign in Vellore district of TamiL ~ ON the infectiousness of the patient, helps in

Nadu, November 2005 categorisation of the patient for treatment and

is an objective method to monitor the patient’s
Political and administrative commitment
Since TB can be cured and the epidemic reversed,
it warrants the topmost priority, which has been
accorded by the Government of India. This
priority should be continued and expanded at the
State, district and local levels. The Government’s
commitment is measured in terms of funds
granted, human resources and administrative
support. The success of the Revised National
Tuberculosis Control Programme (RNTCP) bears

Smear microscopy
gives more accurate
diagnosis

98%

IS o © =)
S S S S

N
=3

Number of patients diagnosed with TB

o

AFB X-ray
Microscopy
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progress. Other advantages of this method are that
it is relatively easy to perform and less expensive
than an X-ray. The result is available within two
days and correct treatment can be started without
delay. Although sputum microscopy is the primary
diagnostic tool, RNTCP diagnoses and treats
all forms of TB using standardised diagnostic
algorithms.

Uninterrupted supply of good quality
drugs

An uninterrupted supply of good quality anti-
TB drugs must be available. In the RNTCP, an
individual box of medications for the entire
treatment is earmarked for every patient

registered, ensuring the availability of the full
course of treatment to the patient the moment
he/sheis registered for treatment. Hence, Directly
Observed Treatment, Short course (DOTS) ensures
patient adherence, and prevents development of
multi-drug resistant (MDR) TB.

DOTS - Its Advantages

Directly observed treatment

The heart of the DOTS programme is ‘directly
observed treatment” (DOT), in which a health
worker or another trained community volunteer
who is not a family member, watches as the
patient takes the anti-TB medicines in their
presence. RNTCP uses intermittent short-course
chemotherapy (SCC) regimens, which reduce
the duration of treatment and facilitate directly
observed treatment.

Under optimal conditions, treatment without
observation achieves a success rate of 50-60%,
whereas direct observation results in 85-95%
success rate. In this way, DOT ensures that the
patient adheres to the treatment until completion.
The responsibility for this falls on the health
provider, who ensures that the right drugs in the
right doses are taken at right intervals for the
right duration.

Systematic monitoring and
accountability

The Programme is accountable for the outcome
of every patient put on treatment. RNTCP uses a
standardised recording and reporting system. The
cure rate and other key indicators are monitored
at every level of the health system, and if any
area is not meeting expectations, supervision is
intensified. RNTCP shifts the responsibility for
cure from the patient to the health system.

RNTCP Status Report



DOTS - Its Advantages

DOTS in India

DOTS is the internationally recommended strategy
for TB control, adopted as the Revised National
Tuberculosis Control Programme in India. DOTS
has proved to be an effective tool in controlling
TB on a mass basis and is being used in over 180
countries. India has adapted and implemented
DOTS in different parts of the country since 1993.
A fully-fledged DOTS programme began in India in
1997 and has been expanded in a phased manner
throughout the country. Large scale expansion of
RNTCP was achieved with 50% coverage by 2002.
By the end of 2005, RNTCP covered a population
of 1080 million (97%) and full coverage is likely
to be achieved by March 2006.

The RNTCP aims to detect at least 70% of new
smear positive TB cases and cure at least 85%
of them.

Anti-TB treatment

RNTCP uses intermittent short-course chemotherapy
regimens, as recommended by the World Health
Organization, to reduce the treatment duration and
facilitate direct observation.

Treatment is divided into two phases: intensive
and continuation.

In India, the following schedule is followed:

¢ Intheintensive phase (two to three months),
each dose is administered three times a week,
under direct observation.

¢ In the continuation phase (four to five
months), at least the first of the three-times-
a-week doses is administered under direct
observation.

The treatment category and regimen depend on
the type of patient.

Under the RNTCP, all sub-centres, primary health
centres, community health centres, and other
health facilities provide DOT services to patients.
The progress of the patient is monitored through
sputum microscopy. As TB patients may also
seek treatment from private physicians, the
government has taken initiatives to provide DOTS
services through the private sector.

Advantages of DOTS

¢ Accuracy of TB diagnosis is more than
doubled.

¢ Treatment success rate is up to 95%.

¢ Prevents the spread of the tuberculosis
bacillus, thus reducing the incidence and
prevalence of TB.

¢ Helps alleviate poverty by saving lives,
reducing duration of illness and preventing
spread of infection.

¢ Improves quality of healthcare and removes
stigma associated with TB.

¢ Prevents failure of treatment and the
emergence of MDR-TB by ensuring patient
adherence and uninterrupted drug supply.

¢ Lends credibility to TB control efforts.

Bringing back the smiles with DOTS

TB India 2006



DOTS - Its Advantages

Categorisation and Treatment Regimens under RNTCP

Category of | Type of patient
treatment

Category I New sputum smear-positive

Regimen*

2H3R3Z3E3+ 4H3R3

Seriously ill** new sputum smear-negative

Seriously ill** new extra-pulmonary

Category II Sputum smear-positive Relapse

Sputum smear-positive Failure
Sputum smear-positive Treatment After Default
Others***

Category III

New Sputum smear-negative, not seriously ill
New Extra-pulmonary, not seriously ill

2H3R3Z3E3S3 + 1H3R3Z3E3 + 5H3R3E3

2H3R3Z3 + 4H3R3

*The number before the letters refers to the number of months of treatment. The subscript after the letters refers to the number of doses per week. The dosage
strengths are as follows: H: Isoniazid (600 mg), R: Rifampicin (450 mg), Z: Pyrazinamide (1500 mg), E: Ethambutol (1200 mg), S: Streptomycin (750 mg).
Patients who weigh 60 kg or more receive additional Rifampicin 150 mg. Patients who are more than 50 years old receive Streptomycin 500 mg. Patients who
weigh less than 30 kg receive drugs as per body weight. Patients in Categories I and II who have a positive sputum smear at the end of the initial intensive

phase receive an additional month of intensive phase treatment.

** Seriously ill also includes any patient, pulmonary or extra-pulmonary who is HIV-positive and declares his sero-status to the categorising/ treating medical

officer (M0). For the purpose of categorisation, HIV testing should not be done

*** In rare and exceptional cases, patients who are sputum smear-negative or who have extra-pulmonary disease can have Relapse or Failure. This diagnosis in
all such cases should always be made by an MO and should be supported by culture or histological evidence of current, active TB. In these cases, the patient

should be categorised as ‘Others’ and given Category II treatment.

¢ Provides a model for strengthening health
services.

The DOTS strategy, as implemented in India,
already incorporates all components of the new
STOP TB Strategy to be published by WHO in
2006. The RNTCP is already collaborating with
the National AIDS Control Programme (NACP)
to address TB-HIV and has developed guidelines
for management of MDR-TB. By strengthening

laboratories and drug delivery systems, and by
providing additional contractual staff, RNTCP
continues to strengthen the general health
system in the country. In the area of involvement
of all care providers, public as well as private,
RNTCP has been a global leader. Research done in
India, especially at the TB Research Centre (TRC),
Chennai, continues to drive policy decisions in
RNTCP, and IEC is now an important part of the
Programme.

“In the last few years India’s Revised National Tuberculosis
Control Programme has made major contributions to the global
increase in case detection under the DOTS strategy. The new
Stop TB strategy, recommended by WHO, is an opportunity for
India to consolidate the gains and address additional challenges,

including MDR-TB.”

- Dr Mario Raviglione, Director, Stop-TB Department,

WHO Headquarters, Geneva

RNTCP Status Report

15



CHAPTER 3

16

“India has made remarkable progress in expanding the internationally
recommended DOTS strategy to 97% of the country. The challenge is to sustain
good quality services, widen the reach through involvement of wider network
of healthcare providers, and deal with newer challenges posed by TB-HIV co-
infection and drug resistance.”

RNTCP Phase 11

The Revised National TB Control Programme
(RNTCP) is built upon the infrastructure already
established bythe previous National Tuberculosis
Programme (NTP), while incorporating the
elements of the internationally recommended
Directly Observed Treatment, Short course
(DOTS) strategy.

Large-scale implementation of RNTCP began in
1997, with assistance from the World Bank.
The initial five-year project plan was to be
implemented in 102 districts of the country,
and also to strengthen another 203 districts
for introduction of the revised strategy at a
later stage. In early 2002, the World Bank-
assisted TB control project was extended for
another two years, within the same budgetary
provision, to cover a population of 700
million. The Government of India took up the
challenge of nationwide expansion of RNTCP
by the year 2005, before the next phase of the
project began.

By the end of 2005, 97% of the country was
covered by DOTS, and full coverage is aimed
at by March 2006. After a phased expansion
during the past eight years, RNTCP has reached
very close to achieving the global targets of
case detection and treatment success.

TB India 2006

Dr. S. J. Habayeb
WHO Representative to India, January 2006

However, to have an impact on the epidemiology
of TB, the Programme needs to maintain
high case detection and success rates for decades
to continue.

Phase II of the RNTCP is a step towards achieving
the TB-related Millennium Development Goal
(MDG) targets. The goal of the TB Control
Programme is to decrease mortality and morbidity
due to TB and cut transmission of TB. DOTS remains
the core strategy. The second phase of the RNTCP
will consolidate, maintain and further improve
the achievements of the first phase. RNTCP II is
expected to maintain at least 70% case detection
rate of new smear positives and maintain a cure
rate of at least 85%. It aims to further increase
the access of services to marginalised groups
in hard-to-reach areas through continuation
of all activities of Phase I and with intensive
monitoring, supervision and evaluation.

To provide standardised, good-quality service in
a patient-friendly environment, the Programme
will strengthen inter-sectoral collaboration,
involve medical colleges and conduct need-
based, focused and people-centric Information,
Education and Communication (IEC) activities.

The new activities proposed in RNTCP are the
scaling up of the State-levelintermediate referral



laboratories (IRL) capacity for nation-wide
implementation of external quality assessment
(EQA) of sputum smear microscopy services
and provision of culture and drug sensitivity
testing. Implementation of DOTS-Plus for multi-
drug resistant TB cases will occur in a phased
manner, and procurement and distribution of
paediatric drug boxes for improved care of
paediatric cases will take place early 2006.

In view of the new and focussed on activities,
institutional strengthening at national, State
and district level is being taken up by RNTCP.
The positions of TB-HIV coordinator, urban
coordinator and communication facilitator
have been introduced at State, district and
sub-district levels.

In order to discuss new initiatives in RNTCP and
also to obtain the commitment of the States
to the Phase II plan, a meeting of Health
Secretaries and Senior TB Officers was held at
Neemrana in November 2005

Financial resources

The first phase of the World Bank assisted RNTCP
ended on 30 September 2005. The second
phase of the project that has commenced on 1
October 2005 for a further period of five years
is being assisted by the World Bank, and the
Department for International Development

(DFID). The total project cost is US$ 256

RNTCP: Implementation Status and Activities in 2005

million of which the World Bank assistance is
US$ 170 million and DFID assistance (via WHO)
in the form of drugs for 500 million population
is US$ 63.7 million.

In addition, the RNTCP is supported by the
Global TB Drug Facility (GDF), the Global Fund
to Fight AIDS, Tuberculosis and Malaria (GFATM)
and the United States Agency for International
Development (USAID). Danida had provided US$
14 million under Phase I to support RNTCP in
the State of Orissa. In addition, US$ 26 million
was provided by DFID to cover the entire State
of Andhra Pradesh. The GDF was providing
anti-TB drugs for the State of Orissa, and also
for an additional 200 million population as a
commodity grant valued at over US$ 2 million
per year up to 2005. The GFATM is providing US$
8.6 million to cover a population of 56 million
in the three States of Chhattisgarh, Jharkhand
and Uttaranchal from the GFATM Round 1, US$
29 million to cover a population of 110 million
in Bihar and Uttar Pradesh from Round 2, and
US$ 26 million to cover Andhra Pradesh and
Orissa. USAID is providing grant assistance of
US$ 6.58 million over five years (up to 2007)
for covering the entire 21 million population
of Haryana.

The Government of India provides 100% grants-
in-aid to the implementing agencies i.e. States/
UTs besides free drugs. The States are expected

National meeting of Health Secretaries and State TB Officers at Neemrana, November 2005

RNTCP Status Report



RNTCP: Implementation Status and Activities in 2005

Population covered under RNTCP and number of TB patients put
on treatment in each quarter
1200 4 - 350000
m Total patients treated °|302:251
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to use the existing health infrastructure and it
also provides some manpower resources.

RNTCP activities in 2005

RNTCP expansion status

In 2005, RNTCP covered an additional 132.8
million people in 69 districts. Almost the entire
country (97%) had access to DOTS services by the
end of 2005.

The States that achieved full coverage in 2005
were Jammu and Kashmir, Jharkhand, Tripura and
Uttar Pradesh.

Rapid scale-up of RNTCP coverage,

1998 through 2005
Year Population Covered
(millions)
1998 18
1999 130
2000 287
2001 450
2002 530
2003 778
2004 947
2005 1080
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The Union Territories that were fully covered in
2005 under RNTCP were Andaman and Nicobar
Islands, Dadra and Nagar Haveli, Daman and Diu
and Lakshadweep.

Although the Andaman and Nicobar Islands were
devastated by the tsunami in late 2004, they
recovered enough in 2005 to provide facilities for
TB patients by July 2005.

Jammu and Kashmir has the DOTS centre at the
highest altitude at over 15,000 feet. The service
delivery was started in the presence of the
Hon’ble Minister of Health and Family Welfare,
Dr Anbumani Ramadoss.

Expansion of DOTS coverage

in 2005
Increase in Increase
coverage (millions)  in districts
(number)

Quarter 1 54.2 18
Quarter 2 28.8 14
Quarter 3 28.8 25
Quarter 4 21.0 12
Total 132.8 69




Quality-assured diagnostic
services

Laboratory network
A nation-wide network of RNTCP quality assured
designated sputum smear microscopy laboratories
has been set up, providing appropriate, available,
affordable and accessible diagnostic services for
TB suspects and cases.

The cornerstone of the RNTCP is the DOTS
strategy. One crucial activity for DOTS is to
ensure access to quality-assured TB sputum
microscopy for case detection among persons
presenting with, or found through screening to
have, symptoms of TB. This component of DOTS
requires the presence of a network of quality
laboratories in the country.

Under RNTCP, efforts have been made to
consolidate the laboratory network into a well-
organised one, with a defined hierarchy for
carrying out sputum microscopy with External
Quality Assessment (EQA), and Drug Resistance
Surveillance (DRS) related activities. New
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TRC Laboratory, Chennai

protocols for sputum microscopy and DRS have
been prepared. A Central Laboratory Committee
has been constituted with the microbiologists
of the three National Reference Laboratories
(NRLs), and Central TB Division (CTD) and WHO
representatives as members. This committee
works as a task force to guide laboratory-related
activities of the Programme.

The laboratory network for RNTCP in India consists
of three designated NRLs: Tuberculosis Research
Centre, Chennai; National Tuberculosis Institute,
Bangalore; and Lala Ram Sarup Institute of
Tuberculosis and Allied Sciences, New Delhi.

Structure of RNTCP laboratory network
The different levels of laboratories under RNTCP are as follows:

Central TB Division :

y -3

= National Reference
Lab

State TB Cell I::;;- Intermediate Reference Lab
e Y i -

District TB Centre

—> direction of supervision
- = direction of feedback
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It is planned to have 24 Intermediate Reference
Laboratories (IRLs) at the State level, and more
than 11,000 Designated Microscopy Centres
(DMCs). A nodal laboratory in each State will be
designated as the IRL. The State TB Training and
Demonstration Centres (STDCs) will be designated
as IRLs, if they have a well-functioning laboratory.
Otherwise, the State is to identify a Public Health
Laboratory or Medical College Laboratory and
designate that as the IRL after the laboratory is
assessed by a visit from the NRL.

The RNTCP-Designated Microscopy Centres in
each district are the peripheral laboratories.
A Designated Microscopy Centre is established
for approximately 100,000 population (50,000
in tribal and mountainous areas). Each DMC
has a trained laboratory technician, upgraded
laboratory facilities, binocular microscope and
laboratory consumables. RNTCP has accorded
high priority to ensuring the quality of sputum
smear microscopy services in order to achieve the
objectives of the RNTCP.

Role of each level of laboratory under sputum

microscopy EQA

National Reference Laboratory Each of the three National Reference Laboratories supervises
sputum microscopy EQA of 8-11 States designated under them.
The NRLs are accredited laboratories as their EQA is being
performed by a WHO supra-national laboratory in relation to
anti-TB drug sensitivity testing.

Intermediate Reference
Laboratory

The designated IRL conducts sputum microscopy EQA
for the State and occasionally for a neighbouring State or Union
Territory. The IRL ensures proficiency of RNTCP staff for carrying
out good quality diagnosis by providing technical training to
district and sub-district technicians and Senior TB Laboratory
Supervisors (STLSs). It undertakes on-site evaluation visits and
panel testing of each District Tuberculosis Centre (DTC) in the
State at least once a year. The IRL manufactures slides for panel
testing of the district staff. It undergoes accreditation for both
EQA and drug sensitivity testing (DST) by the concerned NRL
or by both the NRL, and the WHO supra-national laboratory, as
decided by the Central TB Division.

District TB Centre The District TB Officer (DTO) manages all activities concerned
with EQA, especially blinded re-checking of smears. Logistics
of maintaining good quality reagents and equipment at all
units in the district is the responsibility of the DTO. At the
DTC, all reports from the sub-districts are consolidated and

sent to the IRL.

TB Unit The STLS carries out on-site evaluations and blinded re-
checkings as part of his/her supervisory activities. (A TB unit
is established at the sub-district level at the rate of one per
500,000 population [one per 250,000 population in tribal and

hilly areas]).
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The RNTCP plans to utilise the State health
infrastructure optimally to provide affordable
and quality-assured microscopic services. The

The following list gives the details of various
State level Institutes/Laboratories identified as
STDC/IRL (status as on Dec. 2005):

objective of implementing sputum microscopy
EQA in the laboratory network is to have an in-
built routine system for sputum microscopy EQA,
for supervision and monitoring of the diagnostic
systems by the STLS locally and by the intermediate

(State-level) and national laboratory network for | Andhra STDC Hyderabad Yes
RNTCP at the higher levels. G
Arunachal STDC Naharlagun No
Pradesh
Under the new RNTCP EQA protocol, the role of —

h level of lab Nati | Ref Assam Guwahati Medical College No
each level of laboratory - National Reference Hospital, Guwahati — Yet
Laboratory, Intermediate Reference Laboratory to start activities
and Peripheral Laboratory - has been clearly |Bihar STDC, Patna No
defined. The sputum microscopy activities will | Chhattisgarh | New STDC being No

. . S constructed at Raipur
consist of three evaluation activities by these : :

. . . . Delhi New Delhi TB Centre No
laboratories: on-site evaluation, panel testing :
. . . . Gujarat STDC Ahmedabad Yes
and blinded re-checking of routine slides. :
Goa GMC Bambolim (proposed No
for IRL)
Demonstration Centres (STDCs) Himachal TB Hospital, Dharampur No
One of the primary objectives of the RNTCP | Pradesh
Phase I was to decentralise implementation ?:?gl?;u 2;350\5/;‘839“ (Pending No
and monitoring of the programme to the State
in a phased manner. In this scenario it became | Kashmir STDC Srinagar Yes
pertinent that the STDCs are strengthened to (J&K)
increase their capacity to assist the State TB Cell | Zharkhand | Ttki TB Sanatorium 165
(STC) in training, monitoring, supervision and |KXamataka | STDC Bangalore 165
: Kerala STDC, Yes
advocacy. The.y wc.)uld play the role of the technical Thiruvananthapuram
reﬂ?rence point in the State for TB control. A Madhya STDC Bhopal Yes
review of STDCs was conducted by Central TB | Pradesh
Division in 2001-02 and it was observed that | Maharashtra |STDC Nagpur Yes
though STDCs had adopted RNTCP guidelines all | Orissa STDC, Cuttack Yes
of these were not strengthened enough to provide | Pondicherry | STDC Pondicherry No
technical support to State TB Officer (STO)/STCas | Punjab STDC Patiala, Government Yes

. Sl s Medical College, Patiala
envisaged. One of the reasons contributing to the - —— .
situation was non-availability of standardised SRa;:St an iRLC Jmerd c ” Yes

. t Gangt
guidelines, for the role STDCs would need to play T1 TN ; . timtpOS:T: a'ng 0 Nes
in RNTCP. The 2003 GoI-WHO Joint Monitoring | " " | Medicine, Chemai, °
Mission of RNTCP also called for strengthening proposed
of STDCs as a step towards capacity building | Uttar Pradesh SDTDE Asllcr;.Adgi_tifnally, No
of the States for effective implementation of Kgﬂ(,,°wc‘,f,§§w‘,°u?1%ye}

RNTCP related activities. Accordingly, the STDC process for agreement
guidelines for RNTCP were formulated in 2003 and | Uttaranchal ge\ﬁ SchDC proposed in No
. . . . enraaun
States were advised to identify STDCs along with e
West Bengal | STDC Kolkata Yes

Intermediate Reference Labs (IRLs).

Name of the
institutions where

the lab is identified/
functional

Whether
undertaking
EQA
supervision

RNTCP Status Report

21



22

RNTCP: Implementation Status and Activities in 2005

e

DDGTB interacting onsite with State Officials for setting up of IRL in
Tamil Nadu, December 2005

These institutes are currently at varying levels
of functionality. Strengthening in terms of staff,
infrastructure and processes are still underway
in a vast majority of STDCs. Crucial posts of
Microbiologist and Epidemiologist are yet to be
filled in many States. Currently, the programme is
stressing to the State governments the need to
bring up the capacity of these institutes so that
they can in future be developed as culture and
DST labs, and can undertake the role of accredited
lab for DOTS-Plus in the States.

Drug resistance surveillance
(DRS) under RNTCP

The prevalence of drug resistance to TB can be
taken as an indicator of the effectiveness of the
TB control activities over a period of time, and
therefore RNTCP has taken steps to measure this
important indicator.

The aim of DRS is to determine the prevalence
of anti-mycobacterial drug resistance among new
sputum smear positive pulmonary tuberculosis
(PTB) patients and also among previously treated
sputum smear positive PTB patients. Drug-
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resistant TB has frequently been encountered in
India and its presence has been known virtually
from the time anti-TB drugs were introduced for
the treatment of TB.

Since the available data represents only a small
area of the country, there is a need for continuous
surveying of drug resistance by a network of
investigators in different regions of the country.

A new protocol for State-wide DRS under RNTCP
has been developed in 2005. Over the next five
years, RNTCP plans to systematically carry out
State-wide DRS surveys in the States of Andhra
Pradesh, Delhi, Gujarat, Kerala, Maharashtra,
Orissa, Uttar Pradesh and West Bengal. This
will cover almost 54% of the population of the
country under evaluation of prevalence of drug
resistance. Another survey would be carried out
in the same States, using the same methodology,
at the end of the five-year period. Besides
this, the Indian Council of Medical Research
(ICMR) would be undertaking separate DRS in
the States of Tamil Nadu and Sikkim. By 2010,
there will be a network of about 24 quality-
assured and accredited State-level culture
and drug sensitivity testing laboratories. Drug
resistance surveillance surveys will have been
completed in a total of eight States, with two
rounds having been completed in four States.

The State-wide DRS survey protocols for
Maharashtra and Gujarat have been finalised.
The piloting of the study was conducted
successfully in July-August 2005 in Gujarat
and in September 2005 in Maharashtra. The
DRS surveys were subsequently started in
August 2005 in Gujarat and in November 2005
in Maharashtra.

Monitoring and evaluation

Supervision and monitoring strategy

The Revised National Tuberculosis Control
Programme started in India in 1997, and has
shown a rapid rate of expansion whilst maintaining
the quality of services.



Strategy document for Supervision and Monitoring
developed by RNTCP in March 2005

RNTCP is a difficult Programme to implement and
manage, both from the technical and programmatic
viewpoints, in a large country like India. It has
relatively complex diagnostic, treatment and
follow-up dimensions, especially when all these
activities are to be supervised and monitored, and
the staff held accountable for its provision.

As a large number of districts have started
implementation of the Programme in recent years,
it is crucial that proper systems are not only put
into place at the outset but also that these systems
ensure that good quality services continue to be
provided on a sustainable basis in the coming years.
At the same time, it is important to monitor the
districts which have been implementing for a few
years, so as to ensure that wrong practices and
laxity do not set in.

A ‘Strategy Document on Supervision and
Monitoring of RNTCP" has been introduced from
early 2005. The document provides detailed
guidelines on activities to be conducted by the
Programme managers and supervisory staff; has
an exhaustive list of monitoring indicators for
assessment of Programme performance from the
most peripheral health institution to the national
level - to assess the political and administrative
commitment, human resource, diagnostic and

RNTCP: Implementation Status and Activities in 2005

treatment services, drug, logistic and financial
management, TB-HIV, IEC, supervision and
recording and reporting. The document also
provides Programme review checklists for Health
Secretaries, District Magistrates and Chief District
Health officers.

A Central Monitoring Unit led by Chief Medical
Officer (TB) and supported by WHO consultants
has been established for supervision, monitoring
and surveillance of TB control activities in the
country. The unitalso overseas the implementation
of this strategy in the States and districts.

At the State level, the full staff complement
of the State TB Cell (STC) as laid down in the
Programme guidelines, needs to be in place.
Provisions have been made to strengthen the
monitoring activities within a State by provision
of adequate mobility at the STDC and at the STC.

In RNTCP Phase II, in addition to the existing
contractual staff (STS, STLS and proportion of LT
and MOs), additional staff have been provided
such as urban coordinators, TB-HIV coordinators
and microbiologists.

Recording and reporting and the
surveillance system

RNTCP has a robust recording and reporting
system that has been in use since the start of
the Programme. The system allows for systematic

Programme surveillance system

| Peripheral Health Institute |

Monthly Report

\A
| Tuberculosis Unit |

Quarterly Report

Feedback

o Foodback | District TB Centre]
Electrdnic Transmission

: Quarterly Report

~[Central TB Division'=—] _ State TB Cell

Note: 93% of reports from the districts received electronically in 2005

Programme Surveillance System of RNTCP Information System
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cohort analysis of case detection, sputum
conversion and treatment outcomes. To further
strengthen the surveillance system, the RNTCP
treatment cards, laboratory registers, TB registers
and quarterly reporting formats have been recently
modified, and a few additional records have been
added to document referrals for treatment after
diagnosis, quality of DOTS implementation and
External Quality Assessment (EQA) protocol for
sputum smear microscopy. These new and revised
reporting formats have been in use since the first
quarter of 2005.

Electronic transmission of data

The quarterly reports are prepared at the sub-
district Tuberculosis Unit (TU) level and sent
to the district level. At the district level, each
district has been provided by RNTCP with a
computer and a data entry operator. The TU
reports are entered into the computer at the
district and the collated district quarterly
reports are emailed to the Central TB Division
(CTD), with a copy to the State TB Officer
(STO). At the national level, a quarterly and
annual performance report is generated with
State and District-wise performance indicators,
which is placed on the Programme website
(www.thcindia.org). This system of electronic
transmission of data using the Epicentre
software package, has been a key factor in the
timely analysis of data at the national level.
This system will be continued with possible
software updates.

A user-friendly Windows-based version of
Epicentre is being developed, and will be field-
tested and operationalised in 2006.

Process of monitoring

Broadly, the Programme implementation and
performance can be monitored through analysis
and feedback on routine surveillance data,
supervisory visits, review meetings at various
levels and Programme evaluation by different
agencies. Measurable indicators for quality control,
Programme outcomes and operational effectiveness
are the basis for Programme monitoring.
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1. Analysisand feedback on routine surveillance
data: Surveillance data are received
through quarterly reports. A correctly
compiled quarterly report gives ground
level information on the performance of the
Programme. The State TB Officers/Medical
Officers — STC analyse the district-level
quarterly reports and provide feedback to
the respective districts within the State.
Till date 22 States/Union Territories have
been formally trained in monitoring and
they are routinely analysing the quarterly
reports and sending feedback. CTD reviews
the States’ feedback and sends commentary
on the quality of States feedback.

2. Supervisory visits and feedback: RNTCP lays out
clear responsibilities to the respective staff at
all levels in relation to supervisory visits. A
supervisory register is being maintained at all
health institutions (implemented in 15 States)
for recording the findings of field visits and
recommendations by the supervisory staff. The
register facilitates monitoring the follow-up
actions taken by the institution/staff.

DDGTB interacting with STS in Tiruvullur district, Tamil Nadu,
December 2005

3. Review meetings: There is already an in-built
system in RNTCP for periodic review of the
Programme implementation activities at all
levels. Quarterly review meetings are held at
the State-level. Bi-annual review meetings
of State TB Officers are held at the national
level to discuss progress and performance



National Review Meeting of the STOs at Kolkata, May 2005

indicators. One such meeting was held at
Kolkata in May 2005 and another at Manesar
in December 2005.

4. Periodic in-depth evaluations: Information
and action points generated through
periodic evaluations are an important tool
for evaluation of the Programme. RNTCP has
already a system for such evaluation. States
are expected to conduct internal evaluation
of two districts per quarter.

Seven centrally driven internal evaluations were
carried out in 2005, two in Uttar Pradesh, and
one each in Andhra Pradesh, Karnataka, Madhya
Pradesh, Orissa and Tamil Nadu.

It was found that where the DTO was technically
and administratively strong, the Programme
showed an improvement and the data reflected
ground realities.

Instances of strong commitment were seen in
Andhra Pradesh and Karnataka where STOs are
trying their level best to improve the Programme
in spite of the many limitations.

In the course of these evaluations, the strengths
of the Programme were identified such as
the organisation of DOT through community
volunteers.

More than 95 State-conducted internal evaluations
were carried out in 2005. These evaluations have
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been good learning experiences for DTOs of other
districts as sharing of experiences and ideas have
contributed to improvements.

Intensive monitoring was conducted in 25 select
districts which has resulted in fruitful interactions
in the review meetings. These forums have
provided an opportunity to convey important
messages to all States and districts as well as
strengthen basic systems for further improvement
of the Programme.

Human Resource Development
Crucial to the implementation of the supervision
and monitoring strategy is the preparation of a
human resource development (HRD) plan at the
Central, State and District levels. Efforts have
been made to strengthen the human resource
capacity at Central and State levels, both in terms
of numbers and skill level.

Objective

The objective of the HRD initiative of the
RNTCP is to have adequate staff, who have the
skills, knowledge and attitudes necessary to
successfully implement and sustain TB control
activities based on the DOTS strategy, including
the implementation of new and revised strategies
and tools available at all times at all levels of the
health system.

Training and re-training

The Programme has an overall HRD plan, of which
training is the overriding component, to address
the issue of maintaining adequate manpower to

Training programme in Bhavnagar, Gujarat
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carry out Programme activities with proficiency
and efficiency.

The RNTCP provides for training of all levels of
its staff.

1. Induction training: This covers all new staff
and also replacement staff, following staff
turnover. It includes the initial training of
NGOs and private medical practitioners on
RNTCP, as well as basic modular training for
Medical Officers, Senior Treatment Supervisor
(STS), Senior TB Laboratory Supervisor
(STLS), Laboratory Technicians (LTs) and
Multipurpose Workers (MPWs).

2. Re-training: These trainings are mainly for
staff who, during supervision activities,
have been identified for re-training on
basic RNTCP activities. Re-training is needs-
based, and covers the complete set of initial
training modules, or only specific sections.
As experience is gained by the Programme
from need-based assessment activities during
supervision, generic areas of re-training may
be identified.

3. Updates on new activities and initiatives:
As the RNTCP introduces new activities and
initiatives, it is important that the field staff
is updated on these areas. These updates
could be given mainly by utilising time during
the routine Programme review meetings such
as the monthly District level meeting of the
DTO, MO-TCs, STSs and STLSs, or the quarterly
State level review meetings.

The focus now is to improve existing training
programmes, identify performance deficiencies
and plan re-training and reqular updates.

Identifying new personnel for training, inclusion
of RNTCP in the curricula for undergraduates
and postgraduates of medical and paramedical
courses and co-ordination of training with other
disease control interventions like HIV/AIDS, are
some of the key areas warranting attention.
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4. TB-HIV training: A two-day modular training
programme is being undertaken for District
TB Officers in 14 States implementing
TB-HIV Joint Action Plan. The States are
Andhra Pradesh, Delhi, Gujarat, Himachal
Pradesh, Karnataka, Kerala, Maharashtra,
Manipur, Nagaland, Orissa, Punjab, Rajasthan,
Tamil Nadu and West Bengal.

5. The DTOs are being trained as Master Trainers
for which training programmes on TB-HIV co-
infection are organised by the Central level.
These Master Trainers then organise training
for all RNTCP staff in the district. The modules
for TB-HIV have been developed for training
of MOs, STSs and STLSs.

India is the first country in the SEARO region to
have modules for training in TB-HIV. Training of
Master Trainers have been organised in the States
of Andhra Pradesh, Gujarat, Karnataka, Manipur,
Nagaland and West Bengal.

Institutional strengthening

The system for follow-up includes plans for
strengthening of the basic initial training
programmes, managing finances for HRD,
implementing and monitoring the plan and
evaluating and revising implementation for
sustainability. Therefore, all health personnel
involved in the implementation of RNTCP need
to be trained.

Training for such a large number of staff cannot
be imparted by the three Central Institutes
alone and has been decentralised to the State
and District levels. For this purpose, training
facilities available at State, District and sub-
District levels have been strengthened. This
necessitates a systematic approach for the
development of training facilities at all levels. It
is necessary that training imparted to different
categories of personnel at various levels is
appropriate to their skills and the requirements
of the Programme. Hence, trainers of the highest
standards must be constantly available to
enhance the quality of training.



Partnership with other sectors

Public-Private Mix (PPM) has been defined by the
WHO as ‘strategies that link all entities within
the private and public sectors (including health
providers in other government ministries) to
the national TB programme for DOTS expansion’.
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The public-private collaborations in RNTCP
resulted in the emergence of many interesting
models of PPM in TB control. These models
have contributed to the TB control activities
and also helped in policy-making at the
national level.

Private practitioner involvement in RNTCP in the States
(as per 4th quarter 05)
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NGOs

Based on RNTCP’s experience with NGOs,
guidelines have been developed that provide five
different schemes of financial and/or commodity
assistance to the NGOs interested in collaborating
with RNTCP. Presently more than 1,800 NGOs are
providing services as per the RNTCP guidelines.
The bigger NGOs like Indian Medical Association
(IMA) and mission hospital associations are
collaborating with RNTCP at national and State
levels, in addition to the local collaborations.

The Central TB Division has started four Urban
DOT projects in Hyderabad, Indore, Mumbai and
Varanasi which have large numbers of slum dwellers
and migrant population. The four project sites will
establish model “Urban TB Control Projects” by
improving the quality and reach of RNTCP to special
groups like slum dwellers and migrants, through
more “patient-friendly” treatment observation,
involvement of private and NGO sectors and
IEC. Thus, they will increase the reach of RNTCP
by making DOTS more accessible and acceptable
among disadvantaged urban poor population.

Health sectors of other Government
departments

The Employees’” State Insurance  (ESI)
Corporation, the Indian Railways, the Central

IMA Meeting in Hyderabad, Andhra Pradesh, September 2005

Government Health Services and the Ministries
of Defence, Steel, Coal, Mines, Petroleum
and Natural Gas, Shipping, Power, Chemicals
and Fertilizers have directed their respective
health facilities to adopt the DOTS strategy
and become involved in RNTCP. The Indian
Railways is initiating more than 70% of its
patients on DOTS in Andhra Pradesh, Gujarat,
Jharkhand, Orissa and West Bengal. All 22
ESI centrally owned hospitals are involved
in the RNTCP. The Port Trust hospitals at
Chennai, Cochin, Haldia, Marmagoa, Mumbai,
Paradip and  Vishakhapatnam are involved
in the RNTCP. The Central Government Health
Services has issued a memorandum to all its
Additional Directors to stop procuring anti-TB
drugs and adopt the DOTS strategy for all TB
patients.
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0 —
100% 21565 3525

14 intensified Urban PPM districts summary of contribution by different health
sectors in 12 months period (4q04 to 3q05)
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Major milestones of RNTCP-PPM DOTS

Year

1993 RNTCP pilots started

1995 PPM model started in Hyderabad

1997 National consensus conference of medical colleges

1998 RNTCP scaling up initiated

2000-2003 PPM models in Delhi, Kannur, Kollam, Mumbai, tea gardens of north-east started

2001 RNTCP schemes for involvement of NGOs published

2002 RNTCP schemes for Private Practitioners (PP) published

2002 National workshop of medical colleges: seven RNTCP nodal centres identified

2002-2003 PPM activities initiated in many districts

2003 Intensified PPM scaling up begins in 12 urban sites

2003-2004 Central initiatives to involve other government departments, public sector
enterprises, corporate sector and national NGOs

2004 Declaration of Indian Medical Association to support RNTCP

Dec 2005 1080 million population covered by RNTCP. More than 200 medical colleges,
2000 NGOs, 10,000 private practitioners and more than 100 corporate houses are
involved in RNTCP. Intensified PPM scale up in 70 districts.

Corporate sector

The Central TB Division has also actively interacted
with the management of large corporate houses
and advocated for their involvement in RNTCP
activities. More than 100 corporate sector units,
such as a sugar mill in Uttar Pradesh and tea
gardens in the north-east and West Bengal,
are now involved in RNTCP. Hospitals in the
tea gardens of Jalpaiguri (West Bengal) and

BHEL located in Bhopal, Madhya Pradesh covers
a population of 300-400,000. It has one multi
speciality hospital and six dispensaries. The DMC
was established in the hospital-Kastoorba hospital
on March 24, 2000. The new adult OPD of the
hospital is 700 patients/day and out of these
new adult OPD in the department of Pulmonary
medicine is 30 patients/day. The patients referred
for sputum microscopy to the DMC are from
the department of Chest diseases, Paediatrics,
Gynaecology, Surgery and Neurosurgery. The staff
of RNTCP at the DMC includes two MOs (trained in
RNTCP), one LT [contractual] and one TB Health
Visitor (TBHV) [contractual].

Dibrugarh (Assam) are involved as Designated
Microscopy Centres. In 2005, 44% of the new
smear positive cases in Dibrugarh (Assam) and
39% of those in Jalpaiguri (West Bengal) were
detected by these tea estate hospitals. Coal
India has a TB Unit in Burdwan (West Bengal).
The National Thermal Power Corporation (NTPC)
and Bharat Heavy Electricals Limited (BHEL) run
Designated Microscopy Centres. Corporate sector

The contribution of this hospital in RNTCP to the
total district achievements from 01Q05 to 03Q05
has been as follows:

Contribution to RNTCP  01Q05 02Q05 03Q05
Contribution to Case 4.5% 4.6% 5.2%

Detection
Contribution to Case 4.7% 4.6% 6.1%
Diagnosis
Contribution to DOT 4.6% 7.1% 5.7%
provision

The DMC-cum-DOT centre provides services free
of cost to the population of BHEL as well as 1.5
lakh population of slum areas surrounding it
(Anandnagar, Annangar, Patelnagar).
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associations like the Confederation of Indian
Industry (CII) and the Federation of Indian
Chambers of Commerce and Industry (FICCI)
have shown interest in RNTCP.

The CTD has developed guidelines for the
involvement of private practitioners where
different schemes are offered for collaboration.
At present more than 10,000 private practitioners
are involved in the RNTCP.

Involvement of medical colleges
The RNTCP aims to make DOTS the standard of
care for TB patients in all medical colleges and
their hospitals. Medical colleges play a critical
role in TB control in terms of the sheer number
of TB patients they treat, their standing in the
community as opinion leaders and trendsetters,
and their role in imparting knowledge and skills
to medical students and other practitioners.
Thus, there is a pressing need for all medical
colleges to advocate the RNTCP and the DOTS
strategy, and through this strategy, provide
the best opportunity for cure to patients. It
is expected that professors of medicine will
influence the private healthcare sector and the
future generation of physicians in making DOTS
the standard of management for TB patients in
the country. This will ensure that all TB patients,
irrespective of where they seek care, receive the
best available care, free of cost.

Several issues need to be streamlined and improved
upon in the coming years to make this partnership
between the RNTCP and the medical colleges a
truly effective collaboration. One key area is the
need to ensure that all clinical departments of the
colleges, in addition to those departments that
run the DOTS centres, are involved and manage
their TB patients as per the RNTCP guidelines.

Activities for medical colleges involve the
following:
Training/teaching of RNTCP among faculty
members, undergraduates and postgraduates,
residents, interns, and paramedical staff
(laboratory technicians and nursing staff);
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National Task Force meeting at All India Institute of Medical
Sciences, New Delhi, November 2005

Establishing microscopy and DOT centres
in all medical colleges, strengthening
infrastructure of the laboratory where
required and involvement in the EQA of the
smear microscopy network;

Advocacy of RNTCP by sensitisation and
training through the Indian Medical
Association and other professional bodies, by
workshops and continuing medical education
(CME) programmes for medical colleges and
the private sector, by use of newsletters, the
press and other media to spread the RNTCP
message to a wider audience; and

Conducting operational research on topics
relevant to the RNTCP, to improve DOT
services, appropriate studies to aid the further
development of consensus and guidelines
for the diagnosis and management of extra
pulmonary forms of TB, management of
multi-drug resistant TB, treatment outcomes
of hospitalised patients and diagnosis and
management of HIV-infected TB patients.

As of December 2005, RNTCP core committees
have been formed in over 180 medical colleges
across the country. Presently, over 200 medical
colleges are participating in the Programme. A
vast majority of medical colleges in the country
have already established an RNTCP microscopy/
treatment centre in their respective institutions.

For effective implementation of the Programme
in medical colleges, Task Forces have been
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Meeting of Medical College Zonal Task Force (west) in Indore,
December 2005

constituted at the National, Zonal and State level.
The State Task Forces are to be formed in all
States and Union Territories with medical colleges.
Already State Task Forces exist in 26 of these, and
are expected to be formally constituted soon in
Pondicherry and Meghalaya, where these are yet to
be formed. Zonal Task Forces have been constituted
in five zones of the country, catering to States
and Union Territories in the northern, southern,
eastern, western and north-eastern zones. All the
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Group work during the Zonal Task Force Meeting, CMC, Vellore,
October 2005

five zones have had highly successful and well-
attended zonal workshops during 2005.

RNTCP has established seven nodal centres for
medical college involvement across the country,
at AIIMS (New Delhi), PGI (Chandigarh), SMS
Medical College (Jaipur), LTM Medical College
(Mumbai), Guwahati Medical College (Guwahati),
CMC (Vellore) and R G Kar Medical College
(Kolkata), which are actively involved in the Zonal

Medical colleges designated as RNTCP nodal centres
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- Post Graduate Institute of Medical Education
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Task Forces and in the National Task Force. The
National Task Force under the leadership of the All
India Institute of Medical Sciences (AIIMS), New
Delhi, recently concluded the fourth National Task
Force workshop and a national-level Continuing
Medical Education programme on RNTCP from 3 to
5 November 2005. The NTF has recommended the
adoption of quarterly reporting formats for Medical
Colleges, based on the draft formats which have
been piloted this year in Gujarat, Maharashtra and
Tamil Nadu. These reporting formats are being
implemented nationally from January 2006. A six-
hour sensitisation curriculum for medical college
faculty was also finalised and adopted by the
NTF. The results of a Referral for Treatment pilot
were discussed. NTF recommendations, based on
this, have been finalised for ensuring that this
mechanism is in place in all medical colleges from
1 January 2006.

Over 100 faculty members from a large number of
medical colleges have been nominated for training
at National Level Institutes as Master Trainers,
and these trained resource persons are themselves
involved in training other faculty members and in
their sensitisation. The standardised sensitisation
material is being finalised based on the curriculum
approvedinthe NTF, and the process of sensitisation
of medical college faculty is expected to receive a
further boost with this material being available at
all medical colleges.

Paediatric TB

To address the concern expressed by paediatric
experts about the diagnosis and treatment

Paediatric patient-wise box
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practices for paediatric patients under RNTCP, in
2003 a consultation of national and international
experts on paediatrics and TB culminated in
a national workshop on the ‘Management of
Paediatric TB under RNTCP’. This workshop resulted
in modification of the existing RNTCP guidelines
for the diagnosis and treatment of paediatric
patients which were approved by all parties,
including representatives of the TB Chapter of
the Indian Academy of Paediatrics (IAP). A joint
IAP-RNTCP committee was constituted after the
workshop to address pending issues and follow up
on the recommendations from the Delhi consensus
workshop. A major recommendation from the
workshop was that the drugs for paediatric TB
cases under RNTCP should be supplied in patient-
wise boxes (PWBs), similar to those supplied for
adult patients. Development work on the paediatric
PWBs has now been completed. Treatment will
be based on the child's body weight and there
will be two generic paediatric PWBs - one for
the 6-10 kg weight band and the second for the
11-17 kg weight band. It is planned to make
these paediatric PWBs available for use in the
Programme from early 2006. This again will be
a global first for the RNTCP, as no other DOTS
programme in the world has such PWBs for the
treatment of children with TB. Children weighing
less than six kg will be treated with loose anti-TB
drugs.

DOTS-Plus

DOTS-Plus, conceived by the WHO and several
of its partners, is a strategy currently under
development for the management of multi-drug
resistant TB (MDR-TB). The RNTCP views the
treatment of MDR-TB patients as a ‘standard of
care’ issue. Recognising that the treatment of
MDR-TB cases is very complex, treatment will
follow the internationally recommended DOTS-
Plus guidelines and will be done in designated
RNTCP DOTS-Plus sites. These sites will be in a
limited number of highly specialised centres, at
least one in each State, which will have ready
access to an RNTCP accredited culture and drug
susceptibility testing (DST) laboratory. There
will be systems in place to deliver ambulatory



DOT after an initial short period of in-patient
care to stabilise the patient on the second-
line drug regimen, with a logistics system and
standardised information system in place. The
DOTS-Plus sites will be initiated in a phased
manner, similar to that for the establishment
of the culture and DST laboratory network,
and sites will be linked geographically to the
establishment of the RNTCP accredited IRLs.
It is planned to enrol the first 100 cases in
late 2006 in the two States of Gujarat and
Maharashtra. Under RNTCP Phase II, it is
planned to have a network of DOTS-Plus sites,
as per international guidelines, capable of
enrolling and providing care and management
for up to 5,000 ‘new’ multi-drug resistant
tuberculosis (MDR-TB) cases a year.

It needs to be recognised that the diagnosis
of MDR-TB is laboratory-based. To provide
treatment services for MDR-TB patients, the
RNTCP is establishing a network of State-level
quality-assured culture and DST laboratories.
The RNTCP aims to have one such laboratory
for culture and DST in each large State by
2009-2010. Any laboratory that is to be a
part of this network will need to undergo an
assessment and accreditation process. This
requires a planned and phased programme of
capacity building of such a culture and DST
laboratory network.

TB-HIV co-ordination

HIV infection makes an individual more
prone to develop TB disease. The HIV
epidemic has the potential to worsen the TB
situation because HIV increases the risk of
disease re-activation in people with latent
TB infection.

HIV is the most powerful risk factor for the
progression of TBinfection to TB disease. Thisis
substantiated by the fact that an HIV-positive
TB infected person has a 50-60% lifetime risk
of developing TB disease as compared to an
HIV-negative TB infected person who has a
10% lifetime risk of developing TB disease.

RNTCP: Implementation Status and Activities in 2005

National level TB-HIV Coordination Meeting, October 2005

Joint Action Plan

RNTCP and the National AIDS Control Organisation
(NACO) have devised a Joint Action Plan for TB-
HIV co-ordination. The objective of TB-HIV co-
ordination is to reduce TB-associated morbidity
and mortality in People Living With HIV/AIDS
(PLWHA) through collaboration between NACP
and RNTCP. The basic purpose of the Joint Action
Plan is to ensure optimum synergy between
the two National Programmes for effective
prevention and control of both the diseases.
During Phase I of the co-ordination, which was
launched in 2001, activities were initiated in
the six high HIV-prevalence States - Andhra
Pradesh, Karnataka, Maharashtra, Manipur,
Nagaland, and Tamil Nadu. In 2003, Phase II of
the co-ordination saw activities being extended
to eight additional States - Delhi, Gujarat,
Himachal Pradesh, Kerala, Orissa, Punjab,
Rajasthan and West Bengal. The immediate
priority of the activities is to consolidate in the
14 States by firmly establishing the co-ordination
in the Voluntary Counselling and Testing Centre
(VCTC)-RNTCP cross-referral mechanism - pilot-
tested in Maharashtra - in these States. The co-
ordination shall be extended to the other States
in the entire country in due course.

Areas of focus

The TB-HIV co-ordination effort focusses on:

¢ Sensitisation of key policy makers to address
the importance of TB-HIV co-ordination;

¢ Co-ordination of service delivery and cross-

referrals;

A joint training programme for service

providers involved in RNTCP and NACP;

*
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VCTC-RNTCP co-ordination for cross-referrals;
Optimal and comprehensive use of the
community outreach of both Programmes
through sensitisation and involvement of
NGOs, CBOs and private practitioners;

Use of universal precautions to prevent the
spread of TB in facilities caring for HIV-
infected persons, and to prevent the spread
of HIV through safe injection practices in the
RNTCP; and

Joint efforts at IEC and at establishing a
monitoring and evaluation system at District,
State and National levels to assess the co-
ordination and treatment services for People
living with HIV/AIDS.

Current scenario

Initial sensitisation of key policy-makers has been
completed in the Phase I States. India is one of the
first countries in SEARO region to come out with
standardised Joint TB-HIV Modules, training on
which has been initiated. Co-ordination and cross-
referral linkages have been established in VCTCs
of the six Phase I States and are being scaled up
in the additional eight Phase II States. Activities
on IEC have been taken up jointly in all these
States, as a result of which nearly 300,000 VCTC
clients have received information on TB. State and
District level co-ordination committees have been
formed and are already functional in Maharashtra
and Manipur. Andhra Pradesh, Nagaland, Rajasthan
and Tamil Nadu have formed State Co-ordination
Committees. HIV surveillance in TB patients was
conducted by NACO in collaboration with RNTCP,
in one district in each of the four high-prevalence
States of Andhra Pradesh, Karnataka, Maharashtra
and Tamil Nadu.

Drug procurement and logistics
management

Drug logistics system

A key component of RNTCP is to ensure an
uninterrupted availability of drugs. The effective
drug management and logistics, with an in built
accountability system, has helped to expand
RNTCP to almost the entire country.
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Significant improvements over the past system
in supply, storage and quality control practices
and procedures have been achieved in India,
which has resulted in continuous and timely
access to good quality drugs by patients
covered under RNTCP and minimised the expiry
of drugs.

Drug procurement

RNTCP Phase-II has started from October 2005
with the funding for supply of drugs for 500
million population from DFID. DFID will procure
these drugs through Global Drug Facility (GDF),
hosted by WHO. Drugs for the rest of the country
would be procured centrally following the World
Bank Procurement Guidelines.

Drug logistics management

Nineteen States have established 25 State
Drug Stores (SDS) in the respective States.
Drugs for the respective districts, based on
their Quarterly Reports, are issued to these
SDS for onward distribution to the districts.
This has been an important step towards
decentralisation of responsibilities of drug
logistics to the States. Manuals for State and
district levels encompassing the Standard
Operating Procedures in drug management
have been prepared by Central TB Division for
the States based on which training to DTOs and
Pharmacists in each State, is being imparted
along with functionaries managing the SDS.
Four States have already been trained on
drugs logistics and it is envisaged that in the
coming months, all the States will be trained.
The workshop has been designed to primarily
acquaint key officials directly concerned with
operational procedures on drug logistics at
the State and district level. This is expected
to go a long way in strengthening the drug
management at the State level.

The drugs procured continue to be stored at
the six Government Medical Store Depots
(GMSD) across the country. Drug requirement,
consumption and stock positions, both at
State and district levels, continue to be closely
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Smt. Sonia Gandhi, Chairperson, National Advisory Council, at
the TB stall in health mela organised at Raebareli, March 2005

monitored at the Central TB Division through
the quarterly reports submitted by the districts.
The drugs are issued to the States to replenish
their stocks up to 10 months level. For the
States which have not established SDS as yet,
drugs are issued to the districts to replenish
their stocks up to seven months level.

It is equally important that once the drugs
are issued to the districts, they are kept in
safe custody; they are timely available to
the patients after diagnosis ensured; they
are stored properly and safely dispensed with
proper instructions to the patient. The same
has been ensured by the Programme.

Quality assurance

Maintaining quality of drugs is a critical
Programme requirement. This is enabled
through pre-dispatch testing of drugs and
monitoring of the quality throughout their
shelf-life up to consumption by the patients.
CTD has hired an independent quality control
laboratory, which regularly tests samples,
taken on a random basis from DTC, SDSs and
GMSDs. A system is also in-place for the quality
assurance of drugs through random sampling
by GMSDs. In addition, the samples are also
taken by State and Central Drug Inspectors and
tested to ensure quality.

RNTCP stall at health mela

A health mela was organised between 31 March
2005 and 2 April 2005 at Raebareli district in
Uttar Pradesh by the district authorities in
collaboration with the Government of Uttar
Pradesh and the Ministry of Health and Family
Welfare of the Government of India, New
Delhi. A stall was put up at the mela to inform
visitors about RNTCP services, including IEC.
More than 4,000 people living in and around
the district who visited the stall during the
mela were told about the RNTCP. The stall was
appreciated by all visitors.

The various measures that have been adopted
by the Programme for quality assurance include
careful supplier selection, certification of good
manufacturing practices, batch certification,
pre- and post-dispatch inspection, proper
storage and dispensing methods and product
defect reporting.

Information, Education and
Communication (IEC)

The IEC strategy continues to be an important
component of the RNTCP. It addresses health
communication issues that enhance the
performance of the Programme, including advocacy
and social mobilisation. It aims to create demand
for services and increase utilisation of services.
IEC aims at systematic implementation of
communication activities based on the knowledge
of the target group’s communication needs and
through the use of appropriate local media.

The Programme emphasises decentralised
planning, choice of channels and monitoring.
A targeted, focussed, need-based, locally-
appropriate strategy is envisaged to address
special groups such as tribals, marginalised
people and those living in urban slums.

A number of IEC activities have been planned
at national, State and district levels. States and
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Vivek Oberoi, Film Celebrity, featuring in a TV Spot

districts implement IEC activities as per their
Annual Action Plans. The States and districts have
organised sensitisation meetings, patient-provider
interaction meetings, community meetings, health
mela, exhibitions, etc.

Media activities on electronic media (national,
satellite and regional channels), radio and print
are undertaken at the national level.

New TV spots with a film celebrity, were produced
in May 2005 and have been telecast all over
the country. These spots have also been made
available to States and districts for use in regional
channels and cable networks.

A run was organised to generate awareness about
TB in New Delhi, on World TB Day 2005. It was
flagged off by the Hon’ble Minister of Health
and Family Welfare and was attended by senior
Government officials, representatives of the WHO
and other partner organisations of the RNTCP,
and school children.

Media workshops and photo exhibitions were
organised in the States of Madhya Pradesh,
Maharashtra and Uttaranchal by a national media
agency in collaboration with the respective
States. These were attended and inaugurated
by the political and administrative heads of
the States.

TB India 2006

Awareness run being flagged off by the Hon’ble Union Minister of
Health and Family Welfare, Dr. Anbumani Ramadoss

Prototype materials have been developed for
different target audiences. With a focus on
collaboration with other sectors, material has
been developed at the national level and made
available to all States and districts.

An attractive PPM Kit containing IEC material
(flip book, display board, treatment chart and
stickers) along with an information-loaded diary,
calendar and memento, was distributed to all
States and districts.

Public-Private Mix in RNTCP
for a TB Free India

An Advocacy Kit

suire cure fior TB.

PPM Advocacy Kit
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Frontline TB care providers organise awareness rally on World TB Day

More than 60 health workers organised and
participated in an awareness rally on World
TB Day, 24 March 2005, at Pankhajur tehsil
of Kankde district in Chhattisgarh. The rally
was attended by 25 TB patients who were
either undergoing treatment or were cured.
They carried banners and placards bearing
the slogan ‘Use DOTS, Cure TB. Anganwadi
workers also participated in the rally.

M o s " il

Creating awareness among school and college students, medical and paramedic students at a Media Workshop in Bhopal, September 2005
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CHAPTER 4

Success Stories

Ordinary people have made extraordinary efforts to make DOTS services available and accessible
even in the most remote corners of India. The Programme is proud of its large contingent of
healthcare providers, NGO workers, members of self-help groups, and cured patients, who work
with extraordinary commitment and dedication. Their efforts have made the Programme a
success. Their number is large, and some of their stories here provide just a sneak preview.

Food stall works as DOT centre — Mumbai

Prem Neelkanth runs a food stall in a sprawling Mumbai slum of overcrowded shacks, narrow
alleyways and open sewers. He also dispenses medicines there. Many TB patients - mostly
labourers - live there. They do not have the time to visit the health centre for treatment. Every
day, they visit Neelkanth’s stall to take their medicines under his observation. “My shop is
now like a TB clinic”, he says, pointing to a neat row of medicine boxes marked with patients’
names, given to him by health officials of the city. “I know everyone in the neighbourhood.
So if someone does not turn up for their dosage, I go and knock on their door at night. It is
my duty to ensure they don’t miss a single dose”.

Women volunteers provide DOTS - Jabalpur, Madhya
Pradesh

Twelve women volunteers in the Motinala slum of Jabalpur district, Madhya Pradesh,
provide DOTS from their homes. About 200,000 people live in the slum. The only
health centre at Motinala is understaffed and is too far away for patients to visit.
The District TB Officer organised a modular training programme at the District TB
Centre for 25 women volunteers, followed by two months’ training on the job at
the Motinala Urban Health Centre. Apart from the 12 active volunteers, rest of the
, trainees serve patients in the neighbourhood whenever a case is detected. Each of
these DOTS providers is catering to more than 10 patients from their residence. Ten
DOTS providers have already cured 15 patients.

Volunteers at the
Motinala Urban Health

Centre, Jabalpur Taking DOTS to marginalised sections in urban slums — Delhi

Half the population of Delhi comprises migrants and labourers who live in
large slums where the quality of housing is poor, sanitation facilities are
basic or non-existent, and the settlements over-crowded. The Directorate
of Health Services of the Government of Delhi operates the Urban DOTS
Scheme. Under the scheme, GLRA, an NGO working in the fields of TB
and leprosy, provides DOTS in certain slums of Delhi. Local residents
who have completed school, are available full-time and acceptable to
the community, are appointed Community DOT Providers. Shopkeepers,
housewives and cured patients are commonly appointed. The scheme has
succeeded, as the patients, most of whom are daily wagers, find it very
convenient to have DOTS at their doorsteps. There are more than 300
patients on DOTS in 20 slums. The NGO plans to extend the project to
other slums in phases.

DOTS Centre at resettlement colony in
Delhi

Anganwadi worker provides DOTS with exemplary
success — Mizoram

Lalthanpuii, an Anganwadi worker in Tawipui ‘N’, Lunglei district,
Mizoram, also works as a DOT provider, and has cured 16 of 21 patients

h under her care. As an Anganwadi worker, she has personal access to nearly
all households in the community she serves, particularly women.

Lalthanpuii, Anganwadi
worker is also a DOT
provider

-
L

/

38 TB India 2006



Success Stories

Flexible DOTS for pavement dwellers in Chandni Chowk — Delhi
The State Government of Delhi has also initiated a project to provide .
DOTS to pavement dwellers in Chandni Chowk. A large number of people
migrate to Delhi for better employment opportunities. With nowhere to
stay, they spend nights on the pavements near Old Delhi Railway Station.
Since they do not have a permanent place of residence, it is difficult to
verify it. In order to cater to this section, some degree of flexibility in the
principles of DOTS has been made while retaining the essence of DOTS.
A doctor, along with a Senior Treatment Supervisor and a Laboratory
Technician, visits the pavement dwellers early on Monday, Wednesday
and Friday mornings, before they leave for earning their livelihood, and .
provides DOTS to them according to RNTCP recommendations. Delhi TB s nake-shift DOTS Centre on the pavement in Chandni
Association, an NGO, has been entrusted with this project. Chowk in Delhi

NGOs working in largest urban slum-Pilkhana, West Bengal

Pilkhana, the second largest slum in India, under T L Jaiswal Hospital TU in the Howrah Municipal Corporation,
had a high default rate (23%) and high death rate (9%) in the initial years after programme implementation.
A NGO, Paschim Banga Ganatantrik Mahila Samity, with its community-based partner Pilkhana United Club,
started a DOT centre in the slum area. Till date, they are providing DOTS to more than 100 TB patients with
great dedication. Retrieval and early diagnosis through their own network and word of mouth has helped
the good name of RNTCP to seep in to the urban, marginalised and migratory population of Howrah. This
community-based DOT Centre run by Mahila Samiti is highly acceptable amongst the conservative Muslim
population (especially the females), which is predominant in the Pilkhana area.

From despair to hope for an HIV-positive mother — Karnataka

Pre-operative screening for surgery of a 30-year-old mother of three from a backward rural area of northern
Karnataka, revealed her HIV-positive status. Four years after surgery, she developed severe breathing
problems and high grade fever, and was admitted to a hospital where doctors confirmed that she was
immuno-compromised and transferred her to a TB sanatorium near Bijapur. On learning about her serious
condition, her family abandoned her.

Her X-ray revealed a massive right side pleural effusion and her sputum tested positive for TB. She was put
on DOTS, and in a fortnight, her face carried a radiant smile as her pleural effusion was resolving. She was re-
united with her family and designated to a TU to complete her TB treatment. Life is full of hope for her now.
This is one of the examples of reassurance to PLWHAs that TB is curable.

Evening DOTS centre of the Urban DOT Project -
Mumbai

INTERAIDE has started many DOT centres in the slums of Mumbai through its
partner NGOs to provide convenient DOTS to the TB patients. One such NGO is
Maharashtra Janavikas Kendra, which is currently operating seven DOTS centres.
An important feature of this is that five of these are ‘Evening DOTS Centres’. As
most of the TB patients started on treatment are able to go to work or become
capable of doing so soon after starting treatment, they find it difficult to attend
the regular morning DOTS centres (9:30 am to 4 pm). Hence the Evening DOTS
Centres were started to cater to the working patients. The timings are also
suitable for students and some housewives who prefer to come to the centres  Sushma Pandey, aged 21 years, a cured
after finishing their daily work. Another interesting feature to note is that one of T8 patient, is a dedicated DOT Provider
the DOT Providers is herself a cured TB patient.
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Implementation of RNTCP in Bally Municipality on 4 October
2005 in West Bengal

TB India 2006

Efforts to provide DOTS by an NGO and the Railways
— West Bengal

The Ramakrishna Mission, a social welfare organisation run by monks, is
headquartered at Belur Math in Howrah district of West Bengal. It runs
medical and healthcare activities in West Bengal and other States of
India. They have been participating in the RNTCP since November 2003
as a Microscopy Centre and Treatment Centre in Scheme IV for NGOs
under T L Jaiswal Hospital TB Unit in Howrah. Two Medical Officers,
one Laboratory Technician and four DOT providers have already been
trained as per RNTCP guidelines. They are providing DOTS to more than
100 TB patients.

The Eastern Railway Hospital at Liluah in Howrah district of West
Bengal has been implementing RNTCP as a Microscopy Centre and
Treatment Centre under T L Jaiswal Hospital Tuberculosis Unit since
August 2002. There are around 10,000 workers in Liluah Railway
Workshop (population of 40,000). This is a nodal centre for TB patients
of Railway employees and their dependents. The centre has a chest
clinic and indoor beds. The DMC of this hospital has a room dedicated
for RNTCP work. Before the beginning of work, two Laboratory
Technicians were given a thorough 10-day Modular Training on RNTCP
at the District Tuberculosis Centre inside the Howrah District Hospital
campus from 14 August 2002. All the Medical Officers are participating
actively in the RNTCP by referring the chest symptomatics for sputum
examination. Around 80 TB patients are on DOT here. Retired Railway
employees and volunteers of Railway Scouts have been trained to act
as DOT providers.

Pharma firm serves the community — Uttar Pradesh

Jubilant Organosys, a pharmaceutical research and manufacturing company, has set up a DOTS centre
called Sarvajanik Medical Centre in J P Nagar district of Uttar Pradesh. The Centre collaborates with
the Government in providing diagnosis, identification, treatment and control facilities for TB in 20
villages. This NGO runs one of the 12 DOTS centres in the district. The DOTS centre has improved the
reach and depth of the company’s effort at serving the community.

NGO'’s Mission to Control TB

— Punjab

The Lions Club has been working with a
missionary spirit for TB control for last two
years in 11 districts of Punjab. The Club has
launched, ‘Mission - TB Control’ for supporting
RNTCP. The NGO is mainly undertaking activities
for awareness generation about TB among
the public, conducts seminars and publishes
brochures on TB. In recognition of the services
of the Club, the State TB Society has conferred
an Appreciation Award to its chief coordinator | :

Dr Singla. The Club is committed to continue  chief coordinator ‘Mission TB Control Project of Lions Clubs being
the work in this direction. presented appreciation award by Civil Surgeon, Sangrur, 2005
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Win-win situation — Pune

Private medical practitioners in Pune say their practice has
improved after providing DOTS in their clinic. Patients they
have treated under RNTCP are very happy and refer more
patients to them.

Community volunteer promotes DOTS

— Chandigarh

The success of DOTS depends, ultimately, on an army of
health workers, social activists and community volunteers,
who spread the message of TB services, and counsel chest
symptomatic patients to get themselves diagnosed and take
the full course of treatment.

Private medical practitioners involved
in RNTCP

One of the unsung heroes of the RNTCP is Mrs Harish, a community volunteer in Chandigarh.
She has provided the full course of treatment to 306 patients since 2002, when the Programme
was launched, and is currently treating 65 patients. She retrieved three defaulting patients by
persuading them to take DOTS; two of them are now cured, and one is now taking medicine
regularly.

Popular DOT provider becomes municipal councillor —
Chhattisgarh

Mithileshwari Vaishnav, councillor of Ward No. 29 of Rajnandgaon district, used to be a DOT provider
in Lakhauli. Very popular among her patients, she was elected a councillor recently. She credits
DOTS with providing her with an opportunity to serve her community,
made up mostly of labourers, first as a community worker, and now
as a councillor.

Hospital creates TB awareness among school
children through health festivals — Delhi

The Community Health Department, St. Stephen’s Hospital (CHD-
SSH) organised Health Festivals in 15 schools of East Delhi. The
Health Festivals are held for a day, which includes Health Exhibition,
Awareness Session on DOTS, Quiz, Poster competitions and training
of DOTS Ambassadors. A total of 11,372 school children have been
covered under this Programme.

Success Stories

Health exhibition in school, Delhi

Health talks followed by a small exhibition are organised at assembly R —————
time for two hours in schools not covered under the School Health = LR R
Programme. Trained volunteers answer queries of children visiting I“

the exhibition.

The CHD-SSH runs a Community Based DOTS Programme in
collaboration with State TB Cell (STBC), Delhi, to create awareness
among the residents and school children of slums and resettlement
colonies regarding DOTS. A team of CHD-SSH, along with volunteers
from the community organise street shows in the evening hours
using multimedia approach in Street Plays, Dance Shows, Health
Talks and Road Side Exhibitions. They have created awareness in Street play in progress, Delhi
15,660 residents of slums and resettlement colonies.
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“In recent years India has taken major strides towards controlling TB. The
Stop TB Partnership is confident that India will continue the momentum and
contribute significantly towards the implementation of the Global Plan to Stop
TB, 2006-2015. For its part, the Partnership will continue to support India
through the procurement of low-cost, quality TB drugs and technical support
via its Global Drug Facility.”

Research activities in 2005

The priority of research in RNTCP aims to improve
DOT services to make them more patient-friendly,
ensure that treatment is directly observed and
increase detection of smear positive cases.
Research is undertaken at various levels. A broad
framework and proposals aimed at addressing
these issues has been prepared and is available
at the RNTCP website www.tbcindia.org.

A number of studies have been done in this field.
Some of these have been and are being initiated/
sponsored and funded by the Central TB Division,
some have been undertaken by the States and
national/central institutes, and others have
been carried out by the teaching and training
institutes. This section summarises some of the
studies and lists reference material.

Social Assessment Survey

The Social Assessment Survey was undertaken
to understand the social and cultural contexts of
the poor, their health needs and their utilisation
of health services. The goal is to improve access,
service quality and effectiveness, thereby enhancing
benefits for the poor and vulnerable groups and
minimising institutional barriers. It entailed studying
the perceptions of the poor about ill-health/disease,
their health-seeking behaviour and patterns of
utilisation, including gender differentials. The survey
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Dr Marcos Espinal, Executive Secretary,
Stop TB Partnership Secretariat, Geneva

also looked at constraints of vulnerable groups,
including the tribals, in accessing healthcare and
the level of beneficiary satisfaction with healthcare
facilities and providers.

The study was commissioned by CTD and was
conducted by the ORG Centre for Social Research.
Many of the recommendations and findings of
the study have formed the basis for RNTCP II,
for addressing the needs of marginalised sections
and making DOT services accessible to these
sections. Tribal action plans, provision of sputum
collection and need-based locally appropriate,
culturally specific IEC initiatives are some of the
recommendations that have been incorporated in
the next phase of the Programme.

RNTCP II has taken care to have mechanisms in
place to make its services appropriate, accessible,
acceptable and affordable to marginalised groups.

The full text of the study is available at the RNTCP
website www.tbcindia.org.

Institutional Assessment Study

An Institutional Assessment was conducted to take
stock of the organisational mechanism (structure)
and to develop a strategic framework for RNTCP II.
In view of the study and recommendations of the
2003 GoI/WHO Joint RNTCP Monitoring Mission,



the Programme has established five units in the
Central TB Division to manage the Programme
effectively and efficiently. The assessment has
addressed the issues of the role of external
technical support from WHO and of strengthening
the capacity of the States to manage the RNTCP
in the respective State.

The full text of the study is available at the RNTCP
website www.tbhcindia.org.

Study on environmental and bio-
medical waste management under
RNTCP

The RNTCP has been implemented in the country
since 1997. The basic unit of the Programme is
the Designated Microscopy Centre (DMC), which
is a sputum microscopy laboratory set up for a
population of about 100,000 in normal areas
and for about 50,000 in tribal and hilly areas.
Most of the waste generated under RNTCP is at
these laboratories. At treatment centres, there is
minimal waste generated in the form of empty
blister packs and used syringes (which are
generated only in Category II cases, at the rate of
24 syringes per Category II patient treated).

Most of the technical guidelines and training
modules were prepared in the early years of
the Programme, when the Bio-medical Waste
Management Rules, 2000 had not come
into effect. The Programme has technical
instructions for waste disposal at the DMCs,
which constitute the major chunk of waste
generated at health centres.

It has been estimated by the Environment
Assessment conducted for the RNTCP that the
average quantum of waste generated in RNTCP
centres is approximately 2.5 to 3.8 kg per day,
which is relatively small.

RNTCP-II will take measures to update the waste
management guidelines to various categories of
staff. A Waste Management Plan has been included
in the Programme to address all the issues that
have been raised in the study.

Research Activities

The full text of the study is available at the RNTCP
website www.thcindia.org.

Knowledge, Attitude, Practice
(KAP) Endline Study

Endline KAP has been conducted in August 2005
to evaluate the overall impact of communication
on KAP and behaviour change. Baseline KAP study
was conducted from December 2002 to January
2003 to understand the communication needs of
the target audience including KAP related to TB,
their media habits and information sources used
and preferred. The media campaign was launched
based on the finding of this study. Mid-term
study and rapid assessment survey was conducted
between January 2003 and August 2005 to track
the progress of implementation. The endline
study aimed to benchmark the level of KAP of
target groups and also to record changes. The
main finding indicates that there is an increase
in the percentage of people identifying ‘three
weeks of cough’” to TB, and an increase in
awareness about availability of free treatment for
TB in government health facilities. The study also
identifies areas that need to be addressed through
communication in future such as availability of
drugs in patient-wise boxes, etc. The preferred
sources of information and media habits have
also been recorded in the study.

Abstracts

Comparison of 2-week and 3-week cough
to increase the yield of smear-positive
tuberculosis cases among outpatients in
India

(Santha T, Garg R, Subramani R, et al. Ref. 10)

The study was conducted in Governmental
health facilities in six districts of three States
(Maharashtra, Rajasthan and Tamil Nadu) in India.
The objective was to estimate the prevalence of
cough and to compare the detection of smear
positive tuberculosis (TB) among out-patients
with cough of two or three weeks. Trained health
workers questioned each out-patient attending
the respective health facility for the presence
of cough. Those with cough 2 weeks underwent
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sputum microscopy. Of 55,561 out-patients
interviewed, 2,210 (4%) had cough 2 weeks, of
whom 267 had sputum positive TB, compared to
182/1,370 with cough 3 weeks. The 31% who did
not spontaneously complain of cough were less
likely to be sputum-positive than those who did
(45/680 [7%] vs. 222/1530 [15%], p<0.001), but
they accounted for 45/267 smear positive cases.
Using cough 2 weeks as the screening criterion,
the estimated number of smears performed per
day at each primary and secondary health care
facility was respectively 8 and 19, compared
to 5 and 12 using cough 3 weeks. The authors
conclude that the detection of smear-positive TB
cases can be substantially improved by actively
eliciting a history of cough from all out-patients,
and by changing the screening criterion for
performing sputum microscopy among out-
patients from cough 3 weeks to 2 weeks. However
they cautioned that before implementing such
a wide ranging policy change nationally, its
programmatic feasibility needed to be assessed.

Estimation of burden of tuberculosis in
India for the year 2000

(Gopi G, Subramani R, Santha T,
Chandrasekaran V, Kolappan C, Selvakumar N and
Narayanan PR. Ref 13)

Data on the burden of tuberculosis (TB) in India
are vital for Programme planners to plan the
resource requirements and for monitoring the
nation-wide TB Control Programme. There was a
need to revise the earlier estimate on the burden
of TB in India based on the increase in population
and current epidemiological data. Using data on
TB disease prevalence among adults generated by
the TB Research Centre (TRC), Chennai, among
children by the National TB Institute (NTI),
Bangalore, and the annual risk of TB infection
(ARTI) estimates from the 2000-2003 nation-
wide sample survey by NTI and TRC, an estimate
of the burden of TB disease in the Year 2000 was
calculated. The estimated number of bacillary
cases was 3.8 million (95% CI: 2.8-4.7). The
number of a bacillary cases was estimated to be
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3.9 million and that for extrapulmonary cases
was 0.8 million, giving a total burden of 8.5
million (95% CI: 6.3-10.4) for 2000. This present
estimate differs from earlier estimates in that it
includes the disease burden of X-ray suspected
cases that are likely to breakdown to bacillary
cases in a one year period and extrapulmonary TB
cases. These current estimates provide Year 2000
baseline data that can be used both for advocacy
and planning resource allocation for TB control
activities, as well as for comparison against data
in future years to measure the long term impact
of TB control activities in India.

Average risk of tuberculous infection in
India
(Chadha VK, Kumar P, Jagannatha PS et al. Ref 19)

Estimates of the prevalence of tuberculous
infection among children aged 1-9 years were
available for four defined zones of India from a
nation-wide tuberculin survey conducted from
2000 to 2003. By pooling this available zonal
data, the average annual risk of TB infection in
India was computed to be 1.5%. It was higher
in urban areas, at 2.2%, than in rural areas, at
1.3%. The authors state that in order to bring
this high ARTI down, further strengthening of the
whole range of TB control activities is required.

Annual risk of tuberculous infection in
four defined zones of India: a comparative
picture

(Chadha VK, Agarwal SP, Kumar P et al. Ref 22)

To estimate the average annual risk of TB infection
(ARTI) in four defined zones of India, a tuberculin
study of children aged 1-9 years in selected clusters
of 26 districts was conducted using 1TU PPD RT23
with Tween 80, during the period 2000 to 2003.
Prevalence of infection was estimated using the
cut-off method (Method I) and the mirror-image
technique (Method II) among children without
BCG scar. The ARTI computed from the estimated
prevalence was found to be lowest in the southern
zone (Method I: 1.1%, Method II: 1.0%). It was
higher in the eastern zone (1.3% by both methods)



and highest in the western (Method I: 1.8%,
Method II: 1.6%) and northern zones (1.9% by
both methods). The proportion of infected children
was found to be significantly higher in urban than
in rural areas in all zones. The authors conclude
that intensified TB control efforts will need to be
sustained for many years in order to reduce the risk
of TB infection and control TB in India.

Short-course chemotherapy for paediatric
respiratory tuberculosis: 5-year report
(Swaminathan S, Raghavan A, Duraipandian et al.
Ref 23)

This report presents the 5-year follow-up of 137
children with respiratory tuberculosis enrolled in
a randomized clinical trial of two different anti-
tuberculosis regimens of 9 months of daily isoniazid
and rifampicin (9HR) and 2 months of thrice
weekly isoniazid, rifampicin and pyrazinamide
followed by 4 months of twice weekly isoniazid
and rifampicin (2H,R,Z,/4H,R ). Both regimens
had similar cure rates, with low relapse rates and
mortality. Of 134 children followed up to 5 years,
86% had normal radiographs, with more long term
sequelae seen in the 9HR group (15% vs. 1.5%,
p<0.01). One patient relapsed and there was one
accidental death. Short course chemotherapy
in children is safe, effective and well tolerated,
and leads to excellent long-term results, with a
small proportion of children left with radiological
sequelae. The thrice weekly regimen, which had
no relapses and lower rates of sequelae, will be
operationally more feasible to implement in a
programme setting.

Improved tuberculosis case detection
through public-private partnership and
laboratory-based surveillance, Kannur
district, Kerala, India, 2001-2002

(Kumar MKA, Dewan PK, Nair PKJ et al. Ref 24)

In Kannur district of Kerala, a public-private
partnership based on surveillance of TB cases
detected in private laboratories and treated
with the standardised RNTCP directly observed
treatment regimens, was established and
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evaluated over the period 2001-2002. RNTCP
offered training in microscopy to all large
private sector laboratories, and educated private
physicians on the importance of microscopy for
TB diagnosis. Of 2,328 pulmonary TB patients
registered from July 2001 to December 2002, 404
(17%) were detected in the private sector. The
annual new AFB-positive case notification rate
increased by 21%, from 27.8/100,000 in 2000
to 33.5/100,000 in 2002. Surveillance at private
laboratories also found an additional 260 non-
registered AFB-positive patients. The authors
concluded that this public-private partnership
substantially increased TB case detection in
Kannur district, and established a sustainable
framework for private sector involvement in
TB control. In the setting of a strong public
sector programme, the combination of active
surveillance of private laboratories along with
physician sensitisation is a promising approach
to improve TB case detection.

The impact of HIV/AIDS on the control of
tuberculosis in India

(Williams BG, Granich R, Chauhan LS, Dharmshaktu
NS, Dye C. Ref 31)

Epidemics of HIV/AIDS have increased the TB
caseload by five or more times in East Africa and
southern Africa. As HIV continues to spread,
warnings have been issued of disastrous AIDS
and TB epidemics in “new-wave” countries,
including India, which accounts for 20% of all
new TB cases arising in the world each year. The
authors investigated whether, in the face of the
HIV epidemic, India’s Revised National TB Control
Programme (RNTCP) could halve TB prevalence
and death rates in the period 1990-2015, as
specified by the United Nations Millennium
Development Goals. Using a mathematical model
to capture spatial and temporal variation in
TB and HIV in India, the authors predict that,
without the RNTCP, HIV would increase TB
prevalence (by 1%), incidence (by 12%) and
mortality rates (by 33%) between 1990 and
2015. However with the RNTCP implemented,
substantial reductions in prevalence (by 68%),
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incidence (by 41%), and mortality (by 39%) are
expected between 1990 and 2015. In India, 29%
of adults but 72% of HIV-positive adults live in
four large States in the south of the country,
where even with RNTCP implemented, mortality
is expected to fall by only 15% between 1990
and 2015. The authors conclude that nationally
the RNTCP should be able to reverse the increases
in TB burden due to HIV, but, to ensure that TB
mortality is reduced by 50% or more by 2015,
HIV-infected TB patients should be provided
with anti-retroviral therapy in addition to the
recommended treatment for TB.
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Outcome of Smear Positive Retreatment cases for India, 2004 (excluding “Others”)

Type of retreatment Cured Success Died Failure  Defaulted Transferred No.

case out registered
Relapse 69.2% 74.4% 7.0% 5.1% 12.7% 0.6% 62390
Failure 55.1% 61.5% 8.1% 13.4% 16.4% 0.6% 16330
Treatment after default 62.5% 69.1% 7.4% 4.3% 18.2% 0.9% 68111
Total 64.5% 70.5% 7.3% 5.6% 15.7% 0.7% 146831

State-wise outcome of Smear Positive Retreatment cases
for 2004, (excluding “Others”)

Implementing States Cured Success Died Failure  Defaulted Transferred out No. registered
Andhra Pradesh 60.9% 70.2% 9.4% 6.6% 13.5% 0.3% 11957
Arunachal Pradesh 77.9% 79.4% 4.1% 7.5% 7.8% 1.2% 321
Assam 56.5% 64.9% 8.3% 5.0% 18.8% 2.9% 2971
Bihar 70.4% 79.3% 7.1% 3.2% 10.2% 0.0% 1070
Chandigarh 81.0% 82.2% 3.3% 4.5% 8.3% 1.7% 242
Chhattisgarh 64.1% 70.4% 7.5% 5.3% 16.6% 0.1% 1486
Delhi 71.5% 72.4% 5.6% 6.9% 13.4% 1.8% 5990
Goa 50.0% 61.4% 7.1% 2.9% 27.1% 1.4% 70
Gujarat 55.9% 61.8% 7.1% 6.6% 22.7% 1.8% 16188
Haryana 63.6% 70.4% 7.2% 6.9% 14.6% 0.7% 6364
Himachal Pradesh 73.3% 78.2% 7.2% 6.4% 8.1% 0.1% 2194
Jammu & Kashmir 79.5% 79.5% 7.7% 6.4% 6.4% 0.0% 78
Jharkhand 77.2% 84.4% 6.0% 1.3% 7.9% 0.3% 1753
Karnataka 56.1% 62.6% 9.3% 6.3% 20.9% 1.0% 7739
Kerala 62.3% 69.1% 7.0% 6.5% 16.6% 0.7% 1949
Madhya Pradesh 61.5% 69.4% 7.6% 6.6% 16.2% 0.3% 8081
Maharashtra 62.3% 66.8% 8.7% 6.1% 17.4% 0.9% 14930
Manipur 68.4% 70.4% 6.7% 6.4% 16.5% 0.0% 358
Meghalaya 55.5% 63.8% 7.0% 14.0% 14.5% 0.7% 456
Mizoram 67.9% 71.2% 5.4% 10.9% 12.0% 0.0% 184
Nagaland 77.6% 78.9% 3.6% 8.4% 6.8% 0.7% 308
Orissa 52.3% 67.1% 6.3% 4.5% 16.9% 0.4% 3000
Pondicherry 43.3% 52.6% 6.4% 2.9% 37.4% 0.6% 171
Punjab 64.5% 75.8% 7.5% 5.2% 10.6% 1.0% 2668
Rajasthan 72.6% 78.3% 5.9% 3.4% 12.2% 0.2% 19827
Sikkim 63.8% 65.5% 6.2% 21.5% 5.7% 1.1% 177
Tamil Nadu 65.1% 68.2% 8.3% 5.8% 16.7% 1.1% 7903
Tripura 55.2% 83.6% 7.5% 1.5% 7.5% 0.0% 67
Uttar Pradesh 69.2% 75.3% 6.4% 3.9% 14.0% 0.1% 16792
Uttaranchal 72.9% 74.6% 6.1% 7.2% 11.4% 0.6% 1712
West Bengal 67.2% 70.4% 6.9% 6.7% 15.6% 0.4% 9825
Grand Total 64.5% 70.5% 7.3% 5.6% 15.7% 0.7% 146831
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Sputum smear microscopy is the most
reliable diagnostic tool for pulmonary TB.

Drugs are provided for the entire
duration of treatment.
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sure cure for TB.
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TB is curable...
adopt DOTS

Treatment success rate is up to 95 percent
under DOTS
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