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Persistent cough for
over 2 weeks?

Visit a doctor today,

get your sputum tested!
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FOREWORD

Fuberculosis is the oldest malady of human poverty and sufferings and remains a major Public
health problem despite noteworthy socio-economic development. advances and availability of
technology. It is a curable disease but still millions of people sufter every year and a number of
them die from this infectious disease resulting in devastating social & economic impact.

Since the Millennium Development Declaration by United Nations in the vear 2000 it has been a
decade of learning. expansion. success and achievement for Revised National Tuberculosis
Control Programme and it is a matter of pride for me that the RNTCP has taken target based
initiatives and is on the path to achieve the Millennium Development Goals related 1o TH.

Linder the "Revised National Tuberculosis Control Programme”. with the advem of effective
drugs, modern technology. and the programme Management techniques. the recent decline of
the disease prevalence and mortality is evident. Still there are many challenges due to
complexity of TB transmission of disease and active disease progression which run the
epidemic. Air pollution. malnutrition, overcrowding and poor living condition add fuel 1o the
fire of epidemic. Programme is also expanding eollaborative activities 1o address co-morbidities
like associated HIV, diabetes, smoking,

MNewer challenge of great concern is development of resistance to anti TB Drugs due to irregular
& incomplete treatment with irrational regimens which is being dealt effectively with
appropriate expansion of diagnostic and tremiment services for managing Drug Resistant TB
(MDR/XDR TB) across the country.

Case Based Web Based IT system (Mikshay) for wracking of individual TB cases. ban on
Commercial Serological test for diagnosis of active TB because of the inconsistency in their
result and notification ol all TB cases are some of the bold decisions of the programme,

Steps for effective engagement of all care providers are being taken through Technical Suppor
Group and Private Provider Interface Agencies (PPIA) for effective engagement of private

SeClor.

A lot has been achieved during the 11" Five vear plan period but lot more need to be done and
to accomplish the vision the programme has ambitious plans for 12" Five vear period. The
Union Government is firmly committed and will ensure all necessary help to achieve vision of
“TB-free India.”
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MESSAGE

Tuberculosis has remained a disease of Public Health Importance since ages and is known to
inflict large quantum of socio-economic cost on the society. Despite the availability of
effective treatment one fourth of Global burden of TB is in India and one death takes place
every two minute,

The Revised National Tuberculosis Control Program has achieved the Global Targets during
the Eleventh Five year Plan. The Program has treated 17.4 million patients and has saved
additional 3.1 million lives since inception.

Challenges of drug resistance, HIV and other disease associated TB are being addressed with
appropriate measures. To cut the chain of transmission and prevent the spread of disease,
it is essential to reach all TB cases, treat and cure them. This will also prevent the
emergence of drug resistance TB.

New initiatives are required to address the problems of TB in urban and socio-economically
vulnerable population. “Nikshay”, the case based web based reporting system developed
under RNTCP will ensure better surveillance and treatment of TB cases.

Involvement of all care providers will enhance availability of quality diagnostic and
treatment services to TB patients not yet captured under RNTCP. Development of
“Standards of TB Care in India” is an important milestone in this direction. All stakeholders
from government, private and civil societies, both from health and non health sector have
to work together in coordination to achieve the common goal of TB free India.

Finally, effective planning & implementation of Advocacy Communication and Social
Mobilization activities for community, patients and providers need to be undertaken at
state, district and field level to generate awareness about TB and demand for services
available under RNTCP.

| take this opportunity to express the commitment of Ministry of Health and Family Welfare,
Government of India, to achieve the mission of Swachh Bharat, Swasth Bharat and TB Mukt
Bharat.
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Revised National Tuberculosis Control Program has been able to make significant dent on the
impact indicators. Prevalence and mortality have been reduced to half as compared to base year of
1980. Due to praiseworthy political and administrative commitments many bold decisions and
initiatives have been undertaken.

The pregram has developed more than 13000 Designated Microscopy Centers across the
country to Diagnose TB.  Quality assured anti TB drugs for the whole treatment in patient wise boxes
are made available as near as possible to residence of all diagnosed TB cases through ASHAs &
other Community DOT Provider.

To address the challenge of drug resistant TB, 42 laboratories with solid culture and drug
susceptibility testing; 27 for Liquid culture and drug susceptibility testing and 50 Line Probe Assay
technology have been developed in addition to 110 laboratories for Cartridge Based Nucleic Acid
Amplification Test (CBNAAT). Diagnosed patients of drug resistant TB also get the drugs free of cost
for the whole course of twenty four months.

CBNAAT is being used to diagnose TB early in TB-HIV co-infected cases and treatment for
both diseases is started as early as possible to improve the prognosis of such cases

Universal access will mean increasing the capacity to manage and treat all forms of TB as
well as enhanced engagement of the private sector in India which manages nearly half of all TB
cases. Universal access to TB care has encompassed the private sector through adoption of
Standards of TB Care in India. The 12" Five Year Plan and the National Strategic Plan to Control TB
(2012-2017) have prioritized private sector engagement for early detection and appropriate treatment.
The Ministry of Health and Family Welfare and Central TB Division have envisaged providing free TB
drugs to all TB patients treated in the private sector. Under free drugs pilot in three districts, Patna,
Mehsana and Mumbai, patients in the private sector have been assured free drugs. The success from
these districts has to be replicated across the country.

Year 2015 holds many new promises and new initiatives will be field tested. Amitabh
Bachchan was the face of the TB awareness campaigns and this got highest publicity for TB
awareness at all forums and will help to diminish the social stigma associated with TB. The daily anti-
TB drug regimen will be piloted in 100 districts across the country. New diagnostic algorithms
including those for paediatric TB will be piloted. Individualized treatment regimens based on universal
DST will be tested and implemented. The surveillance system in the country will be strengthened to
include all diagnosed TB cases from public & private sector through e-Nikshay development and

deployment.

Support from all stakeholders will go a long way to help achieve our goals of Universal
Access to TB Care and a TB free India.
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T8 India 2015 releazed on 24" March, Werld TB Day is an annual publication from Central TB Division
whereln a comprehensive status of TB control activities in the country has been compiled

The Revised Mational TB Control Programme (RNTCP) has come a long way since its inception and 3 lot
has been achieved. We have been faced with many challenges and together we have worked hard to
resolve the issues,

Since inception, RNTCP has diagnosed and treated maore than 17.4 million TB cases and 3.1 million
additional lives have been saved. In line with the Millennium Development Goals (MDGs), TB prevalence
has been reduced from 465/ lakh/year in 1990 to 211/lakh/year in 2013, incidence of TB has come down
from 216flakh/vear in 1990 to 171/lakh/year in 2013 and mortality from 38/ lakh/year in 1990 to 19/
lakh/yearin 2013

The program has seen many new initiatives and policy changes in the last one year, First nationwide
anti-Tuberculasis Drug Resistance Survey of India was formally launched. Daily drug regimen will be pilot
tested in 100 districts across the country. Draft guidefines have been formulated on DST guided
treatment for DR-TB. Under a pilot project at 30 sites, CBNAAT machines installed at ART sites in 5 high
HIV burden states will be used to detect MTB in presumnptive TB cases among People living with HIV, The
program has taken a policy decision to screen all TB patients for Diabetes under programme settings.

india's TE control "Vision 2020" has laid down strategies for involvement of all care providers to
strengthen notification, promate ban on serology, rational use of anti-TB drugs, early identification and
referral of TB suspect for diagnosis and increase community awareness, Private Provider Interface
Agencies will be engaged through Technical Support Groups for better involvement of private sector as
per Standards of TB Care in India, The free drugs pilot to provide anti-TB drugs to patients in the private
sector will be extended to other districts. An EPTE Centre of Excellence established at AIIMS, New Delht
will formulate treatment guidelines for EP TB and an expert committee has been formulated to study
use of new anti-TB drug Bedaquiline. In a most recent initiative National Guidelines for partnership have
been approved

| appreciate the support of ANTCP staff and partners across the country that are working together for a
common goal i.e to make India a TB free country. I'm also grateful to officers and staff af Ministry of
Health and Family Welfare and Directorate General Health Services, Government of India for their
continued support and endeavours for betterment for the program. N J
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EXECUTIVE SUMMARY

The “Revised National TB Control Program” being implemented by Central TB Division (CTD), Directorate
General of Health Services, Ministry of Health and Family Welfare Government of India has been publishing
Annual Status report “TB India” every year. The report showcases RNTCP implementation status, highlights various
policy changes and activity undertaken during the year 2014. Unlike the previous editions, this edition of “TB
India 2015” will carry one page profile of each State and Union Territory summarizing case finding, outcomes of
treatment and also any innovations carried out in the calendar year.

With the advent of the Sustainable Development Goals, the third of which is aimed towards the end of the
tuberculosis epidemic by 2030, and the expiration of the Stop TB Strategy, a new era in control efforts is set to
begin. WHO’s End TB Strategy envisages a world of “zero deaths, disease, and suffering due to tuberculosis”.
The 2035 target is a 95% reduction in deaths and a 90% reduction in incidence relative to 2015 levels.

India’s Revised National Tuberculosis Control Program entered 12th Five year Plan (2012-17) with a budget
of Rs 4500 crore, the theme of Universal Access for quality diagnosis and treatment for all TB patients in the
community and a target of “reaching the unreached”. Our Vision 2020 is to significantly reduce TB burden in
India by ensuring universal access to quality assured TB care as per Standards for TB Care in India (STCI). To
ensure quality case management, notification of all TB cases in Nikshay is an incremental step to close the gap
of missing TB cases in India. Year 2014 saw a considerable increase in TB notification from the private sector.
Strengthening Surveillance System will ensure that appropriate measures can be taken by the program to implement
quality TB diagnosis and treatment as per STCI.

RNTCP has quality assured laboratory network of more than 13,000 microscopy centers for sputum smear
microscopy and Culture and DST laboratories. At present under the program there are 62 RNTCP certified Culture
and DST laboratories in the country which includes laboratories from Public sector (IRL, Medical College), Private
and NGO laboratories. Fourteen laboratories under the program are certified for SLD. Six states have rolled out
baseline SLD for MDR-TB patients. Currently 89 Cartridge Based Nucleic Acid Amplification Test (CBNAAT)
sites provide rapid decentralized diagnosis of MDR-TB, TB in high risk group PLHIV and Pediatric presumptive
including EP-TB case. RNTCP in collaboration with National AIDS Control Program has initiated the “Innovative
intensified TB case finding and appropriate treatment at high burden ART centers in India” under which 30 more
CBNAAT sites have being established.

Under a Pediatric project supported by USAID “Accelerating access to quality TB diagnosis for Pediatric cases
in 4 major cities in India” CBNAAT labs were established in Delhi, Chennai, Kolkata and Hyderabad and
sensitization was conducted for key hospitals and private clinics catering to Pediatric populations with established
referral network for diagnosis.

In 2014, National Reference Laboratories Coordination Committee Meeting endorsed CBNAAT supervisory check
list, monthly CBNAAT laboratory indicators, revised laboratory performance indicators and SOP for EP-TB.

First National anti TB Drug Resistance Survey (NDRS) is being conducted across 120 TB Units in the country
and will test drug resistance to drugs other than Rifampicin and Isoniazid. The results shall guide RNTCP in
formulating standardized regimens for better public health initiatives to confront DR TB. The National Expert
committee for Diagnosis and Management of TB approved 100 district pilot for daily regimen with fixed dose
combinations (FDCs) of 4 drug and 3 drug for Intensive phase and continuation phase respectively. The FDCs
shall be given in daily dosages. The pilot shall be conducted to demonstrate operational feasibility and benefits
of daily regimen.

National Guideline for Partnership has been finalized and would facilitate enhanced involvement of private sector
in TB control to realize the dream of TB free India. “Operation Handbook on ACSM” was developed to facilitate
states and districts to plan implement and evaluate effective ACSM interventions in their respective states and
districts. A dynamic “Media Tool Kit” has also been developed to inform journalists about cause, diagnosis, treatment
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and other developments under Revised National TB Control Program. Bollywood actor, Amitabh Bachchan was
the face of TB campaigns and his advocacy will help to reduce the stigma associated with TB.

Synergistic efforts of all stakeholders involved in TB control in India are the key towards realizing the goal of
“Universal access to TB care and treatment for all”. RNTCP has successful partnerships with Indian Medial
Association (IMA), Catholic Bishops’ Conference of India (CBCI), Foundation for Innovative New Diagnostics
(FIND), World Vision, The International Union against Tuberculosis and Lung Diseases (The UNION) and The
Clinton Health Access Initiative (CHAI) From strengthening notification from private sector, scaling up diagnosis
for drug resistance TB, engagement of communities and Community Systems Strengthening, partners have
complemented RNTCP’s efforts towards universal access to TB care. More than 330 Medical Colleges are involved
with RNTCP through the task force mechanism and are contributing in diagnosis, management and formulating
policies for the program. In 2014, six annual Zonal Task Force (ZTF) CMEs cum Workshops were held.

In 2014, RNTCP covered a population of 12,656 lakh. A total of 87,83,551 TB suspects were examined by sputum
smear microscopy and 14,43,942 cases were registered for treatment. 72% of all registered TB cases knew their
HIV status. 94% HIV infected TB patients were initiated on CPT and 91% were initiated on ART.
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CHAPTER 1: GENTRAL TB DIVISION: ACTIVITIES
UNDERTAKEN IN 2014

January

1. Review of Programmatic Management of Drug
Resistant Tuberculosis (PMDT) activities of
Mumbai and West Zone States of India, was
organized in Mumbai on 16th-17th January, 2014;
Secretary (H & FW), Govt. of India, visited
Mumbai to review TB situation in Mumbai and
the activities being undertaken for its control.

2. Training on Procurement and Supply Chain
Management under RNTCP was organized for
the State level program managers and trainers at
National Tuberculosis Institute (NTI), Bangalore
from 13th to 16th January, 2014.

3. Meeting of the National Technical Working Group
(NTWG) for TB/HIV on 22nd January 2014.

4.  RNTCP Central Internal Evaluation (CIE) of Tamil
Nadu was organized from 20th to 24th January,
2014; during the CIE, two districts (Madurai and
Thiruvallur) were visited.

5. RNTCP Modular Training of State and District
level program managers, trainers and medical
college faculty was organized at NTI, Bangalore,
between 20th January to 1st February, 2014.

February

6. Rapid assessment of feasibility and TB elimination
proposal for union territory of Lakshadweep, was
undertaken between 1st to 5th February, 2014.

7.  Coordination meeting of National Reference Labo-
ratories (NRLs) was organized in New Delhi from
6th to 7th February, 2014.

8. A mass media campaign across Television, Radio,
Mobile (SMS) and outdoor publicity was rolled-out
to generate greater recall about TB and reinforce
the importance of treatment adherence.

9.  Meeting with National Informatics Centre (NIC), for

integration of NIKSHAY with other software being used
in Health System, was held on 10th February, 2014.

10.

11.

12.

13.

14.

Meeting of sub-committee for the finalization of
Protocol for use of Bedaquiline in MDR-TB from
12th to 13th February 2014 at Delhi.

National Training on PMDT from 18th to 22nd
February 2014 at Hyderabad.

Brainstorming workshop for transitioning to
new RNTCP surveillance system, was held from
20th to 21st February 2014 at Patna.

Training on Procurement and Supply Chain Man-
agement under RNTCP was organized for the State
level program managers and trainers from 24th to
27th February, 2014 at NTI, Bangalore.

Review of RNTCP/PMDT activities for North
Eastern States was organized from 27th to 28th
February, 2014 at Guwahati.

March

15.

16.

17.

18.

19.

20.

National Task Force (NTF) Meeting and Work-
shop, for involvement of Medical Colleges in
RNTCP and review of progress made since last
NTF, was held in Bhubaneswar, on 2nd-3rd
March, 2014.

Workshop on development of Standard Operating
Procedures for TB Drug Resistance Surveillance
was held at NTI, Bangalore between 5th to 7th
March, 2014.

National Review Meeting of Indian Medical
Association-RNTCP-PPM Project, was held at
Chennai on 8th to 9th March, 2014.

RNTCP Modular Training for State and District
level program managers, trainers and medical
college faculty, was organized at NTI, Bangalore,
between 3rd to 15th March, 2014.

CTD was invited by GFATM for submission
of new proposal under New Funding model of
GFATM.

Workshop on Pediatric Tuberculosis on the theme
of “Accelerating access to quality TB diagnosis
for pediatric cases’, was held at New Delhi TB
Center, on 12th March, 2014.
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21.

22.

23.

24.

25.

26.

217.

RNTCP Central Internal Evaluation of Chan-
digarh was conducted between 12th to 14th
March, 2014.

National Research Committee meeting was or-
ganized on 19th March 2014, New Delhi.

Training of Trainers on Module for PMDT and
Laboratories in NIKSHAY, the case-based wed-
based program for surveillance of TB, was held
on 19th-21st March, 2014; at NTI, Bangalore.

Standards for TB Care in India (STCI) document
was released by Secretary, Health and Family
Welfare, Govt. of India, at Nirman Bhawan,
New Delhi, on the occasion of World TB Day,
24th March, 2014.

A national-level print media campaign in 305
newspapers across India to create awareness
about TB was undertaken on World TB Day —
24th March, 2014.

Release of Annual Status Report of RNTCP,
“TB-India 2014” was done on the occasion of
World TB Day, 24th March, 2014; at National
Institute of TB and Respiratory Diseases (erst-
while LRS Institute), New Delhi.

On the occasion of World TB Day, 24th March,
2014; a social media campaign to raise awareness

on notification and its subsequent compilation
in NIKSHAY, was launched by DDG (TB).

April

28.

29.

30.

31.

32.

33.

Regional Review Meeting on Drug-resistant TB, East
Zone, held on 2nd-3rd April, 2014 in Patna, Bihar.

Regional Review Meeting on Drug-resistant TB,
South Zone, held on 10th-11th April, 2014 in
Hyderabad, Andhra Pradesh.

Training of Master Trainers on National Drug-
resistant Survey, held on 24th-25th April, 2014,
at NIT, Bangalore, Karnataka.

Central TB Division Officials participated in
Review of RNTCP activities of Uttar Pradesh
with Field Visits to Districts Lucknow and Hardoi,
between 9th to 13th April, 2014.

Launch of 4-City Pediatric TB Project- accelerating
access to Pediatric TB patients, Chennai, Tamil
Nadu, 17th April, 2014

National Training on PMDT: 21st-25th April 2014
at Calicut, Kerala.

34.

35.

National Stakeholders cum Consultation Meeting
of Catholic Medical Colleges and DNB Institutions
involved in RNTCP, held at Hyderabad on 30th
April to 1st May 2014.

Consultative meeting with ICDHI to finalize TB
Report.

May

36.

37.

38.

39.

40.

41.

42.

43.

RNTCP Central Internal Evaluation of Odisha
was conducted between 5th-9th May, 2014 during
which two districts (Cuttack and Ganjam) were
visited, along with state level RNTCP institutions.

RNTCP Modular Training for State and District
level program managers and trainers, organized
at NTI, Bangalore, from 12th to 24th May, 2014.

RNTCP Modular Training for State and District
level program managers and trainers, organized
at NTI, Bangalore, from 12th to 24th May, 2014.

Meeting of the ACSM HRD Group on 28th May
2014 at New Delhi.

New Credit Agreement between World Bank
and DEA was signed for TB project of USD
100 million on 30th May 2014.

Workshop on Revision of RNTCP Technical
& Operational Guidelines was organized from
29th to 31st May, 2014 in Delhi.

Contract for procurement of injectable worth about
T 31 crore was awarded to M/s Vital Health Care.

RNTCP Modular Training for State and District
level program managers and trainers, was orga-
nized at National Institute of TB and Respiratory
Diseases (erstwhile LRS Institute), New Delhi
from 26th May to 7th June, 2014.

June

44.

45.

46.

RNTCP Central Internal Evaluation of Madhya
Pradesh was conducted between 2nd and 6th June,
2014, during which two districts (Indore and Betul)
were visited, along with state level RNTCP institutions.
Training on Procurement and Supply Chain Man-
agement under RNTCP was organized for the
State level program managers and trainers at NTI,
Bangalore from 2nd to 5th June, 2014.

Training on NIKSHAY, the Case-based Web-based
Platform for TB Surveillance and Program Man-




47.

48.

49.

50.

51.

52.

53.

54.

agement, was held for IMA-RNTCP Consultants
on 9th June, 2014, at NTI, Bangalore.

Training of Master Trainers on National Drug
Resistant Survey, held on 9th-10th June, 2014 at
NTI, Bangalore, Karnataka.

Meeting of National ACSM Advisory Committee
was held on 10th June, 2014.

Meeting of National Oversight Committee for
review of progress on DRS was held on 10th
June, 2014 at NTI, Bangalore.

Central TB Division Officials participated in Review
of RNTCP activities of Karnataka State with District
Officials, from 11th to 12th June, 2014 in Bangalore.

Training on NIKSHAY, the Case-based Web-based
Platform for TB Surveillance and Program Man-
agement, was held for STOs/STDC Directors and
Partners, from 16th to 20th June, 2014, at NTI,
Bangalore.

National Research Committee meeting, 20th June
2014, New Delhi

Central TB Division Officials participated in RNTCP
State Task Force Meeting for Medical Colleges of
Himachal Pradesh, held on 21st June, 2014.

National Training on PMDT was organized from
23rd to 27th June, 2014 at Ahmedabad, Gujarat.

July

55.

56.

57.

58.

59.

60.

RNTCP Modular Training for State and District
level program managers and trainers, was orga-
nized at NTI, Bangalore from 30th June to 12th
July, 2014.

Review of progress in Pilot of Universal Access for
free quality assured Anti-TB Drugs to all patients,
in Mehsana, Gujarat (1st-2nd July, 2014).

Meeting of the NTWG was held on 9th July, 2014.

RNTCP Central Internal Evaluation (CIE) of
Bihar was organized from 14th to 18th July, 2014;
during the CIE, two districts (West Champaran
and Araria) were visited along with state level
RNTCEP institutions.

Review of TB-HIV Collaborative activities of
Southern and Western Indian States (15th-16th
July, 2014), NTI, Bangalore.

Review of progress in Pilot of Universal Access for
free quality assured Anti-TB Drugs to all patients,
in Patna, Bihar (14th-18th July, 2014).

61.
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Social and Behavioral change communication
training for State IEC Officers/ACSM Officers in
National Institute of Health and Family Welfare
(NIHFW), New Delhi (21st-25th July, 2014).

August

62.

63.

64.

65.

66.

67.

68.

ASSOCHAM event on “launch of TB awareness,
prevention and wellness program” held in Delhi
on 6th August, 2014.

Review of TB-HIV Collaborative activities of
Northern and Central Indian States (11th-12th
August, 2014, New Delhi).

Submission of New Funding Model Proposal to
The Global Fund on 14th August, 2014.

RNTCP Central Internal Evaluation (CIE) of
Rajasthan was organized from 19th to 22nd August,
2014; during the CIE, two districts (Ajmer and
Churu) were visited along with state level RNTCP
Institutions.

Co-ordination Committee meeting of National
Reference Laboratories (NRLs) was organized in
Bhopal, Madhya Pradesh, on 21st-22nd August,
2014.

National Workshop on DST Guided Treatment,
26th-28th August, 2014 at Mumbai, Maharashtra.
RNTCP Modular Training of State and District
level program managers, Trainers and Medical
College faculty was organized at NITRD, Delhi,
between 18th to 31st August, 2014.

September

69.

70.

71.

RNTCP Modular Training of State and District
level program managers, Trainers and Medical
College faculty was organized at NTI, Bangalore,
between 1st to 13th September, 2014.

An event to mark the launch the first National Anti-
TB Drug Resistance Survey (2014-15) was held in
New Delhi on 6th September, 2014, inaugurated
by Dr Harsh Vardhan, Hon’ble Union Minister
for Health & Family Welfare. The RNTCP Media
Campaign was also re-launched.

De-briefing meeting of the Regional Green Light
Committee (RGLC) Mission, that was visiting India
between 4th to 12th September, was held on 11th
September, 2014 at Nirman Bhawan, New Delhi.
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72.

73.

74.

75.

76.

National Training on PMDT was organized from
22nd to 26th September, 2014 at NITRD, New Delhi.

A meeting to discuss the work being done by civil
society partners for TB control in India, under the
chairmanship of Joint Secretary (Public health),
Ministry of Health and Family Welfare was held on
18th September, 2014 at Nirman Bhawan, New Delhi.

Workshop for Orientation and Dissemination of “Oper-
ational Handbook — ACSM”, for State RNTCP teams
comprising STO, RNTCP State HQ Consultant and
State IEC Officer, in collaboration with United States
Agency for International Development (USAID) and
Improving Healthy Behaviors Program (IHBP), was
held in New Delhi on 15th-16th September, 2014.

RNTCP Central Internal Evaluation (CIE) of Jharkhand
was organized from 22nd to 26th September, 2014;
during the CIE, two districts (Hazaribagh and West
Singhbhum) were visited along with State level
RNTCP Institutions.

National Operational Research Workshop was
organized at NTI, Bangalore, from 22nd September
to 2nd October, 2014.

October

T1.

78.

79.

80.

National Workshop on Intensifying TB Control activity
from 9th to 10th October 2014 at New Delhi where
over 90 eminent experts from across the Country
participated.

National Training on PMDT was organized from 13th
to 17th October, 2014 at Ahmedabad, Gujarat.

Joint Review Mission was held from 14th to 20th
October 2014 in the States of Andhra Pradesh, Gujarat,
Maharashtra and Rajasthan.

Zonal Task Force for Involvement of Medical Colleges
under RNTCP for South 2 Zone from 15th to 16th
October 2014 at Mahabalipuram, Tamil Nadu.

81. Participation at World Lung Conference from
Central TB Division as part of Indian Delegation
from 27th October to 1st November 2014 at
Barcelona, Spain.

November

82. Zonal Task Force for Involvement of Medical

Colleges under RNTCP for North East Zone from
6th to 7th November 2014 at Gangtok, Sikkim.

83.

84.

85.

86.

&7.

88.

89.

90.

Workshop of the National Country Program Man-
agers Review Meeting at SEARO, New Delhi from
10th to 14th November 2014.

Launch of the Pilot of Universal Access for free
quality assured Anti-TB Drugs to all patients in
Patna on 21st November 2014.

Training of Trainers for the Drug Resistant Survey
organized at NTI, Bangalore from 17th to 18th
November 2014.

Technical Review Panel (TRP) GFATM comments
was communicated to CTD on the NFM proposal
submitted by country to GFATM.

Meeting for approval and finalization of Feasibility
Pilot for 100 Daily Regimen Districts under
RNTCP Chaired by Secretary DHR/DG ICMR on
26th November, 2014 at New Delhi.

Meeting of the National Expert Committee on
Regulation of Newer Anti TB Drugs Chaired by
Secretary DHR/DG ICMR on 26th November
2014 at New Delhi.

Zonal OR Capacity Building Workshop for
Medical Colleges of North Zone from 26th to
27th November 2014 at Rajpura, Punjab.
RNTCP Central Internal Evaluation (CIE) of Haryana
was organized from 24th to 28th November 2014;
during the CIE, two districts (Sonepat and Sirsa) were
visited along with State level RNTCP Institutions.

December

91.

92.

93.

94.

RNTCP Modular Training of State and District
level program managers, trainers and medical
college faculty was organized at National
Institute of Tuberculosis and Respiratory
Diseases, New Delhi from 1Ist to 13th December
2014.

Annual Meeting of the National Diagnosis and
Treatment Committee for RNTCP on 2nd-3rd
December 2014 at New Delhi.

Training of Trainers Workshop on Pharmaco
vigilance for 15 DRTB Centers and 30 ART
Centers across the Country at New Delhi on
10th-11th December, 2014.

National Level Training of Trainers for the
Innovative and Intensified TB Case finding
among PLHIVs of 30 high workload ART
settings in India held at NTI, Bangalore on
15th-16th December 2014.




95.

96.

97.

Zonal Task Force for Involvement of Medical
Colleges under RNTCP for West Zone from 18th
to 19th December 2014 at Jodhpur, Rajasthan.

RNTCP Central Internal Evaluation (CIE) of As-
sam was organized from 19th to 23rd December
2014; during the CIE, two districts (Kamrup and
Tinsukhia) were visited along with State level
RNTCP Institutions.

Comprehensive Training of Trainers for Second
Line Drug Susceptibility Testing at NTI, Bangalore;

98.

99.
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two batches from 8th to 12th December and 15th
to 19th December 2014.

Launch of the comprehensive audio-video and
outreach campaign for TB control in Mumbai por-
traying Shri Amitabh Bachchan on 21st December
2014 at Mumbai, Maharashtra.

Training on Procurement and Supply Chain Man-
agement under RNTCP at NTI, Bangalore from
22nd to 24th December 2014.




CHAPTER 2: TB DISEASE BURDEN IN INDIA

Though India is the second-most populous country in the
world one-fourth of the global incident TB cases occur
in India annually. In 2013, out of the estimated global
annual incidence of 9 million TB cases, 2.1 million were
estimated to have occurred in India.

WHO estimated burden of tuberculosis in India, 2013

TB burden | Number (Millions) | Rate Per 1,00,000
(95% CI) Persons (95% CI)

Incidence 2.1(2.0-2.3) 171 (162-184)
Prevalence 2.6 (1.8-3.7) 211 (143-294)
Mortality 0.24 (0.15-0.35) 19 (12-28)

Number
(Millions)

TB burden Percent (95%
CI)

(95% CI)

5.7%
(4.8%-6.6%)

HIV among
estimated incident
TB patients

MDR-TB among
notified pulmonary
TB patients

MDR-TB among
notified new
pulmonary TB
patients

0.062
(0.050-0.074)

0.020
(0.018-0.025)

2.2% (1.9-2.6%)

0.042
(0.033-0.054)

MDR-TB
among notified
re-treatment
pulmonary TB
patients

15% (11-19%)

India’s TB Control Program is on track as far as reduction
in disease burden is concerned. There is 50% reduction
in TB mortality rate by 2013 as compared to 1990 level.
Similarly, there is 55% reduction in TB prevalence rate
by 2013 as compared to 1990 level.

These estimations were based on RNTCP data, 7 Prevalence
surveys in India conducted between 2007-2010, National
ARTI surveys, mortality surveys conducted in 2005.

Tuberculosis prevalence per lakh population has reduced
from 465 in year 1990 to 211 in 2013. In absolute
numbers, prevalence has reduced from 40 lakhs to 26
lakhs annually.

T8 Prevalence India

Tuberculosis incidence per lakh population has reduced
from 216 in year 1990 to 171 in 2013.

TB Incidence in India

Per 1,00,000 pop

Tuberculosis mortality per lakh population has reduced
from 38 in year 1990 to 19 in 2012. In absolute numbers,
morality due to TB has reduced from 3.3 lakhs to 2.4
lakhs annually.

TB Monrtality in India
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CHAPTER 3: RNTCP IMPLEMENTATION STATUS

3.1 Diagnosis of TB

RNTCP has quality assured laboratory network for
the sputum smear microscopy in three tier system of
National Reference Laboratories (NRL), Intermediate
Reference Laboratory (IRL) and Designated Microscopy
Centers (DMCs). The nationwide network of RNTCP
quality assured, designated sputum smear microscopy
laboratories providing appropriate and accessible quality
assured diagnostic services for TB suspects and cases.
To meet the standards of internationally recommended
diagnostic practices for TB, the program provides quality
reagents and equipment to the laboratory network. An
inbuilt routine system has been designed for sputum
microscopy External Quality Assessment (EQA) and for
supervision and monitoring of the diagnostic systems by
the RNTCP Senior TB Laboratory Supervisor (STLS)
locally and by the Intermediate (State level) and National
Reference Laboratory network for RNTCP at higher
levels. The program has a certification procedure for the
culture and drug susceptibility testing for solid, liquid
and Molecular (Line Probe Assay) with quality assurance
protocol-based upon WHO and Global Laboratory
Initiative recommendations.

Quality Assured Laboratory Services

RNTCP has established a nationwide laboratory network,
encompassing over 13,000 DMCs, which are being

supervised by IRL at State level, and NRL &
Central TB Division at the National level. RNTCP
aims to consolidate the laboratory network into a
well-organized one, with a defined hierarchy for
carrying out sputum microscopy with external quality
assessment EQA.

National Reference Laboratories (NRL): The six
NRLs under the program are National Institute for
Research in Tuberculosis (NIRT), Chennai; National
Tuberculosis Institute (NTI), Bangalore; National
Institute of TB and Respiratory Diseases (NITRD),
Delhi and National Japanese Leprosy Mission
for Asia (JALMA) Institute of Leprosy and other
Mycobacterial Diseases, Agra, Regional Medical
Research Centre (RMRC), Bhubaneswar and Bhopal
Memorial Hospital and Research Centre (BMHRC),
Bhopal. The last two NRLs have been designated
recently and the states have been redistributed
among the 6 NRLs. The NRLs work closely with
the IRLs, monitor and supervise the IRL’s activities
and also impart periodic training for the IRL staff
in EQA sputum smear microscopy, and Culture &
DST activities, LPA and CB NAAT.

Three microbiologists and four laboratory technicians
have been provided by the RNTCP on a contractual
basis to each NRL for supervision and monitoring
of laboratory activities. The NRL microbiologist and
laboratory supervisor/ technician visits each assigned
state at least once a year for 2 - 3 days as a part of
on-site evaluation under the RNTCP EQA protocol.

NRL States and Union Territories (UTs) Total no. | Total no. of | No. of OSE con-
Assigned for EQA of IRLs states/UTs | ducted during the
assigned assigned year (2014)
NTI, Karnataka, Maharashtra, Rajasthan
Bangalore
NIRT, Tamil Nadu, Puducherry, Kerala, Gujarat, 5 9 6
Chennai Andaman & Nicobar, Telangana, Andhra
Pradesh Dadar & Nagar Haveli, Daman & Diu,
Lakshadweep
NITRD, New | Delhi, Jammu & Kashmir, Chandigarh, Punjab 8 7 8
Delhi Haryana, Bihar, Himachal Pradesh
JALMA, Agra | Uttar Pradesh, Uttarakhand 3 2 1
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States and Union Territories (UTs) Total no. | Total no. of | No. of OSE con-
Assigned for EQA of IRLs states/UTs | ducted during the
assigned assigned year (2014)
RMRC, Odisha, Meghalaya, Assam, Tripura, West 6 10 6
Bhubaneswar | Bengal, Sikkim, Arunachal Pradesh, Manipur,
Nagaland, Mizoram
BMHRC, Madhya Pradesh, Chhattisgarh, Jharkhand, Goa 4 4 3
Bhopal

Intermediate Reference Laboratory (IRL): One
IRL has been designated in the STDC/Public Health
Laboratory/Medical College of the respective state.
In larger states like Uttar Pradesh, Madhya Pradesh
and Maharashtra two IRLs have been designated. The
functions of IRL are supervision and monitoring of
EQA activities, Mycobacterial culture and DST and also
Drug Resistance Surveys (DRS). The IRL ensures the
proficiency of staff in performing smear microscopy
activities by providing technical training to district
and sub-district laboratory technicians and STLSs. The
IRLs undertake on-site evaluation and panel testing in
each district in the state, at least once a year.

Culture and DST Laboratories (C & DST): In
additional to IRLs, the program also involves the
Microbiology Department of Medical colleges for
providing diagnostic services for drug resistance
tuberculosis, extrapulmonary tuberculosis (EP-TB)
and research. The RNTCP provides additional human
resources, equipments and trainings to C & DST
laboratories.

Designated Microscopy Centre (DMC): The most
peripheral laboratory under the RNTCP network
is the DMC, which serves a population of around
1,00,000 (50,000 in tribal and hilly areas). Currently
all the districts in the country are implementing EQA.
For quality improvement purposes, the NRL OSE
recommendations to IRLs and districts are discussed in
the RNTCP laboratory NRL Coordination Committee
meetings and National Expert Committee for Diagnosis
and Management of Tuberculosis. Quality improvement
workshops for the state level TB officers and laboratory
managers are conducted at NRLs based on the
observations of the NRL-OSEs. These workshops focus
on issues such as human resources, trainings, AMC for
binocular microscopes, quality specifications for ZN
stains, RBRC blinding and coding issues, biomedical
waste disposal, infection control measures, etc.

External Quality Assurance

The Quality Assurance activities include:
2 On-site evaluation (OSE)

2 Panel testing (PT)

2 Random-blinded rechecking (RBRC).

The National Expert Committee on Diagnosis and
Management of Tuberculosis under RNTCP is merger
of the National Laboratory Committee and National
DOTS Plus Committee. This expert committee provides
technical guidelines for diagnosis and management of
all forms of tuberculosis.

At present under the program, there are 62 RNTCP
certified culture and DST laboratories in the country,
which includes laboratories from public sector (IRL,
Medical College), private and NGO laboratories.

Solid Culture Certification: Forty-one laboratories are
certified for solid C & DST. These include 6 NRLs (NTI-
Bangalore, NIRT-Chennai, JALMA-Agra, NIRTD-New
Delhi, BMHRC-Bhopal and RMRC-Bhubaneswar); 21
IRLs (Hyderabad, Raipur, Delhi, Ahmedabad, Karnal,
Ranchi, Thiruvananthapuram, Goa, Nagpur, Indore,
Dharampur, Cuttack, Puducherry, Ajmer, Lucknow,
Kolkata, Dehradun, Chennai, Pune, Jammu, Srinagar);
6 medical colleges (PGIMER-Chandigarh, AIIMS-
Dept. of Medicine, New Delhi, JJ Hospital-Mumbai,
SMS-Jaipur, MGIMS-Wardha and MPSMS-Jamnagar); 3
NGOs (BPHRC-Hyderabad, Choithram Hospital-Indore
and DFIT-Nellore); 3 ICMR institutes (RMRC-Port
Blair, RMRC-Dibrugarh and RMRC-Jabalpur); 2 private
laboratories (CMC-Vellore and Microcare-Surat).

The proficiency testing for solid is in progress for 5
IRLs (Assam, Karnataka, Manipur, Arunachal Pradesh,
Punjab) for RNTCP certification. RNTCP also encourages
the Laboratories from Medical Colleges, ICMR, Private
sector and NGO sector to apply for certification by
providing technical assistance and training of the human
resources at NRLs.




Liquid Culture Certification: Twenty-six laboratories
certified by RNTCP for liquid culture. These include 4
NRLs (NTI-Bangalore, NIRT-Chennai, JALMA-Agra
and NITRD-New Delhi); 12 IRLs (Ahmedabad, Kolkata,
Nagpur, Delhi, Trivandrum, Puducherry, Bangalore, Pune,
Indore, Chennai, Cuttack and Hyderabad); 5 Medical
Colleges (SMS-Jaipur, MPSMS-Jamnagar, JJ Hospital-
Mumbai, AIIMS-Dept. of Medicine, New Delhi, PGI-
Chandigarh); 4 private laboratories (Metropolis, SRL-
Mumbai, SRL-Kolkata, Sankara Nethralaya-Chennai);
1 NGO laboratories (PD Hinduja-Mumbai).

The proficiency testing for liquid culture is ongoing
for other IRLs and C & DST labs for certification.
RNTCP is in process of establishing 40 Biosafety
level-3 laboratories for liquid culture as per laboratory
scale up plan for liquid culture in selected intermediate
reference laboratories and C & DST laboratories at
medical colleges.

Line Probe Assay (LPA): The LPA is a molecular
diagnostic test, which can provide the DST results within
1 day. RNTCP has completed the demonstration and
evaluation phase in selected laboratories and based upon
the evidence adopted the policy for rapid diagnosis of
MDR-TB by LPA. A total of 50 laboratories have been
certified for LPA including 6 NRLs (NTI-Bangalore, NIRT-
Chennai, JALMA-Agra, BMHRC-Bhopal, NITRD-New
Delhi and RMRC-Bhubaneswar); 23 IRLs (Guwabhati,
Hyderabad, Delhi, Dehradun, Ahmedabad, Karnal, Raipur,
Ranchi, Thiruvananthapuram, Nagpur, Pune, Patna, Indore,
Cuttack, Chennai, Puducherry, Ajmer, Kolkata, Lucknow,
Dharampur, Bangalore, Agra and Patiala); 14 Medical
Colleges (Aurangabad, Vishakhapatnam, AIIMS-Dept. of
Medicine, New Delhi, Govt. Med. College-Jamnagar, JJ
Hospital-Mumbai, SMS-Jaipur, SNM-Jodhpur, NBMC-
Silliguri, PGI-Chandigarh, KIMS-Hubli, BHU-Varanasi,
AMU-Aligarh, AIIMS-Dept. of Laboratory Medicine,
New Delhi and GTB Hospital-Sewri, Mumbai); 5 NGOs
(DFIT-Darbhanga, DFIT-Nellore, BPHRC-Hyderabad,
Nazerath-Shillong and PD Hinduja-Mumbai) 2 private
laboratories (Metropolis-Mumbai and Subharti Medical
College- Meerut).

The work for establishment of LPA laboratories at
GMC-Bhagalpur, Bihar; GMC-Madurai, Tamil Nadu;
Raichur Medical College-Karnataka; Gwalior Medical
College-Madhya Pradesh and IRL, Jammu-Jammu &
Kashmir is in various stages and will be completed in
due course of time.

Second-line DST (SLD): Fourteen laboratories that
certified for SLD that includes 3 NRLs (NIRT-Chennai,
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NTI-Bangalore and NIRTD-New Delhi), 5 IRLs
(Trivandrum, Delhi, Pune, Nagpur and Ahmedabad);
4 medical colleges (Jamnagar, JJ Hospital-Mumbai,
AIIMS-Dept. of Medicine New Delhi, SMS-Jaipur),
1 NGO (PD Hinduja and Private SRL-Mumbai) are
certified under RNTCP for SLD. Eight states have rolled
out baseline SLD for MDR-TB patients. The RNTCP
has plans to scale up liquid culture in 40 laboratories
and then certify all these 40 laboratories for SLD.

Training of the Human Resource: RNTCP’s National
Reference Laboratories conduct trainings of Microbi-
ologist, Senior Laboratory Technician and Laboratory
Technician in modular training in solid culture DST,
EQA in sputum smear microscopy, Liquid Culture DST,
Second-line DST, Preventive maintenance of Microscope.
In 2014, all national reference laboratories conducted
modular trainings and trained more than 90 laboratory
staff for laboratory procedures.

International Center for Excellence in Laboratory
Training (ICELT): The center at NTI, Bangalore is
supporting training of the laboratory staff in technologies
like LPA, CB-NAAT, Liquid culture, biosafety and safe
practices in laboratories. Over the last year, the center
conducted training of two batches on LPA, four batches
in Liquid C "& DST and trained over 58 participants
from across the country.

National Reference Laboratories Coordination
Committee Meeting: The CTD conducts NRL
coordination meetings to update on the laboratory
issue, newer development, discussing finding on on-
site evaluation visit of IRLs and C & DST labs, study
finding, and deliberate on coordination issue with state
and IRLs as per RNTCP plan. In 2014, there were
two NRL Coordination Committee meeting held at
Delhi (February 2014) and Bhopal (August 2014). In
these meetings, the committee has endorsed CB-NAAT
supervisory check list, monthly CB-NAAT laboratory
indicators, revised laboratory performance indicators,
SOP of EP-TB, monitoring performance of laboratories.

Annual Review Meeting of TB Laboratories: The
annual review meeting of the TB laboratories was
held from 24th to 26th September 2014 at Udaipur,
Rajasthan by Central TB Division. The Microbiologist
from Culture and DST laboratories, IRLs, NRLs as well
as the Directors of the IRLs and NRLs, representatives
from FIND and WHO-RNTCP consultant participated
in the meeting. The meeting was organized to discuss
the achievement, technical update, cross learning and
solution to challenges faced by laboratories.
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C-DST labs: 62 RNTCP Culture and DST Labs Network
(February, 2015)

SL-DST: 14

RNTCP Culture and DST Labs Network

(February, 2015)
@ IRL (Certified)
@ IRL (Under Process)
“+ Med Col / NGO / Private labs (Certified)
By Technology % Med Col / NGO / Private labs (Under Process)
- Sglid culture: 41 + National Reference labs
- LPA: 50 .
- =
- Liquid Culture: 26 CB-NAAT Sites
- CB-NAAT: 119
x a
-
Andamen and Nicobar [shands
Lakshadweep :

1.‘,..

Figure showing C&DST laboratory network under RNTCP




Newer Initiative by the RNTCP

Nationwide Anti-tuberculosis Drug-resistance Survey
(NDRS): The First Nationwide Anti-tuberculosis Drug
Resistance Survey, India 2014-2015 is being conducted
by National TB Institute, Bangalore with the technical
and financial support from WHO, India. The Survey will
provide a statistically representative national estimate of
the prevalence of anti-tuberculosis drug resistance among
new and previously treated patients in India and will
contribute to a more accurate estimate of drug-resistant
TB globally.

Accelerating Access to Quality TB Diagnosis for
Pediatric Cases in 4 Major Cities in India: The
RNTCP in collaboration with the State TB officer
rolled out project for accelerating access to quality TB
diagnosis for Pediatric project supported by USAID.
Under the project CB-NAAT labs were established at
Delhi, Chennai, Kolkata and Hyderabad. Sensitization
of key hospitals and private clinics catering to Pediatric
populations was conducted to establish referral network
for diagnosis. The laboratory staff was also trained on
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processing EP-TB samples. Very recently, the National
Expert Committee on Diagnosis and Management of
TB has approved use of CB-NAAT for EP-TB sample.

Center of Excellence (CoE) for Extrapulmonary
Tuberculosis: The RNTCP established Center of
Excellence for EP-TB at Dept. of Medicine, AIIMS,
New Delhi. The core committee also had series of
deliberation for diagnosis and management of EP-TB.
The committee will develop guidelines for diagnosis
and management of EP-TB.

CB-NAAT project under RNTCP: Currently, 89 CB-
NAAT sites are providing rapid decentralized diagnosis
of MDR-TB, TB in high-risk group PLHIV and Pediatric
presumptive including EP-TB case. All the sites are
also implementing innovative mechanism to involve
PPM (Public-Private Mix) model to provide diagnosis
of TB and DR-TB from the private sector. RNTCP in
collaboration with National AIDS Control Program has
initiated the “Innovative intensified TB case finding
and appropriate treatment at high burden ART centers
in India” under which 30 CB-NAAT sites are being
established.

INDIA

gAY
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States and Union Territories

Innovative Intensified TB Case
Finding and Appropriate Treatment
at High Burden ART Centres of India

*z

- RNTCP-WHO-NACO Project

- CB-NAAT to detect MTB in
Presumptive TB cases among
People living with HIV

- Pilot Project in 30 sites

- Implementation of 3Ts

- Daily regimen to be used for
project
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3.2 Treatment of TB

Every year >9 million people suffer from TB and
India accounts for >25% of Global TB burden. India is
implementing WHO endorsed DOTS strategy under a
national program-RNTCP. National coverage of DOTS
strategy was achieved in the year 2006 and since then
program has been achieving the global twin targets of
>70% case detection and >85% success rate among new
sputum smear positive TB cases. RNTCP is the world’s
largest DOT program and since inception of RNTCP,
>18.9 million TB patients have been treated under DOTS
by utilizing a network of over 6 lakh DOT providers.
This has resulted in saving >3.5 million additional lives.
RNTCP has tested 5,81,399 presumptive DR TB cases,
>76,000 MDR-TB/Rif resistance diagnosed and initiated
>66,000 DR TB patients on treatment. The 3rd phase
of RNTCP implementation started in 2012 as National
Strategic Plan 2012-17, which envisions “Universal
access to quality TB care”.

The success rate of >85% has been accomplished by the
use of standardized treatment regimens, delivered in an
uninterrupted manner in patient-wise boxes, provided to
patients free of cost under direct observation of a DOT
provider. With an ambitious goal of providing universal
access to high quality diagnosis and treatment for all TB
patients (including HIV-associated and drug-resistant TB)
the program has tweaked the treatment strategies in light
of changing global treatment guidelines, TB epidemic
and knowledge gained from in country research and
program implementation.

DOT being the back bone of RNTCP, the program is
also taking measures to make it more patients friendly
and flexible i.e., decentralized community-based DOT
with enhanced provider incentives, patient incentives
especially in difficult areas, improved use of IT and
telecommunication to track patients in a setting of
improved web-based, case-based surveillance systems.
The program is taking cautious and informed decisions
to ensure that the core elements of success to date are
not lost while innovations are evaluated and incorporated
into the program.

Treatment Regimen

A standardized four drug (Category-I, HRZE), 6
months, intermittent (thrice-weekly) regimen is
used to treat all new TB cases under RNTCP. The

nonresponders and failures of first-line treatment are
offered C&DST (At least Rif-Xpert MTB/Rif® or
INH & Rif-Line Probe Assay). The drug-sensitive
treatment experienced TB patients are treated using a
standardized five drug (Category 11, HRZES), 8§ months
and intermittent (thrice -weekly) regimen.

The Rif-resistant/MDR-TB, patients are treated with
a standardized six drug, (category IV, ethionamide,
cycloserine, levofloxacin, kanamycin, ethambutol and
pyrazinamide), 24-27 months daily regimen. The
nonresponders and failures are offered second-line anti-
TB drug DST (fluoroquinolone and aminoglycoside). The
extensively drug-resistant (XDR)-TB cases are treated
with the drugs to which MTB is sensitive (Category V)
for up to 30 months daily regimen.

Country has already rolled out second-line DST Offer
to all Rif-resistant/MDR-TB cases at the initiation of
treatment in six states (Gujarat, Maharashtra, Delhi,
Karnataka, Kerala and Tamil Nadu). The patients
diagnosed with FLQ/Inj resistance are treated with
modified category IV regimen, whereas the FLQ/Inj
resistance among nonresponders and failures of Category
IV are treated with category V regimen.

Directly Observed Treatment

DOT is the core of the treatment delivery system that can
create a human bond between the provider and the patient
and motivate the patient to complete the treatment. In
addition, it fosters rigorous monitoring and rapid retrieval
of patients who interrupt treatment. Since these activi-
ties are not possible in a setting of self-administration,
RNTCP strongly discourages ‘self-administration’ as an
option in the interest of the patient and public health.

DOT Centers (providers) are institutions/individuals
(health staff/volunteers) who are accessible and accept-
able to the patient and accountable to the system. All
public health facilities including sub-centres are enrolled
as DOT centers. The program has been making efforts
to identify, sensitize and garner support of community
volunteers, cured patients, volunteers working with
health and nutrition departments-Anganwadi workers,
including ASHA volunteers and workers with PLHIV
networks where ever available-who are committed and
compassionate to deliver DOT as close to the patient
as possible.

Further, the assistance of sub-district supervisors is
also sought in the retrieval of patients who are late for




treatment and a nominal honorarium is provided to all
the community DOT providers at the rate of ¥ 750 for
every successfully treated drug sensitive TB patient and
T 5,000/- per successfully treated drug-resistant TB patient.

Organization of Treatment Services
Under Programmatic Management of
Drug-resistant TB

Treatment of Drug-resistant TB is much more complex
and lengthy in comparison to treatment of Drug
sensitive TB and requires special care during treatment
which is made more cumbersome due to adverse drug
reactions. Under RNTCP, DR-TB patients are treated
primarily on ambulatory basis after a brief period of
in-patient care at initiation of treatment. The facilities
for initiating treatment are designated as DR-TB
centers and are normed at 1 per 10 million population
across the country. The DR-TB centre has a formal
committee which comprises of various specialties and
is the committee which decides regimens and dosages.
A DR-TB patient once stabilized on treatment is then
referred to a decentralized identified DOT centre from
where he is provided DOT. A linked DR-TB centre is a
decentralized clinical unit under a DR-TB centre which
provides treatment services but reporting lies with the
parent DR-TB centre.

Currently, there is a network of 127 DR-TB centers
across the country supported by 50 linked DR-TB centers,
district level DR-TB centers and DR-TB OPDs.

Results

Indian RNTCP is the world’s largest DOTS program
achieving global targets of case finding and treatment
success rate but the same success has not been achieved with
PMDT. The treatment success rates under the program are
well below 50% with~20% each of death and lost to follow
up. The HIV rates among drug sensitive and drug-resistant
TB are comparable at 4-5%. The major attributable factors
observed for poor treatment outcomes in the country are
resistance to FLQ, Ethambutol, lower BMI and previous
treatment episodes. Cumulative outcomes of 12,125 MDR-
TB patients have been reported till date out of which 5,796
(48%) have been successfully treated whereas 2,682 (22%)
have died and 2,277 (19%) defaulted, respectively.
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Newer Initiatives

Standards for TB Care in India

The gold standards for TB care in India were released
on World TB Day 2014. This is India’s bold step
towards Universal access to quality TB care. On one
side these standards propagate best practices in TB
control in the private sector at the same time these
also challenge the national TB program to raise the
bar and provide highest quality TB care under the
program. These standards envisages daily treatment
regimen in high risk groups, DST-guided treatment
regimen to tackle the menace of DR-TB, more
patient friendly DOT systems including family DOT
and ICT enabled support systems and psychosocial
support systems, etc.

DR-TB Counseling Project

Launched in May 2014 in collaboration with Popula-
tion Services International under Project Axshaya, this
project provides facility and home based counseling
to DR-TB patients across 28 locations districts with
the help of 30 DR-TB counselors. The compliance
and adherence related issues in the treatment of DR-
TB are being primarily addressed by counseling at
every contact, capacity building of care providers
and linkages with psychosocial support systems etc.

Drug Sensitivity Testing (DST)-guided Treatment
Regimen

To improve the efficacy of treatment prevent
augmentation of drug resistance due to effective
monodrug therapies due to unknown resistance and
improve treatment outcomes there was a felt need for
DST-guided treatment regimen in the country. With
support form WHO Country Office in India a workshop
to build consensus on DST-guided treatment regimen
a Workshop was conducted by Central TB Division.

The consensus reached on graded offer of universal
DST to all presumptive MDR-TB cases with scientific
regimens to address the issue of mono - and polydrug
resistance shall be pilot tested at five locations during
2015-16 for operational feasibility, interim outcomes
and scalability across the country.
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National Anti-TB Drug-resistance Survey (NDRS)

A national representative anti-TB drug survey was
launched by Honorable Health and Family Welfare,
Minister on 6th September 2014. This is first NDRS
globally to test drug resistance to drugs other
than Rifampicin and Isoniazid, being conducted in
collaboration with CDC Atlanta, WCO-India and Supra
National Reference Laboratory, Belgium. This survey is
being conducted across 120 TB Units in the country.
Each TB unit shall contribute 27 New Smear Positive
and 17 Retreatment TB cases for 13 drugs DST. A total
of 5,280 patient’s sputum sample shall be tested at a
National Reference Laboratory, NTI, Bangalore. This
survey shall be completed by June 2015 and results
shall be available by December 2015. The results shall
guide RNTCP in formulating standardized regimens for
a better public health initiatives to confront DR-TB.

Fixed Dose Combinations and Daily Regimen

The standards for TB care in India and all the international
treatment guidelines envisages daily regimen for all TB
cases. The National Expert Committee for Diagnosis and
Management of TB has approved 100 district pilot for
daily regimen with fixed dose combinations (FDCs) of
4 drug and 3 drug for Intensive phase and continuation
phase, respectively. The FDCs shall be given in daily
dosages. The pilot shall be conducted to demonstrate
operational feasibility and benefits of daily DOT over
alternate day. FDCs decrease the pill burden significantly
thus improving the patient compliance and treatment
outcomes. Both adult and pediatric FDCs shall be
made available in single strength, double strength and
dispersible formulations.
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CHAPTER 4: TB SURVEILLANCE IN INDIA WITH

NIKSHAY

Nikshay (Case-based Online
Software)

Background: RNTCP since implementation followed
international guidelines for recording and reporting for
Tuberculosis Control Program with minor modifications.
Epi-info based EPI-CENTRE software was being used
for the purpose of electronic data transmission from
district level upwards. Initially DOS version was in use
and the program shifted to windows version in 2007.
However, the data available at district, state or national
level was in aggregated form, with a lead time of >4
months, excluding private sector and neither could
help much for TB burden estimation or individual case
management or monitoring. To address this Central
TB Division (CTD) in collaboration with National
Informatics Centre (NIC) undertook the initiative to
develop a Case-based Web online (cloud) application
named Nikshay. This software was launched in May
2012 and has following functional components.

S Master management
2 User details
2 TB patient registration & details of diagnosis,

DOT provider, HIV status, follow-up, contact
tracing, Outcomes

2 Detalils of solid and liquid culture & DST, LPA,
CB-NAAT details

> DR-TB patient registration with details

o Referral and transfer of patients

o Private health facility registration and TB
notification

2 Mobile application for TB notification

2 SMS alerts to patients on registration

2 SMS alerts to program officers

2 Automated periodic Reports

» Case finding
» Sputum conversion
» Treatment outcome

2 TU and District level Program Management

Data Security/Confidentiality:

Security audit of Nikshay application is done as per
guidelines of Department of IT. Password protection is
applicable for each level of user. Password reset facility is
available at higher users in hierarchy. Access to relevant
information for each user, based on defined functions.

Data Quality

Since the software does not itself generate information
and almost all information is digitized from the source
which exists in the program; the inherent quality of data
of the program is transferred. Transcription errors if any
are being evaluated by the program in implementation
research mode. However, Nikshay already has internal
validations for most of the variables based on the logic
flow and conditionality’s. But a judgment of choice of
stricter validations against the availability of complete
and accurate information; is also an opportunity to
improve processes in the program. It started with certain
mandatory fields which were defined and these now
ensure completeness of information regarding those
variables e.g. DOT provider details. Unwanted characters
avoided at entry. Regular feedback from administrator to
check bugs if any, has been established. Most importantly
data point formats of Metadata and Data Standards
(MDDS) have been followed in the development of this
could application. In future, this will be the basis for
system integration and interoperability to set an example
of EMR/EHR.

Till 18th March 2014, status of implementation and is
as below:

TB Patients Registered under RNTCP | 38,61,201
fee;iispt}é:ilil Health Institutes (PHI) 47.461
Tuberculosis Officials details 2,891
District TB Officers details 698

State TB Officers details 35
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Contractual Employees details 8,304
Health Establishments registered 85,259
Patients notified 20,8617
Cul.ture & D_rug Resistant Labs 120,717
Patients registered

Dmg Resistant Tuberculosis Patients 10,788
registered

Implementation challenges

Many of the PHCs in the country do not have adequate
ICT infrastructure like computer, internet connectivity
and Data Entry Operator. Also intermittent electricity
supply hampers the data entry and use of Nikshay. Also
patient treatment cards need to be brought to TU/Block
level or even at district level in certain areas for data
entry. Slow internet/web connectivity in some places and
incomplete treatment cards at many places also slows
down the process.

However, support from NRHM in terms of ICT infra-
structure and data entry operators has significantly con-
tributed to use of Nikshay software across the country.

TB Notification

Background: India’s National TB Control program
provides quality assured diagnostic and treatment
services to all the TB patients including necessary
supportive mechanisms for ensuring treatment adherence
and completion. But these services cannot be made
available to large number of patients availing services
from private sector, as they are not currently reported to
the program. The National Program is unable to support
TB patients and facilitate effective treatment as there
is no information on TB and M/XDR-TB diagnosis
and treatment in private sector and unable to monitor
and act for this looming epidemic. The country has
a huge private sector and it is growing at enormous
pace. Private sector predominates in healthcare and
TB treatment. Extremely large quantities of anti-TB
drugs are sold in the private sector. Poor prescribing
practices among private providers with inappropriate
and inadequate regimens and unsupervised treatment
continues in private sector without supporting patient
for ensuring treatment adherence and completion with
unrestricted access to first and second-line TB drugs
without prescription. High cost of TB and M/XDR-TB

drugs for privately treated patients is leading to further
poverty and treatment interruptions.

A large number of patients are not benefited with these
program services and leads to nonadherence, incomplete,
inadequate treatment leading to M/XDR-TB, mitigating
all the efforts of the program to prevent emergence and
spread of drug resistance. If the TB patients diagnosed
and treated under private sector are reported to public
health authorities, the mechanisms available under the
program can be extended to these patients to ensure
treatment adherence and completion. The impending
epidemic of M/XDR-TB can only be prevented to a
large extent by this intervention.

To curb this situation, Govt. of India declared Tuber-
culosis a notifiable disease on 7th May 2012 with the
following objectives.

Objectives

1.  To have establish Tuberculosis surveillance system
in the country.

2. To extend mechanisms of TB treatment adherence
and contact tracing to patients treated in private
sector.

3. To ensure proper TB diagnosis and case man-
agement and further accelerate reduction of TB
transmission.

4. To mitigate the impeding drug-resistant TB epi-
demic in the country.

Implementation Tools and Methods

For the purpose of notification, the contact details of
the nodal officer at district level and the reporting for-
mats are available on the website www.tbcindia.gov.in.
All the health establishments throughout the country in
public as well as private and nongovernmental sector
are expected to notify TB cases.

For the purpose of notification the definition of TB
cases is as below:

2 Microbiologically-confirmed TB case: Patient
diagnosed with at least one clinical specimen
positive for acid fast bacilli, or Culture-positive
for Mycobacterium tuberculosis, or RNTCP-
approved Rapid Diagnostic molecular test positive
for tuberculosis.




S Clinical TB case: Patient diagnosed clinically as
tuberculosis, without microbiologic confirmation
and initiated on anti-TB drugs.

List of RNTCP endorsed TB diagnostics are as below:
Smear Microscopy (for AFB):

2  Sputum smear stained with Ziehl-Neelson staining
or

2 Fluorescence stains and examined under direct or
indirect microscopy with or without LED.

Culture:

2 Solid (Lowenstein-Jansen) media

< Liquid media (Middle Brook) using manual, semi-au-
tomatic or automatic machines e.g., Bactec, MGIT, etc.

Rapid diagnostic molecular test:

2  Conventional PCR-based LAP for MTB complex

2 Real-time PCR-based Nucleic Acid Amplification
Test (NAAT) for MTB complex e.g., GeneXpert.

Sputum Smear Microscopy (for AFB): Sputum smear
stained with Zeil-Nelson staining or fluorescence stains
and examined under direct or indirect microscopy.

Sputum Culture: Sputum culture on solid (Lowenstein-
Jansen) media or liquid media (Middle Brook) using
manual, semi-automatic or automatic machines e.g.
Bactec, MGIT, etc.

Rapid diagnostic molecular test: LPA for MTB or
Nucleic Acid Amplification Test (CB-NAAT).

Options of Notification Modalities

TB Notification using Nikshay

Notification
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Option of registration and login for private facilities for TB notifi-
cation indirectly in Nikshay will be made available by June 2014.

Challenges

Sensitization of huge number of private healthcare
providers especially with inadequate human resources
is a big challenge. Also, following up notified cases as
a public health responsibility in a manner acceptable
to patients and the community is another challenge.
Managing huge information at different levels and
creating a national TB register and ensuring deduplication
for converting the information in burden statement is
also challenging.

However, with support of various partners like IMA &
CBCI, notification is progressing.

TB Notification Status

Types of private helalth facilities registered
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30000
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With efforts for sensitization of program officials and staff and then subsequently to private sector, the number of
private health facilities registered in Nikshay for TB notification further increased in 2014 as compared to 2013.
A total of >85,000 private health facilities are registered till now.

60000

Number of patients registered 55339
49631
50000
40000
30000
20000
10000
0 T ——

Laboratories Multi-clinic Single clinic
2012 ®W2013 w2014

With increasing number of health facilities registered notification of TB cases also increased many fold. Till
now, 2 lakh TB cases have been notified. Though this is still the beginning and case based surveillance with
increasingly complete notification by all health facilities across the country will be the milestone for RNTCP in
the coming years.




CHAPTER 5: PARTNERSHIPS

Synergistic efforts of all stakeholders involved in TB
control in India are the key towards realizing the goal
of “Universal access to TB care and treatment for all”.
Revised National TB Control Program is working towards
this goal with the basic philosophy that government is
not the sole provider of services for TB and optimum
efforts should be made to utilize the resources in the
private sector. In this context, an enabling environment
has been created through regular interaction with part-
ners involved in TB control and promoting innovative
TB control initiatives at district and state level. RNTCP
acknowledges the contribution of different partners which
are supplementing RNTCP TB control services in rural
and urban areas.

RNTCP through participatory consultation process has
developed the National Guideline for Partnership 2014
which now provides new partnership options for involve-
ment of NGOs/Private Providers/Corporates/Institutions
for TB control efforts. National Guideline for Partnership
would facilitate enhanced involvement of private sector
in TB control to realize the dream of TB-free India.

Indian Medical Association (IMA)

IMA PPM project started in April 2008 in five states
and one union territory of India, namely Andhra
Pradesh, Haryana, Maharashtra, Punjab, Uttar Pradesh
and Chandigarh (UT). Subsequently, 10 more states
were added. Subsequently, 10 more states viz. Bihar,
Chhattisgarh, Gujarat, Jharkhand, Kerala, Orissa,
Rajasthan, Tamil Nadu, Uttaranchal and West Bengal
were added to promote RNTCP and PPM-DOTS.
The State of Himachal Pradesh has been included in
the project in place of Haryana. The objective of this
project has been to improve the access of patients
availing services from the private sector to the diagnostic
and treatment services of the RNTCP and thereby
improving the quality care for the patients suffering
from tuberculosis, through the involvement of the IMA
leaders and public sector heath staff.

The salient achievements made under the project are:

2 97,363 private practitioners have been sensitized
on RNTCP and STCI

o 16,219 private doctors have been trained in 15
states and 1 union territory

2 74,750 TB cases has been notified by the
facilitation of IMA

2 IMA has facilitated establishment of 1,383
Private PHI.

CBCI-CARD

CBCI-CARD (Catholic Bishops Conference of In-
dia- Coalition for AIDS and Related Diseases) is a
Civil Society Organization working under GFATM
supported PPM project of RNTCP, to improve access
to the diagnostic and treatment services provided by
the RNTCP within the Catholic Church Healthcare
Facilities (CHFs) and thereby to improve the qual-
ity of care for patients suffering from tuberculosis
in India.

The salient achievements made under the project
are:

o 15,065 TB patients were notified to district TB
authorities

2 36,115 sputum positive TB patients were diag-
nosed from CHF designated microscopy centers

2 27,5476 TB suspects were referred for sputum
examination to RNTCP DMCs

2 15,634 Hospital and Health Centre staffs were
sensitized in RNTCP

2 7,451 medical and paramedical personnel under-
went 1-day RNTCP modular training

2 256 school health activities were organized

2 Formulation of a catholic church’s ‘Response
to TB’ which signed by the Health Commission
Bishops of CBCI. It became the advocacy tool
and overarching guideline for TB control in
Catholic Health Institutions of India

2 Contributed to the dissemination of the
‘Standards for TB care’ in India by printing
6,000 copies and reaching out to doctors in
different parts of the country.
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Foundation for Innovative New
Diagnostics

FIND is the technical and implementing partner with
RNTCP for the nationwide laboratory network for DR-
TB service. This initiative began in India under EXPAND
TB with the funding support from UNITAID and this
was complemented by funding from GFATM since 2011.
GFATM provides support to all laboratories with additional
Human Resources, in addition to supporting training, quality
assurance procedures, technical assistance, monitoring and
supervision, supply of equipment and consumables, and
National PMDT reviews.

The number of labs supported by EXPAND TB and
GFATM

EXPAND GFATM  EXPAND TB
TB CB-NAAT
Project 2010-2015 | 2010-2015 | 2012-2015
Duration
No. of Sites |  p\. 46 1.¢: 40 14
planned
No. of Sites | | ). 41 1. 30 14
Functional*

* Infrastructure for the remaining 5 LPA and 10 LC labs will be
ready by mid-2015, and the labs will be functional by the end of 2015

During the last four quarters, 1,38,585 MDR-TB suspects
were tested with new rapid TB diagnostics and 19,017
MDR TB cases were diagnosed taking the cumulative
figures till end of 3rd quarter 2014 to 3,21,890 and
54,961; respectively.

Under RNTCP led initiative a pilot project was
facilitated by FIND between February to June 2014 in
four major cities of India, namely New Delhi, Chennai,
Hyderabad and Kolkata. During this period, more than
3,300 pediatric suspects were tested by Xpert MTB/
RIF and a total of 226 TB cases were detected out
of which 27 were rifampicin-resistant. Overall Xpert
MTB/RIF positivity was 6.9% as compared to 2.4% on
smear microscopy. Positivity varies between different
specimens; however, Gastric aspirate, CSF and BAL has
shown higher positivity than other specimens.

Partnership with ASSOCHAM

Central TB Division has partnered with ASSOCHAM
and organized a one day Advocacy Workshop in New

Delhi to raise awareness among corporate members of
ASSOCHAM to join the fight against TB in India. This
workshop was attended by WHO Representative to India,
Mission Director USAID, the team from Central TB
Division under the leadership of DDG-TB and leading
members of the corporate bodies. This “Tuberculosis
Awareness, Prevention & Wellness Program” was an
effort by RNTCP and ASSOCHAM to work together
for TB control in India.

Lilly Foundation

Chemists are integral part of health system and are con-
tacted by people for consultation for any sort of illnesses.
NGOs with funding support from Lilly MDR-TB Part-
nership are engaging Chemists (Medical Shop Owners)
in TB Care and Control. The chemists trained using
RNTCP module in identifying, referring TB symptomatic
persons to testing and treatment facilities of RNTCP and
encouraged to take up DOTS provision. Lilly foundation
is supporting this initiative in coordination with RNTCP
in Telangana, Delhi, Chennai, Maharashtra, Goa and
Madhya Pradesh. The foundation is also supporting the
involvement of Rural Health Care Providers (RHCPs)
for medical care in rural areas (especially in tribal and
remote geographic locations) with limited availability
of public health services. Through, this intervention the
project is enhancing the involvement of RHCPs in TB
control, linkages between NTP and community for early
gains in program outcomes. This intervention is being
implemented through local NGOs in 4 districts across 4
states (Alirajpur in Madhya Pradesh; Ghazipur in Uttar
Pradesh; Khunti in Jharkhand and Pali in Rajasthan),
which have been selected based on their sub-optimal
performance for TB control and difficult geographies.
Under this initiative a mobile application is being used
for referring and tracking TB patients.




The International Union against
Tuberculosis and Lung Diseases

Project ‘Axshya’ (meaning TB-free) is being imple-
mented by the Union South East Asia Office (USEA)
since April 2010. The Union has been working in
partnership with 8 sub-recipient partners, over 1,000
local NGOs and nearly 15,000 community volunteers.
The key achievements of the project are:

2 Over 2.8 million households in vulnerable areas
have been reached resulting in identification and
testing of over 1,00,000 TB symptomatic and over
7,500 patients being diagnosed with TB and put
on DOTS

2  Over 1,80,000 TB symptomatic benefited from the
sputum collection and transportation services

2 Trained and engaged 2,500 providers this year
who have identified nearly 40,000 TB symptomatic
resulting in diagnosis of over 3,000 TB patients

2 Over 250 TB forums have been formed at the
district level and have facilitated nutritional support
and linkages with social welfare schemes

2 Atoll free TB helpline (number- 18001022248) has
been initiated in the states of Punjab, Karnataka and
Mabharashtra. Over 4,600 calls have been answered
through the helpline providing basic information
about TB and the location of DMCs and DOT
centers where the patients can access services

© Providing support for maintenance of over 5,000
Binocular Microscopes in Bihar, Chhattisgarh,
Rajasthan, Uttar Pradesh, Uttarakhand, Karnataka,
Haryana, Punjab and Chandigarh to ensure unin-
terrupted diagnostic services

2 The Union through Axshya continues capacity
building of the program personnel on key themat-
ic areas including TB Epidemiology, Operational
Research (OR), Clinical Management of DR-TB
and Leadership and Management. Nearly 100
personnel working with RNTCP have been trained
in these courses.

The Clinton Health Access Initiative (CHAI)

CHAI provides technical inputs to the Central TB
Division towards planning and forecasting for diagnosis/
treatment under PMDT, it has been partnering with
private sector labs and RNTCP to improve access to
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quality TB diagnosis in the private sector via the
“Initiative for Promoting Affordable and Quality
TB Diagnostics” or IPAQT. Under this initiative,
participating laboratories, have committed to offering
quality WHO-endorsed TB tests at or below agreed
upon ceiling price to the patients, discontinuing use
of sub-optimal TB tests and notifying all positive
cases to the government so that a linkage to quality
treatment can be established.

World Vision India

To support RNTCP in improving TB case detection,
World Vision India (WVI) and its 6 civil society
partners - GLRA, ADRA India, CARE India, SHIS,
TB Alert and LEPRA India have been implementing
Project Axshya in selected problematic areas in West
Bengal, Bihar, Jharkhand, Chhattisgarh, Odisha,
Madhya Pradesh and Andhra Pradesh, with the
assistance of Global Fund Round 9 TB Grant since
April 2010. The key interventions of the project
involve engaging local grass-root level CBOs and
community care givers in TB control and care,
linking them with RNTCP through advocacy, capacity
building and mobilization activities and strengthening
health systems. The key achievements of the project
are:

2 TB community meetings were conducted in 8,151
villages and as an impact of those meetings, 310
TB cases were detected from the villages through
community referrals to RNTCP. Moreover, the
project helped around 1,462 villages to develop
the TB Action Plan for the VHSCs

2 The project sensitized 3,139 unqualified rural
healthcare practitioners on TB & RNTCP and
1,346 (cumulative) of those rural healthcare
practitioners referred 4,464 presumptive cases
to the DMCs of RNTCP and 504 TB cases were
detected out of those referrals

© The Community Volunteers of the project re-
trieved 4833 (cumulative) cases of drug-default-
ers and brought them back to DOT

© The project had referred 96,340 TB presumptive
cases to the DMCs, out of which 80,531 got
tested, 8,708 TB cases were detected and 7,961
were put on DOT within 7 days of diagnosis

2 Provided soft-skill training to 5,623 district level
RNTCP and health staff.
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Involvement of Medical Colleges in
Revised National Tuberculosis Control
Program

Involvement of medical colleges in the RNTCP is a
high priority. Continuing success of RNTCP requires
involvement of all large providers of healthcare including
medical colleges. Under RNTCP Medical Colleges play
important roles in service delivery, advocacy, training
and operational research.

Evolution of Medical College
Involvement in RNTCP

A consensus conference in 1,997, attended by
leading medical professors throughout the country
and subsequent national workshops at AIIMS and
National Tuberculosis Institute, Bangalore in 2001,
lead to growing professional consensus among public
health and medical opinion leaders, that the RNTCP
approach is appropriate and feasible.

Subsequent to that increasing number of medical
colleges are participating in the program as tubercu-
losis units, microscopy centers, treatment observation
centers, etc. The initial period saw 7 nodal centers
in different parts of the country which facilitated in
the development of the State and Zonal Task Forces
and involvement of the individual medical colleges
through the State Task Forces. The involvement
includes the presence of medical college core com-
mittees at each medical college, State Task Forces
with representation from medical colleges, Zonal
Task Forces and National Task Force.

Each medical college is provided with a Medical
Officer, Lab technician and a TB Health Visitor to
facilitate the RNTCP activities through the respec-
tive District Health Societies. The logistics for the
laboratory and all the reporting formats are provided
by RNTCP.

In India, more than 330 out of about 380 medical
colleges are involved (formation of core committee,
DMC and DOT center) under RNTCP. The Annual
Zonal Task Force (ZTF) CMEs cum Workshops are
held every year. For the year 2014 the ZTF Work-
shops were held between October 2014 — February
2015 for all the Six Zones in India.

ZTF States in Zone ZTF held at

West Rajasthan, Gujarat, | Jodhpur,
Maharashtra, Rajasthan
Madhya Pradesh,
Goa

South 2 Kerala, Tamil Nadu, | Mahabalipuram,
Pudducherry Tamil Nadu

South 1 Andhra Pradesh, Hyderabad,
Karnataka, Telangana
Telangana

North J&K, Punjab, Chandigarh
Haryana, HP, Delhi,
UP, Chandigarh,
Uttarakhand

North North Eastern States | Gangtok, Sikkim

East

East Bihar, West Bengal, | Bhubaneswar,
Odisha, Jharkhand, | Odisha
Chattisgarh

The Medical college Zonal task force workshop is an
opportunity for reviewing the performance of State
Task Force and Medical Colleges and advocating
the guidelines of RNTCP. In all these workshops,
two representatives from each medical college in
the zone, the STOs, STF Chairpersons, ZTF Chair-
persons, Zonal OR Committee Members and head
quarter RNTCP consultants of all the states in the
zone will be invited to participate.

NTF Workshop is the event wherein all the rec-
ommendations from the ZTF are consolidated and
deliberated to enable necessary policy changes. The
national Task Force for 2014 was held at Simla from
14 to 15 March 2015.

Impact of Medical Colleges

Medical Colleges are actively involved in RNTCP.
Medical colleges contribute about 20% of the total
registered cases under the RNTCP. The main con-
tribution is in terms of the sputum negative and
extrapulmonary TB where their contribution is above
30% of the overall cases diagnosed. More than 600
faculty members from Medical Colleges are trained
as master trainers, these trained human resource
available in the medical colleges are supporting
program beyond the academics and participating in
the National as well as local training as facilitators
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for over 300 CMEs and workshops annually as part of the medical colleges are running ICTCs and ART
of advocacy efforts and also participating in Internal centers and have established standard cross referrals
Evaluations and appraisals of the RNTCP. Majority between TB and HIV programs.

Contribution of Medical Colleges

2009-10 2010-11 2011-12 2012-13 2013-14
No. of medical colleges involved 282 291 315 320 347
Pulmonary TB cases diagnosed 1,41,859 1,44,303 1,36,072 1,36,130 1,56,858
EP cases diagnosed 81,615 83,824 82,067 78,200 91,367
Total cases diagnosed 2,23.474 2,25,127 2,18,139 2,14,330 2,52,066

PMDT Services Provided

No of medical colleges offering TB C&DST services 68
No of medical colleges having RNTCP certified C&DST laboratories 28
No of medical colleges having DR-TB center 88
No. of DR-TB centers having DR-TB committees 88
No. of DR-TB committee members completed training in national PMDT guidelines 230

TB HIV Collaborative Activities

No of medical colleges have an ICTC 68
No of medical colleges have an ART center 88
No of medical colleges that have designated a nodal person for TB/HIV coordination 230
Number of state OR committee meetings held 35
Number of OR projects (other than thesis) received by the state OR committee 112
Number of OR proposals (other than thesis) reviewed by the STF and forwarded to the ZTF for 43
approval

Number of OR proposals approved by the zonal OR committee 7
Number of OR projects initiated by medical colleges in the state 55
Number of thesis proposals received by the state OR committee 103
Number of thesis proposals approved 80
Number of thesis initiated with RNTCP as a topic in the state 82




CHAPTER 5.1: IMA GFATM RNTCP PROJECT

IMA is the largest NGO of the works with a membership
of over 2,50,000 doctors spread over 1,700 branches and
30 state branches. IMA communicates to its members
daily though emails and or SMS apart from its regular
publications.

IMA-RNTCP-GFATM-PPM Project started in April 2008 in
five states and one union territory of India, namely Andhra
Pradesh, Haryana, Maharashtra, Punjab, Uttar Pradesh and
Chandigarh (UT). Subsequently, 10 more states were added,
namely Bihar, West Bengal, Jharkhand, Odisha, Rajasthan,
Tamil Nadu, Uttranchal, Chhattisgarh, Gujarat, Kerala,
Haryana was replace by Himachal Pradesh.

Under the IMA GFATM RNTCP Project and IMA

TB initiative IMA has been engaged in the following

activities:

1.  Sensitization of doctors about Standards of TB care
through State and District Level Workshops

2. Need for notification - follow up and cure

Training of general practitioners in standards of TB
care through District Level Workshops

4.  Establishment of Private Sector Peripheral Health
Institution

5. IEC activities, e-IMA NEWS, IMA NEWS, JIMA,
TB Newsletter

Media Advocacy

6

7. Celebrity endorsement
8. Medico-Legal Protection
9

. Policy Making
10. IMA Slogan

1.  Sensitization of doctors in Standards of TB care:
IMA has been able to sensitize over one lakh private
doctors.

Patients notified in private sector if lost in follow up could
result in multidrug-resistant TB.

2. Need for notification - follow-up and cure: All
patients of TB needs to be notified and followed
up till they are cured. IMA has helped in iden-
tifying, follow, treat and cure one lakh (104000
to be exact) out of one million missing TB cases
in India. Out of these 33,913 cases were sputum
positive and infectious to the community. Each
sputum positive case spreads infection to 15 oth-

er healthy persons and 10% of all TB-infected
persons develop clinical disease. IMA has been
able to avert about 5,08,695 new TB infections
due to reduction of TB transmission by treating
infective TB cases. Out of these 10%, 50,870 cases
could have developed clinical TB disease. Three
percent of them, 1,526 cases could have become
drug-resistant over time.

Treatment of 1,526 drug-resistant cases could have caused
the government extra cost of over 30.52 crores (Rs 2
lac per treatment). Apart IMA’s contribution has been
able to check impending Drug-resistant TB epidemic.

3. Training of general practitioners in standards
of TB care: IMA has trained and provided a TB
faculty cum experts of over 16,000 doctors in the
country. All these doctors follow one TB treatment
protocol adhering to Standards of TB Care in
India. This itself further checks the development
of MDR-TB.

4. Start of Peripheral Health Institutions(PHI):
IMA is also linking private doctors and private
doctors owned clinical establishments into the
loop of DOTS centers by way of establishing
PHI. A PHI is a center in private sector linked
to government DOTS and provided confidential
and free treatment to the public. Over 1,700 such
centers have been established by IMA so far. IMA
hospital Board of India has been rope in by IMA
to expand its scope of PHI centers. HBI has over
10,000 member.

Talks are also on with National Accreditation Board of
Hospitals to accreditate PHI in regards to quality and
safety.

5. IEC activities: At National, State and Branch
levels include:

Sensitization of School and College Principals
Sensitization of medical college students
Sensitization of Nursing School and Colleges
CME for general practitioners

Rally, Walks, Run, Exhibitions, etc. events

Fairs, Melas, etc.
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Competitions: Poster, slogan, painting, dances,
music, etc.




Media Advocacy: IMA regularly organizes media
sensitization programs for the benefits of the pub-
lic, at National, State and Branch levels.

Celebrity Endorsement: Padma Awardees of
the country have joined hands for social causes
of National Interest. They include Birju Maharaj,
Sonal Man Singh, Uma Sharma, Naresh Trehan,
Ambrish Mithal, Sudhir Tailang, Shovana Narayan,
Geeta Chandran, Satpal, Surinder Sharma, Ashok
Chakradhar and many others.

Medico-Legal Protection: IMA has sensitized its
members that not notifying TB patients is a vio-
lation of MCI Ethics Regulations under Sections
5.2 and 7.14 which are as follows and it can lead
to suspension of the license of the doctor:

“5.2 Public and Community Health” — Physi-
cians, especially those engaged in public health
work, should enlighten the public concerning
quarantine regulations and measures for the
prevention of epidemic and communicable
diseases. At all times the physician should
notify the constituted public health authorizes
of every case of communicable disease under
his care, in accordance with the laws, rules
and regulations of the health authorities. When
an epidemic occurs a physician should not
abandon his duty for fear of contracting the
disease himself.”

“7.14 The registered medical practitioner shall
not disclose the secrets of a patient that have
been learnt in the exercise of his/her profession
except — 9i) in a Court of law under orders of
the Presiding Judge, (ii) in circumstances where
there is a serious and identified risk to a specific
person and/or community and (iii) notifiable

’

diseases.’
Dr A Marthanda Pillai Dr K K Aggarwal

Padma Shri Awardee Padma Shri Awardee
National President, IMA  Honorary Secretary General, IMA
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9. Policy Making: IMA in its 207th meeting of the
Central Working Committee held on 22nd April, 2012
in Mumbeai resolved as under

“In conformity with the requirements of
international standards for TB care, IMA desires
that Notifications of TB patients to the national
progaram be made mandatory. IMA also
recommends to the General Practitioners to follow
the ISTC in diagnosis and management of TB
patients.”

Subsequently, Govt. of India, MoHFW Letter
No.Z-28015/2/2012/TB dt. 7th May 2012 mandated
Notification of TB Cases. The Govt Order said
“......therefore, the healthcare providers shall notify

2

every TB case to the local authorities........ !

10. IMA slogan for the general practitioners” I have
notified a TB patient today: have you. Do it today.

Success Stories and New Initiatives

The initial notification of Satara district was quiet low, with
only 30-40 cases per month till May this year. Five CMEs
were organized in the district, with the main focus on TB
Notification. In this district, the number of notification cases
has now reached a whooping 400-500 per month. Doctors
notifying maximum TB cases have been felicitated.

IMA in Kerala state has started receiving information elec-
tronically (by emails and Text messages) on diagnosed TB
patients, which it transmits to the concerned DTOs in the
proper format. IMA here has put up attractive posters in
the rooms of all doctors. Brochures on notification and a
2-minute video presentation on notification are presented
in personal visits to doctors by IMA Consultant and in
IMA meetings.

IMA Kerala has initiated a daily regimen drug boxes for
treatment of TB patients, in consultations with the STO.
This is an initiative of Kerala TB Cell and IMA. Although
the move is commendable, follow up is a challenge and a
way has to be found out for defaulting patients.

A strategy of line listing, one to one meetings and in-
volvement of IMA local branch officials personally has
resulted in dramatic increase of notifications from private
practitioners. The notifications have been increased from
a paltry figure of 20 cases to 3323 cases.

Dr R V Asokan
Chairman
IMA Hospital Board of India

Dr Suresh Gutta
National Coordinator
TB Cell, IMA




CHAPTER 6: BUDGETING AND FINANGE

RNTCP’s National Strategic Plan includes a significant
increase in the program’s budget in order to accelerate
progress towards universal access to TB services. Program
has got an approval X 4,500 crore in 12th 5-year plan. The
financial management procedures for RNTCP are well-
established and administered by the Finance Cell of the
CTD. These procedures are documented in manuals and
guidelines available on the program’s website. Program’s
financial management arrangements to account for and
report on program funds inclusive of both Domestic as
well as Externally Aided Component (EAC) are as follows.

a. Institutional arrangements: Overall responsibility
for financial management of the program is with the
Central Tuberculosis Division (CTD), a part of the
National Health Mission of the MoHFW. At state
level these are through state TB cell and at district
level through district TB cell.

b. Budget and release of funds: Program expenditures
are budgeted in the Demand for Grants of the MoHFW
under the Disease flexi-pool funding arrangement
under two separate budget lines for Externally Aided
Component (EAC) and General Component (GC).

c. Funds flow: Funds flow for the program will remain
within the existing financial management systems of
MoHFW, which operates through the centralized Pay
and Accounts Office. Funds are being released to state
in 2-3 instalments.

d. Obtaining sanctions and payments: The inter-
nal processes for obtaining technical and financial
sanctions and making individual payments involve
multiple levels of approvals through several steps —
these are however, well-established procedures. All
procurements of commodities are processed by the
Empowered Procurement Wing (EPW) and approved

Financial Performance of RNTCP in 12th FYP

g.

by the Secretary and Union Minister in line with the
delegation of financial powers. All funds releases for
commodity advances for approved contracts are rout-
ed through the Integrated Finance Division (IFD) of
MoHFW and processed by the Drawing & Disbursing
Officers (DDO) and Pay & Accounts Office (PAO).
All other program expenditures follow the standard
government systems of the PAO and are subject to
controls as per the General Financial Rules of the
Government of India. Payments are made through
electronic funds transfers through State Treasury since
the financial year 2014-2015

Accounting: The accounting records for all payments
against appropriated budget lines are maintained by
the Principal Accounts Officer and compiled by the
Controller General of Accounts (CGA). The compiled
monthly accounts are reconciled with the CTD’s record
of transactions.

Financial reporting: Based on the compiled monthly
accounts and the CTD’s own record of expenditures
incurred, the CTD submits its financial report to
MoHFW, other Donors to the program GFATM and
World Bank on periodic basis.

External audit: The Office of the Comptroller and
Auditor General (C&AG) of India is the statutory
auditor; the audit is being conducted as per the
standard terms of reference agreed with Department
of Economic Affairs (DEA) of the Ministry of Finance
and the World Bank. The audit report(s) are being
made available to all donors as per the agreement.
At state level audit are being done as per state NHM
audit manual and guidance. State audit are being done
by the empaneled chartered accountancy firms of the
state. All the states are required to submit the annual
audit report to CTD by 30th September.

Under 12th 5-year plan in first 3 years of RNTCP the snapshot of funds approved and released to RNTP is following:

Description 2012-13 2013-14 2014-15 Total
Budget requested 700 800 1,358 2,858
Budgetary estimates (approved budget) 710 710 710.15 2,130.15
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Description 2012-13 2013-14 2014-15 Total
Revised estimated (revised approved 467 500 640 1607
budget)

Total releases to States 224.72 323.52 339.03 887.27
Expenditure (plan) 566.93 527 393.19% 1487.12
Expenditure (Nonplan) 95.78 140.02 466.81 702.61
Total expenditure 662.71 667.02 860.00 2189.73

*Expenditure till December 2014 and SOE has been received by only 30 States/UTs (as on 18 March 2015).

Status of Donor Supported Projects

In the current National Strategic Plan RNTCP budget
apart from domestic budget two other donors are sup-
porting the program: The Global Fund and The World
Bank. The update on the donor supported projects is
as follows:

The Global Fund: CTD is one of the principal recipients
of Global Fund grant from Round 1 itself. The Round
1 grant started from FY 2002-03. Subsequently CTD
became the PR of GF round 2, 4, 6, RCC and Round 9
and Single stream funding project (SSF-TB). Currently,
the phase 2 of SSF TB project is under implementation.
This project is till September 2015. In FY 2013-14
project has utilized USD 112 million out of approved
131 million under this grant. The disbursement made
by GFATM in FY 2013-14 is 105 million USD. Under
this project 9 states (Bihar, Andhra Pradesh, Odisha,
Haryana, Chhattisgarh, Karnataka, Jharkhand, Telangana
and Uttarakhand) are covered. Apart from these following
sub-recipients of the grant:

2 Catholic Bishop Conference of India (CBCI)
2 Indian Medical Association (IMA)

2 Foundation for Innovative and new Diagnostics
(FIND)

2  World Health Organization (WHO).

World Bank Project: The assistance provided by the
World Bank contributed substantially in starting the
implementation of the DOTS strategy for TB Control in
India. World Bank has supported RNTCP with 2 previous
credits TBI and TBII with a total value of 146 million
and 170 million, respectively.

In 2014-15, an International Development Association
(IDA) credit of US$ 100 million was approved by
the World Bank Board of Executive Directors and
became effective on June 26, 2014 (P148604). The
Project Development Objective (PDO) is to support
the aims of India’s National Strategic Plan for
Tuberculosis (TB) Control to expand the provision
and utilization of quality diagnosis and treatment
services for people suffering from TB. This credit
is of USD 100 million for 3 years.

Goal and Objective of Project are
Following

Goal: The overall goal of the project is to support
the Government’s 2012-17 National Strategic Plan for
TB control and contribute to the vision of “Universal
Access for quality diagnosis and treatment for all
TB patients in the community.”

The project has three components:

2 Component 1: New strategies to reach more
tuberculosis patients with earlier and more ef-
fective care in the public and private sectors.

© Component 2: Scale-up and improve diagnosis
and treatment of drug-resistant tuberculosis.

2 Component 3: Expand public tuberculosis
services integrated with the primary healthcare
system.

Bank has completed the first review mission of the
project (October 14-20; 2014) under which project
has been categorized “Moderately Satisfactory”.




CHAPTER 7: PROCUREMENT AND LOGISTICS
MANAGEMENT

Central Procurement

The Procurement of first and second Line (MDR and
XDR) anti-TB Drugs and Laboratory Equipments is un-
dertaken at the central level through a procurement agent,
M/s RITES Ltd. who has been contracted by MoHFW to
undertake procurement under various Program Divisions
of the MoHFW including RNTCP.

Procurement, Supply and Logistics Unit at Central
TB Division (CTD) continues to function under the
supervision of Additional Deputy Director General,
(ADDG), who is supported by a Procurement and Supply
Management Consultant and an agency outsourced with
the Govt. of India (Gol) support for drug logistics
management.

Anti-TB Drugs

An uninterrupted supply of good quality anti-TB drugs
is an essential component of DOTS strategy under
RNTCP. During the year 2014, the RNTCP experienced
some delays in drug supplies at the central level but
the situation was managed through timely emergency
procurement and through procurement of some loose
drugs at the state/district levels. The program is striving
hard to ensure that the bottlenecks in the procurement
at the central level in the MoHFW are sorted out at the
earliest and a smooth flow of drugs is ensured.

First-line Anti-TB Drugs

Procurement of anti-TB drugs for the entire population
of the country for Gol, World Bank and GFATM fund-
ed states is being done through International Bidding
from “WHO Pre-Qualified Suppliers’ only through Gol
approved procurement support agency i.e., M/s RITES
Ltd., with an exception to Injection Streptomycin, for
which no WHO pre-qualified suppliers are available.
Hence, it is procured through International Competitive
Bidding with WHO-GMP as a qualifying requirement.

The procurement of first-line anti-TB drugs under GOI-
Domestic Budget Support (DBS)/World Bank and for the
GFATM funded states for the year 2015-16 is proposed
to be procured by CMSS (Central Medical Store Society).

Second-line Anti-TB Drugs

The supplies of second-line anti-TB drugs are received
from two different sources; from Gol through the DBS/
World Bank funding mechanism and from GDF through
the GFATM grant to the program. Against DBS/World
Bank indents of 2012-13 & 2013-14, supplies of few
drugs are currently underway and balance drugs are
clubbed with the 2014-15 procurement. Under GFATM
procurement, supplies of the 1st tranche for 33,566 full
Treatment and 15,275 preceding year’s CP courses for
the year 2013-14 is almost complete except for Injection
kanamycin and NaPAS, which is staggered till Mar/
Apr’2015. However, 2nd tranche supplies against this
procurement is expected to begin from 1st Qtr 2015.

In addition, procurement of 31,250 MDR-TB courses and
2,250 XDR-TB drugs through DBS/World Bank for the year
2014-15 has been finalized and in the process of award of
contract. Another 18,750 MDR-TB courses and 500 XDR-
TB courses through GDF for GFATM funded states are in
process and are expected to reach by mid-2015.

In keeping with the scale-up activities of the program,
procurement of 31,250 MDR-TB patient courses and
2,250 XDR-TB patient courses under Gol-World Bank
mechanism for the year 2015-16 has been initiated.
With all these supplies expected in the year 2014-15
and 2015-16, the program is gearing up to ensure an
uninterrupted supply of these drugs.

Quality Assurance of First and Second Line
Anti-TB Drugs

Quality assurance (QA) of anti-TB drugs has been accord-
ed special importance by RNTCP and measures are taken
to ensure both pre and post dispatch inspection of all the
anti-TB drugs.




QA Measures at the Time of Procurement

First-line Anti-TB Drugs: Since 2008-09, procurement
of first-line anti-TB oral drugs has been limited to
‘WHO Pre-Qualified Suppliers’ under Gol-World Bank/
DBS mechanism and GFATM funded first-line drugs are
procured through Expert Review Panel (ERP) approved
sources as per GFATM Policy on Quality Assurance
of Pharmaceutical Products. Pre-dispatch inspection
and testing of all batches is mandatorily done. Injec-
tion streptomycin and other loose drugs are procured
through International Competitive Bidding (ICB) from
WHO-GMP suppliers only. Quality is ensured through
pre-dispatch inspection of all batches.

Second-line Anti-TB Drugs: Procurement for the DBS/
World Bank funded States is done through ICB by the
Procurement Agency of Ministry of Health & Family
Welfare. For this procurement, WHO-GMP Certification
is required, as in case of first-line anti-TB drugs, pre-dis-
patch inspection of all batches is done. For GFATM
funded states, procurement is done through Global Drug
Facility (GDF) of Stop TB Partnership from suppliers,
as per GFATM Quality Assurance policy on procurement
of pharmaceuticals.

QA Measures Post Procurement

To ensure good quality drugs at all stocking/service
delivery points under the program and till the final con-
sumption of drugs, the program has developed a protocol
which entails that samples are tested at an Independent
Quality Assurance Laboratory contracted by RNTCP.
Under the protocol, each quarter, random samples of
all anti-TB drugs are drawn from GMSDs, State Drug
Stores and District Drug Stores and sent for testing to
the independent QA Lab. The test reports are presented
to a Committee headed by Drug Controller General
(India). In addition to this, samples also get picked up
randomly from drug stores by various Central and State
Drug Inspection Authorities and sent for testing at the
State labs. Based on the test reports, further necessary
action is taken by the program.

LED Fluorescence Microscopes (LED)

Central TB Division has planned to replace the Binoc-
ular Microscopes with LED Microscopes in a phased
manner over the next 5 years starting from the high
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work load settings in the country. Two hundred LED
microscopes had been procured last year by UNION for
use in Projects in Medical Colleges. Though LEDs are
more expensive than the ordinary BMs, studies have
confirmed that the use of LEDs provides much faster
diagnosis and is more user-friendly resulting ultimately
in a better yield. Thus, it has been decided to procure
LEDs at the central level. In the first phase, the contract
has been awarded for procurement of 2500 LEDs, for
higher work load settings and 1500 BMs, for low work
load settings.

Drug Logistics Management

Drug requirements, consumption and stock positions,
both at state and district levels continue to be monitored
at the Central TB Division (CTD) through the Quarterly
Reports submitted by the districts. The first-line anti-TB
drugs procured are stored at the six Government Medical
store depots (GMSDs) across the country. The second-line
anti-TB Drugs are received directly by the States as
loose drugs. The states then repack these into monthly
boxes which are then distributed to the districts based
on the existent case load and the PMDT plan. Based on
the District Quarterly Program Management Reports and
the monthly State Drug Stores (SDS) Reports, drugs are
issued to the states accordingly. The States are required
to maintain defined buffer stocks at each levels i.e., at
the PHIs, TUs, DTCs and the SDS as per the defined
stocking norms for each level.

Training and Capacity Building

For long-term sustainability of the program,
decentralization of inventory management practices is
very important. To ensure that the States are able to
manage their drug logistics as per RNTCP guidelines,
regular trainings and re-trainings on Procurement and
Supply Chain Management have been conducted by
Central TB Division for the state level staff during the
year. Two national level training were conducted in
financial year 2014-15 at NTI in the months of June
and December, 2014 for State TB officers, RNTCP
consultants, State level pharmacists and store assistants.
Central TB Division has designed a training calendar
for the financial year 2015-16 for training of staff on
procurement and supply chain management.




CHAPTER 8: ADVOCACY, COMMUNICATION
AND SOCIAL MOBILIZATION

ACSM is an inbuilt component of Revised National Tu-
berculosis Control Program (RNTCP) and is recognized
as an important element of all activities of TB control
essential to achieve the goal of universal access. ACSM
can contribute to TB control through:

2 Mobilizing political administrative commitment
resulting in availability of better resources for TB

Early case detection and early complete treatment
Reaching the unreached

Combating stigma and discrimination

O 0O 00

Motivates and empowers community, partners and
allies to actively participate in local initiatives with
locally available resources

2 Generate awareness and demand in community
through well-informed and reasoned dialogue.

During year 2014, following ACSM activities were
undertaken to raise the level of awareness amongst
Health care providers and community at large to benefit
the end-beneficiary-TB patient.

World TB day: On 24th March 2014, World TB Day
- mass media campaigns were rolled-out to generate
awareness about TB. A print media campaign in Hindi,
English and regional daily newspapers were published. In
addition, Audio-video campaign was also undertaken on
TV/Radio continuously for 1 month. TB India 2014, the
Annual Report of RNTCP was also released on this day.

A similar focused Audio Visual (AV) campaigns was
launched in September 2014 by, the then, Union Health
Minister to spread greater awareness about TB diagnosis
and treatment during launch of drug resistance survey.

National Advisory committee was constituted in 2013
for a period of 2 years to advise and guide the Central
TB Division by infusion of newer ideas and experience.
It includes experts from field of health communication,
research, national and state teaching institutes, etc. The
second meeting was convened in June, where approval
was accorded to“Operation Handbook on ACSM” and
“Media tool kit” developed by CTD in coordination
with USAID-IHBP.

The baseline study undertaken by CTD-IHBP-USAID in

six states highlighted the status of ACSM implementation
across the country thus identifying Constraints, challenges
and weaker areas in implementation of ACSM activities.
Based on the findings, the “Operation Handbook on
ACSM” was developed and has been distributed to all
concerned in states and districts to facilitate them to plan
implement and evaluate effective ACSM interventions
in their respective states and districts.

A media content analysis on TB was also undertaken with
the help of partners and findings of the analysis offered
insights on how TB is covered in media. To address media
issues a “Media Tool Kit”, which gives information to
journalists about cause, diagnosis, treatment and other
developments under RNTCP was developed. It is a
dynamic document and will regularly be updated. Media
workshop is under proposal to widely disseminate it. The
program is in the process of hiring a media agency to
take care of specific requirements of ACSM.

Development of ACSM material: Two New audio-
video, four Radio jingles and two posters portraying
Sh Amitabh Bachchan has been developed on issues
regarding Tuberculosis. Two TVCs and two posters have
been developed CTD- DAC-USAID-IHBP on SBCC
TB-HIV co-infection. Campaign of World TB Day 2015
will promote these audiovisuals.

Capacity Development: To enhance the capability of
RNTCEP staff to plan and implement ACSM activities at
state and district “ACSM Human Resource Group” was
constituted. The group will suggest ways and means to
empower RNTCP staff with specific knowledge, skills,
and resources to plan, implement and evaluate effective
ACSM interventions linked to specific TB control. It
will also help to estimate the training needs, load, plan,
contents, material and monitoring methodology, etc.

To develop the capabilities of State IEC/ACSM Officers,
CTD in collaboration with USAID-IHBP organized
5-day Social Behavior Change Communication (SBCC)
training at National Institute of Health and Family
Welfare, New Delhi. The training was found very useful
by the participants in planning and implementation of
the ACSM activities at state and district level in their
respective state.




The states were further empowered through 2 days
orientation workshop wherein team of STO, RNTCP
Consultant and State IEC Officers were sensitized on
identifying problem and planning the ACSM interventions
accordingly. Draft of revised the Health Communication
Strategy and Urban ACSM strategy was shared for
inputs during orientation and dissemination workshop
of Operational Handbook on ACSM-September.

For effective planning and implementation of ACSM
activities for providers, patient and community at state,
district, TU level a SBCC activity format was developed
and circulated to all states with communication to propose
ACSM activities for last two quarters 2014.

Monitoring and supervision: To review the performance
of states and districts regarding the implementation of
ACSM, following Nine states and sixteen district were
reviewed through the structured mechanism of Central
Internal Evaluations (CIE) during the year 2014:

In addition performance of Uttar Pradesh, Haryana,
Punjab, Himachal Pradesh, Chandigarh, West Bengal,
Tripura were also assessed through Quarterly District
reviews.

2 Tamil Nadu 2 Thiruvallur and
Madurai

2 Chandigarh

< Odisha 2  Cuttack and Ganjam

2 Madhya Pradesh S Betul and Indore

2 Bihar 2 Araria and East
Champaran

2  Jharkhand < Hazaribag and West
Singhbhum

Rajasthan < Churu and Ajmer

< Haryana < Sirsa and Sonepat

2 Assam S Kamrup rural and
Tinsukia
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One good observation was that IEC material was
available at most of the places and was well displayed
at health facilities. However, the presence outside health
facilities was suboptimal at most of the places. Main
issues identified are shortage of allocated/release of funds
at user’s end at district to carry out ACSM activities.
Sanctioned post of IEC Officer, PPM Coordinator at
State and district are lying vacant at most of the places.
RNTCP Signboards were missing at some of the health
facilities.

Concerned states and districts were informed about the
shortcoming and recommendations were made to address
the problems.

Based on these findings guidelines for planning and
implementation of need based targeted 360°, 365 days
ACSM activities at state and district level were devel-
oped and were disseminated along with “Operational
hand book for ACSM”, which will facilitate state and
district in planning, implementing and monitoring ACSM
activities.

The Health Communication Strategy developed in 2005
is being revised as per current needs to address the
newer challenges of DR-TB and other morbidity asso-
ciated TB. In addition, to address the special needs of
urban area a separate ACSM Strategy for urban TB is
being developed.

The total ACSM activities reported in 2014 from field
across the country are as under:

1. Patient provider meetings: 61,312
2. Community meeting: 50,487
3. School activities: 15,114
4. Private practitioner sensitization: 50,423
5. Outdoor publicity: 25,9178




CHAPTER 9: RESEARCH

The RNTCP is based on global scientific and operational
guidelines and evidence, and that evidence has continued
to evolve with time. As new evidence became available,
RNTCP has made necessary changes in its policies and
program management practices. In addition, with the
changing global scenario, RNTCP is incorporating newer
and more comprehensive approaches to TB control. To
generate the evidence needed to guide policy makers and
program managers, the program implemented measures to
encourage operational research (OR). Efforts of RNTCP

Number of State OR committee

meetings held 35
Number of OR projects (other than
thesis) received by the state OR 112

committee

Number of OR proposals (other than
thesis) reviewed by the STF and 43
forwarded to the ZTF for approval

Number of OR proposals approved by

the Zonal OR Committee 7
Number of OR projects initiated by 55
Medical Colleges in the State

Number of thesis proposals received by 103
the State OR Committee

Number of thesis Proposals approved 80
Number of thesis initiated with RNTCP 32

as a topic in the State

to promote OR yielded success and most of the studies
has are linked to the main priorities of TB control.

The program requires more knowledge and evidence of
the effectiveness of interventions to optimize policies,
improve service quality and increase operational
efficiency. This has led to the realization of the need
for a more proactive approach to promoting OR for
the benefit of the TB control efforts. Furthermore, the
program seeks to better leverage the enormous technical
expertise and resources existing within India both within
the Program, and across the many medical colleges,
institutions and agencies. Operational research aims
to improve the quality, effectiveness, efficiency and
accessibility (coverage) of the control efforts.

Following is the summary of number of Operational Re-
search proposals and status of approval by the mechanism
of State OR Committees, Zonal OR Committees and
National Standing OR Committee in year 3Q13-2Q14.

Important Developments

o  Program has initiated process to develop web-based
application for streamlining operational research
to facilitate transparent and accountable system
ensuring timely feedback and decisions of the re-
spective OR committees to the applicant Principle
Investigators.

< National Research Committee meets at least twice
year and provides technical guidance to CTD on
the RNTCP.




CHAPTER 10:

The Revised National Tuberculosis Control Program
(RNTCP) has completed 16 years of implementation. The
program has been consistently achieving its objectives
of treatment success rate >85% and case detection rate
(CDR) >70% among the New Smear Positive Patients,
since 2007, which was in alignment with the global
targets. While RNTCP consolidated these achievements,
it is also attempting to expand the horizon. The program
is moving towards achieving ‘universal access’, reaching
out to the unreached and ensuring that all TB patients
receive the highest quality diagnostic and treatment
facilities as early as possible. The program is also facing
the challenge of drug-resistant - TB and that of HIV
co-infection with TB. The program has initiated steps
to tackle these challenges.

The Global Tuberculosis Report, 2014 published by the
World Health Organization mentions India having met the
Incidence and Prevalence targets. Regarding mortality, it
mentions that India is on track, meaning that the projec-
tions suggest that the targets will be reached by 2015.

Date State District
20-24 Jan, 2014 Tamil Nadu | Madurai,
Thiruvallur
12-14 Mar, 2014 Chandigarh | Chandigarh
28 Apr-02 May, 2014 | Odisha Cuttack,
Ganjam
2-6 June, 2014 Madhya Betul, Indore
Pradesh
14-18 July, 2014 Bihar Araria, East
Champaran
19-22 Aug, 2014 Rajasthan Churu, Ajmer
22-26 Sept, 2014 Jharkhand Hazaribag,
West
Singhbhum
24-28 Nov, 2014 Haryana Sirsa, Sonepat
19-23 Dec, 2014 Assam Kamrup
Rural,
Tinsukia

MONITORING AND EVALUATION

It is recognized that management of TB control program
is challenging both from technical as well as operational
point of view. It has relatively complex diagnostics,
treatment, and follow-up dimensions. Further in the
year 2014, it faced dual challenge of keeping pace with
the widening priorities and strengthening systems for
provision of basic services.

Although RNTCP has standardized set of program man-
agement guidelines, people tend to deviate over time
especially, when supervision slackens. Another concern
is the competing local priorities for which the program
managers had to find solutions within the ambit of the
health system.

Intensive supervision and monitoring on a continuous
basis prevents complacency setting in and the activities
becoming “routine”.

As part of the Supervision and Monitoring Strategy of
the program, central internal evaluation were conducted
as per list in Table-1.

In addition, state level internal evaluations were also
conducted in 28 states during the year 2014. The
program was also reviewed in terms of State co-
ordination committee meetings for TB HIV and review
of Programmatic Management of drug-resistant TB at
the state and regional level.

National Task Force meeting regarding the involve-
ment and contribution of medical colleges was held
in Bhubaneswar. Coordination committee meeting of
the national reference laboratories along with the an-
nual meeting of the National Diagnosis and Treatment
Committee for RNTCP was held to formulate the future
course of action.

RNTCP will continue the system of periodic review at
all levels, with increasing emphasis on inclusion of the
TB program in general health system review activities.
Regular reviews will be conducted on a predetermined
schedule by teams with specified compositions.




CHAPTER 11:

Committed, qualified and trained healthcare providers
equitably distributed at all levels are the foundation of
an effective health system. The goal of RNTCP’s HRD
strategy is to optimally utilize available health system
staff to deliver quality TB services, and to strengthen
the supervisory and managerial capacity of program
staff overseeing these services. RNTCP will align more
effectively with health system under NHM to leverage
field supervisory staff more effectively, and increase
capacity building of the staff to equip them to handle
multiple tasks of DOTS, drug-resistant TB and TB-HIV.
By aligning with the health system and strengthening
program management capacity to leverage and supervise
the health system, the Universal Access will become a
reality.

The depicted diagram is illustrative of the human
resources available for TB control from the grassroots
to the national level, both government and contractual.

Functions of the State TB Cell, State TB Demonstration
Center, and TB Unit Team, National and Intermediate
Reference Laboratories, the Medical College Task Forces
and core committees are well spelled out. The responsibilities
of state TB cell staff, district-level staff and PHI staff are
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HUMAN RESOURCE

clearly defined. Nonfinancial incentives like awards on
World TB Day have created a motivated workforce.
Preference for candidates with experience of working for
TB control for higher positions has further motivated the
peripheral hired staff giving them career pathways.

Technical expertise hired additionally under program
and existing within the system, do continuously need
updation of knowledge in view of policy updates/
refreshing existing knowledge, etc. Training institutes
(both National and State) play pivotal role in capacity
building of all concerned. National training institutes
like National TB Institute (NTI), Bangalore; National
Institute for TB and Respiratory Diseases (previously
called Lala Ram Sarup Institute of TB and Lung Dis-
eases), New Delhi and National Institute for Research
in Tuberculosis (previously called Tuberculosis Research
Center), Chennai are capacity building arms of Central
TB Division, MoHFW-Gol. Many efficient state level
institutes have also come up as regional level training
hubs — e.g., State TB Training and Demonstration Center
(STDC) of Ahmedabad/Hyderabad/Kochi, etc.

The STDC is a technical arm of State TB Cell. It is
responsible for training along with other responsibilities
as Lab. Support, Supervision and Monitoring, Quality
Assurance, Operational Research, Information Education
and Communication, etc. Formation of group of master
trainers within the State and capacity building for
imparting quality training at district and peripheral level
is also taken up at STDC level. Evaluation of training
activities in the State and development of training
material in local languages as per need would be taken
care by the STDC.

There are many conventional methodologies accepted for
TB trainings; including modular training, on job training,
etc. However, e-modules, Audio-Visual modules, Webinars
etc. are widely accepted and appreciated methods as well.
Customized training tools and modalities that suit the train-
ing needs as per need assessment would be used for the
trainings at different levels. Training for private providers,
associations and different stakeholders at National, State,
District and peripheral level, trainers from State TB Train-
ing and Demonstration Centers, teachers and researchers
of the Medical Colleges and other institutes from all over
the country are also trained at national institutes.
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The flow diagram depicts the human resources available at every service point to a patient for getting optimum
TB care services:

2 Medical Officer of Peripheral 2  Medical Officer at Community 2  Faculties at Medical Colleges
Health Institution Health Centers S  Specialists at Corporate Hos-
© Private Medical Practitioners ©  Specialists available at Subdi- pitals
at Village Level vision Hospitals 2  Private Practitioners in the city
2 Senior TB Treatment Super- 2  Specialists available at district = Sepior MO at DRTB Site
visor level. 2  State Tuberculosis Officer
2  Senior TB Lab Supervisor = Cbest and TB‘ Specialists doing 5 Microbiologist (IRL)
2  Tuberculosis Health Visitor Private Practice S Microbiologist (EQA)
= ASHA 2 General Practitioners ) ) )
. . 2 Epidemiologist
2 Community Health Guides < DRTB site Senior MO = Treatment Monitor
2 Swasthya Shayayika 2 District Tuberculosis Officer o Medical Officer of State TB
2  Members of Gram Panchayat = Medical Officer at DTC Cell
2 Laboratory Technicians >  Dist PPM Coordinator =  DRTB Coordinator
2 Rural Health Practitioners >  Dist Program Coordinator =  PPM Coordinator
= Chemists 2 Dist DRTB-HIV Coordinator =~  TBHIV Coordinator
2 Members of Self-help Group ©  Counselor =  State Accountant
2 Non Governmental Organi- o  Statistical Assistant = Pharmacist at SDS
zations 2 District Accountant 2  Data Analyst
S Laboratory Technician 2  Technical Officer - Procure-
ment
2  Senior LT and other LTs of IRL
S Data Entry Operators

Private sector is an equally important partner to achieve universal access of TB care in community. The Govern-
ment of India had passed gazette of TB case notification in May 2012. All private sector stake holders are to be
sensitized by the program on the Standard of TB care in India, which is the TB care continuum, which should
be followed by all stakeholders.




CHAPTER 12:

The central theme of Country’s 12th 5-year Plan (2012-2017)
is the goal of “Universal Access to quality TB diagnosis and
treatment for all TB patients in the community”. This entails
sustaining the achievements till date, finding unreached
TB cases before they can transmit infection, and treating
all of them more effectively, preventing the emergence of
MDR-TB. These ambitious goals are achievable because
the TB program has established a robust management
infrastructure, focused on effective implementation,
decentralizing patient-friendly services to impoverished
and vulnerable populations, and improving quality of care
for all. The program is now focusing on re-engineering
program system for optimal alignment with NRHM at
block level. The current basic program management unit
for RNTCP, the “Tuberculosis Unit” for 5,00,000 persons
is now being realigned nationwide with the NRHM health
blocks and urban wards anticipating NUHM expansion. The
program has also effectively engaged the community in
creating awareness and providing DOTS treatment through
community volunteers.

Considering the technical and operational feasibility, the
RNTCP built up its infrastructure, wherein, the RNTCP
has quality assured laboratory network for bacteriological
examination of sputum in three tier system of Designated
Microscopy Centre (DMC), Intermediate Reference
laboratory (IRL) and National Reference laboratory (NRL).
DMC is the most peripheral laboratory under the RNTCP
catering to a population of around 1,00,000 (50,000 in
tribal and hilly areas). There are more than 13,000 DMCs
across the country.

Currently, there are six NRLs-NTI, Bangalore, NIRT-Chennai,
NITRD-Delhi, JALMA-Agra, RMRC-Bhubaneswar and
BMHRC-Bhopal. The NRLs work closely with IRLs,
monitor and supervise the IRL activities and also undertake
periodic training for the IRL staff in EQA, culture and
Drug Susceptibility Testing activities. The first National
Drug Resistance Survey is being conducted by NTI,
Bangalore with the support of CTD and WHO India. The
program has strengthened the IRLs at the state level to
supervise and monitor the DMC and efficiently achieve
the external quality assurance function (EQA) by providing
human resource support. Laboratories with a capacity to
diagnose drug-resistant bacilli using different technologies
including solid culture, liquid culture and line probe assay
(LPA) and Cartridge-based Nucleic Acid Amplification

INFRASTRUGTURE

Tests (CB-NAAT) have been established which carry
out Culture and Drug Susceptibility testing. The program
provides free-testing facilities for patients and suspects of
multidrug-resistant (MDR), TB-HIV coinfected, pediatric
and extrapulmonary TB. Quality assured diagnosis is being
provided by laboratories through LPA, liquid culture, solid
culture and CB-NAAT labs across the country for rapid
diagnosis of drug resistance tuberculosis. Under the current
strategy, Program is rapidly expanding the laboratory and
newer technology platform capacity to achieve universal
access to quality assured diagnosis. All TB patients including
patients with co-morbidities such as TB-HIV, TB- Diabetes,
registered under the program are provided free quality
assured treatment services through the network of providers,
ranging from the community volunteers to tertiary care
dedicated institutions specialized in TB treatment and care.
Currently, there are more around 4.6 lac DOT centers, 127
specialized drug-resistant TB centers providing services
across the country. For further decentralizing and making
treatment services patient friendly for DR-TB patients, 53
linked DR-TB centers have been established in states like
Andhra Pradesh and Gujarat.

Procurement, Supply and Logistics Unit has been established
in Central TB Division (CTD) for procurement and logistics
functions at the Central level. Government Medical Stores
Depots (GMSDs) are the primary stocking points, for
receipt of first-line anti-TB drugs from the manufacturers
and distribution to State Drug Stores across the country.
In case of second-line drugs, the suppliers are required to
deliver drugs directly to the consignees which are the State
Drug Stores of the implementing State.

Currently, there are 6 GMSDs at Karnal, Mumbai, Kolkata,
Chennai, Guwahati and Hyderabad, 39 SDSs and 675 DDSs
for stacking and distribution of drug stocks. Receipts from
GMSDs/SDSs (in other states) are coordinated by CTD
and are usually in response to quarterly reports/additional
stock requests made by State TB Officers (STO) and/or
District TB Officers (DTO). The Deputy Director General
(DDG), Additional Deputy Director General (ADDGs),
representative from National Institutes, NRL, RNTCP
Consultants and representative from partners constitute the
Central Monitoring Unit for supervision, monitoring and
surveillance of TB control activities in the country.
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CHAPTER 13: RNTCP PERFORMANCE: NOTIFICATION
AND TREATMENT OUTCOME TRENDS

Every quarter, Central TB Division (CTD) receives
aggregate case-finding, program management, sputum
conversion and treatment outcome information for
patients registered under the program from over 3,394
Tuberculosis Units nationwide. RNTCP follows the
global method of cohort analysis for describing case
finding and treatment outcomes. Timely data collection
and dissemination are hallmarks of the RNTCP
surveillance and data management systems. Till now,
EPI-CENTRE based aggregated reporting continued;
and from 2015, reporting will be based on case based
electronic system (Nikshay). The data from the quarterly
reports are analyzed and disseminated in the public
domain as quarterly performance reports before the end
of the subsequent quarter and as an annual report. For
the purpose of describing the notification in this section,
the data from the reports of the 4 quarters in a calendar
year have been added and is presented in the form of
annual data. Though the program was formally initiated
in the year 1997 and the quarterly reporting mechanism
was in place since inception, the data presented below
extend from the year 1999, when approximately about
10% of the country’s population was covered onwards.
The rapid pace of DOTS expansion over the past decade
complicates longitudinal data analysis in a number of
ways. District-by-district scale-up of RNTCP services
over several years changes the denominator of population
covered every quarter. Basic demographic characteristics
of implementing districts differed over the expansion
years, as well as the expected evolution of services and
TB epidemiology in areas implementing RNTCP over
longer time periods.

For the purposes of this analysis, districts implementing
RNTCP <1 year during the initial year of implementation
were attributed to cover a population proportionate to
the number of days in the first year that services were
available in each district. The rates presented in this
section are all per 1,00,000 populations after adjusting
for the number of days of implementation by individual
districts till year 2006. Also the population of the districts

is based on 2001 census and 2011 Census India for these
2 years and estimated for the rest of the years based on
these two Censuses. Though the population in the tables
is complete population of services covered as on 31st
December of that year.

Sputum Microscopy Services and TB
Suspect Examination

Over the 13-year analysis period, the population covered
increased from 139 million to 1.26 billion populations
(Table 1). Smear microscopy services are reported inde-
pendently of case notification results. As expected from
service expansion, the absolute number of TB suspects
examined by smear microscopy annually has increased
manifold, from 0.96 million to 7.8 million. Over the
same time period, the rate of TB suspect examination
increased by 50%, from 421 per 1,00,000 population
covered by RNTCP services to 694 per 1,00,000 pop-
ulation in 2014. Similarly, the rate of sputum smear
positive cases diagnosed by microscopy has increased
by 20%, from 65 to 79 per 1,00,000 population by
the year 2008, remained at that level for 4 years and
has started decreasing to 50 per 1,00,000 in year 2014
(Fig. 1). The average number of suspects examined for
every sputum smear positive case diagnosed has gradually
increased at the rate of 2% per year, from 2001 to 2014,
the number of suspects examined per smear positive
case diagnosed has increased by almost 50% from 6.4
to 9.5 suspects (Fig. 2) still suggesting that yield is
progressively decreasing per unit case finding activity.
Total and sputum smear positive case notification is also
shown in Table 1. An average difference of 10 smear
positive cases per 1,00,000 population are diagnosed
and missed from treatment. This is one of the challenge
program will have to address in coming quarters, for
which registration of each TB case at diagnosis would
be first step to bring in more accountability to treat each
diagnosed cases in the country.
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Figure 1. Rate of TB suspect examined and smear
positive TB cases diagnosed per 1,00,000 population
(2000-2014).

Notification Rates of TB Cases

Overall, case notification has increased over the 14-year
analysis period, and the notification rates of most types of
TB cases has steadily increased or remained stable, with
the exceptions of new smear-negative (Table 2 and Fig.
3) and “treatment after default” later suggesting overall
improvement in program though indirectly (Table 2 and
Fig. 4). The total case notification rate has increased
from 101 cases per 1,00,000 population in 1999 to 139
per 1,00,000 population in 2004, remained near 130 till
2009 and started decreasing since 2010 stooping to 114
per 1,00,000 population in 2014 (Table 1). The NSP case
notification rate has increased from 39 cases per 1,00,000
population in 1,999 to 53 per 1,00,000 population in the
year 2008, and has remained at around 53/1,00,000 till
2011 but has decreased to 50 per 1,00,000 population
in year 2014. The NSN notification rates have shown
a decreasing trend from 45 per 1,00,000 population in
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Figure 2. Trends in suspects examined per smear
positive TB case diagnosed (2000-2014).

2004 to 23 per 1,00,000 population in 2014 (Table 2 and
Fig. 3), and continues to fall. Some of the arguments
for this are increased efforts to get the sputum examined
and bacilli demonstrated with increasing availability and
application of quality sputum smear microscopy services
expanded under the program.

The notification rate of re-treatment cases has increased
by 40% over first few years, from 18 per 1,00,000 pop-
ulation in 1999 to 26 per 1,00,000 population in 2008,
but has started showing decline to 22 per 10,000 popu-
lation by 2014. The increase in retreatment notification
rates appears to be driven largely by increases in the
notification rates of the ‘relapse’ and ‘others’ types of
re-treatment cases. The ‘re-treatment others’ notification
rate has almost doubled from 4 per 1,00,000 population
in 1999 to 8 per 1,00,000 population by the year 2008
and continues to at that level in 2013. The notification
rate of failure-type re-treatment cases has remained
almost stable from 2002 to 2010 at the rate of 2 cases
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Figure 3. Trends in type of TB case notification rate
(1999-2014).

Figure 4. Trends in type of re-treatment TB case
notification rate (1999-2014).
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per 100,000 population. But after that, decreasing trend
is evident with expansion of PMDT services across the
country with DST being offered earlier to high risk
patients.

The “Treatment after default” notification rates have de-
clined from 10/100,000 population in 2001 to 5/100,000
population in 2014 (Table 2 and Fig. 4).

All New (Incident) TB Case Nofification

The number and rate of all new (incident) cases notified
in the country has steadily increased at the rate of 7%
annually for several years initially in the implementation
of the program starting from 83 per 1,00,000 population
in 1999 to 116 per 1,00,000 population in 2004, with
almost 40% increase in half a decade (Fig. 5).

The decline began after complete coverage in the country,
and all new (incident) TB case notification rate has de-
creased from 116 per 1,00,000 population in 2004 to 92
per 1,00,000 population in year 2014 showing a decline
of 20%, almost 2% annually. This is corroborative with
the findings of repeat ARTI surveys, suggesting declining
transmission rates in the community.
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Treatment Outcomes of Notified TB Cases

Treatment outcomes of pulmonary sputum-positive cases
notified under RNTCP is summarized in Table 3. Among
NSP cases, the treatment success rate has been >85% since
the year 2001. The death rate and failure rate has been about
5% and 2% respectively. The default rates has decreased
from 9% for the cohort of TB patients registered in 1999
to 6% for the cohort of patients registered in 2013. Among
smear positive re-treatment cases the treatment success rate
has been ~ 70% since implementation.

The death rate has shown increase from 7% to 8%,
failure rate about 5%. High default rates >13% has
been an area of concern among the re-treatment cases.
The treatment success rate has been relatively less fa-
vorable among re-treatment TAD cases and failure cases
(Table 4) when compared to the treatment success rate
among other smear-positive TB cases (NSP and relapse).
Death rates among re-treatment cases have been higher
when compared to the death rates among new smear-pos-
itive TB cases (Table 3 and Table 4). Among re-treatment
cases, the death rates among failure cases has been
consistently higher by about 1-2% when compared to
the death rates among other types of re-treatment cases.
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Figure 5. Trend in incident TB case notification rate (1999-2013).
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TB Suspects examined per 1,00,000 Population per Quarter,
by Districts, India 2014
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Incident TB Case notified per 1,00,000 Population by District, India 2014
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Treatment Success Rate of New Smear-positive Cases by District, India 2013
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Treatment Success Rate of Re-treatment Smear-positive Cases
by District, India 2013
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Performance of RNTCP: Case and Notification in 2014

Population No. of Suspects E: f f Smear| Suspects a f | 3 al smea patients|  Annual
(in lakh) suspects examined 0 examined i s s stered for| total case
covered by | examined 2 patients per smear
RNTCP! population/ i diagnosed? sitiv S S ine: rate (reported
Qtr per lakh iag as; by RNTCP D s rate
population g DMCs)
(compared to| (compared to Rel + TAD)
same quarter me quarter / Pop]

in pr ous

Andaman 4 3262 215 -22% 257 13 2% 68 84 756 199 16 51 53
and Nicobar

Andhra 865 585283 169 9% 75083 8 9% 87 73 107293 124 57 24 17
Pradesh

Arunachal 15 11031 189 1% 1346 8 5% 92 85 2691 185 64 32 42
Pradesh

Assam 325 158477 122 9% 23216 7 4% 72 62 38317 118 52 28 18
Bihar 1108 469849 106 4% 46265 10 8% 42 36 67991 61 30 15 4

Chandigarh 11 15486 354 -21% 1888 8 5% 173 121 2869 262 94 28 94
Chhattisgarh 270 154163 143 28% 14808 10 16% 55 50 28824 107 45 36 14
Dadar 4 6288 408 46% 385 16 30% 100 56 450 117 42 15 35
and Nagar

Haveli

Daman and 3 3097 284 -5% 218 14 27% 80 43 279 102 28 40 13
Diu

Delhi 175 181388 258 14% 23620 8 10% 135 112 54037 308 78 50 110
Goa 15 17273 291 10% 1090 16 20% 73 51 1660 112 40 16 35
Gujarat 635 515083 203 7% 61364 8 8% 97 80 77395 122 59 12 17
Haryana 267 205126 192 11% 25897 8 12% 97 78 39498 148 53 28 29
Himachal 71 85591 303 34% 8339 10 6% 118 106 14441 204 75 32 51

Pradesh

Jammu and 133 70295 132 -22% 4617 15 27% 35 43 10243 77 32 11 20
Kashmir

Jharkhand 351 181702 129 9% 22509 8 11% 64 59 35907 102 51 29 7

Karnataka 635 528797 208 3% 43689 12 6% 69 53 61328 97 41 17 18
Kerala 337 354276 263 -3% 13240 27 10% 39 37 23439 69 32 10 18
Lakshadweep 1 784 301 -32% 17 46 -36% 26 23 27 42 23 9 5

Madhya 765 554269 181 15% 58427 9 10% 76 66 100034 131 54 38 18
Pradesh

Maharashtra 1168 959184 205 8% 76789 12 14% 66 57 135465 116 45 22 23
Manipur 29 30085 263 264% 2522 12 36% 88 35 2198 77 28 17 18
Meghalaya 32 23712 186 -6% 2427 10 -6% 76 68 4944 155 54 23 45
Mizoram 11 10884 237 25% 912 12 -1% 79 58 1993 174 45 31 66
Nagaland 20 9727 121 -33% 1329 7 -21% 66 79 3298 164 60 31 38
Odisha 434 210683 121 4% 26169 8 11% 60 56 45777 105 47 21 22
Pondicherry 13 14935 281 -40% 1837 8 -8% 138 61 1409 106 48 12 28
Punjab 287 212384 185 13% 25400 8 7% 89 72 38152 133 53 23 29
Rajasthan 724 483595 167 6% 56723 9 20% 78 69 94908 131 51 34 20
Sikkim 6 40303 1610 419% 8119 5 -49% 1298 120 1630 260 95 46 69
Tamil Nadu 752 701297 233 5% 53636 13 5% 71 62 84570 112 48 24 21
Tripura 38 28220 187 40% 2510 11 -2% 67 42 2507 67 36 11 10
Uttar 2105 1296575 154 3% 171452 8 7% 81 73 255364 121 60 26 15
Pradesh

Uttarakhand 106 92387 217 42% 13260 7 6% 125 72 14429 136 51 29 24
West Bengal 942 568060 151 0% 59683 10 4% 63 57 89819 95 47 14 18
Grand Total 12656 8783551 174 7% 929043 9 8% 73 63 1443942 114 50 23 19
! Projected population based on census population of 2011 is used for calculation of case-detection rate. I lakh = 100,000 population.

? Smear-positive patients diagnosed include new smear-positive cases and smear-positive retreatment cases, data from DMCs.

* Total patients registered for treatment includes new sputum smear-positive cases, new smear-negative cases, new EP cases, new others, relapse, failure, TAD and retreatment others.
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Annual Annual No (%) of 3 month 3 month |No (%) of all Smear| No (%) of all No (%) of all No (%) of S Proportion | Proportion | Proportion
previously | previously | pediatric cases |conversion| conversion Positive cases Smear v cured Smear (all forms of TB) | a i of TB of HIV
treated treated smear| out of all New | rate of rate of started RNTCP cases registered ositive cases | registered receiving patients patients |infected TB |i
notification | positive ases new smear| retreatment [DOTS within 7 days| within one month ing end of DOT through known HIV | known to | known to |patients put | patients put
rate i io p { patients of diagnosis r Y reatment follow- a community status = 10Y be HIV [on CPT( RT| on ART

DOTS treatment | up sputum done volunteer d infected report)  [( RT report)
within 7 da; P a g among
last dose tested registered

34 25 46 7% 92% 70% 154 64% 224 93% 136 92% 189 37% 87% 0% 0% 100% 0%
26 17 3550 | 4% 92% 7% 59374 | 92% 62940 98% 42797 | 85% 92422 87% 98% 9% 9% 98% 94%
45 22 326 16% 90% 71% 1208 | 96% 1256 100% 951 93% 1122 46% 78% 0% 0% #DIV/0! #DIV/0!
20 11 1453 | 5% 88% 68% 17916 | 87% 19128 93% 11571 | 81% 15886 42% 31% 1% 0% 64% 81%
13 7 3885 | 7% 86% 71% 35648 | 88% 39611 98% 23410 | 80% 54687 84% 45% 3% 1% 56% 75%
47 30 230 10% 93% 81% 1007 | 94% 1045 98% 836 97% 807 36% 98% 1% 1% 79% 75%
12 7 1236 | 5% 89% 1% 12545 | 91% 13340 97% 7852 | 8% 17397 59% 73% 2% 1% 85% 91%
25 16 28 8% 91% 73% 207 93% 215 96% 141 90% 43 17% 73% 1% 0% 100% 100%
20 15 18 8% 81% 66% 72 63% 46 40% 47 64% 113 40% 100% 3% 1% 100% 100%
69 36 5828 | 14% 89% 74% 17856 | 89% 19985 100% | 14480 | 96% 3018 7% 78% 2% 1% 1% 92%
20 13 103 8% 90% 73% 733 92% 763 96% 681 99% 243 16% 98% 7% 6% 99% 92%
33 22 3128 | 6% 92% 74% 48007 | 93% 50212 98% 37784 | 92% 49267 64% 96% 4% 4% 99% 96%
38 27 1790 | 6% 90% 76% 19047 | 90% 19820 93% 14489 | 87% 15214 43% 81% 1% 1% 68% 74%
45 32 603 5% 93% 81% 7316 | 97% 7279 96% 5504 | 92% 3451 28% 68% 2% 1% 67% 77%
14 11 598 7% 88% 75% 4144 | 98% 4198 99% 3750 | 93% 1126 19% 59% 1% 0% 37% 63%
16 8 1354 | 4% 90% 78% 18225 | 88% 20613 99% 12734 | 75% 29634 83% 57% 1% 1% 26% 86%
20 13 3150 | 6% 88% 64% 30010 | 87% 33077 95% 21458 | 82% 33504 55% 94% 12% 12% 99% 91%
9 7 1668 | 8% 84% 68% 10598 | 89% 10779 91% 7891 83% 14340 68% 94% 2% 2% 83% 90%
5 0 6 25% 88% #DIV/0! 15 100% 15 100% 9 100% 7 100% 0% #DIV/0! 0% #DIV/0! #DIV/0!
20 12 8395 | 10% 91% 70% 44374 | 89% 48232 97% 29073 | 79% 63676 68% 61% 1% 0% 69% 91%
26 14 6933 | 7% 90% 67% 60748 | 91% 65861 98% 45097 | 86% 63379 48% 92% 8% 8% 98% 92%
15 8 70 4% 84% 69% 2164 88% 2370 97% 1640 | 80% 2935 63% 72% 8% 6% 69% 64%
32 17 404 10% 85% 63% 1912 | 93% 1911 92% 1227 | 83% 2059 51% 34% 2% 0% 86% 86%
32 15 146 | 9% 91% 80% 888 98% 893 98% 635 93% 857 34% 78% 12% 11% 92% 63%
35 22 364 14% 94% 81% 1115 95% 1169 100% 877 94% 690 39% 83% 8% 6% 68% 61%
15 9 1991 | 5% 88% 70% 19281 | 84% 22481 98% 12964 | 75% 34086 80% 68% 2% 1% 66% 74%
18 15 71 6% 90% 76% 1320 84% 1555 99% 1062 | 81% 2883 96% 98% 3% 3% 100% 100%
27 20 1955 | 6% 89% 7% 19380 | 92% 20483 98% 15485 | 91% 15068 2% 88% 2% 1% 89% 90%
26 19 3564 | 5% 92% 79% 39928 | 83% 45976 96% 32699 | 83% 18668 22% 69% 1% 0% 92% 94%
51 30 101 8% 84% 66% 3151 79% 3870 96% 2640 | 81% 3979 54% 85% 0% 0% 100% 100%
20 15 3689 | 5% 85% 64% 38087 | 83% 44628 97% 27121 | 81% 22439 29% 93% 7% 6% 95% 91%
10 7 53 2% 86% 63% 1852 | 79% 2328 99% 1273 | 68% 1192 30% 68% 1% 0% 83% 83%
21 14 11631 | 5% 91% 75% 137437 | 90% 150269 98% | 110416 | 87% 181773 75% 45% 1% 0% 30% 63%
31 22 747 | T% 87% 72% 8129 88% 8998 97% 6416 | 86% 10850 65% 59% 1% 0% 79% 3%
16 11 3193 | 4% 88% 68% 44782 | 83% 51616 96% 37078 | 87% 20081 24% 71% 2% 1% 89% 81%
22 14 72307 | 6% 89% 2% 708630 | 89% 777186 | 97% | 532224 | 85% 777085 56% 2% 4% 3% 94% 91%




I = o 2o | [

‘pajiodai stsoudvip Jo a1p(] U0 pasvq st €10 40f 14040D) ¢

ApysyIN ur uoyvuLiofut 4od sp uoPULIOfuUI UONDIYION T

wonvindod )00 ‘00‘[ = Yyv] [ 2104 uonYIYijou a5V o UOHDINIIVI L0f pasn st [[(7 Jo uonvindod snsuad uo pasnq uonpindod pardaloiq |

'8 YIv901 1€96¥ 6£€SS [4248 6L86L €TLIT PSEIS 7089 95971 [ejoL puerd

00 8 8 0 (3344 6L11L 990T 888 w6 [eSuog 15oM

8°01 (321" £99 98t 0 o 81 61 6 901 puepeIEn
T 1697 SLT L981 [t TLoe 169 (4314 6¥C solc ysopeld 1enn

00 0 0 0 0 88 o1 14 L 8¢ enduy
s S98¢ 6CI1 £29T €1l SSIL 6981 LSOS 6CC SL npeN [rwey,

00 0 0 0 0 4 0 4 0 9 WIS
[t SILIT 06Ch T6EL €€ 868 6LY [343 9¢ YCL ueysefey
6'¢ LOTT 90€ 108 0 89¢S1 159 199 98T L8T qefung
00 0 0 0 0 7l 0 14! 0 €1 Auoyarpuog
1'c 006 8Ly (444 0 6T 8L 961 81 1434 BYSIPO

911 (374 orl 76 1 L1 9 11 0 0t pue[edeN
€0 € € 0 [+ 1t 9 9 I WeloZIA

011 IS¢ €€l LIT 1 Ly 14t 0¢ € [43 eke[eqsoy
801 80¢ 80¢ 0 61 o1 1 8 6T andruepy
VLl £0€0T LT06 SLTIl I £T8ST 0le6s wesl 1Lzt 8911 enysereyej
(241 S1601 998¢ Tos L €89 €09 9L91 0T 9L ysopeld eAUpeN
00 0 0 0 0 0 0 0 0 I doompeysye]

6'¢ 10€1 8¢l 1911 4 €6LY (4841 LLET 001 LEE BRIy

ST SI91 8Ly LETT 0 6L06 1081 8999 019 S€9 eyRjRLIRYy]

€t wil £99 6Ly 0 9LL 96T 68¢ 16 1s¢ puepey[

L0 88 8L ol 0 LIS 9 L1T 8¢T €€l Jlyses] pue nuwef

6L 6SS L6 09t [4 881 ST 86¢ SL 1L ysopeld [eysewiy

191 86Ty 9601 ({743 0 €9L 1304 L81 €8 L9T euekrey
6L9ST 6¥SL 9lEL yI8 €98 SLyl £88¢ 9LT S€9 Jerefnn

0l PS1 el 0T 0 +9S P S0S ST ST oD
S6 $991 811 LYST 0 o1 (334 ST01 8LT SLT rea

00 0 0 0 0 8 0 8 0 € niq pue uewe(

(34 61 0 61 0 €L 0T 144 6 14 I[oABH IeSeN pue Iepe(

1er 09c¢ €26 0881 LSt ¥8¢1 STy 06L 6LT 0LT YIESSIeYYD
9€l ol €€ SIL I (41t € LOT 4 I yregipueyd)
'8 €568 [432] 61S 4 S10¢ LST 11574 L0€ 8011 Jeqlg

s L3891 0€0T LS9 0 69t [41s 1743 €€ 543 wessy

601 651 81 84 0 €1 4! I 0 S1 ysopelq [eyoeunty
811 86101 050t 8¥19 0 L91S $92¢ [£4! 844 $98 ysopeld elypuy
00 0 0 0 0 € € 0 0 14 IBQOJIN pue uewepuy

(dreALIg
uonerndod orur-nmA) £q (9yeALI] - OTUT]D (9reALI] - SA110) (91eALI]) pa1oIsISar OIO-NNIA) PId) (oreAnq - - SOLIOJRIOqRT) (dOLNY

0°00°T 12d 103025 areatid 10303s 2yeand £q uon paynou syusr 9[3urg) £q pagnou -e10qe) £q pagnou SNIIoe] [i[eay -s15a1 san1[Ioe} orur[o 9[3urs) pais)sigar pa10)sI3aI sanIfIoe) £q pa12A03 (UyE[
£q paymnou sases g, Jo ON -eoynou sjuaned g jooN  -ed Jo roqunN sjuened Jo JoquinN sjuened Jo JoquinN JO Joquuinu [ej0], [[eay Jo JoqunN  SONI[IOr] [I[eay JO IoquInN [[eay Jo JoquinN ur) uonendog el

p10T Ul uonedIYNON 3se) gL




75 o1 2015 |

%0 %l %€ %0 %€ %¢€6 TSSETT %0 %l %9 %0 % %06 6LTL8T %l %l %9 %T % %b %8 609519 ejof, puerd
%0 %l Y% %0 %9 %88 £7991 %0 %l YL %0 %L %8 §3Y4 %l %l %L %€ Yo %T %8 Ty [e3uog 1SoM
%0 %0 Y% %0 %C %¥6 80ST %0 %C %8 %l %€ %98 81LT %0 %C %8 %C Y%o¥ %8 %9L L91§ pueyerenn
%0 %l %€ %0 %l %¥6 86C6C %0 %l YoL %0 %C %06 499 %0 %l %9 %l %t Yo¥ %S8 89CLT1 ysopeld tenn
%0 %0 % %0 %€ %€6 91¢ %0 %0 %€ %0 %S %16 0¥ %0 %l %€ %l % %€ %88 G408 eanduy,
%0 %0 %C %0 %€ %S6 99441 %C %l %t %0 %S %68 0TL91 %l %l oL %C %S %C %C8 SL6YE npeN [Iwey,
%0 %0 %l %0 %C %L6 891 %C %0 %l %l %C %6 €8T %ll %l %l %S % %l %o8L 11s weps
%0 %0 %t %0 %T %86 LLTYI %0 %0 %S %0 %€ %16 L6EYT %0 %0 %S %l % %€ %L8 6599¢ ueyseley
%0 %l %C %0 %S %C6 re9 %0 %l % %0 %S %68 8881 %0 %C Yo %t %9 %Cl %¢8 £eccl qefung
%0 %0 %0 %0 %¢ %L6 06€ %0 %0 %€ %l %S %16 SS1 %l %0 %S %t %S %0 %98 889 ALyorpuog
%0 %l %S %0 %€ %16 L¥06 %0 %l %L %0 %S %L8 9816 %0 %l Y%L %l %S %9 %08 L6L0T BUSIPO
%0 %0 %C %0 Yob 1 %8 169 %0 %0 % %1 %8 %L8 769 Y%l %0 %E %€ %C %l %06 La40! pue[eSeN
%0 %0 Yo¥ %0 %€ %101 8L %0 %0 % %0 Yo¥ %66 €I %0 %0 %€ %€ %€ %l %L6 S94 WRIOZIJA
%0 %l %S %0 %€ %C6 yovl %0 %l %¥ %l %C %C6 €26 %l Y%l %9 %S Yo %€ Yo6L T€LT eAereySoN
%0 %l Yo %0 %C %¥6 98 %0 %l %Il %0 %C %98 896 %l %0 %8 %C Yo¥ % %08 118 andiuey
%0 %l %€ %0 %€ %C6 996¥C %0 %C %9 %0 %S %L8 ¥6L9T %C %l %S %C %9 %l %€8 885T¢ enysereyeN
ysoperq

%0 %0 %€ %0 %C %856 €0TTI %0 %0 %9 %0 %C %16 $6L9T %0 %0 %S %l Yo¥ % %98 608¢ eAypey
%0 %0 %0 %0 %0 %001 L - - - - - - 0 %L1 %0 %0 %0 %8 %0 YSL 1 doompeysye]
%0 %l Y%¥ %0 %€ %C6 LI18S %0 %l Yo¥ %0 % %16 L9y %l %0 %S %S %S %€ %C8 8€011 BRIy
%0 %l Y% %0 %S %06 V911 %0 %l oL %0 %L %S8 18501 %0 %l %L %€ %9 %l %18 0T¥9T eyejeuIed]
%0 %l % %0 %C %€6 86TT %0 %0 oL %0 %€ %68 S0L6 %0 %0 %S %l % %9 %8 66081 pueypreyr
Juysey|

%0 %€ Yo¥ %0 %T %C6 ¥L9T %0 %C %S %0 %C %06 L6ET %0 %€ Y%o¥ %l %€ %9 %¢E8 68617 pue nururef
ysopeiq

%0 %0 %C %0 %T %96 69t¢€ %0 %0 %€ %1 %€ %€6 L661 %0 %l %€ %C %¥ %C %88 0€1s Teyoetury
%0 %C %9 Y%o¥ %l %6 T90L %0 %l YL %l %€ %68 660L %0 Y%l %9 %€ Yob %C %88 £TorT eueAIeH
%0 %0 %€ %0 %€ %6 18€01 %0 %l %9 %0 %9 %88 SSIL Y%l %l Y%¥ %C %S %l %L8 T€69¢ Ierefny
%0 %l %C %0 %€ %6 9Ts %0 %0 %9 %0 %l %€6 S€T %C %C %S Yo %S %l %18 L9 eODH
%0 %l %C %0 %l %L6 616L1 %0 %l %¥ %l %C %€6 w98 %l %C %9 %€ Yo %0 %88 69671 ea
%0 %0 %ll %0 %0 %68 9¢ %0 %€ 9%0T %l %l YoSL [UA %0 %C %S1 %l Yo %9 %CL S8 niq pue uewe(q
1[oARH JeSeN

%0 %l %€ %0 Yo¥ %C6 Y01 %0 YoL %L %0 %0 %98 44 %0 %S %9 %C Yo¥ %0 %¥8 SO1 pue repeq
%0 %l %C %0 %C %86 68+C %0 %l %81 %l Y% %L1l L169 %C %C %EE %EE Yo¥ %ve Yo6L 80€8 yredsmeyy)
%0 %l %l %0 %l %L6 9101 %0 %C %0 %l %l Y%L6 1433 %l %C %T %€ %C %0 %06 ¥201 Yresipuey)
%0 %S %S %0 %C %68 L98€E %0 %l %L %0 %C %06 £V6S1 %0 %0 %L %l %€ Yol YobL 901€€ Teylg
%0 %l %S %0 %€ %16 8¥ES %0 %l %01 %l %S %8 0LS8 %0 %l %L %C %S %S %18 €LTST uressy
ysoperq

%0 %l %€ %0 %€ %€6 0€S %0 %0 Yo %l %€ %C6 94 %T %l %C %€ %C %T %88 806 [eyoeunty
ysoperq

%0 %0 %C %0 Yo¥ %6 SI8EI %0 %0 Yo %0 %S %06 69C1C %0 %0 Yob %C %S %€ %98 YILLY elypuy
JeqOJIN

%0 %0 %C %l Yo¥ %€6 181 %l %l %S Y%l %¥ %88 0T %T %€ Yob %€ %S %0 %C8 (44 pue uewiepuy

PaId-)SI INEL pa
payl-du -3oy / o suel], | payneRq e paiq | -191-dwo) poyoyms | Jnosuer, | paynejeq | emyeq payol-dwo) PENESNREN
Areuouwrndenxg moN OATIESON-IBOWS MON od-1eowg MON
CT0T Ul PaId)SISAY $ase) I MIN JO dW0dIN() JUIUNBAL],




%C %ot %01 %C %o %o6L YoSL €01 Yol %C %S %0 %ot %8 %8 LS %ot %0 %8 %l Yol %08 YCL [394 pueleseN
%9 %0 %9 %0 %61 %69 %08 91 %8¢ %0 %0 %8 %0 %S %9t €l %L %1 %T %C YL %L8 %8 et WeloZIN
%l %9 %TE %¥ %6 %Ly %8¢ 791 %S1 Yol %Cl %0T %S ¥ixad %LE (U3 %6 %T %01 %8 %S %99 %19 (343 ekejeySoy
%l %0 %81 %ot %o oL %98 8L %1 %0 %S %6 Yol %68 %65 [44 %t %0 %01 %9 Yot %9L YoSL St andiuey
Q 0 o o o o o o o o o o o o o o o o o o o
YoL %t %61 Y%t %01 %SS %lS 14354 %L1 Y%t %El %01 %Il %9t %lt 10€1 %01 %T %Il Y%t %01 %E9 %68 9re0l enyseleyeN
ysopelq
%T %1 %91 Yot %6 %89 %S €ELE %06 Y%l %l %6 %01 %LS Y%t SL9 %E %1 %Il Y%t Yol Y%L %9 0S8Y eAypeN
0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 doompeysye]
o o o o o © o o o o o o o o o o o o o o o
%T %€ %LT Y% %ll %¥S %9t 065 %oy %l %ll %01 %S %0L %S9 19 %o %l %8 %S %8 YobL %89 8LII ele1ay]
%T %t %ST %S %t 1 %08 oSt (4393 %8 %l %0T %S1 %Cl Yot %0t 96 %E %T %ST %9 %01 %S9 %09 98¢y eejetIed]
%t %T %El %C %8 %CL %o¥9 176 %8 %l %tl %9 %6 %09 %81 Sl %t %1 %6 %C %9 %LL %99 €191 pueyey[
Tmuyses
%0 %9 %1 %S Yol %89 %SS 91¢ %l % %91 %ll %8 %19 %¥S €01 %l %S YL %ob %t %08 %69 sict pue niuef
ysopelq
o o o 0 o o o (] o o o o o o (] o (3 o (0 o o !
%C %€ %Cl Y%b %ll %L9 %68 60T %el %l oL %ll YoL %€9 YoLS 891 %t %l %S %t %08 %18 YobL S6L1 [eyoewiiy
%T %T %0T %6 %01 %99 %8S 90T %9 Y%t %S1 %Cl1 %t %09 Y%ES 6£9 %T %1 %Cl %S %9 %9L %lL 0LSY vueAieH
%T %l %91 Y%ob %6 %89 %99 (8234 %o %l %L1 %El %Cl %¥S %CS ILL %T %1 %Cl %S %6 %L %lL 188L Jerefnn
o o o o o o o o o o o o o o o o o © o o o
%E %1 %9¢€ %9 YoL %9 %St L9 %0 %0 %6 %L1 %6 %99 %99 33 %L %t %01 Y%t %9 %L9 %99 Pel €D
%06 %E Yol Y%ob %9 %9 %9 0€81 %l Y%t %ll %01 %01 %CS %CS L9Y %6 %T %8 Yob %9 %CL Y%CL £56€ ed
na
%0 %lT %6T YoL %0 %ty Yott 4! %0 %0 %0$ %0 %0 %08 %08 [4 %L %0 %CE Yol YL %9¥ %9t 8T pue ueteq
1[oARH IeSeN
%0 %01 %01 %01 %0T %0S %08 ol %ST %0 %ST %0 %ST %ST %ST 4 %l %0 %81 %0 %ll %19 %19 8T pue Iepecq
%8C Yot %0T %lIL %6 Y%EL %CS 65t %l %€ %Cl %El %Cl %09 %8 S6 %9 %T %t %0P1 | %8 %SIT | %C9 9€s yressmeqy)
%T %T %91 %S %6 %99 %o¥9 b4 YL Yo %C %El %ST %65 %65 9 %t %€ %T Y%t %9 %18 %18 LTt yreSipuey)
%l %1 %Cl %C %9 %LL %LS yoey %ll %l %l %8 %8 %8S %l¥ 534 %T %1 %l %t %S %8L %9 9Cle 1eylg
%T %S %¥T %€ %6 %8S YLt 9921 %9 %C %81 %6 %01 %SS %8 ILE %t %0 %Cl Y% %8 %CL %09 881 wessy
ysopelq
%l %1 %Cl %l Y% %89 %68 18 %81 %0 %S %8 %S %9 %9 6¢ Y1 %l %L %€ %€ %CL %69 ST [eyoeunty
ysopelq
%t %1 %Il %o %8 Y%L %S9 9065 %ot %l %01 %01 %Il %¥9 %SS 66CI1 %€ %1 %8 Y%ob YoL Y%LL %lL €669 eIypuy
1BQOOIN
%S %01 %01 %0T %S1 %0 %0€ 0c %EE %0 %8 %0 %ST %€ %€ cl %S %S %ot %S %l %99 %99 9¢ pue Tetrepuy
Al
Al 18D 01 mno pa1sidal Al D mno pa1sidal 1.) 0] N0 PaLIdY
MS  paljsuel]  paymejdq Qe  palg S$S3C N 0] PAYINIMG  palIgjsuel]  pJnejdq dmpeq  paIg N payonms -suel], panejoq QM  palq  SS< pam)
avl aimjreq asdejoy eI
- (. S1YIO,, SUIPNPXH) €107 SIS JUIWIBAI-IY dADIsod-1eawiS JO auw0dIn() ISIM-9)e)§
8] %¥ %T Y€l %S %8 %Il %9 9TELLY eor
o
N %€ %€ L1 Y%t %8 %99 %LS Yrec9 Jnejap Idye Jusunedl],
<<
W %06 %1 %t %1l %06 %LS %08 9SLEL amyeq
o Yot %l %ll %ot YL %L9 9zelol osdejoy
e

18)) 0} PAYONMS MO PALIRYSU paynejeq | amyreg E s pain) Pa11sI3aI "ON SEO JUSUNEANAI JO AdAT,

(S19YO,, SuTpnpPXy) €107 BIPUJ J0J SISL) JUIWILII)-9Y dANISod-TedaUIG JO dUI0d)NQO




| 5 woia 2015 | [

%€ %€ %L1 Y%y %8 %99 %LS L4444 %6 %l K3 %Il %6 %LS %0S 9SLET %b %1 %Il Y% Y%L %SL %L9 9ze101 1e)o], puetr)
Y%y %€ %ET %S %Il %¥S %08 1see %81 %l %01 %01 %6 %CS %6 6€LT %S %l %01 %S Y%L %lL %89 $899 [eSuog 15oM
%C %Cl %081 Yo¥ %9 %8S %0$ 9€L %8 %0 %Il %Cl %9 %€9 %S 541 %T %€ %1l %ot %9 %SL %¥9 9St1 puepeIenn
%C %€ Yol %C %9 Y%otL %9 IL811 % %l %bl %01 %L %¥9 %S 4 %l %l %ll %C %9 %6L %0L POLLL ysopeld Ienn
%0 %0 %I1T %t YL %69 %C9 6T %01 %0 %0T %S 1 %01 %Sy %Sy 0T %l %l %9 %S %6 %8L YoLL sl emdup,
%S %¢ %CT %€ %6 %8S %0$ ity %L %l %L1 %t %Cl %CS %8Y 809 %S %l Yo 1 Yo¥ %L %69 %¥9 (4414 npeN [iue],
%Ly %0 %0 %0 %S %Ly YLy 6l Yob€ %€ %€ %€ %€ %SS %SS 8¢ %061 %0 %C %C %€ YotL YEL 0¢l wiyls
%€ %0 %el %C Y%L %SL %99 8ISy %P %0 %l %9 %6 %L9 %6$ 989 %t %0 %6 %C %9 %08 %CL LT88 ueypseley
%l %C %Cl Yo¥ %Il %0L %¥9 788 %S %l %l1 %6 %8 %99 %09 60¢ %C %C oL %€ %8 %8L %0L LT9¢ qefung
%C %C %ll Y% %ll %0L %0L Ly %€ %0 %€ Yov€ %6 %lS %lS 33 Yo %l %S %01 %L Y%bL YEL SOl ALoyo1puog
%l %€ %ET %C %01 %19 %91 €091 %L %l %l %6 %8 %C9 %6 9sT %C %l %b1 %C %8 Y%CL YoLS L6l BUSIPO

no paxdsiar 2 mno s13a1 18D 0) N0 PaLIdY
paugjsuel]  pajneye  dInjre SS ON 0) POYOJIMS  PALIQJSUBL], PpAMEJO  aInfie]  palq S q PayINMS -Suel], paynejdq  eanjieg  palq

avl amjre asdejoy




I = o 2o | [

%8L %LL 0€9¢€1 8VST 990¢ LV8T 0ce s9 €67 971 €PST €8S€T 14123 TeL oL, puerd
YobL %¢8 9LL 061 961 LI L 9T €1 o1 8¢l €18 [\ 6T [eSuog 15oM
%S9 %09 LI 9¢ 19 9¢ S €l 14 [4 o1 6L1 123 2t pueipjerenn
%LS %9 s61 18¢ L9Y (394 114 0L 8T L 0ST 1881 (214 SL ysopeid renn
%16 %¢8 43 L €l €1 4 L 4 0 S 1L S 9 emduy,
%06 %18 ovL Y1l 90T 81 8T LT 6C 911 01 008 61T e npeN [Iue]
%6L 6L €9 1 01 L1 0 4 1 0 0 9 81 4 WIS
%6L %0L €78 48 €51 6S1 6 1€ 6 8¢S 9Ty ST8 9Ll e ueyseley
%IL %06 LLT 974 8¢S LS S 1C 6 91 143 L6T 08 (44 qelung
%001 %001 99 L L 9 1 1 6 0 14 9¢ L 1 AuydIpUoq
%18 %CL 334 L 01 S6 S 8T 9 0 34 €8 0zl 1€ BYSIPO
%6¢ %L8 9T 6 01 [ 0 8 0 € 61 93 €l 11 pueeseN
%C6 %¢£6 84 or €l I 0 L 0 (44 S oy I 8 weloziy
%69 %T8 19 a1 11 oIl 0 9 1 0 I8! 19 4 L eAe[eySoN
%ES %T9 101 1T 9T 81 8 6 [4 9 961 98 8T 6 druepy
%6L %0L 91¥1 L6T 6LE 1343 09 9 oy 0sy 68C 81vl 96€ 6L enyseleyeN
%6L %18 L8L vl 6¢€1 STl L Ly cl 0¢ 4! 6SL LLT 0S Yysopeld eAYpeN
%001 %001 61 1 1 0 0 1 0 0 0 6 I 1 doompeysye]
%L9 %L8 619 69 LL 89 cl €l ¥ 9t €9 661 €L 14 BRI}y
%88 %98 $79 o€l )4l 941 9 8T 0 9L1 [a41 6L9 0S1 1€ eyejeuIed]
%EL %SL S6¢€ L9 S9 L 01 1T € 14 [43 1483 8 T puetppreyr
%€6 %S8 0€T 14 8¢ (U4 S1 ¥l S 4 SI SL1 w ¥l Juyses] pue nuwe
%CL %LL L91 9 94 184 I cl € e € 961 o [l ysopeld [eydeiy
%9 %tL 09¢ 1S L 1L 01 61 9 0 34 LST LL 1T euekiey
%C6 %C6 €08 841 0t 00T Ll 8T 6l 9 801 0S8 €0T 9¢ Ierefny
%001 %001 1T 14 S ¥ 0 T 1 0 o1l 0T ¥ [4 ©OD
%EE %SL 681 6¢ w < €l ST 8 0 0s 961 0 4 rea
%001 %001 14 1 C I 0 T 0 0 0 14 T [ niq pue uewreq
%001 %L9 L 1 4 0 0 1 0 0 0 L 1 I 1[oARH IeSeN pue 1epeq
%88 %6L €5¢ €S 9L S9 € LT 14 1LT 1€l 9¢ 88 LT yressmeqy)
%06 %001 Ll € € 1 0 1 4 1 € 81 € I yredipuey)
%9L %LS SOL 341 Sel 91 e 6T 6 4 6T STL 881 8¢ Teqrg
%L9 %9L (X474 9L 9L 0s 6 LT 9 4 [ She 9L LT wessy
%9 %99 9% 91 61 14! T 14! 0 0 91 33 61 14! ysopeid [eyoeunty
%98 %858 €6 991 00T S81 0T Ll 8¢ cl YL £66 9¢€T T ysopeld elypuy
%001 %001 Ly € € 1 0 € 0 0 0 €1 € € 1eqOJIN pue uewepuy
Jers ered S S O PUz SOINA JO "ON §: g130 'ON
[ Ul pautes) pue 0e|d U uonrsod ut gyeis A3 Jo JoquinN §10}09S YO JO JUWIAOAU] 1sip Supuowodury sayels Sunuowd|duy
107 SMIE)S 1)U uruied], pue Jugjels ‘Qin}onaiserju] wersorq




75 o1 2015 |

Treatment Outcome among All HIV-infected New TB Cases

State Total New | Treatment Died Failure TAD Transfer Switch to
Cases Success Out CAT 4

Andaman and 1 0% 100% 0% 0% 0% 0%
Nicobar

Andhra Pradesh 7502 83% 12% 1% 4% 0% 1%
Arunachal Pradesh 0 0 0 0 0 0 0
Assam 66 77% 15% 0% 3% 2% 3%
Bihar 593 89% 12% 1% 4% 1% -7%
Chandigarh 23 65% 17% 0% 4% 13% 0%
Chhattisgarh 160 35% 6% 21% 4% 1% 49%
Dadar and Nagar 0 0 0 0 0 0 0
Haveli

Daman and Diu 2 100% 0% 0% 0% 0% 0%
Delhi 417 82% 6% 0% 7% 2% 2%
Goa 63 78% 16% 0% 5% 2% 0%
Gujarat 2167 80% 11% 1% 6% 1% 0%
Haryana 195 81% 13% 3% 7% 2% 1%
Himachal Pradesh 65 88% 14% 2% 0% 0% -3%
Jammu and Kashmir 6 50% 0% 17% 0% 33% 0%
Jharkhand 164 74% 17% 1% 6% 0% 2%
Karnataka 5478 77% 15% 1% 7% 1% 0%
Kerala 295 76% 14% 2% 3% 3% 1%
Lakshadweep 0 0 0 0 0 0 0
Madhya Pradesh 363 76% 13% 2% 6% 2% 1%
Maharashtra 7351 76% 14% 1% 5% 2% 2%
Manipur 109 76% 6% 1% 11% 3% 3%
Meghalaya 6 50% 50% 0% 0% 0% 0%
Mizoram 165 84% 8% 1% 7% 1% 0%
Nagaland 114 83% 8% 1% 6% 0% 2%
Odisha 369 74% 17% 0% 8% 1% 0%
Pondicherry 31 90% 10% 0% 0% 0% 0%
Punjab 206 65% 18% 2% 9% 4% 0%
Rajasthan 264 81% 11% 0% 7% 0% 1%
Sikkim 3 100% 0% 0% 0% 0% 0%
Tamil Nadu 3011 79% 13% 1% 6% 2% 0%
Tripura 9 44% 44% 0% 0% 11% 0%
Uttar Pradesh 363 76% 13% 1% 9% 2% 2%
Uttarakhand 32 66% 25% 0% 9% 3% -3%
West Bengal 801 79% 14% 1% 5% 1% 0%
Grand Total 30394 79% 13% 1% 5% 1% 1%
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Treatment Outcome among All HIV-infected Re-treatment TB Cases

States Total Retreat- | Treatment Died Failure TAD Transfer Switch to
ment Cases Success Out CAT 4

Andaman and 0 0 0 0 0 0 0
Nicobar

Andhra Pradesh 2669 76% 14% 3% 6% 1% 1%
Arunachal Pradesh 1 0% 0% 0% 0% 100% 0%
Assam 24 50% 25% 4% 4% 13% 4%
Bihar 233 78% 13% 0% 6% 0% 2%
Chandigarh 5 80% 20% 0% 0% 0% 0%
Chhattisgarh 100 44% 9% 1% 4% 0% 42%
Dadar and Nagar 2 100% 0% 0% 0% 0% 0%
Haveli

Daman and Diu 1 100% 0% 0% 0% 0% 0%
Delhi 328 81% 8% 4% 6% 2% 0%
Goa 32 72% 9% 3% 9% 6% 0%
Gujarat 978 73% 14% 1% 11% 1% 1%
Haryana 136 74% 16% 1% 8% 0% 1%
Himachal Pradesh 41 66% 17% 0% 2% 5% 10%
Jammu and 13 62% 8% 8% 8% 15% 0%
Kashmir

Jharkhand 68 74% 16% 1% 4% 3% 1%
Karnataka 1796 68% 17% 2% 10% 2% 1%
Kerala 107 63% 14% 3% 11% 8% 1%
Lakshadweep 0 0 0 0 0 0 0
Madhya Pradesh 113 71% 15% 1% 11% 1% 2%
Maharashtra 3717 68% 15% 1% 8% 2% 5%
Manipur 23 57% 22% 0% 9% 9% 4%
Meghalaya 8 100% 0% 0% 0% 0% 0%
Mizoram 50 72% 16% 0% 10% 0% 2%
Nagaland 67 82% 7% 0% 6% 1% 3%
Odisha 131 70% 19% 2% 8% 0% 0%
Pondicherry 15 73% 0% 0% 13% 7% 7%
Punjab 165 78% 11% 1% 10% 1% -1%
Rajasthan 199 78% 14% 1% 7% 1% 1%
Sikkim 3 67% 0% 0% 33% 0% 0%
Tamil Nadu 1860 69% 13% 2% 7% 9% 1%
Tripura 3 33% 67% 0% 0% 0% 0%
Uttar Pradesh 209 68% 12% 0% 11% 3% 6%
Uttarakhand 20 55% 30% 5% 10% 0% 0%
West Bengal 436 67% 16% 2% 12% 2% 2%
Total 13553 71% 14% 2% 8% 3% 2%
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Andaman & Nicobar Islands

Population: 3,80,581 Infrastructure:
Male: 2,02,871, Female: 1,77,710 RNTCP reporting districts: 03
Sex Ratio: 876 Tuberculosis Units: 03
Literacy Rate: 86.27% Designated Microscopy Centres: 13, CDST Labs: 01
Male: 90.11%, Female: 81.84% CBNAAT: 04, DRTB Centre: 01
Case Finding: Human Resource:
250 Position Sanctioned In place
—#—Suspect MO-STC 1 1
ined/|
200 “\-.—'/J‘ Eﬁ?:;'rne /2 State DRTB Coordinator - -
State TBHIV Coordinator 1 0
=0 —8—New smear IEC Officer 1 1
"‘)-@-_%_H positive case
100 notification/| State accountant 1 1
akh/year DEO-STC 1 1
s | F——a—a—a RT case PMDT TBHIV Supervisor 3 3
notification/l SA DRTB Site 5 4
akh,/vyr
o) T T T T 1 DEO District 3 3
201020112012 2013 2014 STS 9 3
Treatment Success: STLS 4 3
100% TBHV 4 3
OB e
a0 ACSM
70% PP meeting: 37
0% ——New Community Meeting: 38
50%
205 | —@—Retreatment School activities: 21
30% MOR Outdoor Publicity: 4
20%
10%
‘:‘% T T T T 1
200920102011 20122013
TB HIV:
120%
100% -
j = Proportion
with Known
BO% HIV status
B0 el o portion
on CPT
40%,
proportion
20% on ART
mﬁ .=_ T : T : T : T : 1

20102011 20122013 2014
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Andhra

Population: 49,386,799

Male: 24,738,068, Female: 24,648,731
Sex Ratio: 996

Literacy Rate: 67.66%

Male: 75.56%, Female: 59.74%

Pradesh

Infrastructure:
RNTCP reporting districts: 13
Tuberculosis Units: 134

Designated Microscopy Centres: 606, CDST Labs: 05
LPA: 01, CBNAAT: 03, DRTB Centre: 09

Human Resource:

Position Sanctioned In place
APO 1 0
State DRTB Coordinator 1 0
State TBHIV Coordinator 1 0
IEC Officer 1 0
State accountant 1 1
DEO (IRL) 1 0
Sr. PMIDT TBHIV Supervisor 1 0
DEO District 13 13
STS 134 84
STLS 134 123

Case Finding:
180
160 '—w
140 4
._—-'\-\.___- T suse B
120 1
100 - === Total Case
M otification
80 1 NSP Case
60 - notification
a0 - e BT CasE
o notification
20 1
D T T T T 1
2010 2011 2012 2013 2014
TB HIV:
1208
1 | == Proportion
with Known
a0% - HIV status
B0%
=== Proportion of
409
Co-infected
20% - TB HN
patient on
0% ' . . . | CPT
2010 2011 2012 2013 2014

Partnerships:

CDST Lab: 02

TU Scheme: 02

DMC scheme: 10

TB HIV scheme: 04

Treatment Adherence: 07

Sputum collection & Transport: 02
ACSM: 02

Innovations:
Use of a web based solution, “E-smart” for strength-

ening management and reporting of TB patients.

Treatment Success:

1009

B0%

.__...I-__-.__.__.. [ 5P
B0%
== Previoushy
40% - Treated
MDR
200
‘:‘% T T T T 1

2009 2010 2011 2012 2013
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Arunachal Pradesh

Population: 1,383,727 Infrastructure:
Male: 7,13,912 Female: 6,69,815 RNTCP reporting districts: 18
Sex Ratio: 938 Tuberculosis Units: 20
Literacy Rate: 66.95% Designated Microscopy Centres: 35, CDST Labs: 01
Male: 73.69%, Female: 59.57% CBNAAT: 01, DRTB Centre: 02
Case Finding: Human Resource:
250 - Position Sanctioned In place
APO 1 1
200 | @ ~——, .- =—3usp Exmn State DRTB Coordinator 1 1
150 | State TBHIV Coordinator 1 1
] ==—Total Case X
Notification IEC Officer 1 1
100 - NSP Case State accountant 1 1
notification DEO (IRL) 1 1
50 7 e —_— ===RT case MO DRTB Site 2 2
Fioati
notfication SA DRTB Site 2 2
D T T T T 1 . .
2010 2011 2012 2013 2014 DEO District 18 17
STS 20 19
TB HIV: STLS 20 16
90% -
20% Partnerships:
70%% =§=—Proportion ACSM: 01
50% with Known . i
| IV status Sputum collection & Transport: 01
0% Treatment adherence scheme: 01
40% -
—@—Proportion of DMC scheme: 02
30% 1 Co-infected TB
20% 4 AIV patient on Innovations:
10% - CPT )
0% Improving accessibility of services: 3 new DTC’s
2010 2011 2012 2013 2014 approved and 7 new Designated Microscopy proposed
in areas with difficult access.

Treatment Success:

100% -
9‘3%'0—0-—-..___'...—-“'
ED%'.__.—_-——I\.
70% |

B0%

——N5P

50% - il Previous by
a0% - Treated

30% MODR
20%
10%

0%a T T T T 1
2009 2010 2011 2012 2013
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Population: 31,205,576

Assam

Male: 15,939,443, Female: 15,266,133

Sex Ratio: 918
Literacy Rate: 73.18%
Male: 78.81%, Female: 67.27%

Case Finding:

Infrastructure:
RNTCP reporting districts: 27
Tuberculosis Units: 76

Designated Microscopy Centres: 346, CDST Labs: 01

CBNAAT: 02, DRTB Centre: 03

Human Resource:

140 - Position Sanctioned In place
APO 1 0
120 - -
State DRTB Coordinator 1 0
100 4 Susp Bxmn State TBHIV Coordinator 1 1
80 - —8—Total Case IEC Officer 1 1
N otification State Accountant 1 1
50 7 NSP Case DEO (IRL) 1 1
notification ;
a0 - Sr. PMIDT TBHIV Supervisor 27 27
. BT Case ;
20 | not ification MO DRTB Site 3 3
STS 76 76
O T T T T 1 STLS 76 76
2010 2011 2012 2013 2014
TB HIV: AGM:
I PP meeting: 481
e Proportion School activities: 83
10024 - ith K . .
:’Nst:ﬁ:n Community meeting: 277
BO% Outdoor Publicity: 36
== Proportion of
80% - Co-infected TB Partnerships;
HIV patient on
40% - CPT ACSM: 1
/’/‘\ Proportion of Sputum Collection: 02
20% Co-infected TB .
HIV patient on Sputum collection & Transport: 02
O T T T T 1 ART DMC. 8
2010 2011 2012 2013 2014 :
Treatment Success: Innovations:
90% - - 2  Established additional DMCs in riverine areas of
s | T * M N Barpeta and Nalbari districts with LT from NHM
—— solar energy giving power back-up.
60% - ~ —t—N5P 2  ABITA declared 2014 as “TB Year” in all the tea
—— gardens with special activities for TB control.
a0% - s:;c:f"" 2  “Nutritional Support Program” for the Tea Garden
20% .. TB patients implemented in Jorhat district.
209 -
10%
mﬁ T T T T 1
2008 2010 2011 2012 2013
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Bihar

Population: 103,804,637 Infrastructure:
Male: 54,278,157, Female: 49,821,295 RNTCP reporting districts: 38
Sex Ratio: 918 Tuberculosis Units: 183
Literacy Rate: 63.82% Designated Microscopy Centres: 742
Male: 73.39%, Female: 53.33 CDST Labs: 02, CBNAAT: 03, DRTB Centre: 04
Case Finding: Human Resource:
120 - Position Sanctioned In place
APO 1 0
100 7 .__',,o—-"’ : State DRTB Coordinat 1 0
Susp Exmn ate oordinator
20 - State TBHIV Coordinator 1 1
== Total Case IEC Officer 1 1
60 1 Notification State Accountant 1 1
MNSP Case
40 - notification DEO (IRL) 1 1
Sr. PMDT TBHIV Supervisor 38 29
. BT Case
20 1 o o notification MO DRTB Site 4 4
SA DRTB Site 4 3
O T T T T 1 . .
2010 2011 2012 2013 2014 DEO District 38 34
MOTC 203 198
TB HIV: STS 183 135
80% 7 STLS 183 143
0% )
== Proportion .,
50% with Known Partnerships:
o HIV status Collaboration with IMA,CBClI, Project Axshaya through
MAMTA and ADRA, IPAQT field officers project.
40%
s0% | =@ Proportion of Innovations:
inf d
20% - tT: ;_,'_'n“f cte 2  Piloting of Universal access to TB care in Urban Patna,
10% patient on wherein free Anti-TB drugs are provided to TB
oo CPT patients through chemists.
Zmﬂlzmll2012'2013'2014' 2 99 DOTS: A low cost approach to monitor TB
patients adherence through mobile phone.

Treatment Success:

100%0

90% -
s0% - l:.‘_“_._‘r\:
70% - ——MN5P

60%
509 ==l Previoushy
409 Treated
30% MDOR
20%
10%
0% T T T T 1
2009 2010 2011 2012 2013
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Chandigarh

Population: 1,055,450

Male: 5,80,663, Female: 4,74,787
Sex Ratio: 918

Literacy Rate: 86.43%

Male: 90.54%, Female: 81.38%

Case Finding:

500 -
450
i e SLUsp Exmin
350
300 4 —l— Total Case
250 - -,..-". u M otification
200 S MNSF Case
150 - notification
100 - i QT case
notification
50 )(-_H_—*--ﬁ(
ﬂ T T T T 1
201020112012 20132014
TB HIV:
120%

= Proportion

100% 4 B
with Known
BO% HIV status

580% -
40% - il Proportion
f C
20% 7 ;fESt_Ed TB
0% T T T T 1 HIV pEtiE nt
"P@ 'PQ "P{} 'Ld\l} ’Lﬁﬂ? e

Treatment Success:

100%
90% | o s =

80% - A,
0% 4 —t—H 5P

60%

50% ==l Previoushy
a0% Treated

30% MDR
20%
10%

‘:r% T T T T 1
2009 2010 2011 2012 2013

Infrastructure:

RNTCEP reporting district: 1

Tuberculosis Units: 3

Designated Microscopy Centres: 17

CDST Labs: 1, CBNAAT: 0, DRTB Centre: 01

Human Resource:

Position Sanctioned In place
MO-STC 1 1
State DRTB Coordinator 0 0
State TBHIV Coordinator 1 1
IEC Officer 1 1
State Accountant 1 1
STS 3 3
STLS 3 3
TBHV 16 16
ACSM:

PP meeting: 186
Community meeting: 93
School activities: 69
Outdoor publicity: 136

Partnerships:
Adherence scheme: 78
Urban Slum scheme: 02
DMC scheme: 01




Population: 25,545,198
Male: 12,832,895, Female: 12,712,303
Sex Ratio: 991

Literacy Rate: 71.04%

Male:

81.45, Female: 60.59%

Case Finding:
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Chhattisgarh

Infrastructure:

RNTCP reporting districts: 27

Tuberculosis Units: 88

Designated Microscopy Centres: 362

CDST Labs: 01, CBNAAT: 02, DRTB Centre: 03

Human Resource:

300 - Position Sanctioned In place
350 - _.-SL.ISFI Exmn APO 1 1
200 State DRTB Coordinator 1 1
=l—=Total Case -
150 - Motification State TBHIV Coordinator 1 0
100 1 MNSP Case IEC Officer 1 1
o notification State Accountant 1 1
o —>=RT case DEO (IRL) 1 1
. . . . tificati -
2010 2011 2012 2013 2014 netieaten Sr. PMIDT TBHIV Supervisor 27 25
MO DRTB Site 4 1
TB HIV: SA DRTB Site 4 3
120% - DEOQ District 27 26
i STS 86 74
100% e Proportion
with Known STLS 67 50
BO% - HIV status
Partnerships:
50% 7 ACSM: 01
= P rtion of
40% | C:;L;::do Sputum Collection & Transport: 09
0% TB HIV DMC: 04
] patient on .
CPT Urban Slum: 01
0% - ' ' ' ' ! LT Scheme: 01
20102011201220132014
Innovations & Initiatives:
Treatment Success:
Tome S Developed short training modules for BMOs and
ANMs in collaboration with SIHFW.
50% 7 """\v”\ 2  Phase wise implementation of Direct Beneficiary
BO% transfer through CPSMS also called Public Finance
70% - " NP Management system for e-payment of incentives
60% - to DOT Providers.
50% il Previous by
anss Treated
30% - MDR
20% -
10% -
mé‘ T T T T 1

2009 2010 2011 2012 2013
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Dadra & Nagar Haveli

Population: 3,43,709

Male: 1,93,760, Female: 1,49,949

Sex Ratio: 774

Literacy
Male: 86

Rate: 77.65%

.46%, Female: 65.93%

Infrastructure:

RNTCP reporting district: 01

Tuberculosis Unit:01

Designated Microscopy Centres: 07

CDST Labs: 0, CBNAAT: 0, DRTB Centre: 0

Human Resource:

Case Finding:
450 Position Sanctioned In place
400
ol APO 1 0
. N S State DRTB Coordinator 1 1
' :: ' e Toial G Mot Mcotion State TBHIV Coordinator 1 1
ar= NEF Case notification .
150 a PRSI IEC Officer 1 1
"x ' State Accountant 1 1
o DEO (IRL) 1 1
friujiing Fi1ih raniirs 2013 2014
Sr LT-IRL 1 1
TB HIV: Sr. PMDT TBHIV Supervisor 1 1
1208 - DEO District 1 1
STS 2 2
100% " == Proportion STLS 1 1
with KEnown
HIV status
ACSM:

== Proportion

2009 2010 2011 2012 2013

of Co-
infected TB
HIV patient
on CPT
20102011 2012 2013 2014
Treatment Success:

100%

909

809 A # v

70% - i ISP

B60%

S0% == Previoushy

40% - Treated

309 MOR

209

109

‘:‘% 1 T 1 1

PP meeting: 38
Community meeting: 62
School activities: 43
Outdoor publicity: 37
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Daman & Diu

Population: 2,43,247 Infrastructure:

Male: 1,50,301, Female: 92,946 RNTCP reporting districts: 02

Sex Ratio: 618 Tuberculosis Units:02

Literacy Rate: 87.07% Designated Microscopy Centres: 04

Male: 91.48%, Female: 79.59% CDST Labs: 0, CBNAAT: 0, DRTB Centre: 0

Case Finding: Human Resource:

350 - Position Sanctioned In place
APO 1 1
300 -
= 5usp Exmn State DRTB Coordinator 1 0
250 7 State TBHIV Coordinator 1 1
200 - —#—Total Case IEC Officer 1 1
Motification
150 - State Accountant 1 1
NSP Case -
100 notification Sr. PMDT TBHIV Supervisor 1 0
i U T C3 56 DEO District 2 2
50 X—)/(_\ not ification STS 2 2
o T T T T 1 STLS 2 1
2010 2011 2012 2013 2014
Initiatives:
TB HIV:
1205 o  State is initiating presumptive HIV testing of TB
N —#—Proportion suspects and TB DM screening.
1005 1 — iy with Known 2  Active case finding initiated in slum areas.
HIV status
BO% -
Innovations:
60% -
0% - el proportion of 2 Systematic TB Screening in high risk areas.
Co-infected 2  Use of Wattsapp application for diagnosing smear
20% TB AN negative TB.
patient on
0% . . . . 1 CPT 2 E-vouchers program in Mehsana for Universal

20102011 201220132014

access to TB drugs.

Treatment Success:

100%

0% -
80%
F0%%
] S P
560%
S50% == Previoushy

an% - Treated

30% - MDR

20%

10%%

‘:‘% T T T T 1
2009 2010 2011 2012 2013
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Population: 16,787,941
Male: 8,987,326, Female: 7,800,615
Sex Ratio: 868

Literacy Rate: 86.34%

Male: 91.03%, Female: 80.93%

Case Finding:

Infrastructure:

RNTCP reporting districts: 25, Tuberculosis Units: 38
Designated Microscopy Centres: 201

CDST Labs: 03, CBNAAT: 03, LPA: 03

DRTB Centre: 04

Human Resource:

350 - Position Sanctioned In place
300 N APO 1 1
S == 35usp Exmn State DRTB Coordinator 1 0
N State TBHIV Coordinator 1 0
200 - === Total Case -
M otification IEC Officer 1 0
150 NEP Case State Accountant 1 0
100 - notification Sr. PMIDT TBHIV Supervisor 25 24
o - *’?\/‘—‘* —=—RT case MO DRTB Site 4 4
tificati
. nermesten SA DRTB Site 4 4
20102011 201220132014 DEO District 25 23
STS 89 41
TB HIV: STLS 44 44
100% - TBHV 270 250
S0% =i P roportion
80% )- with Known Partnerships:
FO%s HIV status
s0% | DMC: 16
S0% - Sputum Collection: 25
a0% - —— Proportion Sputum Transport: 25
30% of Co-
209 infected TB Treatment Adherence: 78
10% - HIY patient Sensitisations and CME’s through DMA
CPT
0% ' ' ' ' ' o Notifications from Private laboratories through CHAI
20102011 2012 2013 2014
Project Axshay in 4 districts for ACSM activities
Treatment Success:
Innovations:
1008 -
90% - Partnership with NGO’s for provision of DOT to
0% — ——t marginalized groups residing in night shelters,
orphans and elderly in welfare homes, pavement
70% 7 - ~— ——NSP dwellers, transgenders.
60% 7 Social support to MDR-TB patients through NGO interface.
S50% - ==l Previoushy
a0% - Treated
30% MDR
20%
10% -
D‘}ﬁ T T T T 1
2009 2010 2011 2012 2013




Population: 1,458,545

Male: 7,39,140, Female: 7,19,405
Sex Ratio: 973

Literacy Rate: 87.40%

Male: 92.81%, Female: 81.84%

Case Finding:
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Infrastructure:

RNTCEP reporting districts: 02

Tuberculosis Units: 02

Designated Microscopy Centres: 20

CDST Labs: 01, LCBNAAT: 0, DRTB Centre: 01

Human Resource:

350 Position Sanctioned In place
——Susp Exmn
200 APO 1 1
State DRTB Coordinator
250
—@—Total Case State TBHIV Coordinator 1 1
200 Motificatio IEC Officer 1 1
150 " State Accountant 1 1
g = .“-.._, M de— MN5SP Case
100 notification DEO (IRL) 1 1
50 Sr. PMDT TBHIV Supervisor 2 2
HHETFel —4—RT case MO DRTB Site 1 1
o notification :
R R SA DRTB Site 1 1
e S S S DEO District 2 2
TB HIV STS 6 4
STLS 4 4
120%
TBHV 4 2
100% W —&— Proportion Partnership:
with
BO% Known HIV Urban Slum Scheme: 02
p— status Treatment Adherence Scheme: 53
A00% == Proportion ACSM:
f’ffc"t - School activities: Availed services of retired teachers.
32 nmrecte
HIV patient 119/400 schools covered.
0% on CPT Sensitization of Panchayats, through involving Gram Sabha.
P TS Sy PR TN Using IMA as a platform for advocacy for TB notification.
AT AR AR AR AR . . .
Involving Alcoholic Anonymous for spreading awareness.

Treatment Success:

100%
so% | T —e——g
B0%

== Previously

A%
Treated
0% MDR
0%
G T, T
eGPt
*{‘5:?’ SRS S
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Population: 6.03 Crore (4.99% of India’s Population)

Male: 31,482,282, Female: 28,901,346

Sex Ratio: 918
Literacy Rate: 79.31%
Male: 87.23%, Female: 70.33%

Case Finding:

Infrastructure:

RNTCP reporting districts: 36

Tuberculosis Units: 203

Designated Microscopy Centres: 765

CDST Labs: 02, LPA: 02, CBNAAT: 04, DRTB Centre: 05

Human Resource:

Position Sanctioned In place
APO 1 1
State DRTB Coordinator 1 1
State TBHIV Coordinator 1 1
MO-STDC 3 3
IEC Officer 1 1
State Accountant 1 1
DEO (IRL) 1 1
Sr LT-IRL 1 1
Sr. PMDT TBHIV Supervisor 30 29
MO DRTB Site 5 4
SA DRTB Site 4
DEO District 30 29
MOTC 203 198
STS 203 202
STLS 144 137
TBHV 218 190
ACSM:

PP meeting: 4,476
Community meeting: 4,480
School activities: 896

Sensitization of PPs: 336
Outdoor Publicity: 868

250
——Suspect
examined/la
200 M—Q"’/ kh/qtr
130 == New smear
x‘“"ﬂ-w_x_._x positive case
100 notification/l
akhfyear
so | H—m—m—-—u RT case
notification/l
akhfyr
0
20102011201220122014
TB HIV:
120%
100%
'/.’—._.__. —a— Proportion
with Known
80% o HIV status
0% —l—proportion
on CP1
A%
proportion
on ART
20%
—p—9p——9
0%
20102011201220132014
Treatment Success:
100%
Q0% ———p——
B0%
F0%
60% — H—m—u—un—= — New
o0% —— Ret 1 I
EeLrealimen
40%
30% MDR
20%
103
0%
JO0092010201120122013

smear-negative TB.

access to TB drugs.

Partnerships:

ACSM: 36 Urban Slum: 18
Sputum Collection & Transport: 10 | TBHIV: 01
DMC: 30 CDST: 01
Innovations:

2  Systematic TB screening in high risk areas.
2 Use of Wattsapp application for diagnosing

2  E-vouchers program in Mehsana for Universal




Population: 25,351,462

Male: 13,494,734, Female: 11,856,728
Sex Ratio: 879

Literacy Rate: 76.64%

Male: 85.38%, Female: 66.77%

Case Finding:
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Haryana

Infrastructure:

RNTCP reporting districts: 21

Tuberculosis Units: 74

Designated Microscopy Centres: 256

CDST Labs: 01, CBNAAT: 01, LPA:01, DRTB Centre: 02

Human Resource:

2009 2010 2011 2012 2013

250 Position Sanctioned In place
APO 1 1
200 —#—5usp Exmn State DRTB Coordinator 1 0
N State TBHIV Coordinator 1 1
150 | m——m—m—8  —8-Total Case IEC Officer 1 1
Motification
State Accountant 1 1
100
NoP Case DEO (IRL) 1 1
notification
. Sr. PMDT TBHIV Supervisor 21 21
=0 bl e N o e == RT case -
T notification MO DRTB Site 03 0
0 SA DRTB Site 03 1
201020112012 20132014 STS 74 71
TB HIV: STLS 54 50
90% - ACSM:
BO% —#—Proportion PP meeting: 348
70% “- with Known Community meeting: 540
50% HIV status ..
School activities: 148
S0% | e
Sensitisation of PPs: 115
40% | .
== Proportion Outdoor publicity: 48
309 |
| of Co-
20% 1 infected T8 Initiatives:
100 - HIV patient
0% on CPT 2 Intensified case finding in slums launched in 5
' ' ' ' ' districts.
20102011 2012 2013 2014 o )
2 Coordination with Dept. of NCD to manage
Treatment Success: diabetes in TB patients in 4 districts.
100% - 2 Nutritional support for enabling adherence in
0% TB patients is being advocated.
-’-—._..-—-.—.—’
B0% -
705 | Mg N —4—NSP
60% -
50% —l—Previoushy
40% - Treated
30% 1 MDR
20% -
10% -
u% T T T T 1
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Himachal Pradesh

Population: 68,64,602

Male: 34,81,873, Female: 33,82,729
Sex Ratio: 972

Literacy Rate: 83.78%

Male: 90.83%, Female: 76.60%

Case Finding:

Infrastructure:
RNTCP reporting districts: 12
Tuberculosis Units: 49

Designated Microscopy Centres: 195, CDST Labs: 02
CBNAAT: 01, LPA: 01, DRTB Centre: 02

Human Resource:

2009 2010 2011 2012 2013

350 - Position Sanctioned In place
200 | APO 1 0
—4—Susp Exmn State DRTB Coordinator 1 0
250 7 State TBHIV Coordinator 1 0
200 | Bp m o N —8—Total Case IEC Officer 1 0
150 4 Notification State Accountant 1 1
NSP Case DEO (IRL) 1 1
notification
100 Sr. PMDT TBHIV Supervisor 12 11
i BT CASE -
50 - i’ notification MO DRTB Site 2 1
SA DRTB Site 2
D T T T T 1 . .
20102011 2012 2013 2014 DEO District 12 10
STS 72 49
TB HIV: STLS 46 46
90% -
BO% . Proportion Partnership & ACSM:
70% - with Known NGO involvement; 02 ACSM, 01 DMC B scheme, 01 in
650% | ./ HIV status adherence.
50% - PP involvement: 44 in ACSM, 17 in DMC B and 01 in adher-
a0% |
el Proportion of ence.
30% Co-infected Cement Factory in Barmana (Bilaspur) is provid-
20% TBHIV ing TB care through RNTCP and also does ACSM
10% gth'E”t en activities in its catchment areas.
D% T T T T 1 . o, . . .
5010 2011 2012 2015 2014 Focussed ACSM activities in the Industrial slums of So-
lan and Sirmaur.
Treatment Success:
100%
9%
o | o A
0% ——NSP
60%
50% =il FPrevioushy
4054 Treated
30% MDR
20%
105%
0%
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Jammu & Kashmir

Population: 12,541,302 Infrastructure:

Male: 66,40,662 RNTCP reporting districts: 14

Female: 59,00,640 Tuberculosis Units: 42

Sex Ratio: 889 Designated Microscopy Centres: 174

Literacy Rate: 86.61% CDST Labs: 02, CBNAAT: 04, LPA: 01, DRTB Centre: 03

Male: 87.26%, Female: 85.23%

Case Finding: Human Resource:
250 b i Position Sanctioned In place
== 103l Cape Notificaton APO 1 0

. R State DRTB Coordinator 1 0
e {1 L35 MOETHCRRON

150 State TBHIV Coordinator 1 0

. IEC Officer 1 1

\ State Accountant 1 1

2 2

: 1 1

gy B DEO (IRL)
; : : + Sr LT-IRL
2010 i1 2012 3 04 MO DRTB Site 03 02
SA DRTB Site 03 01
TB HIV: DEO District 14 14
80% —g— Proportion STS 42 38
70% with Known STLS 42 a1
G0% ' HIV status
509 - ACSM & Partnerships:
A0% : .
School activities: 29
30% ——Proportion N .
308 of Co- Sensitization of PRIs and NGOs: 14
10% | infected TR Community meetings: 38
0% HIV patient
701020112012 20132014 on CiT
Treatment Success:
100% -
0% 1 et —
e .__./-—‘-\.
T0% -
—— 5P
60% -
50% - =l Previoushy
a0% - Treated
20% MDOR
20% -
10% -
‘:‘% T T T T 1
2009 2010 2011 2012 2013
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Jharkhand

Population: 32,988,134

Male: 16,930,315 , Female: 16,057,819
Sex Ratio: 948

Literacy Rate: 67.63%

Male: 78.45%, Female: 56.21%
Internet/Mobile penetration:

Infrastructure:

RNTCP reporting districts: 24
Tuberculosis Units: 81

Designated Microscopy Centres: 313
CDST Labs: 01, CBNAAT: 02, LPA: 01
DRTB Centre: 03

Case Finding: Human Resource:
140 Position Sanctioned In place
120 cuenE APO 1 0
i 515 Xmn
100 P State DRTB Coordinator 1 0
a0 B Total Case State TBHIV Coordinator 1 1
Motification IEC Officer 1 1
60 NSP Case State Accountant 1 1
AQ notification DEO (IRL) 1 1
e BT CasE .
20 | HT—— 5 Cotification Sr. PMDT TBHIV Supervisor 24 21
0 MO DRTB Site 3 0
2010 2011 2012 2013 2014 SA DRTB Site 3 1
TB HIV: DEO District 24 21
STS 81 66
%
o STLS 81 66
0% == Proportion
80% with Known Partnership:
”L:: HIV status 8 corporate and 24 PSU hospitals involved as DOT
bu‘; centers, for presumptive TB referral and as DMC.
- (]
4% == Proportion of ACSM:
: Co-infected
30% ornrecte ACSM activities by involving the corporates and
20% TB HIV ‘ )
atient on PSUs like Tata Steel Rural Development Soci-
10% P ; i
CPT ety, HINDALCO, lJindal Steel & Power, Birla Gold
0% Cement and ACC
20102011201220132014 ement an .
Nutritional Support to TB patients:
Treatment Success: i PP ) ] P
In collaboration with Social Welfare Department, sup-
100% port for nutrition to BPL patients in the districts of Pal-
20% 4 gip—————H amu, Garhwa, Latehar & Giridig.
80% ./.-4-.*'\. In 7 districts 10 NGO hospitals are providing
70% ——N5P o .
0% nutritional support to ~2,000 patients annually.
S0% == Previoushy
40% Treated
30% MOR
20%
10%
0% -
2009 2010 2011 2012 2013




Population: 61,095,297

Male: 30,966,657, Female: 30,128,640
Sex Ratio: 973

Literacy Rate: 75.60%

Male: 82.85%, Female: 68.13%

Karnataka

Infrastructure:
RNTCP reporting districts: 31
Tuberculosis Units: 149

75 o1 2015 |

Designated Microscopy Centres: 678
CDST Labs: 02, LPA: 02, CBNAAT: 04, DRTB Centre: 06

Case Finding: Human Resource:
250 Position Sanctioned In place
APO 1 0
200 w e— Susp Exmn State DRTB Coordinator 1 0
State TBHIV Coordinator 1 0
150 —-Total Case IEC Officer 1 0
Motification State Accountant 1 1
100 .*'\._. NSP Case Sr. PMDT TBHIV Supervisor 31 31
notification MO DRTB Site 6 4
50 =>=RT FF"_SC _ SA DRTB Site 6 5
. . tificat
s I VIR, Ateation DEO District 31 31
0+ STS 153 145
201020112012 20132014 STLS 133 129
TB HIV: TBHV 256 228
1208 Partnerships:
100% - —#—Proportion ACSM: 07
with Known
80% : HIV status Sputum collection: 03 Adherence: 01
Sputum collection & transport: 03 | Urban Slum: 03
B0% 7 DMC: 18 TBHIV: 05
==l Proportion of
40% - Co-infected LT scheme: 03 TU scheme: 01
— TB HIV - —
patient on Innovations & Initiatives:
0% — T SHOPS TB (PPIA Model) in 12 Dist, 42 towns, 672 slums.
201020112012 20132014

Treatment Success:

2 4,500 providers mapped & 875 networked.
2 A third of the patients benifitted from sputum

90
B0%
T0%
60%
S0
40%
30%
200
10%

0%

—p——0—0

-—-—l—'\-

2009 2010 2011 2012 2013

collection & transport.
= ~8000 TB patients notified through SHOPS.
e NS P =

DOTS Mitra, telephone based careline.

== Previoushy
Treated

MDR
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Kerala

Population: 33,406,061

Male: 16,027,412, Female: 17,378,649
Sex Ratio: 1,084

Literacy Rate: 93.91%

Male: 96.02%, Female: 91.98%

Case Finding:
300
250 "M ——Susp Exmn
200
== Total Case
150 Motification
MSP Case
100 notification
50 = =3=RT case
notification
0 s i > b rat
20102011 20122012 2014
TB HIV:
100%
——t == Droporticn
B80% - with Known
HIV status
G0% - of
40%%
il Proportion
20% - of Co-
infected TB
0% T T T T ] HIV patient
oy " T on CPT
NS Y Y Y
ST ST S S S
Treatment Success:
a0l
B0 ¢ »
70% -"“H\.
e
60% NSP
0% .
40% =l Previously
Treated
308
MR
2085
10%
0%
2009 2010 2011 2012 2013

Infrastructure:

RNTCP reporting districts: 14
Tuberculosis Units: 73

Designated Microscopy Centres: 511
CDST Labs: 01, DRTB Centre: 02

Human Resource:

Position Sanctioned In place
APO 1 0
State DRTB Coordinator 1 0
State TBHIV Coordinator 1 1
IEC Officer 1 1
State Accountant 1 1
DEO (IRL) 1 1
Sr LT-IRL 1 1
Sr. PMDT TBHIV Supervisor 14 14
MO DRTB Site 2 2
SA DRTB Site 2 2
DEO District 14 14
STS 73 73
STLS 73 73
ACSM:

Sensitization meetings with NGO/PRI: 416
Community meetings: 4,467

Innovations & Initiatives:
Forming treatment support groups:

2 DOT triad: Patient, DOT provider, MPW

2 PRI members, ASHA, NGO, religious leaders and
counselors are members

2  Group provides counseling, nutritional support
and retrieval of interrupters.
Treatment support for DR TB patients:

2  Patient linked to nutritional support through local
self-government in 8/14 districts

2 Each patient receives ¥ 1,000/- p.m. from reve-
nue department

2 BPL patient gets ¥ 1,000/- p.a. from state TB
Association.
All Diabetic TB patient get insulin from the TB Assocation.
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Lakshadweep

Population: 64,473

Male: 33,123, Female: 31,350
Sex Ratio: 946

Literacy Rate: 92.28%

Male: 96.11%, Female: 88.25%

Case Finding:

PEF o it Al

bm —h=Sup EeTn

—8—Taial {30 KeiFiczion

e T it AT

450
400
350
200
250
100
150
100

50

— 0 2

< T

2010 2011 2012 2013 2014

Infrastructure:

RNTCP reporting district: 1

Tuberculosis Unit: 1

Designated Microscopy Centres: 9

CDST Labs: 0, CBNAAT: 0, DRTB Centre: 0

Human Resource:

TB HIV:

120%

100%

with Known

I e Proportion
HIV status

80%
=l Proportion of
Co-infected
TB HNW

B0% ll
,
0% patient on
! CPT
0%

2010 2011 201z 2013 2014

Position Sanctioned In place
STO 1 1
State DRTB Coordinator 1 1
State TBHIV Coordinator 1 1
IEC Officer 1 1
State Accountant 1 1
DEO 1 1
STS 1 1
STLS 1 1
Facts:

2 There are no loss to follow ups.
2 Treatment success rate is 100%.

2 Low number of cases and captive population
makes it convenient to observe treatment.

Treatment Success:

12086
10025
e N 5P
80%
50% == Previoushy
Treated
40%
MDR
20% 4
D% T T T T 1

2009 2010 2011 2012 2013
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Maharashtra

Population: 121,455,333

Male: 58,243,056, Female: 54,131,277
Sex Ratio: 929

Literacy Rate: 83.2%

Male: 89.82%, Female: 75.48%

Case Finding:
250
N / —4—Susp Exmn
150 - == Total Case
Y = - L Motification
100 - MNSP Case
notification
50 - === RT Case
LW, e "r_ 3 '\..‘. notification
]
2010 2011 2012 2013 2014
TB HIV:
1209
== Proportion
1009 with Known
,.-‘ ks HIV status
B80% - /—//
== Proportion of
B60% - Co-infected
TBHN patient
40% on CPT
Proportion of
20% 1 Co-infected
TBHN patient
‘m T T T T 1 on F"RT
2010 2011 2012 2013 2014
Treatment Success:
100%
90%
B0%
0% —tp NS
GO
50% == Previoushy
A% i Treated
0% “MDR
200%
10%
0%
2009 2010 2011 2012 2013

Infrastructure:

RNTCP reporting districts: 79

Tuberculosis Units: 416

Designated Microscopy Centres: 1,459

CDST Labs: 08, LPA: 05, CBNAAT: 13, DRTB Centre: 16

Human Resource:

Position Sanctioned In place
APO 1 1
State DRTB Coordinator 1 0
State TBHIV Coordinator 1 1
IEC Officer 1 1
State Accountant 2 2
Sr. PMDT TBHIV Supervisor 84 82
MO DRTB Site 16 16
SA DRTB Site 16 12
DEO District 79 79
STS 417 401
STLS 318 313
TBHV 512 474
Initiatives:

Intensive case finding initiatives:

2  Mission mode TB Control in Mumbai Corporation

2  Systematic screening of chest symptomatics in
the Corporations of Nashik, Mira Bhayender and
Nanddurbar

2  Active case finding in the slums of Akola MC.
Strengthening Urban TB Control:
o  State procuring 30 fluorescent microscopes

2  Nutritional supplement to DRTB patients.

Use of telemedicine to read X-rays of smear-negative
presumptive TB in Nandurbar and Sindhudurg.




Population: 2,721,756

Male: 1,290,171, Female: 1280219
Sex Ratio: 992

Literacy Rate: 79.85%

Male: 86.49%, Female: 73.17%

Case Finding:
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Manipur

Infrastructure:

RNTCP reporting districts: 9

Tuberculosis Units: 13

Designated Microscopy Centres: 55

CDST Labs: 01, CBNAAT: 01, DRTB Centre: 02

Human Resource:

180 Position Sanctioned In place

160 APO 1 1

140 State DRTB Coordinator 1 1

$—5Susp Exmn State TBHIV Coordinator 1 1

120 -

IEC Officer 1 1

100 == Total Case

Motification State Accountant 1 1
80 NSP Case DEO (IRL) 1 1
&0 notification MO DRTB Site 2 2
40 —+—RT case SA DRTB Site 2 2
tificati -

o %m HeHEaTen DEO District 9 9
o STS 13 12
20102011201220132014 STLS 13 13

TB HIV: ACSM & Partnerships:

20% 520 Teachers and 344 schools in the valley districts have

— been sensitised on Tuberculosis in a systematic manner.

$—Proportion 18 NGOs are working under various schemes.

6BO% with Known

HIV status IMA, CBCl and Project Axshay are supporting in
50% . e

spreading awareness on notification of TB.

0% MSF is supporting for DRTB patients in Churachandpur.
30 == Proportion of

Co-infected Innovation:
200% TE HIV - . .

atlent On Electricity supply is erratic in most parts of the state. An

10% E’.I,I ) innovative source of light for BM by using chargeable/

0% ' portable. LED at the cost of ¥ 400 has been introduced
2010 2011 2012 2013 2014 by an STLS.
Treatment Success: Innovations:

1009 2  Systematic TB Screening in high risk areas.
zz :m. 2  Use of Wattsapp application for diagnosing smear
0% NSP negative TB.

60% - 2  E-vouchers program in Mehsana for Universal
50% =M—Previously access to TB drugs.
a0% Treated
30% - MOE Partnerships:
20% 7 ACSM: 36 Urban Slum: 18
10% -

0% . . . Sputum Collection & Transport: 10 | TBHIV: 01

2000 2010 2011 2012 2013 DMC: 30 CDST: 01
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Meghalaya

Population: 2,966,889 Infrastructure:
Male: 1,491,832, Female: 1,475,057 RNTCP reporting districts: 11
Sex Ratio: 989, Literacy Rate: 75.48% Tuberculosis Units: 13, Designated Microscopy Centres: 64
Male: 77.17%, Female: 73.78% CDST Labs: 01, LPA: 01, DRTB Centre: 02
Case Finding: Human Resource:
250 - Position Sanctioned In place
APO 1 1
200 7 T susp Bxmn State DRTB Coordinator 1 1
150 J Total Case State TBHIV Coordinator 1 1
Notification IEC Officer 1 1
100 - MNSP Case State Accountant 1 1
notification DEO (IRL) 1 1
20 7 e ——RT case Sr. PMDT TBHIV Supervisor 11 11
. netification MO DRTB Site 2 2
2010 2011 2012 2013 2014 SA DRTB Site 2 2
DEO District 11 11
TB HIV: STS 13 13
120% - STLS 13 13
100% - —+—Proportion ACSM and Partnerships:
with Known Intensified ACSM activities in the coal mines of
BO% - HIV status Jaintia hills about TB and HIV.
Improving the accessibility to diagnostic services by
60% providing sputum collection and transport by CMAI.
= Proportion of Sputum Collection & Transport scheme: 05
40% - Co-infected
TBHV Adherence scheme: 04
20% - patient on DMC scheme: 01
T ACSM scheme: 01
. 2011:#'21:-11'2012I2013|201—1: TBHIV scheme: 01
CDST scheme: 01 (Nazareth Hospital)

Treatment Success:

90%%

80% | S +—o—o

7%

60% ——NSP
508
a40%
309
2004
10%

0%
2009 2010 2011 2002 2013

=l Frevioushy
Treated

-MDR
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Mizoram

Population: 1,097,206

Male: 5,55,339, Female: 5,41,867

Sex Ratio: 976, Literacy Rate: 91.58%
Male: 93.72%, Female: 89.40%

Infrastructure:

RNTCP reporting districts: 8

Tuberculosis Units: 12, Designated Microscopy Centres: 34
CBNAAT: 01, DRTB Centre: 01

Human Resource:

Position Sanctioned In place
APO 1 1
State DRTB Coordinator 1 0
State TBHIV Coordinator 1 1
IEC Officer 1 1
State Accountant 1 1
DEO (IRL) 1 1
Sr. PMDT TBHIV Supervisor 8 5
MO DRTB Site 1 1
SA DRTB Site 1 1
DEO District 12 12
STS 12 12
STLS 12 12

Partnerships:
Sputum collection & Transport: 03
DMC scheme: 03

Case Finding:
250
200 == S0usp Exmn
150 —l—Total Case
Notification
100 NSP Case
notification
50 m =p=RT case
notification
0
2010 2011 2012 2013 2014
TB HIV:
100% -
B0% - e Proportion
with Known
B0% HIV status
7
40% === Proportion of
Co-infected TB
20% A HIV patient on
CPT
0% T T T T 1
2010 2011 2012 2013 2014
Treatment Success:
1208
100% ",4—\’/
BO0% - i Y 5P
60% == Previoushy
Treated
0% 7 MDR
200 4
D% T T T T 1
2009 2010 2011 2012 2013

Innovations/Interventions:

2  Sputum collection from far & difficult to reach
villages after symptomatic screening.

2 Doorstep sputum sample collection from pre-
sumptive DRTB patients who cannot reach the
collection/microscopy centres.

2 West Mizoram is inhabited by the Chakma and
Bru tribes. Regular awareness is done through

public address systems.
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Madhya Pradesh

Population: 72,626,809 Infrastructure:
Male: 37,612,306, Female: 35,014,503 RNTCP reporting districts: 50
Sex Ratio: 931 Tuberculosis Units: 176
Literacy Rate: 70.63% Designated Microscopy Centres: 784
Male: 80.53%, Female: 60.02% LPA: 02, CBNAAT: 06, DRTB Centre: 07
Case Finding: Human Resource:
200 Position Sanctioned In place
180 APO 1 1
160 - —&—5usp Exmn State DRTB Coordinator 1 1
140 State TBHIV Coordinator 1 1
120 4 —I—TDtQI.Cas.c IEC Officer 1 0
100 Motification
State Accountant 2 2
80 - ~ MNSP Case
60 - notification DEO (IRL) 1 1
a0 | ' Sr. PMDT TBHIV Supervisor 50 43
=== RT case -
20 | A notification MO DRTB Site 7 7
0 -+ SA DRTB Site 7 7
20002011 2012 20132 2014 STS 176 139
STLS 176 141
TB HIV:
Partnerships:
o ' h idi llection &
Proportion Project Axshay providing sputum collection
80% with Known transport.
HIV status CBCI: Involved in sputum collection & transport in
0% - two places and is running 04 Designated Miroscopy
Centers and also conducting school-based activities.
a0% | :
==l Proportion of Initiatives:
Co-infected . . L. N
0% TB HIV Intervention among Saharia tribe in 4 districts.
patient on 2 lIdentification of community stake holders
mé‘ T T T T 1 CPT ) .
2 Intensified awareness campaign
20102011201220132014
2  Sputum collection & transport
Treatment Success: 2  Cluster based TB patient sensitization
100% - 2 Linkage of patients and their family to social
0% | gttt welfare schemes.
BO% -
70% ./._.’.\. ——NS5P
B0% -
50% - sl Previous by
40% - Treated
30% MDR
20% -
10% -
0% T T T T 1
2009 2010 2011 2012 2013




Population: 1,978,502

Male: 10,24,649, Female: 9,53,853
Sex Ratio: 931

Literacy Rate: 80.11%

Male: 83.29%, Female: 76.69%

75 o1 2015 |

Infrastructure:

RNTCP reporting districts: 11
Tuberculosis Units: 13

Designated Microscopy Centres: 44
CBNAAT: 01, DRTB Centre: 02

Human Resource:

Case Finding:
200 - Position Sanctioned In place
180 - APO 1 0
160 - State DRTB Coordinator 1 0
=—=—5usp Exmn :
140 - State TBHIV Coordinator 1 1
120 BT otal Case IEC Officer 1 1
100 - M otification State Accountant 1 1
B0 - MSP Case Sr. PMDT TBHIV Supervisor 11 11
650 - notification MO DRTB Site 2 2
A0 - W‘ﬁ(—)‘( —e=RT 'EEEE ) SA DRTB Site 2 2
20 - notification DEO District 11 10
D T T T T STS 13 13
201020112012 2013 2014 STLS 13 13
TB HIV: TBHV 2 2
100% ACSM:
908 s— Proportion Community Meeting: 59
805 wilth Krnown School activities: 15
70% HIV status Sensitization of PPs and NGOs: 48
60%
4 —il— Proportion of Partnerships:
50% Co-infected TB
/ H?V'I;;:Ee?‘nt an The program has collaborated with Assam Rifles, India
4% CPT Reserve Battalion, Nagaland Armed Police stationed
30% Proportion of at different Iocat'ions for referral of presumptive TB
208 Co-infected TB and also supporting as DOT centers.
109% HIV patient on
ART
0%
2010 2011 2012 2013 2014
Treatment Success:
100%
90%
80%
0% w—p— 5P
B
5004 = Previoushy
408 Treated
30% MDR
20%
10%
0%

2009 010 2011 2012 2013
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Population: 41,974,218

Male: 21,212,136, Female: 20,762,082
Sex Ratio: 979, Literacy Rate: 72.9%
Male: 82.4%, Female: 64.36%

Odisha

Infrastructure:

RNTCP reporting districts: 31, Tuberculosis Units: 159
Designated Microscopy Centres: 549
CDST Labs: 02, LPA: 02, CBNAAT: 01, DRTB Centre: 03

Human Resource:

Case Finding:
140 Position Sanctioned In place
130 APO 1 0
(oo —#—5Susp Exmn State DRTB Coordinator 1 0
State TBHIV Coordina- 1 1
20 ——Total Case tor
&0 Motification IEC Officer 1 0
a0 N5P Case State Accountant 1 1
natification
20 DEO (IRL) 1 1
HDEDe—e—x T RTcase Sr LT-IRL 1 1
0 notification
o N Sr. PMDT TBHIV Super- 31 27
PGP AP N ¢ visor
MO DRTB Site 3
TB HIV: SA DRTB Site 3
BO% DEO District 31 26
70% MOTC 203 198
60% - —#—Proportion STS 159 115
with Known
S0% HIV status STLS 109 81
40% - TBHV 66 47
309 === Proportion of
20% - Co-infected T8 Partnerships:
10% - EL:patE"t en LT scheme: 09 Sputum transport: 14
0% : : : : : Slum scheme: 02 Sputum collection: 06
2010 2011 2012 2013 2014 DMC scheme: 07 ACSM: 07
Treatment Success: Initiatives:
100% Intensified case finding activity in 10 coastal
0% districts.
’_,__.*——.——".‘--—-._* .
2086 Performance appraisal tool developed and
T0% r"‘.——“"-’.\i —— ISP implemented by the state for all categories of
600 contractual staff.
50% ' —8—Previously Intensified case finding through Gene Xpert
40% Treated has been functional at Capital Hospital TU,
305 MDR and Sukinda TU in collziboratlon \'l'\llth AIPH
08 Bhubaneswar through “TB Reach”.
10%
0%
2000 2010 2011 2012 2013
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Puducherry

Population: 12,47,953 Infrastructure:
Male: 6,12,511, Female: 6,35,442 RNTCP reporting districts: 1
Sex Ratio: 1,037, Literacy Rate: 86.55% Tuberculosis Units: 5, Designated Microscopy Centres: 27
Male: 92.12%, Female: 81.22% CDST Labs: 01, LPA: 01, DRTB Centre: 01
Case Finding: Human Resource:
500 Position Sanctioned In place
_— P APO 1 0
400 -
350 State DRTB Coordinator 1 0
300 State TBHIV Coordinator 1 1
s IEC Officer 1 1
200
i State Accountant 1 1
w, B— " —a - = DEO (IRL) 1 1
= - co— e v Sr. PMDT TBHIV Supervisor 1 1
i . :
2010 2011 202 2013 2014 Mo DRTB Slte 1 0
SA DRTB Site 1 1
IB Hiv: DEO District 30 29
120% MOTC 203 198
. STS 7 6
100% — !’-"- "'ﬂ'"‘ 2 —&— Proportion STLS 5 5
¥ with Known
B0% ..‘\/ HIV status TBHV 19 17
60% Partnerships:
& Proportion Adherence: 03
40% of Co- Sputum collection and transport: 01
infected TB Medical Colleges supporting RNTCP: 09
2084 HIV patient
on CPT
0%
201020112012 20132014
Treatment Success:
100.00% -
90.00% -
"-—-M____'.__..-‘
BO.DD% -
70.00% - NJ ——NSP
50.00% -
S50.00% =l Previoushy
40,000 - Treated
30.00% - MDR
20.00% -
10.00% -
0.00% . . . . |
2009 20102011 2012 2013
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Population: 27,743,338

Male: 14,639,465, Female: 13,103,873
Sex Ratio: 895, Literacy Rate: 76.6%
Male: 81.48%, Female: 71.34%

Punjah

Infrastructure:
RNTCP reporting districts: 22
Tuberculosis Units: 134, Designated Microscopy Centres: 283

CDST

Labs: 01, LPA: 01, CBNAAT: 03, DRTB Centre: 03

Case Finding: Human Resource:
200 Position Sanctioned In place
180 W APO 1 0
160 -
o= Susp Exriy State DRTB Coordinator 1 1
140 H_-’\H State TBHIV Coordinator 1 1
120 —B—Total Case IEC Officer 1 1
100 Notification State Accountant 1 1
&0 NP Case
0 notification DEO (IRL) 1 1
sem RT case Sr LT-IRL 1 1
O e e e, notification Sr. PMDT TBHIV Supervisor 22 18
20 MO DRTB Site 3 1
o SA DRTB Site 3
2010 2011 2012 2013 2014
DEO District 22 17
TB HIV: MOTC 203 198
100% - STS 134 54
— STLS 59 42
B0% - —O—F‘r_crpu:rrticrn TBHV 97 65
with Known
60% HIV status Advocacy:
40% 4 —@—Proportion of 2  With Dept. of Rural Development and Panchayat
Co-infected TB for sensitization of all MOs in Rural dispensaries.
20% HIV patient on
CET 2  Punjab Medical Council for TB notification.
0% ' ' ' ' ' 2  With Education Dept. for ACSM activities in school.
2010 2011 2012 2013 2014
Innovations/Initiative:
Treatment Success: /
2 59 sputum collection & transport centers made
123: functional with the help of NGOs and community
eose | * * i volunteers.
70% - —f— NSP 2 24 Mobile Medical Units being used for sputum
60% - collection.
50% - == Previoushy
40% Treated
30% MDR
20% -
10% -
0% T T T T 1

2009 2010 2011 2012 2013
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Rajasthan

Infrastructure:

RNTCP reporting districts: 34

Tuberculosis Units: 186

Designated Microscopy Centres: 847

CDST Labs: 03, LPA: 03, CBNAAT: 03, DRTB Centre: 07

Population: 68,548,437

Male: 35,550,997, Female: 32,997,440
Sex Ratio: 928

Literacy Rate: 67.06%

Male: 80.51%, Female: 52.66%

Case Finding: Human Resource:
180 Position Sanctioned In place
160 APO 1 1
140 —+—Susp Exmn State DRTB Coordinator 1 0
120 State TBHIV Coordinator 1 1
100 ——Total Case IEC Officer 1 1
Motification
B0 State Accountant 2 1
MSP Case
G0 notification DEO (|R|_) 1 1
40 M —H—AT case MO DRTB Site 7 5
20 notification SA DRTB Site 7 5
3 DEO District 30 29
2010 2011 2012 2013 2014 MOTC 203 198
TB HIV: STS 186 159
STLS 152 142
100%
50% 1 Partnerships:
20% - =i Proportion
with Known 2 15,002 notifications from IMA.
70% 1 HIV stat . .
60% - L= 2  PSI, MAMTA and VHAI supporting the program with
| referral of presumptive TB, sputum collection and trans-
=0% ’/ port and with awareness generation in the community.
40% =l Proportion of
I0% Co-infected Initiatives:
20% - TB HIW
patient on 2  RNTCP has engaged with Rajasthan Medical Services
10% CPT Corporation and has anti-TB drugs in its EDL.
0% T T T T 1 . S
20102011 2012 2013 2014 2 Al the perlpheral health |n5ft|tut10n§ have spotum
examination centre thus making services accessible.
Treatment Success: 2  All patients undergoing chest X-ray also subjected to
- sputum smear microscopy except medico-legal and
100 injury case.
90% + -+ it . . .
o 2 Online payment of honorarium for ASHA through Online portal.
70% | ® = ——MN 5P
60% - Innovations:
20% - ?::;Dezsw 2  Systematic TB Screening in high risk areas.
30% - MOR 2 Use of Wattsapp application for diagnosing
20% 1 smear-negative TB.
10% -
0% : : : : : 2  E-vouchers program in Mehsana for Universal
2009 2010 2011 2012 2013 access to TB drugs.
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Population: 6,10,577

Male: 3,23,070, Female: 2,87,507
Sex Ratio: 890

Literacy Rate: 82.20%

Male: 87.29%, Female: 76.43%

Case Finding:

Sikkim

450 1
400 -
350
300
250 A
200
150
100
50 A

——buig Lamn
== T otnl 2 Nt ficmion

—a— N3P Cirie: retdnten

= BT o nocfication

2010 2011 2012 2013 2014

TB HIV:

120%

100%

B9

60%

A%

208

re-n

20102011201220132014

—— Proportion
with Known
HIV status

—l— Proportion
of Co-
infected TB
HIV patient
on CRT

Treatment Success:

Q0%
80%
F0%
60%
50%
40%
30%
20%
10%

0%

2009 2010 2011 2012 2013

—p— P 5P

=l Previous by
Treated

MOR

Infrastructure:
RNTCP reporting districts: 05
Tuberculosis Units:05

Designated Microscopy Centres: 20

CDST Labs: 01, CBNAAT: 01, DRTB Centre: 01

Human Resource:

Position Sanctioned In place
APO 1 0
State DRTB Coordinator 1 1
State TBHIV Coordinator 1 1
IEC Officer 1 1
State Accountant 1 1
DEO (IRL) 1 1
Sr LT-IRL 1 1
Sr. PMDT TBHIV Supervisor 5 4
MO DRTB Site 1 0
SA DRTB Site 1 1
DEO District 5 4
STS 5 4
STLS 5 5
ACSM:

School activities: 20

Sensitization with NGOs/PRIs: 01

Community meetings: 28

Sensitization of monks on Tuberculosis conducted at
different monasteries.
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Tamil Nadu

Population: 72,147,030

Male: 36,137,975, Female: 36,009,055
Sex Ratio: 996

Literacy Rate: 80.33%

Male: 86.81%, Female: 73.86%

Case Finding:
300
250
‘\V‘ =——5usp Exmn
200
——Total Case
150 Motification

B M5P Case
100 notification

—#—RT case

Infrastructure:

RNTCP reporting districts: 33

Tuberculosis Units: 220

Designated Microscopy Centres: 802

CDST Labs: 04, LPA: 01, CBNAAT: 12, DRTB Centre: 06

Human Resource:

Position Sanctioned In place
APO 1 0
State DRTB Coordinator 1 0
State TBHIV Coordinator 1 1
IEC Officer 1 0
State Accountant 1 1
DEO (IRL) 1 1
Sr. PMDT TBHIV Supervisor 34 30
MO DRTB Site 8 4
SA DRTB Site 8 5
DEO District 34 27
STS 342 207
STLS 141 109
TBHV 369 187
LT 765 726

Partnerships:

ACSM scheme: 13

Sputum collection & transport: 9
Sputum collection scheme: 11
DMC scheme: 30

Slum scheme: 3

TBHIV scheme : 01

Adherence scheme: 08

TB HIV scheme: 01

50 notification
N t— ra & a =
R = s = o
]
2010201120122013 2014
TB HIV:
100%
o0% -
20% - == Proportion
with Known
70% 1 HIV status
B0% -
S50%
4085 == Proportion of
309 - Co-infected
TB HIW
209
patient on
10% CPT
ME‘ T T T T 1
20102011 2012 2013 2014
Treatment Success:
1008 -
80% - S ——NS5P
B0% -
=== Preyvious by
40% - Treated
200 MOR
ﬂ% T T T T 1

2009 2010 2011 2012 2013

Innovations/interventions:
2 Urban TB Control plan proposed for Chennai.

2 142 Urban PHCs will have designated Microscopy
centers.

2  Evening clinics and involvement of self help groups
for sample collection & transport.

2 Linking of patients to social support schemes.




N 75 o1 2015 I

Population: 35,193,978

Male: 42,442,146, Female: 42,138,631
Sex Ratio: 990

Literacy Rate: 67.66%*

Telengana

Infrastructure:

RNTCP reporting districts: 11
Tuberculosis Units: 96

Designated Microscopy Centres: 391

CDST Labs: 05
LPA: ..., CBNAAT: 06
DRTB Centre: 07

Male: 75.56%, Female: 59.74%

The district has reported annual case notification of 106/lakh/year. The outcome reports are
awaited for the cohort of patients registered in Telangana after the creation of this stat.e

Human Resource:

Position Sanctioned In place
APO 1 0
State DRTB Coordinator 1 0
State TBHIV Coordinator 1 1
IEC Officer 1 1
State Accountant 1 0
Sr. PMDT TBHIV Supervisor 11 11
MO DRTB Site 7 2
SA DRTB Site 7 2
DEO District 30 29
STS

STLS

TBHV 218 190

System Integration:

2 IRL Hyderabad providing services to Andhra Pradesh in addition to Telangana State.

BPHRC providing C&DST follow-up services in the state under PPM Scheme.

Decentralized sample collection and transportation to DMC level for diagnosis & f-up of PMDT cases.
SDS Hyderabad serving Andhra Pradesh in addition to Telangana State.

Good linkages developed for Local procurement of drugs processed through TSMSIDC.

0O 000
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Tripura

Population: 3,673,917 Infrastructure:
Male: 1,874,376, Female: 1,799,541 RNTCP reporting districts: 5
Sex Ratio: 960 Tuberculosis Units: 11
Literacy Rate: 87.75% Designated Microscopy Centres: 56
Male: 92.18%, Female: 83.15% CDST Labs: 0, LPA: 0, CBNAAT: 0, DRTB Centre: 01
Case Finding: Human Resource:
200 Position Sanctioned In place
180 APO 1 0
160 _ State DRTB Coordinator 0 0
140 ousp Exmn State TBHIV Coordinator 1 0
120 B Total Case IEC Officer 1 1
100 Notification State Accountant 1 1
a0 H\._._. NSP Case Sr LT-IRL 1 1
60 notification Sr. PMDT TBHIV Supervisor 5 5
—#—RT ¢ -
10 . e o || MODRTB Sie 1 1
210 SA DRTB Site 1 1
o . DEO District 5 5
2010 2041 2012 2013 2014 STS 5 5
1008 Partnerships:
20% 7 ~—a ACSM scheme: 04
BO% =—#—Proportion .‘ .
0% - s with Known Sputum collection & transportation: 02
60% - HIV status
S0 - Innovations/Interventions:
0% =8—Proportion of 2 Convergence with Information & Cultural Affairs
30% Co-infected TB Dept. for involving them in ACSM activities of RNTCP.
2005 HIV patient on
10% CPT 2  Workshops on X-ray reading is being conducted
0% . . . . , in phased manner for Periphery Medical Officer
2010 2011 2012 2013 2014 through medical college.
Treatment Success: 2 Session on RNTCP conducted during training of
PRI members/ASHA/ICDS workers organized by
100% State institute of Public administration and rural
sy
a0 ._4.’—"\.—-—. development.
——NSP
BO%
== Previoushy
A0% Treated
o MDR
0%
2009 2010 2011 2012 2013
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Uttarakhand

Population: 10,086,292

Male: 5,137,773 Female: 4,948,519
Sex Ratio: 963, Literacy Rate: 79.63%
Male: 88.33%, Female: 70.70%

Case Finding:

Infrastructure:

RNTCP reporting districts: 13

Tuberculosis Units: 58, Designated Microscopy Centres: 151
CDST Labs: 01, LPA: 01, CBNAAT: 02, DRTB Centre: 02

Human Resource:

250
200 - =—f=—=35usp Exmn
150 - ==l=Total Casze
Motification
100 - MSP Case
notification
50 i RT case
notification
o T T T T 1
2010 2011 2012 2013 2014
TB HIV:
90%
800 ,.

—#— Proportion
with Known
HIV status

70% v

60%

Aok ) 4 —— Proportion of
30%: Co-infected
2005 : T® |.“"u"
patient on
10%% CPT
0% -

201020112012 2013 2014

Position Sanctioned In place
APO 1 0
State DRTB Coordinator 1 0
State TBHIV Coordinator 1 0
IEC Officer 1 1
State Accountant 1 1
DEO (state) 1 1
Sr. PMDT TBHIV Supervisor 13 13
MO DRTB Site 2 1
SA DRTB Site 2

STS 61 48
STLS 31 31
TBHV 28 28

Partnerships:

Through project Axshay, community meetings, mid
media activities and sputum collection & transport
is being conducted.

The IMA is facilitating notifications by conducting CMEs.

ACSM:

Community Meeting: 13
School activities: 42
Sensitisation of PPs: 19

Treatment Success:

100%
Q%%

B *
% .--'-'._.‘-'—-H —p— S P

50% —l— Previously
A0 Treated
309 S MDR
20%
10%

0% -

2009 2010 2011 2012 2013




Population: 91,276,115

Male: 46,809,027, Female: 44,467,088
Sex Ratio: 950

Literacy Rate: 77.08%

Male: 82.67%, Female: 72.16 %
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West Bengal

Infrastructure:

RNTCP reporting districts: 29

Tuberculosis Units: 204

Designated Microscopy Centres: 833

CDST Labs: 03, LPA: 02, CBNAAT: 04, DRTB Centre: 07

Human Resource:

Position Sanctioned In place
APO 2 1
State DRTB Coordinator 2 0
State TBHIV Coordinator 2 0
IEC Officer 2 2
State Accountant 1 1
DEO (State) 2 1
Sr. PMDT TBHIV Supervisor 30 29
MO DRTB Site 5 4
SA DRTB Site 5 4
DEO District 30 29
MOTC 203 198
STS 203 202
STLS 144 137
TBHV 218 190
LT 765 726
ACSM:

Community Meeting: 228
School activities: 341
Sensitisation of PRI and council members

Case Finding:
180
160
140 === Susp Exmn
120 |
=l Total Case
100 Motification
B0
60 NSP Case
notification
A0
. x\l_ ) —#—RT case
20 N o e e notification
0
20000 2011 2012 2013 2014
TB HIV:
100%
Q0%
S0% —— Pr.npnrtinn
with Known
70% ) HIV status
60%
S0%
40%% ——Froportion
300 f of Co-
2004 infected TB
108 HIV patient
¢ on CPT
0% -
20102011 201220132014
Treatment Success:
100% -
90% - N
B0% - "
70% | Bl gy == N5P
0%
50%: - == Previoushy
40% - Treated
30% MDOR
200
10% -
']SE' T T T T 1

2009 2010 2011 2012 2013

Innovations/initiatives:

Intersectoral coordination: Convergence with the
Social Welfare Department of the state in extending
social benefits to TB patients.

Convergence with the Department of Panchayat in
extending nutritional support to TB patients.

Improving accesiblity of sevices through boat clinics
in the Sundrebans with an NGO SHIS.
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Programmatic Management of Drug Resistant TB (PMDT) Implementation, Diagnosis, 6 months Interim,
12 months Culture Conversion and Treatment Outcome of MDR-TB Case (Reported by DR-TB Centers
of Implementing States - 2014

Indicators on MDR-TB Case Finding Indicators on 6 months interim report -

Number Estimated | Number of Num- Number of | Indica- Number of Out of a, Out of a, No.
ulation (In number of | of DR-TB number of MDR-TB Suspects ber of MDR-TB tors on No. (%) who (%) who died No. (%) who
lacs) [ Centers MDR-TB Suspects examined MDR- Cases Case reg are alive, on defaulted
functional | suspec subjected per lakh TB detected TB Case stered and treatment and
in the riteri S population Finding initiated culture negative
state reg on Cat IV
in the 4

tiated on cohorts 6-9

treatment month:

in 2014 or (2q13 to

1q14) (a)

Andaman & Nicobar 4 3 1 265 110 41% 42 39 1 24 13 54% 5 21% 1 4%
Andhra Pradesh 865 24 17 51452 27919 54% 1673 1489 79 1701 1085 64% 186 11% 156 9%
Arunachal Pradesh 15 14 2 1017 986 97% 186 206 3 181 125 69% 5 3% 28 15%
Assam 325 27 3 16453 3647 22% 370 360 4 352 214 61% 35 10% 37 11%
Bihar 1108 38 4 32450 6544 20% 1024 970 4 585 341 58% 61 10% 50 9%
Chandigarh 11 1 1 1092 781 1% 52 45 7 46 29 63% 4 9% 4 9%
Chhattisgarh 270 27 3 13557 2412 18% 196 141 1 126 63 50% 16 13% 15 12%
Delhi 175 25 4 16157 11504 71% 1338 1572 118 1280 764 60% 116 9% 176 14%
Goa 15 2 1 633 513 81% 31 36 7 41 21 51% 5 12% 6 15%
Gujarat 635 39 5 41586 29440 1% 2154 1971 269 1768 932 53% 205 12% | 217 12%
Haryana 267 21 2 17295 4210 24% 625 561 8 495 315 64% 69 14% 35 7%
Himachal Pradesh 71 12 2 6142 2607 42% 239 236 13 267 153 57% 23 9% [3 2%
Jammu & Kashmir 133 14 3 4598 1190 26% 100 97 2 118 71 60% 12 10% 12 10%
Jharkhand 351 24 3 16630 3187 19% 187 225 1 230 151 66% 13 6% 8 3%
Karnataka 635 31 5 27934 7425 27% 816 733 9 691 354 51% 96 14% 93 13%
Kerala 338 15 2 10510 5789 55% 196 198 25 222 144 65% 25 11% 18 8%
Madhya Pradesh 765 50 6 40875 13083 32% 1587 1116 17 900 569 63% 91 10% 76 8%
Mabharashtra 1168 79 16 54512 37561 69% 4738 5072 490 4880 2346 48% 636 13% 503 10%
Manipur 29 9 1 825 195 24% 41 38 0 51 44 86% 3 6% 1 2%
Meghalaya 32 7 2 1849 518 28% 158 204 3 151 102 68% 15 10% 10 7%
Mizoram 11 8 1 550 397 72% 48 47 1 31 15 48% 1 3% 5 16%
Nagaland 20 11 2 1298 674 52% 74 75 0 75 44 59% 3 4% 2 3%
Odisha 434 31 3 19619 4017 20% 342 244 13 215 105 49% 20 9% 21 10%
Puducherry 13 1 1 678 685 101% 29 28 0 15 7 47% 4 27% 1 7%
Punjab 287 22 3 16742 7367 44% 557 437 28 433 233 54% 60 14% 54 12%
Rajasthan 724 34 7 40415 21435 53% 2050 1663 72 1735 973 56% 209 12% 184 11%
Sikkim 6 4 1 625 1085 174% 215 242 4 209 148 1% 20 10% 13 6%
Tamil Nadu 752 33 6 37954 34273 90% 1477 1136 20 1217 673 55% 123 10% 119 10%
Tripura 38 6 1 1291 104 8% 11 14 0 11 7 64% 1 9% 0 0%
Uttar Pradesh 2105 75 11 123962 8443 7% 2976 2798 28 2240 1289 58% 266 12% 175 8%
Uttarakhand 106 13 1 6198 1856 30% 297 281 3 181 135 75% 20 11% 7 4%
West Bengal 942 28 7 44735 15451 35% 1823 1799 32 1436 983 68% 124 9% 139 10%
Grand Total 728 127 649897 255408 39% 25652 24073 1262 21907 12448 | 57% | 2472 | 11% | 2172 | 10%
* Data from Daman-Diu & Dadra Nagar Haveli is included in Gujarat; Data from Lakshadweep is included in Kerala.
# These numbers are NOT from the same cohort of patients from which MDR diagnosed are reported, but rather from treatment initiation registers only. The current PMDT information system does not allow for
cohort-based reporting of MDR TB suspects, hence this should not yet be taken as a proportion of MDR TB diagnosed and used as an indicator for efficiency of initiation on treatment. Future versions of the PMDT
reporting system will be based on cohorts of patients tested in laboratories, and will be used for monitoring of timeliness and efficiency of diagnosis and initiation on treatment.
~ Numerator includes smear negative retreatment cases registered in the district.
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Indicators on Treatment Outcome of MDR-TB Cases

Out of
¢, No.
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(%) who died
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No. (%) who No. (%)
defaulted who failed
treatment

ment
Com-
pleted

19 9 47% 3 16% 1 5% 5 26% 1 5% 5 2 0 40% 2 40% 1 20% 0 0%
1666 879 | 53% 85 5% 123 7% 286 17% 254 15% 765 318 54 49% 179 23% 155 20% 21 3%
157 103 | 66% 2 1% 10 6% 9 6% 27 17% 42 14 14 67% 7 17% 6 14% 1 2%
394 231 59% 26 7% 13 3% 59 15% 44 11% 31 14 3 55% 3 10% 6 19% 1 3%
441 260 | 59% 17 4% 49 11% 64 15% 42 10% 19 3 0 16% 6 32% 5 26% 2 11%
44 29 66% 2 5% 0 0% 7 16% 1 2% 9 0 5 56% 2 22% 0 0% 0 0%
101 42 42% 4 4% 31 31% 11 11% 7 7% 13 5 3 62% 2 15% 1 8% 0 0%
1337 700 | 52% 20 1% 82 6% 189 14% 261 20% 1131 457 144 53% 220 19% | 226 | 20% 22 2%
37 21 57% 2 5% 1 3% 5 14% 5 14% 15 6 0 40% 4 27% 2 13% 0 0%
1671 77 | 43% 143 9% 140 8% 254 15% 316 19% 1126 387 80 41% 292 26% 201 18% 100 9%
420 233 | 55% 6 1% 71 17% 66 16% 37 9% 105 61 3 61% 30 29% 11 10% 0 0%
222 112 | 50% 10 5% 53 24% 32 14% 4 2% 49 2 23 51% 11 22% 5 10% 0 0%
125 65 52% 9 7% 15 12% 17 14% 11 9% 20 7 0 35% 7 35% 1 5% 0 0%
254 126 | 50% 8 3% 73 29% 27 11% 15 6% 53 17 9 49% 9 17% 8 15% 5 9%
586 260 | 44% 29 5% 73 12% 110 19% 78 13% 74 33 0 45% 23 31% 8 11% 0 0%
206 131 64% 5 2% 10 5% 29 14% 23 11% 256 145 22 65% 35 14% 36 14% 1 0%
698 394 | 56% 41 6% 56 8% 99 14% 100 14% 152 67 5 47% 36 24% 23 15% 16 11%
4555 1793 | 39% | 326 7% 468 10% 783 17% 702 15% 1511 433 180 41% 334 22% | 312 21% 46 3%
51 39 76% 0 0% 0 0% 5 10% 3 6% 19 10 0 53% 4 21% 0 0% 0 0%
149 98 66% 7 5% 6 4% 22 15% 15 10% 33 16 3 58% 4 12% 5 15% 0 0%
45 34 76% 1 2% 0 0% 4 9% 6 13% 24 12 2 58% 3 13% 4 17% 1 4%
80 41 51% 3 4% 25 31% 4 5% 7 9% 12 4 2 50% 1 8% 3 25% 0 0%
205 90 44% 15 7% 52 25% 16 8% 23 11% 72 24 16 56% 12 17% 7 10% 8 11%
19 9 47% 1 5% 0 0% 4 21% 4 21% 16 4 1 31% 4 25% 4 25% 0 0%
460 223 | 48% 25 5% 31 7% 78 17% 85 18% 67 24 4 42% 13 19% 17 25% 5 7%
1910 897 | 47% 103 5% 232 12% 310 16% 325 17% 1010 417 74 49% 235 23% | 209 | 21% 42 4%
203 127 | 63% 8 4% 6 3% 23 1% 17 8% 18 13 1 78% 2 11% 2 1% 0 0%
1305 652 | 50% 54 4% 210 16% 188 14% 184 14% 192 62 26 46% 40 21% 43 22% 1 1%
14 10 1% 1 7% 0 0% 3 21% 0 0% 7 1 2 43% 1 14% 0 0% 0 0%
1348 729 | 54% 99 7% 78 6% 239 18% 146 1% 57 20 2 39% 18 32% 11 19% 4 7%
188 134 | 71% 15 8% 1 1% 18 10% 16 9% 34 7 9 47% 11 32% 3 9% 4 12%
1177 769 | 65% 76 6% 45 4% 126 11% 134 11% 352 190 24 61% 66 19% 44 13% 22 6%
20087 9957 | 50% | 1146 | 6% 1955 10% 3092 | 15% | 2893 | 14% 7289 2775 711 26% | 1616 | 22% | 1359 | 19% | 302 4%
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ANNEXURE

Culture DST Labs

Name of the
States

Name of Laboratory

Type of Technology

LPA | Liquid

1 Andaman & 1 RMRC, Port Blair C
Nicobar

2 Andhra Pradesh 2 IRL, Hyderabad C C C
3 Govt. Medical College, Vishakhapatnam P C
4 BPHRC, Hyderabad C C
5 DFIT Lab, Nellore C C
6 SVIMS Medical College, Tirupati P

3 Arunachal 7 IRL, Naharlagun P

Pradesh
4 Assam 8 IRL, Guwahati (Guwahati Medical P C P
College)

5 Bihar 9 RMRC, Dibrugarh C
10 IRL, Patna P C
11 RMRI, Patna P
12 Central Diagnostics, Patna P P
13 DFIT Lab, Darbhanga P C

6 Chandigarh 14 PGI, Chandigarh C C C

7 Chhattisgarh 15 IRL, Raipur C C P

8 Delhi 16 NITRD, Delhi C C C
17 IRL, Delhi (New Delhi TB Center) C C P
18 Dept. of Medicine, AIIMS C C C
19 Dept. of Laboratory Medicine, AIIMS C P
20 Dept. of Microbiology, AIIMS, New Delhi P P
21 Dept. of Microbiology, Safdarjung P

Hospital, New Delhi

9 Goa 22 IRL, Goa C

10 Gujarat 23 IRL, Ahmedabad C
24 Govt. Medical College, Jamnagar C
25 Govt. Medical College, Surat P
26 Microcare, Surat C
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Name of the SL. no. of | Name of Laboratory Type of Technology

States Labora- LPA |Liquid
tory
11 Haryana 27 IRL, Karnal C C P
28 Quest Diagnostics, Gurgaon P
29 SRL, Gurgaon P
12 Himachal 30 IRL, Dharampur C C
Pradesh
31 Govt. Medical College, Tanda P
13 Jammu & 32 IRL, Jammu (Jammu Medical College) C
Kashmir X
33 IRL, Srinagar C P
Sher-I-Kashmir Institute of Medical P P
34 Sciences, Srinagar
14 Jharkhand 35 IRL, Ranchi (Itki TB Sanatorium) C C P
36 RIMS, Ranchi P
15 Karnataka 37 NTI, Bangalore C C C
38 IRL, Bangalore P C C
39 SRL, Bangalore P
40 KIMS, Hubli P P
41 KMC, Manipal P P
42 JSS Medical College, Mysore P
16 Kerala 43 IRL, Thiruvananthapuram C C C
44 Calicut Medical College, Calicut P
17 Madhya 45 IRL, Indore C C C
Pradesh 46 BMHRC, Bhopal C C
47 Choitram Hospital, Indore C
48 RMRCT, Jabalpur C
18 Maharashtra 49 IRL, Nagpur C C C
50 IRL, Pune C C C
51 PD Hinduja Hospital, Mumbai C C
52 Govt. Medical College, Aurangabad P C
53 SRL, Mumbai C
54 JJ Hospital, Mumbai C C C
55 KJ Soumiya Medical College, Mumbai P
56 KEM Hospital, Mumbai P
57 Sewari TB Hospital, Mumbai P C
58 Metropolis Healthcare, Mumbai C C
59 BJ Medical College, Pune C
60 MGIMS, Wardha C
19 Manipur 61 IRL, Imphal, Manipur P P
20 Meghalaya 62 Nazareth Hospital, Shillong C P
21 Odisha 63 IRL, Cuttack C C C
64 RMRC, Bhubaneswar C
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Name of the SL. no. of | Name of Laboratory Type of Technology

States Labora- LPA |Liquid
tory

22 Puducherry 65 IRL, Pondicherry C C C

23 Punjab 66 IRL, Patiala P C P
67 Govt. Medical College, Faridkot P
68 Dayanand Medical College, Ludhiana P
69 SRL, Amritsar P

24 Rajasthan 70 IRL, Ajmer C C P
71 SMS, Jaipur C C C
72 SN Medical College, Jodhpur P C
73 DMRC, Jodhpur P
74 RNT Medical College, Udaipur P
75 Kota Medical College, Kota P

25 Sikkim 76 IRL Gangtok, Sikkim P

26 Tamil Nadu 77 NIRT (TRC), Chennai C C C
78 IRL, Chennai C C P
79 VRF Referral Laboratory, Sankara C

Nethralaya

80 CMC, Vellore C P
81 Madurai Medical College, Madurai P
82 PSG Medical College, Coimbatore P
83 Trichy Medical Colleges, Trichy P

27 Uttar Pradesh 84 JALMA, Agra C C C
85 IRL, Lucknow (CSMMU, earlier KGMU) C C
86 IRL, Agra P C P

87 Sri Ram Murti Medical College, Bareilly P

88 IMS, Banaras Health University, Varanasi P C P
89 MLN Medical College, Allahabad P
90 Subharti Medical college, Meerut C P
91 JN Medical College, Aligarh P C
92 SGPGIMS, Lucknow P
93 RMLIMS, Lucknow
94 RIIMS, Etawah P P
28 Uttarakhand 95 IRL, Dehradun C C
96 Microbiology, Dept. IGMC, Simla P
29 West Bengal 97 IRL, Kolkata C C C
98 SRL, Kolkata C
99 North Bengal Medical College, Siliguri P C P

100 Bengal TB Association, Kolkata P










Complete your full DOTS course
to cure TB successfully

a1

e TB becomes more complex and difficult to treat
e Cost of treatment increases
e Can increase chances of side effects

e Treatment gets prolonged

TB HAREGA, DESH JEETEGA.
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Central TB Division
Directorate General of Health Services
Ministry of Health and Family Welfare, Nirman Bhavan, New Delhi-110108
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