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FOREWORD

It is with great pleasure | present the Annual India TB Report for the year 2017. | hope you will
find this report both informative and interesting and that it will give you a greater
understanding of the work under taken by Central TE Division, Directorate General of Health
Services, Ministry of Health and Family Welfare.

Government of India has set the goal of ending TB in India by 2025, Yes, the targets are very
ambitious. However, to pursue it, we have prepared the National Strategic Plan 2017-25,
focusing on universal health coverage along with social protection, implementation of which
will help us achieve our goal.

Ministry of Health & Family Welfare is moving ahead with scaling up of novel diagnostics tools
like CBNAAT to more than 1100 labs in 2018. We have made changes in our treatment protocols
with introduction of fixed drug combination of daily regimen, newer and shorter regimens. The
newer anti TB drug Bedaquiline has already been introduced for DR-TE patients in the country
and soon we will be rolling out Delamanid as well,

Reaching to TB patients in private sector has been identified as one of the key priority to help
us achieve our goal. Mixture of collaborative and regulatory approaches have been adopted to
increase participation of private providers to improve surveillance and universal access to free
diagnosis, drugs and high quality of care.

Patient support system has been an integral part of RNTCP. The Programme has established an
efficient system of targeted delivery of patient support benefits. Linkages of AADHAR, NIKSHAY
and PFMS5 have been established to provide Direct Benefit Transfer. We have also decided to
provide support of Rs. 500 per month to each TB patient for the duration of his/her treatment,

We are committed to address the challenge of TB and are open to innovate and implement
bold strategies. | personally urge all stakeholders —the State Government, the developmental
partners, the community, the civil society, to come forward and join us in our fight against TB.

Jai Hind 1!
{Jagat Prakash Nadda)
Unign Minister of Health & Family Welfare
March 2018
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MESSAGE

| congratulate Central TB Division for bringing out an Annual Report exclusively on TB
programme every year. | am happy to see the Annual Report this year also. The Revised National
Tuberculosis Control Programme (RNTCP) has been able to bring down the mortality and morbidity due
to TB continuously. Annual Report has covered the different aspect of programme Implementation
especially during the last one year in a detailed manner.

In order to put a stop to this human tragedy which wreaks havoc in lives of lakhs of families
every year, we have committed to eliminate TB by 2025, 5 years ahead of Sustainable Development
Goals” target and 10 years before WHO End-TB target. We have improvised several ongoing
programmes to reduce and reverse mortality and morbidity rate and also have added several new
initiatives to achieve this target. All these action plans have been brought out clearly in the National
Strategic Plan, 2017-2025 to eliminate TB (NSP) in line with our Mational Health Policy, 2017.

MNSP has strengthened the RNTCP with a number of newly introduced features. We have
launched a campaign for Active TB Case Finding wherein door to door visits are made by health
personnel in an effort to find patients with the varied symptoms of tuberculosis and then they are brought
to the public health facilities. For rapid diagnosis of TB at these facilities, we have introduced more than
1135 CB-NAAT/GeneXpert test machines covering all the districts of the country. To enhance treatment
adherence, Fixed Dose Course (FDC) in Daily Regimen. It has also been observed that TB affects poor
disproportionately. Further, TB is a cause as well as the consequence of malnourishment. We are,
therefore, starting financial incentives for all TB patients to address their out of pocket expenditure and
nutrition through Direct Benefit Transfer (DBT) (@ Rs.500/patient/month.

As nearly half the patients seek treatment from the private health sector, we are striving to
integrate the efforts of the public as well as the private sector through mandatory notification of TB by
all health care personnel. Notifying TB patients will enable the programme to offer all necessary public
health support to such patients. It is expected that notification will get a boost and by Active Case
Findings and DBT.

In our continuous endeavor to enhance the supervision, monitoring, surveillance and programme
operations, we are now linking NIKSHAY, the case based system of surveillance with Drugs Logistics
Management Information System, Public Financial Management System (PFMS) ete.

With these value added initiatives, which are described in detail in this report, [ look forward to
achieving impressive gains in the reduction of morbidity and mortality due to TB in India.

New Delhi (Precti Sudan)
8 March 2018

Tele : (O) 011-23061863, Fax : 011-23061252, E-mail : secyhfw@nic.in
Room MNo. 156, A-Wing, Nirman Bhavan, New Delhi-110011
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MESSAGE

Revised National TB Control Programme (RNTCP) provides quality assured free
diagnostic and treatment services to all the TB patients in our country. The
programme has developed Standards for TB Care in India (STCI) to facilitate uniform
care of TB patients in India including the private sector. In the recent past, the
programme has successfully implemented a few pilot interventions for involving the
private sector in the country using free drugs/diagnostics and Information
Communication Technology. Expansion of such interventions across country would
facilitate Government in ensuring standards of care outside public sector and
increasing notification in the public health system.

However, late diagnosis of the disease, non-adherence or non-completion of
treatment, co-morbidities, drug resistant TB and inter and intra-state difference in
health system response are some of the challenges we are facing today. Elimination
of TB is not possible unless there is a major jump in notification, diagnosis and
treatment of all TB cases.

Currently TB incidence is declining by about 1-2% per year and to achieve the
TB elimination goal by 2025, we need to have a decline in TB incidence by about 15-
20% annually. For this we need to optimize utilization of CBENAAT lab, engage private
sector by providing free diagnostic and drugs using ICT and ensure social protection
for all TB patients through available social schemes in different line Ministries.

Mass public campaign about preventive and curative aspects of TB, counseling
of patients and their family members on all aspects of Tuberculosis will go long way
in achieving the goal of TE elimination in India.

Total notification of TB patient is gradually improving year by vear due to
improvement in TB notification from private sector as well. As per the NSP estimates,
early diagnosis of TB & active case finding increases further in upcoming years with
the help of many newer interventions to detect TB as early as possible.

(Dr."B.D. Athani)

Tele: 011-23061467, Fax: 011-23062815, email: bd.athani56@nic.in
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MESSAGE

Tuberculosis has remained a disease of public health importance since ages
and is known to inflict large quantum of socioeconomic cost on the society. The
Revised National Tuberculosis Control program is being implemented under the
umbrella of the National Health Mission(NHM).

The Revised National TE Control Program has taken many new initiatives and
policy changes in the last year. The National Strategic Plan (NSP) sets out the
strategic direction and key initiatives that the Ministry of Health and Family Welfare
will undertake from 2017 to 2025 for working towards achieving the goals of
eliminating TBE by 2025.

Reaching TB patients in private sector has been identified as one of the key to
universal health coverage for TB care services under the programme. The expansion of
free diagnosis and treatment services with newer tools and strategies to private
sector will be the key to achieve our success of reaching every one.

ENTCF and National program for Prevention and Control of Cancer, Diabetes,
Cardio vascular diseases and Stroke (NPCDCS) have jointly developed a frame work for
collaboration which aims to reduce mortality and morbidity by promoting bidirectional
screening,early detection and prompt management Diabetes and TB. In another
initiative, National Tobacco Control Program is working in synergy with RNTCP for
implementation of a joint collaborative frame woark

TB has been curable for several decades now. Great strides have been made in
innovations for newer diagnostics and drugs. All we need now is a surge in our actions
to reduce the TB burden dramatically. To achieve our goals, all health care providers
need to work in synergy and all available resources including those in private sector
are utilized for TB control.

On the occasion of this publication of TB INDIA 2018 report | am humbled by
the progress that we have made in the last one year. Ending TB will need a quantum
leap in our efforts, and yet we're hopeful of a new beginning. | take this opportunity to
express the commitment of Ministry of Health and Family Welfare, Government of
India to achieve TB elimination by 2025 as envisaged by our Honorable Prime

Minister,
Dr. N.5. shaktu
. (Principal Advisor MoHFW)
March 2018
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MESSAGE

TB India 2017 is an annual publication from Central TB Division wherein a comprehensive
status of TB control activities in the country has been compiled. The TB India report is released
every year on 24" March, on the occasion of World TB Day.

The programme has seen many new initiatives and policy changes in the last one year. These
include revised guidelines for PMDT, Universal Drug Susceptibility Testing for all diagnosed TB
Patients including notified patients from the private Sector, roll out of daily regimen for drug
sensitive TB across all the State/UTs, expansion of Bedaquiline services, Active Case Finding in
vulnerable groups, and expansion of molecular diagnostic services. All these initiatives lead to
early case detection, treatment, adherence and better cutcome. The programme is also
collaborating with the Pharmacovigilance programme of India to systematically identify, detect
and manage adverse effect of anti TB drugs. The programme is continuously working to engage
with the private sector to further increase access to patients for a public health impact.

| am delighted to share that our Hon'able Prime Minister Shri. Narendra Modi has written a letter
to the Hon'ble Chief Ministers / Lieutenant Governers of all States/UTs in the country, to
address the challenge of TB in a mission mode. Our goal is to achieve the vision of universal
access to quality diagnosis and treatment for all TB. We will continue our endeavour to
overcome challenges and undertake newer initiatives to ensure we achieve this goal. For this,
we need support from all of you- civil society, patients, private sector and professional
bodies/associations related to medical and pharmaceutical sector. We also need participation
from other health and development prograrmmes such as diabetes, nutrition, and urban
planning. Unless we receive this multi-sectoral support it is unlikely that we will be able to
address these challenges in a comprehensive manner.

I'm thankful to officers and staff of Directorate General Health Services, Ministry of Health and
Family Welfare and State Governments for their continued support and endeavours for
betterment for the programme. | also acknowledge the support of partners who have pledged to
come together for a comman cause. RNTCP fraternity will strive further to do the good work as

the years continue with renewed enthusiasm and dedication.
’,ﬁ"_,’—"{ﬁig‘

{Dr. Sunil D. Khaparde)
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(7 his Annual TB Report provides an update
y on progress of TB control activities,

information on newer initiatives, policies and
guidelines developed in 2017. Revised National
TB Control Programme (RNTCP) is an on-going
Centrally Sponsored Scheme, being implemented
under the umbrella of National Health Mission.

The programme was initiated from 1997, covered
entire country in 2006. The programme, since
then, has achieved global benchmark of case
detection and treatment success and achieved
millennium development goals in 2015 of halting
and reversing the incidence of TB.

The major initiatives taken in 2017 are expansion
of Daily Regimen for treatment of TB across the
country; scale up of Bedaquiline; conditional
approval of Delamanid; release of guidelines
on PMDT in India; National ToT guidelines on
PMDT and introduction of MERM boxes.

One of the landmark achievement of 2017 is
approval of bold and ambitious National Strategic
Plan (NSP) 2017-25 for TB Elimination is a
framework to provide guidance for the activities
of stakeholders including the National and State
Governments, Development Partners, Civil
Society Organizations, International Agencies,
Research Institutions, Private Sector, and many
others whose work is relevant to TB elimination
in India. It provides goals and strategies for the
country’s response to the disease during the
period 2017-2025 and aims to direct the attention
of all stakeholders to the most important
interventions or activities that the RNTCP
believes will bring about significant changes in
the incidence, prevalence and mortality of TB.
These strategies and interventions are in addition
to the processes and activities already ongoing in
the country.

As per the Global TB report 2017 the estimated
incidence of TB in India was approximately
28,00,000 accounting for about a quarter of the
world’s TB cases. In 2017 India re-estimated its
national figures of the burden of Tuberculosis
incorporating information from a wider range of
sources.

The program has put in a number of patient
centric systems such as ICT based adherence
monitoring, increasing the breadth of treatment
and social support options available to people
affected with TB, expanded laboratory capacity
and policy for detecting drug resistance. The
program is currently scaling up its policy of
Universal DST whereby all cases diagnosed with
TB will receive a minimum of Rifampicin and
Isoniazid resistance testing.

The programme adopted a Direct Benefit Transfer
(DBT) mechanism for transfer of monetary
support and incentives to patients. This will
ensure the funds reach rightful recipients in a
timely manner.

The programme is making special efforts
for reaching the unreached through Active
Case Finding (ACF) campaign, focusing on
clinically, socially and occupationally vulnerable
populations and shifting from passive to active
case finding along with passive case finding
in selected populations. For achieving the
ambitious targets, the programme has modified
its diagnostic approach to drug sensitive and
drug resistance TB cases.

TB C&DST laboratories under RNTCP Lab
Network are equipped with different diagnostic
technologies for DR TB diagnosis, which include
Solid/Liquid Culture DST or Line Probe assay.

@



Currently, there are 74 TB C&DST laboratories
which are certified by RNTCP for one or more
diagnostic technologies. Out of the 74 TB C&DST
laboratories, 45 laboratories are certified for all
the three diagnostic technologies. Cumulatively,
48 laboratories are certified for solid culture
DST; 45 laboratories for first-line liquid culture
DST and 38 laboratories for second-line liquid
culture DST; 56 laboratories for first-line LPA
technology and 50 laboratories for second-line
LPA technology.

For decentralized diagnosis of TB and
Rifampicin resistance CBNAAT machines have
been provided at district levels. In the year 2017,
more than one million CBNAAT tests have been

conducted.

In addition to the existing 628 Machines, 507
machines have been procured and deployed to

cover all districts of the entire country. Genome

sequencing facilities are being established at
six Reference Laboratories, for surveillance
of drug resistance, for providing information
on transmission dynamics and molecular

epidemiology.

First National Drug Resistance Survey results
showed the rates of MDR among new TB patients
to be 2.84% and that in previously treated to be
11.60 %.

CTD has developed a web based application
“Nikshay Aushadhi” for the management of Anti
TB Drugs and other commodities under RNTCP.

The subsequent chapters in this report bring
out details of implementation status, various
initiatives and activities undertaken during the
year 2017.
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Activities Undertaken in 2017

January

1. Zonal Task Force Meeting for North East
held on 19'" -20™ January 2017.

2. Active case finding for TB implemented in
50 districts across 18 States from 16™ January
- 30" January 2017.

3. Tribal TB project launched in Mandla
district of Madhya Pradesh on 19%-20%

January by Hon’ble MoS Shri Faggan Singh
Khulaste.

February

1. ZTF South zone 1 was held in Bangalore on
2nd and 3™ Feb 2017.

2. ZTF North zone was held on 25" and 26" Feb
2017 at Shimla.

3. Stakeholders Consultative Meeting for
development of concept note for Global Fund
Grant 2018-2020 took place on 9* Feb 2017.

4. 68" CCM Meeting took place on 14™ Feb
2017.

March

1. Consultative Workshop for NSP 2017-25 took
place on 28" Feb and 1% March 2017.

2. ZTF east zone took place at Ranchi on 4" and
5% March 2017.

3. World TB Day was observed on 24" March
2017.

4. WHO Ministerial Meeting by SEARO, WHO
took place on 15" and 16" March 2017 at New
Delhi.

5. Nutritional Support Guideline and National

e T Repert

Framework for TB-Diabetes Collaborative
activities was released on 24" March 2017

6. Initiated SMS services to support treatment
adherence under RNTCP

April

1. Implementation of Daily Regimen for Drug
sensitive TB was launched in five States in a
phased manner

2. National Task Force Meeting took place at
Guwahati on 11" and 12* April 2017.

3. National Training of Trainers (ToT) for
expansion of Bedaquiline in the country took
place in New Delhi from 18™ -20" April 2017.

4. Finalization of National Strategic Plan for TB
(2017-25)

May

1. Approval of National Strategic Plan 2017-25
for TB elimination in India by the Hon’ble
HFM

2. Proposal for Global Fund Grants for 2017-20
submitted after approval of CCM

3. Supportive supervision visits by Central
team to the 5 States implementing Daily
Regimen

4. Preliminary discussion on introduction of
Delaminid in India under chairmanship of
Secy. DHR and DG ICMR at New Delhi on
11th May 2017.

June

1. Monitoring visits by Central teams to Bihar,

Himachal Pradesh, Kerala, Maharashtra and



Sikkim to review and assess implementation
status of daily regimen.

2 phase of Active Case Finding started
across 26 States/UTs covering 100 priority
districts.

Feasibility Study for Indigenous Rapid
Molecular Diagnostic tool (TrueNat) for
TB initiated in 100 designated microscopy
centres across 50 districts in the country.

July

1.

Central team visits to 11 States to assess
the preparedness for the implementation of
Daily Regimen.

“Centre State Summit for TB Elimination
through Effective Partnerships” was organized
in Nagpur, Maharashtra. This was attended
by policy makers, national and international
experts on TB, Program managers,
development partners and representatives
from private sector, media and community.

August

1.

99 DOTS was rolled out in five States for all
patients on daily regimen.

2nd round of Active Case Finding ended
on 31% July, over 20 crore population was
screened with over 9000 patients diagnosed
with TB.

Dr Eric Goosby, UN Special Envoy on
TB, concluded his five day visit to India
commending the Government of India for its
bold vision and leadership in combating TB.

DO letter regarding implementation of
Universal DST in phased manner was

issued to 19 States/UTs identified for the first
phase.

Pre Drug safety and Monitoring committee
meeting for Bedaquiline implementation was
held on 17th of August 2017 at Mumbai

September

1.

STO Consultant review meeting of RNTCP
was held from 12"-14™ September at
Chandigarh.

Global Fund grant making (2018-2021)
meeting held from 11"-22" September.
Debriefing meeting was held on 22

September 2017.

Meeting of National Expert Committee on
“Regulation of newer anti-TB drugs in India
held under chairmanship of Secretary DHR
and DG ICMR on 21* September 2017 for
introduction of Delamanid, new anti TB drug
in India.

October

1.

Video Conference with all Principal
Secretaries and Mission Directors under
NHM was held on 30" October 2017 by
Secretary H&FW to review TB control

activities by the State/UTs.

Daily regimen for all TB patients has been
initiated across the country in October 2017.

Hon’ble HFM the RNTCP
programme on 10th October 2017.

reviewed

November

1.

Bedaquiline drug introduced in 21 sites in
5 States. Drugs for 1000 more patients
received. Trainings of all States completed.

O U



2. Joint Assessment of Laboratory Network
under RNTCP was conducted during 30th
Oct — 10th November 2017

Hon’ble HFM participated in the 1** WHO
Global Ministerial Conference at Moscow,

Russian Federation during 16-17*" November
2017

Review on PMDT for North Zone (8 States)
held at Shimla during 21 — 23" November,
2017

iy &

December

1.

Central Internal Evaluation was conducted
for the States of Madhya Pradesh by a team
of experts.

3 phase of ACF organized in 221 districts
throughout the country. More than 3000
cases have been diagnosed by the end of 3rd
Phase.

The Additional 507 CBNAAT Machines were
dispatched to the States for installation.
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TB Disease Burden &
Surveillance in India

Strengthening Disease surveillance for
better measurement of Burden

@isease surveillance in TB is particularly
challenging as there is no single reliable
method. To be most effective, a multi-pronged
approach, combining a number of measures
required. The
government of India has been giving increased

adapted contextually, is
emphasis to establishing a strong multi-pronged
surveillance system.

Currently the program is attempting to bring
all cases of TB disease under its service delivery
umbrella, from the point of diagnosis. A number
of existing measures were and are being further
strengthened. Over the counter sales of Anti-TB
drugs, included in the Schedule H1, have been
increasingly monitored to facilitate notification.
Notification is incentivised with extension of
free quality drugs and diagnostics to the patients
accessing care from the private sector. A number
of additional incentives are also planned in the
NSP 2017-25 to improve notification from the
private sector.

Surveillance in TB is not only about detecting TB
Cases; for being effective surveillance should also
include adherence monitoring, surveillance of
Drug resistance and surveillance using genomics.
This will prevent emergence and spread of
resistance, and be able to detect epidemic
patterns within localities. The program has put
in a number of patient centric systems such as
ICT based adherence monitoring, increasing the
breadth of treatment and social support options
available to people affected with TB, expanded
laboratory capacity and policy for detecting drug
resistance. The program is currently scaling up

iy O

its policy of Universal DST whereby all cases
diagnosed with TB will receive a minimum of
Rifampicin and Isoniazid resistance testing.

TB Disease Burden

As per the Global TB report 2017 the estimated
incidence of TB in India was approximately
28,00,000 accounting for about a quarter of the
world’s TB cases.

In 2017 India re-estimated its national figures
of the burden of Tuberculosis; incorporating
information from a wider range of sources
and thus is more accurate than previous
estimates. The major additional information
source is the private sector notification seen
throughout the country and in certain project
locations with interventions targeted at private
sector notification. The following table shows
the current statistics of TB and MDR/RR TB
incidence, HIV TB Co-morbidity and TB related
mortality.

Table: 2.1. Estimates of TB Burden in India and

Global, 2016
Indicator No. No/ Global
Lakhs statistics
Incidence of TB 27,90,000 211 1,04,00,000
(including HIV)
Mortality due to TB 4,23,000 32 13,00,000
(Excluding HIV)
Incidence of 1,47,000 11 6,01,000
MDRTB/RR
Incidence of 87,000 6.6 10,30,000
HIV-TB
Mortality due to 12,000 0.92 3,74,000
HIV-TB co-morbidity

Source: Global Tuberculosis Report 2017






National Strategic Plan (NSP)
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National Strategic Plan (NSP) Chapter 3
2017-2025 for TB Elimination

y( .7 he NSP 2017-2025 builds on the success The development of this NSP has been a
and learning’s of the last NSP and collaborative effort between all the stakeholders
encapsulates the bold and innovative steps including national and state governmentsl

required to eliminate TB in India by the year {evelopment partners, civil society
2025. It is crafted in line with other health sector

strategies and global efforts, such as the draft
National Health Policy 2015, World Health
Organization’s (WHO) End TB Strategy and the
Sustainable Development Goals (SDGs) of the
United Nations (UN).

organizations, and the private sector in India
which was and has been led by the Central
TB Division, Directorate General of Health
Services, Ministry of Health and Family Welfare.
Knowledge and insights generated from a
series of workshops and consultations with the

This NSP is a framework to provide guidance stakeholders, learnings from the implementation
for the activities of stakeholders including the of the past NSP and experiences from the pilots,
National and State Governments, Development models and approaches tested during the last
Partners, Civil ~ Society =~ Organizations, NSP period informed the strategies proposed in
International Agencies, Research Institutions, the current NSP.

Private Sector, and many others whose work

is relevant to TB elimination in India. The NSP Vision, Goals and Targets of NSP

2017-2025 is a three year costed plan and an

eight year strategy document. It provides goals The NSP proposes bold strategies with
and strategies for the country’s response to the commensurate resources to rapidly decline TB
disease during the period 2017-2025 and aims incidence and mortality in India by 2025, five
to direct the attention of all stakeholders to the years ahead of the globa] End TB targets under

most important interventions or activities that  Systainable Development Goals to attain the
the RNTCP believes will bring about significant  yision of a TB-free India.
changesintheincidence, prevalenceand mortality
of TB. These strategies and interventions are in ~ VISION: TB-Free India with zero deaths, disease
addition to the processes and activities already  and poverty due to TB
ongoing in the country.

GOAL: To achieve a rapid decline in burden

As a strategic document, the subsequent of TB, morbidity and mortality while working
operational plans will necessarily follow. The

NSP will guide the development of the national
project implementation plan (PIP) and state PIPs,
as well as district health action plans (DHAP)
under the National Health Mission (NHM). 1. Find all Drug Sensitive TB and Drug

towards elimination of TB in India by 2025.

Objectives:

This NSP replaces previous strategies, and will Resistant TB cases with an emphasis on
inform and guide the updating of technical reaching TB patients seeking care from
and operational guidelines and associated private providers and undiagnosed TB in
programme tools. high-risk populations.
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2. Initiate and sustain all patients on appropriate
anti-TB treatment wherever they seek care,
with patient friendly systems and social
support.

3. Prevent the emergence of TB in susceptible
populations.

4. Build and strengthen enabling policies,
empowered institutions, additional human
resources with enhanced capacities, and
provide adequate financial resources.

Key Strategies:

1. Private sector engagement

2. Active Case finding

3. Drug resistant TB case management

4. Addressing social determinants including
nutrition

5. Robust Surveillance system

6. Community engagement & Multi-sectoral

approach

Expected Outcome:

The National Strategic Plan is aiming to achieve
elimination of TB, by 2025. During plan period,
targets for TB are

1. 80% reduction in TB incidence (i.e. reduction
from 211 per lakh to 43 per lakh)

2. 90% reduction in TB mortality (i.e. reduction
from 32 per lakh to 3 per lakh)

3. 0% patient having catastrophic expenditure
due to TB

Below table highlights the core impact, outcome
indicators and targets of the NSP that highlights
the four priority areas that include private sector
engagement, ensuring a seamless, efficient TB
care cascade, active TB case-finding among key
population (socially vulnerable and clinically
high risk) and preventing progression from
latent TB infection (LTBI) to active TB in high risk
groups.

Table: 3.1 NSP 2017-25 Results Framework

Baseline  Target
IMPACT INDICATORS 2015 2020 2023 2025
To reduce estimated TB Incidence rate 217 142 77 44
(per 100,000 population) (112-355) | (76-255) | (49-185) | (36-158)
To reduce estimated TB prevalence 320 170 90 65
(per 100,000 population) (280-380) | (159-217) | (81-125) (56-93)
To reduce estimated mortality due to TB 32 15 6 3
(per 100,000 population) (29-35) (13-16) (5-7) (3-4)
To ensure no family should suffer catastrophic 35% 0% 0% 0%
cost due to TB
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OUTCOME INDICATORS

Baseline

2015

Target
2020

2023 2025

Total TB patient notification(in millions) 1.74 3.6 2.7 2
Total .p?tient Private providers notification 0.19 ) 15 12
(in millions)
MDR/RR TB patients notified 28,096 92,000 69,000 55,000
Proportion of notified TB patients offered DST 25% 80% 98% 100%
Proportion of notified patients initiated on 90% 959 959, 959,
treatment
Treatment success rate among notified DSTB 75% 90% 92% 92%
Treatment success rate among notified DRTB 46% 65% 73% 75%
Proporti‘on of identif.ied targeted ke}‘l af‘fected 0% 100% 100% 100%
population undergoing active case finding
Proportion of notified TB patients receiving
financial support through Direct Benefit 0% 80% 90% 90%
Transfers (DBT)
Proportion of identified/eligible individuals
for preventive therapy / LTBI s - initiated on 10% 60% 90% 95%
treatment

Goals of NSP the progress towards ending TB. New,

India has scaled up basic TB services in the
public health system, treating more than 19
million TB patients under RNTCP, the rate of TB
decline is too slow to meet the 2030 Sustainable
Development Goals (SDG) and 2035 End TB
targets. Although sufficient insight and expertise
exists to inform TB programme decision-making,
these resources have often been underutilized in
terms of meeting the needs of policy makers for
quantitative analysis and improvements in TB
control policy and implementation.

Continuation of prior efforts has yielded
inadequate declines, and will not accelerate

ey O

comprehensively-deployed interventions
required to accelerate the rate of decline of
incidence of TB many fold, to more than 10-15%
annually. The requirements for moving towards
TB elimination have been integrated into the four
strategic pillars of “Detect — Treat — Prevent —

Build” (DTPB).

are

Detect Treat

Build Prevent



Table: 3.2. Explaining the “DTPB’ approach of NSP 2017 -2025

DETECT

HOW DO WE DO IT?

Find all DS-TB and DR-TB cases with
an emphasis on reaching TB patients
seeking care from private providers
and wundiagnosed TB in high-risk
populations.

Scale-up free, high sensitivity diagnostic tests and
algorithms

Scale-up effective private provider engagement
approaches

Universal testing for drug-resistant TB

Systematic screening of high risk populations

TREAT

HOW DO WE DO IT?

Initiate and sustain all patients on
appropriate anti-TB treatment wherever
they seek care, with patient friendly
systems and social support.

Prevent the loss of TB cases in the cascade of care
with support systems

Free TB drugs for all TB cases

Universal daily regimen for TB cases and rapid
scale-up of short-course regimens for drug-resistant
TB and DST guided treatment approaches.

Patient-friendly adherence monitoring and social
support to sustain TB treatment

Elimination of catastrophic costs by linking eligible
TB patients with social welfare schemes including
nutritional support

PREVENT

HOW DO WE DO IT?

Prevent the emergence of TB in
susceptible populations

Scale up air-borne infection control measures at
health care facilities

Testing and treatment for latent TB infection in
contacts of bacteriologically-confirmed cases and in
individuals at high risk of getting TB disease

Address social determinants of TB through
intersectoral approach
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BUILD HOW DO WE DO IT?

Build and strengthen enabling policies, | o
empowered institutions,
resources with enhanced capacities, and
financial resources to match the plan.

Translate high level political commitment to
action through supportive policy and institutional
structures:

human

e National TB Elimination Board with revision in the
current administrative set up at the national level
and matching structures at state level

e National TB Policy and Act

e Restructure RNTCP management structure and
implementation arrangement: Substantially
augmented HR and HR reforms and TB surveillance
network in the country strengthen

e Scale up Technical Assistance at national and state
levels

e Align and harmonize partners’ activities with

programme needs to prevent duplication

To summarize, the ultimate impact of this NSP
will be transformational improvements in the
‘End TB’ efforts of India thereby contributing
to the health and wellbeing of its population.
By taking a Detect — Treat — Prevent — Build
approach the national programme can achieve
significant positive change and make a real
difference in the lives of the many people it
serves. The programme is determined to expand
coverage, improve quality and reduce out of
pocket expenditure to achieve Universal Health
Coverage in TB service delivery context.

The NSP 2017-25 for TB Elimination document is
available at: https://tbcindia.gov.in

3.1  Patient Support Incentives

Majority of TB patients notified are from the

e T Repert

age group of 15-45 years and they are from
the lower socio-economic strata of the society.
Also, since they are from working group age,
TB disease affects the income of the family also
while patients are on care. Hence the Ministry of
Health and Family Welfare approved incentives
for all TB patients notified in NIKSHAY under
RNTCP. The financial incentives will support
TB patients to prevent catastrophic expenditure,
attract notification from private sector and
encourage them to complete treatment.

It is proposed that Rs. 500 per month during
treatment of TB via Direct Benefit Transfer (DBT)
tothe patient fornutritional support, reduce out of
pocket expenditure (in line with National Health
Policy) and incentivize treatment completion for
all the projected TB patients and DR-TB patients.



The programme will adopt a DBT mechanism for
transfer of monetary support and incentives to
patients by linking payment of incentives under
RNTCP using Aadhar based DBT (UIDAI),
Public Finance Management System (PFMS) and
NIKSHAY (online RNTCP MIS).

3.2 Incentives for TB Notification:

Incentives of Rs. 1000 will be provided for
notification of TB patients. This will be given at
Rs. 500 at notification and Rs. 500 for reporting
treatment outcome. The incentives will be
provided upon Notification in the TB reporting
software i.e. Nikshay through a smooth and
transparent manner.

Linkages for provisions of free drugs and
diagnostics to private sector patients either

through social marketing
reimbursements of services.

approach or

3.3 Direct Benefit Transfer

Linking Bank Account, AADHAR and
NIKSHAY for direct cash benefits to patients:

The programme adopted a DBT mechanism for
transfer of monetary support and incentives to
patients. This will ensure the funds reach rightful
recipients in a timely manner.

Fig: 3.1. Moving towards digital treatment support

Central Tuberculosis
Division

CTD will identify monetary
support requirements and
provide funds

Bank Account

Saving Bank account will
allow for quick establishment
of DBT linkages for

patients irrespective of

their economic strata or
geographic location.

A web baned sdution for .
mamitoring TH puthentn (S

AADHAR

AADHAR acts as the unigue
identifier for patients undergoing
traatment

Social welfare
schemes

Link patients 1o existing
social welfare schemes to
seek support

Nikshay

Mikshay will provide patient
infarmation o CTD and other
social service schemes
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The cornerstones of the DBT mechanism will
be:

i. RNTCP - In addition to providing funds
for DBT, programme will also identify and
review incentives and treatment supports to
be provided to the patients

ii. Bank Account — Saving Bank account will
allow for quick establishment of DBT linkages
for patients irrespective of their economic
strata or geographic location.

iii. NIKSHAY - As a case based patient
identification system, NIKSHAY will allow
for a real time tracking of patient eligibility
for DBT and ensure quick activation of DBT
linkages to patient accounts

e T Repert

iv. AADHAR - AADHAR will act as the unique
identifier for patients seeking treatment
support via DBT mechanism. It is also hoped
that in the future the TB number will align
with the AADHAAR identifier.

An eligible amount per month will be provided
for TB patient notified in NIKSHAY for nutrition
support, encourage completing the treatment
and covering the catastrophic cost. Linking of
bank account, Aadhaar number and Nikshay
identification number will be used for this
transaction. Local arrangements are being made
to provide the financial incentives to needy
patients who are yet to have Aadhaar number
and bank account due to any reason.
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RNTCP Implementation Status

41 Case Finding & Diagnosis of
Tuberculosis
Introduction

SP 2017-25, advocates early
@‘/‘identiﬁcation of presumptive TB cases,
at the first point of care be it private or public
sectors, and prompt diagnosis using high
sensitivity diagnostic tests to provide universal
access to quality TB diagnosis including drug
resistant TB in the country.

RNTCP achieved complete geographic coverage
in March 2006 and since then case notification
rates increased till they plateaued and remained
stationary. The case notification rates have started
decreasing in many parts of the country despite
increasing efforts of symptomatic examination
in the public sector. The programme is making
special efforts for reaching the unreached like
active case finding (ACF) campaign, focusing on
clinically, socially and occupationally vulnerable
populations and shifting from passive to active
case finding along with passive case finding
in selected populations. For achieving the
ambitious targets, the programme has modified
its diagnostic approach to DS & DR TB cases.

2007-08, RNTCP
approximately 20 million symptomatic persons
by microscopy for TB and initiates about 1.5
million persons on TB treatment. CBNAAT and
Line Probe Assay introduced in 2009 and scaled
up from 2012 onwards, have ensured that rapid
molecular diagnostics are available throughout
the country. In 2017, 7,32,449 patients have
been tested using these methods and 38,854
Rifampicin resistant/MDR-TB patients have been
diagnosed.

Since annually, screens

by O
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Active Case Finding

Active Case Finding is basically a provider
initiated activity with the primary objective of
detecting TB cases early by finding symptomatic
people
treatment promptly.

in targeted groups and initiating

Three phases of Active Case Finding in vulnerable
population were conducted till December 2017.
In third phase, 378 districts covered, around 5.5
crore population screened and 26781 TB cases
were diagnosed.

ACF activity being carried out in a State



RNTCP Laboratory Network

TB diagnosis is offered through more than 14,000
designated microscopy centres spread across the
country. CBNAAT facilities have been established
at District levels for decentralised molecular
testing for TB and simultaneous detection of
Rifampicin resistance. Reference laboratories
have been established at State and National
levels which provide Culture and DST services
as well as molecular diagnosis. The laboratory
network under RNTCP is composed of three tiers
for quality assurance of all diagnostic modalities.

Diagnostic algorithm has also undergone
revision to accommodate available technologies

and optimal use at various levels.

National Policy for diagnosis:

Drug Sensitive TB: Direct sputum smear
microscopy by Ziehl-Neelsen acid-fast staining/
Fluorescence Microscopy are the primary case
detection tool in RNTCP for patients with
infectious tuberculosis presumed to be drug
sensitive and is also for monitoring their response
to treatment.

Drug Resistant TB: Patients at risk of DR TB
as defined by the programme (Multi-Drug
Resistant TB- MDR-TB), are diagnosed using
WHO endorsed rapid diagnostics (WRD) like
Cartridge Based Nucleic Acid Amplification Test
(CBNAAT) / Line Probe Assay (LPA).Response
to treatment for MDR is monitored by follow
up culture on Liquid Culture (MGIT) system
(critical follow-ups requiring clinical response)
and identification of Mycobacterial species is

performed by commercial Immunochromatic
test (ICT).

MDR-TB diagnosis is offered to all patients
initiated on re-treatment as well as patients
who remain smear positive on any follow up
including failures of first line treatment and
those at high risk such contacts of MDR-TB cases.
CBNAAT is also offered for TB diagnosis in key
populations such as PLHIV, Children and EP-TB
cases, referrals from the private sector for early
diagnosis and initiating appropriate treatment.

More recently, the diagnostic algorithm has
been modified wherein CBNAAT is offered to
cases who are Smear negative but have an X ray
suggestive of TB, as well as for new TB cases.
Structure and Functions of RNTCP
Laboratory network:

The RNTCP laboratory network is composed of
a three tier system with National level Reference
Laboratories (NRLs), State level Intermediate
Reference Laboratories (IRLs), and peripheral
level laboratories as Designated Microscopy
Centres (DMCs).

C&DST RNTCP Lab
Network are equipped with different diagnostic

laboratories under
technologies for DR TB diagnosis, which include
conventional Solid culture and/ or newer rapid
TB diagnostic technologies i.e. Line Probe assay-
LPA and Liquid Culture. Depending upon the
availability of necessary infrastructure and
resources, these laboratories are equipped with
either all three diagnostic technologies or single
or any combination of these technologies.
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Fig: 4.1. RNTCP Laboratory Hierarchical Structure

Central TB Division National Reference National Level: 6 Labs (NIRT Chennai, NTI
(CTD) Laboratory (NRL) Bangalore NITRD Delhi, JALMA Agra,
BMHRC Bhopal, RMRC Bhubaneswar

Intermediate Reference State Level: 31 IRL
Laboratory (IRL)

State TB Cell

TB C&DST Lab: 37

District Level: one per district
District TB Centre (DTC) (EQA staff —DTO, STLS, LT)

CBNAAT Lab: 651

Sub-district level: one per Block/one
Tuberculosis Unit (TU) per 1.5-2.5 Lac population
(MO-TC, STLS, LT)

Peripheral level: more than 14000
Designated Microscopy DMCs (one per 1.0 Lac population/ one

Centre (DMC) per 0.5 lac population in tribal, hilly,
desert and difficult to reach areas)

Laboratory Certification status: Five batches of National Level Trainings of
Trainers on second line LPA were conducted
at NTI, Bangalore in the month of March 2017.

Onsite trainings in second line LPA were also

48 laboratories have been certified by RNTCP
for performing solid C & DST, 45 laboratories

for performing DST to First line drugs using
liquid culture system. Of these, 38 laboratories conducted successfully in all the IRLs/ TB C&DST

have additionally been certified for performing labs with support of the NRLs in subsequent
DST to second line anti TB drugs. 56 certified months till August 2017. 50 laboratories have
laboratories provide First Line-LPA services. been certified for second-line LPA technology.
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List of certified C&DST laboratories are placed at Annexure-5c

Table: 4.1. Laboratory testing performance for the year 2017

Table: 4.1. a. CBNAAT testing (2017)

No. of
Rifampicin-
Resistant TB

Detected

No. of tests
performed

No. of
machines

628 10,77,377 37,488

EP-TB
CEV
tested out
of total test
done

1,31,428

Tests for
private
sector

patients

HIV +ve out of
total tested

93,618 1,90,218

Table: 4.1. b. LPA performed (2017)

No of sensitive
to H&R

No. of test
to INH

No of resistant

No of resistant to No of MDR TB

93,989 68,070 7,736

Rifampicin

2,243 11,518

Table: 4.2. SLDST performed (2017)

Number of SL DSTs Number of MDR Number of MDR  Number of XDR detected
conducted + FQ resistance + SLI resistance
detected detected
26,832 8,594 826 2,650
Laboratory = Network and  Quality The programme has a very well established
Assurance: quality assurance (QA) mechanism which

At present Culture and DST services are provided
through 74 RNTCP certified laboratories which
include laboratories from Public sector (IRL,
Medical College), Private and NGO laboratories.
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 National Reference Laboratories.

follows the WHO system of hierarchal control
from the highest level of National Reference
laboratories to State Intermediate Reference labs
(both IRL and CDST), to CBNAAT at the district/
sub districtlevel and then designated microscopy
centres at the most peripheral level. The QA has
all elements of internal quality control, on-site
evaluation and external quality assessment.

QA for the National level laboratories is
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provided through the WHO supranational
reference laboratory (SNRL) network. One of the
SNRL for the South East Asia region is NIRT,
Chennai which also serves as a NRL. Quality

assurance panel for both first and second line
drugs to the SNRL and three other NRLs (NTI
Bangalore, NITRD Delhi and NJIL&OMD,
Agra) is provided by the WHO coordinating lab
(Antwerp) of SRL network.

Quality Assurance for Culture & Drug
susceptibility testing:

EQA for Culture and DST is ensured by a process
of pre-assessment, On-Site Evaluation visit to the
facility and the actual certification procedure.
Quality is maintained by a process of continuous
monitoring by annual proficiency panel testing
from NRL:s to their respective IRLs or diagnostic
laboratories (medical college, NGO or Private).
The process of certification was adopted from the
standard international guidelines, and has been
in place from 2005. Culture and DST labs need
to satisfactorily undergo certification for Culture
and DST, by their respective NRL, through
a rigorous process to achieve and maintain
the proficiency. This inter-laboratory culture
exchange and testing process involves both NRL
(PT) panel cultures testing at IRL, and re-testing
(RT) of select cultures at the NRL.

The certification is initially granted for a period
of two years and shall be subjected to an on-
site evaluation within one year of grant of
certification and a re-assessment before the end
of two years. Thereafter, re-assessment is carried
Certified laboratories
carry out testing activities within the scope of
certification (Solid, liquid and LPA) to meet
the needs of RNTCP. All Certified laboratories

out every two Yyears.
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regularly participate in the Proficiency Testing
programmes/rounds conducted by NRLs. The
certified laboratory submits quarterly laboratory
performance indicators to the NRLs. The data
from the performance indicators are analysed by
the NRLs and technical guidance provided for
corrective actions.

Quality Assurance for CBNAAT:

Until recently quality assurance for CBNAAT had
been limited only to instrument guided internal
controls. However, in the year 2017, more than
one million CBNAAT tests have been conducted.
Considering the need of external quality
assurance mechanism for CBNAAT, FIND India
in collaboration with CDC has initiated projects
for Quality assurance of CBNAAT in using dried
spot panels, which can be shipped safely and
tested at peripheral sites. NTI, Bangalore will be
the coordinating National Reference Laboratory
for implementation of these projects. Experts
from NTI, Bangalore have undergone training in
panel manufacture at CDC Atlanta. The panels
have been manufactured and validated at NTL
These panels will be used for testing at identified
CBNAAT sites in Public as well as private sector
in Mumbai. The learning’s from the initial
implementation will help the programme in
developing mechanisms for expansion across the
country.

Diagnostic Algorithm:

The diagnostic algorithm is dynamic and has
undergone revisions from time to time with
the availability of newer technologies and the
programme needs. The latest algorithm as
included in the revised PMDT guidelines is
given below



Fig: 4.2. PMDT diagnostic algorithm

Presumptive TB

All diagnosed TB patients

Key/Vulnerable population:

= Hon responibers. to

T
= Paedistric age groug CBNAN reativent
= People living with My l = DR-TR contadts
= EFTE sites #  Predewly treated TR
= Srnear negaties/MA il X 1‘ = TRHIV co-infed tion
rary uggestive of TR RRTB For discordance on LPA for AT — »  Hew TB patients
rege sl CENAAT a1 LPA Lal
SL-LPA"" £

“Oifer molecular testing for H mono/poly resistance to TB patients prioritized by risk as per the available lab capacity
**LC DST (MK 2.0, Km, Crm, Lzd) will be done only for patients with any resistance on baseline SL-LPA. D5T to I Cfz. Bdg&DIim
would be considered for policy in future. whenever available. standardized & WHO endorsed.

First National Drug Resistance Survey,
India

Understanding the epidemiology of drug
resistant TB and knowledge on the rates of
drug resistant TB is essential for combating the
challenge of DR TB. In order to plan, strategize
and refine the quality of services for DR TB, it
was crucial to have data on the rates of drug
resistance at a National level. Towards this goal,

India has conduct the survey.

5280 sputum smear positive patients attending
diagnostic centres belonging to 120 TUs (selected
as clusters for sampling) were recruited for
the Survey. This has been the largest survey
conducted globally and for the very first time
Liquid Culture was used and DST performed for
13 anti TB drugs.

The survey provides 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 anti-
tuberculosis drug resistance globally.

The results of the survey showed the rates of
MDR among new TB patients to be 2.84% and
that in previously treated to be 11.60 %.

Augmenting the laboratory capacity

15 laboratories with TB containment facility has
been established and the existing laboratory
network augmented with 50 GT Blots and 26
Liquid culture systems. Towards Universal
testing for Rifampicin resistance as well as
diagnosis of TB among vulnerable population,
507 additional CBNAAT machines have also
been deployed across the country.

Scale-Up of CBNAAT Facilities:

In addition to the existing 628 Machines, 507
machines have been procured and deployed to
cover all districts of the entire country. List of

CBNAAT are placed at Annexure 5b.
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Second Line LPA Services:

Reference Laboratories have also initiated -
Second Line LPA a diagnostic prerequisite for
introduction of shorter treatment regimen for
Drug resistant TB.

Establishment of Genome Sequencing
Facilities

Genome sequencing facilities are being
established at six Reference Laboratories, for
surveillance of drug resistance, for providing
information on transmission dynamics and
molecular epidemiology. Of six sites, five sites
(NITRD Delhi, NDTB Delhi, NTI Bangalore, ]J
Hospital Mumbai, IRL Ahmadabad) are being
equipped with whole Genome sequencer and

one site (IRL, Guwahati) with Pyro sequencer.

Newer Initiatives:

Joint Assessment of the Tuberculosis Diagnostic
Network of India

The first ever Joint International Assessment of
the Tuberculosis Diagnostic Network of India
was conducted by an experienced group of
National and International experts with support
of USAID. The key objective of the assessment
was to evaluate the current practices and
algorithm and propose evidence-based short
and medium term interventions to improve
access, capacity and quality of the TB diagnostic
network to increase detection of TB and MDR-TB
in line with NSP targets.

The key focus areas were:

e Opverall placement, quantity and utilization
of appropriate diagnostic technologies
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e Availability and use of correct diagnostic
algorithms, guidelines and policies

e Laboratory infrastructure and appropriate
bio-safety measures

o Equipment validation and maintenance
e Specimen transport and referral mechanisms

e Management of laboratory commodities and
supplies

e Laboratory/diagnostic network information
and data management systems

e Laboratory quality management systems

e Adequately trained staff throughout the
network

e Supervision, monitoring and quality

assurance

Major recommendations

e Develop state-specific performance
improvement plans in order to enable well-
functioning states to move quickly and
lagging states to catch up

e Translate PPM policy into implementable
activities by developing and implementing
specific guidelines to engage
providers and laboratories,
monitoring of key indicators to measure
process and impact

private
along with

e Fill-up presently vacant positions and build
a sustainable HR strategy with adequate
numbers of staff at all levels working under

appropriate remuneration and in safe
facilities and working conditions
e Strengthening of  specimen  referral



systems and fill gaps observed in specimen
transportation

Deploy electronic data systems across all
levels to ensure that the system is user-
friendly and allows people to do their jobs
better and more efficiently

JIA team with DTO and staff at
DTC Mathura during the assessment

Build capacity of NRLs and IRLs to be quality
champions within the network and re-
energize regular supportive supervision and
EQA tolower levels with frequent monitoring
and evaluation of the effectiveness and
impact of supervision.

Onsite training in SL LPA
at JLNMCH Bhagalpur, Bihar

Joint International Assessment Team
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Laboratory  Information Management
System (LIMS)
A Laboratory Information Management

System (LIMS) is been developed with support
from FIND. Implementing LIMS - will ensure
providing accurate & timely information for the
patient care, establishing a standardised process
of data transmission & recording, integration
of the Lab
Information System, streamlining the process
of entering data in ICT tools. LIMS will be
implemented in Laboratories providing Culture

information with the National

and DST services.

NABL Accreditation

National Accreditation Board for Testing and
Calibration Laboratories is an autonomous
society providing Accreditation (Recognition)
of Technical competence of a Medical laboratory
for a specific scope following ISO 15189:2012

Standard.

achieved the NABL
labs successfully
submitted their applications to NABL for
the process of assessments over the next few
months before NABL formally provides them
accreditation. These labs include SMS Medical
College Jaipur, IRL Guwahati, NRL JALMA
Agra, NRL BMHRC Bhopal, IRL Nagpur, IRL
NDTB Centre Delhi, NRL RMRC Bhubaneswar,
IRL Cuttack, NRL NITRD, Delhi and NRL NIRT,
Chennai.

IRL Lucknow has

accreditation. Ten have

TrueNat

TrueNat, a new indigenous diagnostic tool for
use in peripheral settings has been validated by
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ICMR. The operational feasibility of TrueNat
testing was also carried out at 100 Designated
Microscopy Centers in 50 districts of the country.
The results of the TrueNat validation study and
feasibility study were reviewed by the Expert
committee on TB diagnostics at ICMR, and have
recommended the use of TrueNat MTB and
TrueNat MTB Rif under RNTCP.

4.2 Treatment of TB Services

Universal access to free, standard treatment
services for all TB patients in the country
encompasses an ambit of services in and around
each patient’s care cascade. Strengthening of these
patient centred treatment services in RNTCP
with enhanced capacity to rapidly accommodate
new drugs and treatment modalities will be the
cornerstone of the current NSP.

The technical and operational guidelines-2016
for TB control in India, define the major groups
of TB patients who are offered standard
treatment regimens. Patients are classified based
on drug susceptibility results; the categories are
drug-sensitive TB, and mono, poly, multi and
extensively drug resistant TB. For drug-sensitive
TB patients, the thrice weekly intermittent TB
regimen being used since programme inception
has been switched to a daily FDC regimen for
treatment of all TB patients. The principles of
treatment for drug-sensitive TB with a daily
regimen is to administer a daily fixed dose
combination of first-line anti-TB drugs in
appropriate weight bands for pulmonary and
extra-pulmonary TB in all age groups.

The major initiatives taken in 2017 are:

i. Expansion of Daily Regimen for treatment of
TB across the country



ii. Scale up of Bedaquiline

iii. Conditional Approval of Delamanid
Release of Guidelines on PMDT in India
National ToT on Guidelines on PMDT

Introduction of MERM boxes

iv.
V.
vi.

Expansion of Daily Regimen throughout
the country

Guidance material on awareness of Daily
regimen developed by CTD was shared with
the States. ACSM activities taken up in the
States included TV campaign in 7 States, Radio
Campaign, Digital media campaign in 17 States,
Outdoor media campaign in 12 States. All
patients diagnosed and put on daily regimen in
Public sector since 30" October 2017 throughout
the country.

of

Programmatic
Resistant TB Services

Management Drug

Background and framework for effective
control of drug-resistant tuberculosis

After  successfully  establishing ~ RNTCP
services across the country in 2006, the PMDT
services were introduced in 2007 and complete
geographic coverage was achieved by 2013.
During 2011-12, there was a massive scale-up
of all these facilities with concerted efforts of
multiple stakeholders resulting in countrywide
coverage by 2013. Later in 2014, baseline second-
line DST facilities were established in a few
intermediate reference laboratories, which also
got scaled-up to the entire country in 2015. The
progress of DR-TB treatment coverage is shown
in the below graph.

Fig: 4.3. DRTB Finding and Treatment Initiation Effort, 2007-17
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To begin with DR-TB services were offered to
the subset of TB patients having highest risk to
develop drug resistance i.e., treatment failures.
This was followed by a horizontal and vertical
scale-up. Definite criteria were set to assess the
risk and eligibility for the drug susceptibility test
(DST). The DST was thus offered to TB patients
who remained smear positive during follow-
up; to previously treated patients; those who
were HIV positive and people who had contact
with a known DR-TB patient. This would then
lead to universal DST, i.e., DST to all diagnosed
and notified TB patients. To conduct this, huge
laboratory capacity in terms of geographic
coverage, DST technology, trained laboratory
personnel, quality assurance and certification are
required. The country expanded its diagnostic
capacity to a wide network of state and regional
level intermediate reference laboratories with
solid and liquid culture DST and Line Probe
Assay (LPA) and district level network of
Cartridge Based Nucleic Acid Tests (CBNAAT).

Providing treatment to diagnosed DR-TB patients
is extremely important. To begin with, only
MDR-TB patients were offered treatment with a
standard second-line regimen. Later, treatment
with standard regimen was offered to extensively
drug resistant (XDR) TB patients and MDR-TB
with additional resistance to fluoroquinolones
or second-line injectable. Procurement and
supply chain management of second-line drugs
is complex, since no standardized patient-wise
boxes are manufactured and drugs do need
temperature regulated storage and repacking.

Since 2016, new drugs like Bedaquiline (Bdq)
are made accessible to DR-TB patients through
expanded access under RNTCP. In 2016, with the
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release of the Revised Technical and Operational
Guidelines, regimens to treat other forms of drug
resistance, such as mono and poly resistance to
first and second-line drugs were also included
and this has been further solidified in the
Guidelines on PMDT in India, 2017

Regimen type (with or without newer
drugs)

Designing a regimen is the prerogative of the DR-
TB Centre Committee. The regimen could be with
or without inclusion of newer drugs like BDQ and
would be classified into the following types;

1. MDR/RR-TB
a) Shorter MDR-TB Regimen
b) Conventional MDR- TB
Regimen
2. H Mono/Poly Drug-Resistant TB

3. MDR/RR-TB
a) Shorter MDR-TB Regimen
b) Conventional MDR- TB
Regimen
4. H Mono/Poly Drug-Resistant TB

5. MDR/RR-TB with additional
resistance to any/all FQ or SLI At the

6. XDR-TB NDR-
7. Mixed pattern resistant TB B

a) with Hmono + FQ/SLI/Lzd | Centre
resistance

b) with MDR/RR-TB + FQ/SLI +
Lzd resistance

At the
DDR-
TB
Centre

c) Other patients who need
careful regimen designing
later

d) Non tuberculosis
mycobacterium (NTM)




Scaling-up of Bedaquiline (BDQ) Services

BDQ has been given approval for use along
with the background regimen under conditional
access through the Revised National TB Control
Programme (RNTCP) PMDT services in India. In
absence of a phase III trials, the Apex Committee
and DCGI under the Ministry of Health and
Family Welfare for supervising clinical trials on
new chemical entities approved the use of BDQ
under RNTCP through conditional access.

Initially BDQ has been introduced at 6 sites-
NITRD, New Delhi, Rajan Babu TB Hospital,
New Delhi, B] Medical College, Ahmedabad,
Gujarat, GHTM Tambaram, Chennai, Tamil
Nadu, Guwahati Medical College, Guwahati,
Assam, GTB Sewree, Mumbai, and Maharashtra.
Currently, the drug is being used in the selected
six sites to establish the safety profile due to
concerns on drug’s cardio-toxicity which if
not monitored adequately, may prove to be
fatal, in addition to the other side effects of the
drug. Accordingly, the programme has taken a
cautious and systematic approach to first check
the safety profile of the drug in a few centres.

900 patients have been initiated on BDQ
containing regimen at 21 sites till the end of 2017.
The programme will expand the usage of BDQ
to all the states as per the preparedness. Capacity
building of all the states has been initiated.
Cascade trainings of all the health staff involved
in BDQ services is under process.

Conditional Approval for Delamanid

Delamanid is a recently approved drug
for treatment of TB conditional use under
programmatic settings only. The Phase III
clinical trial results on safety and effectiveness of
the drug is yet to be published. A series of high
level meetings and consultations at the level of
Secy. (DHR) and DG, ICMR on fast-tracking
regulatory approval of Delamanid through
Central Drugs Standard Control Organization
(CDSCO), the national regulatory body for
Indian pharmaceuticals and medical devices
headed by Drug Controller General of India
(DCGI) as well as its introduction through a
dual mechanism i) under programmatic mode
through conditional access and ii) under research
mode for combination therapy with other newer
drugs to further shorten the duration of MDR-TB
treatment through Indian Council for Medical
Research (ICMR).

In absence of Phase III clinical trial results,
following conditional approval by the subject
expert committee under CDSCO in June 2017, the
DCGIhasissued the permissiontoimport finished
formulations of Delamanid (50 mg) tablets in
August 2017 for use as part of an appropriate
combination regimen for pulmonary multi-drug
resistant tuberculosis (MDR-TB) in adult patients
when an effective treatment regimen cannot
otherwise be composed for reasons of resistance
or tolerability. In this regard, the programme has
prepared the guidelines for use of 400 courses
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of Delamanid through donation which will be
implemented in 7 states.

ICT Enable Adherance Systems

a) 99DOTS:
Adherence

Improving TB Medication

If patients discontinue TB treatment before
finishing the 6-8 months course, or are non-
adherent, not only do they jeopardize their
recovery, they also risk the development of drug
resistant TB. 99DOTS (www.99dots.org) is an
innovation that seeks to address thisissue by using
basic mobile phones and augmented packaging
for medication (patients call toll-free lines which
are visible when they dispense pills).Once the
99DOTS platform gets this real-time adherence
information it can be used in multiple ways (Web
dashboard, mobile application SMSs) and allow
staff to do differentiated care of patients.

Key Highlights

o Universal envelopes designed (much
easier supply chain compared to weight
band wise envelopes); specifications
approved and sent to states

Major technology updates in web
application, mobile app, SMSs for staff
and patients, reports based on user
feedback. Customized functionalities for
all levels of users (PHI, TU, District, State,
National) in both mobile app and website.

Nikshay integration
notification)

(authentication,

Integration with MERM pill box (same
platform supports both 99DOTS and
MERM)
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99DOTS Milestones

e Launched across 41218
(almost) all ART patients
ART Centres in India for registered in
e Mumbai launched in | 19545 adult
Feb 2017 DS TB
e 5 states which got patients
FDCs (MH, KL, BI, registered
RNTCP HP, SK) launched
e RNTCP approved
the implementation
of 99DOTS across the
country
. Deployed in Mumbai | 836 patients
Private | ° P oy p
sector (PATH) and Patna |  registered
(WHP)
99DOTS is a collaboration between CTD,

NACO, Everwell Health Solutions Pvt. Ltd and
has been supported by various donor agencies
along with a lot of implementing partners
(PATH, WHP etc.)
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b) Introduction of Real-Time Medication Event
Reminder-Monitor Device (RT-MERM)

The RT-MERM technology (i) is highly accurate,
affordable, re-usable, and suitable for TB
medications, (ii) provides programmable visual
and audible reminders of daily dosing and of



monthly refill, and (iii) compiles and transmits
automatically detailed, and patient-specific
information regarding medication taking and
medication adherence.

This reminder-monitor utilizes an innovative
two-part, consisting of a (the
“Container”) that will hold the patient’s
medications and a small electronic module

container

housed within the Container (the “Monitoring
Technology”) that transmit captured
information. When the Container is opened,

will

it records the date and time of each such
medication taking event, store the date/time
data, and automatically transmits (via integrated,
affordable 2G data transmission capability) such
date/time dosing information for centralized
collection, analysis, and use by health care
providers via systems such as eNikshay or

99DOTS. The components of the RT-MERM are
shown in Figure below:

Patient-centric Care

Successful treatment and care can only result
when patient preferences, values and needs
are satisfactorily addressed along with PMDT
services.
diagnosis of DR-TB is early, accurate and
affordable; and the most effective treatment is
delivered early and provided in a manner that is
easily accessible to and adhered by the patient,
affordable and socially acceptable. At the same
time it must ensure that the confidentiality

These include ensuring that the

and dignity of the patient is protected. It is the
responsibility of the health system to make sure
that the patient is treated successfully within
the society s/he belongs to, enjoying all support

Fig: 4.4. Components of the RT-MERM
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which the community would otherwise provide
to its members so that the new chain of infection

is arrested at source and the cured member
enriches his/her material, social and cultural
assets. Prevention, management and mitigation
of stigma and discrimination are essential
elements of a patient-centred care approach to
TB management.

43 TB-HIV

Background

Tuberculosis and HIV duo forms the deadly
synergy- the patients with these diseases more
often will have unfavourable outcomes. HIV
infection increases the risk of progression of latent
TB infection to active TB disease thus increasing
risk of death if not timely treated for both TB and
HIV. Correspondingly, TB is the most common
opportunistic infection and cause of mortality
among people living with HIV (PLHIV), difficult
to diagnose and treat owing to challenges related
to comorbidity, pill burden, co-toxicity and drug
interactions. HIV prevalence among incident TB
patients is estimated to be 4.00%. 87,000 HIV-
associated TB patients are emerging annually.
By numbers India ranks 2nd in the world and
accounts for about 10% of the global burden of
HIV-associated TB. The mortality in this group is
very high and every year 12,000 people die every
TB/HIV co-infected patients.

TB-HIV Collaborative Activities:

Revised  National = Tuberculosis = Control
Programme (RNTCP) and National AIDS Control
Program (NACP) started initially in the year 2001.
Since then, TB-HIV activities have evolved time
to time in line with updated scientific evidences
prevailed. National Framework for joint TB-HIV
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collaborative activities was developed under
which National and State TB/HIV coordinating
mechanism were put in place. Service delivery
level coordination bodies were established at
district level. Components such as dedicated
human resources, integration of surveillance,
joint training, standard recording & reporting,
joint monitoring & evaluation,
research were strategically implemented and
nationwide coverage was achieved in July 2012.
At the National TB-HIV Coordination Committee
(NTCC) and National Technical Working Group
(NTWG) regularly monitor and suggest on key

operational

policy related to TB/HIV Collaborative activities.

Progress

Interventions to reduce the burden of TB
among people living with HIV include the
early provision of antiretroviral therapy
(ART) for people living with HIV in line with
WHO guidelines and the Three I's for HIV/TB:
intensified TB case-finding followed by high-
quality anti-tuberculosis treatment, isoniazid
preventive therapy (IPT) and infection control
in HIV care setting. There has been significant
improvement on above indicators in recent years.
India adopted all recommendations suggested by
the World Health Organization recommended
TB/HIV collaborative activities.

HIV testing of TB patients is now routine through
provider initiated testing and counselling (PITC),
implemented in all states. At Country level, as of
4™ Quarter (Oct-Dec) 2017, 75% of TB patients
knew their HIV status which has increased from
11% in 2008. In 2017, 1097755 TB patients (75%
of total TB patients notified) were tested for
HIV, 3% among whom were diagnosed as HIV
positive and were offered access to HIV care.



Fig. 4.5. Trends in Number (%) of registered TB patients
with known HIV status, 2008- 2017, National
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The updated WHO TB/HIV policy of 2012
recommended implementation of PITC among
presumptive TB cases. Considering the country
evidence and global recommendation, the
National Technical Working Group on TB/HIV
decided to implement PITC among presumptive
TB cases in all high HIV prevalent settings in
India (A and B category districts) in a phased
manner. Routine screening of Presumptive TB
cases for HIV is being implemented in phase
wise manner throughout the country.

Similarly among HIV-infected TB patients
diagnosed in 2016 (100%) were put on (co-
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trimoxazole preventive therapy (CPT). The
coverage of ART among TB patients who were
known to be HIV-positive reached 87% in
patients registered in Oct-Dec 2016, up from 49%
in 2008.

Intensified TB case finding has been implemented
nationwide at all HIV Care centres (at Integrated
Counselling and Testing Centres (ICTCs) and
ART centres. As of December 2017, 536 ART
centres and 1120 link ART centres are operating
in the country. Table below shows the trend of
intensive case finding at ICTC and ART centres
in India.
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Table: 4.3. Trend of Intensive case finding at ICTC India

Presumptive  Total TB Total . Proportion Proportion
Total Proportion

lient TB cases cases Put on referred detected Put on

cHents referred Detected DOTS cretre TB DOTS
2011 9774581 580695 55572 42223 6% 10% 76%
2012 9193113 552350 46863 36842 6% 8% 79%
2013 7264722 620539 64506 45471 9% 10% 71%
2014 8383140 726805 45597 30922 9% 6% 68%
2015 11799964 941285 63134 41725 8% 7% 66%
2016 13773132 1088814 70836 45432 8% 7% 64%
2017 15415049 1152122 69914 44734 7% 6% 64%

In proportion ART and ICTC centres contributes to around 6.3% of case finding of the RNTCP (Table
below).

Table: 4.4. Contribution of ICTC and ART centres in TB case detection

Percentage
el U s Total cases Put treiel TB cases Contribution
e on DOTS oG ] of ICF in TB
(ICF ICTC+ ART) under RNTCP e s
notification
2010 67323 53503 1521438 3.5%
2011 84007 65996 1515872 4.4%
2012 74875 61252 1467585 4.2%
2013 89420 68595 1410880 4.8%
2014 73298 81742 1443942 5.7%
2015 100044 69239 1423181 4.9%
2016 108696 77158 1424771 5.4%
2017 112205 90947 1444175 6.3%
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Table: 4.5. Year-wise treatment outcome of TB HIV co-infected patients 2010-2016

All Treatment
TB-HIV Treatment . . Lost to Transferred .
Died Failure regimen
Total Case Success follow up out
: changed
Registered
2010 43093 77% 13% 1% 6% 2% 0%
2011 47097 78% 11% 5% 4% 1% 0%
2012 34134 77% 13% 1% 7% 1% 0%
2013 45911 77% 13% 1% 7% 1% 0%
2014 44257 76% 13% 1% 6% 2% 1%
2015 38894 77% 14% 1% 6% 2% 1%
2016 39702 77% 14% 1% 6% 1% 1%

Intensified case finding activities in ICTC and ART centre is placed at Annexure-3 A & B
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Chapter 5

Partnerships

Hon’ble Prime Minister Shri Narendra Modi with Dr. Lucica Ditiu, Executive Director, Stop TB Partnership
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Partnerships

7n recent years, understanding of the
role of private providers has increased
considerably as a result of patient pathway
standardized patient studies,

surveys, and
analyses of private drug sales. Recent publication
from the programme estimating TB patients in
private sector based on drug sales in the market
gave more insight into the magnitude of the

problem in private sector.

Effective engagement of all health care providers
(private practitioners, chemists, laboratories,
NGOs) at a scale is crucial to achieve Universal
Access to TB Care. As majority times, these
providers are first contact for care of patients.
Since the inception of RNTCP, multiple prior
interventions through various strategies have
been deployed to engage NGOs and Private
Providers for TB control efforts.

National Health Policy 2017 has recognized that
social security framework in the health sector
cannot be realized without strategically engaging
the private sector and recommended the
Government to take stewardship role. Effective
engagement of the private sector on a scale
commensurate with their dominant presence in
Indian healthcare is crucial to achieve Universal

Access to TB Care.

RNTCP has 22 partnership options to engage
with NGOs
supporting ACSM, Diagnostic, Treatment and

and Private Practitioners for

Programme Management activities of RNTCP.
The NGOs and private practitioners are engaged
through available Partnership options. Through
these efforts, ~1900 collaborations with NGOs
were made. In general States opt for Designated
Microscopy Centre scheme followed by ACSM
scheme, specimen collection and transport, C&
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DST laboratories, TB units. More than 80 urban
slum collaborations were established.

Engagement of NGO’s /Private Practitioners
through partnership options

1. The Union
a) Project Axshya achievements in 2017

Project Axshya, a unique civil society initiative,
has continued its path-breaking work towards
improving access to quality TB care and
support. The project is working in tandem
with the flagship Revised National TB Control
Programme (RNTCP). It has played a key role
in our goal towards universal health coverage
making quality TB diagnostics and treatment
available to all.

Working in partnership with 7 sub-recipient
partners, over 1000 local NGOs and nearly 15,000
community volunteers The Union through
Project Axshya’s various innovative interventions
has made the following achievements in 2017
(till Sep 2017).

e Reached out to over 17 million people
from various vulnerable and marginalised
communities.

o Facilitated identification and testing of nearly
220,000 presumptive TB cases. This includes
collection and transportation of sputum
samples of nearly 190,000 presumptive TB
cases.

o Facilitated diagnosis and treatment initiation
of nearly 20,000 patients.

e Sensitised and engaged 5000 qualified private
practitioners, private hospitals and private
laboratories and facilitated notification of
over 43,000 patients from the private sector.



Overall nearly 63,000 TB patients were
notified from active case finding and through
private sector to RNTCP.

Sensitised nearly 26,000 TB patients

including 9,600 women on their rights and

responsibilities through patient charter.

Role of Community Volunteers in improve
TB services among tribal populations in
India - An experience from Axshya Project

The Union’s Project Axshya is addressing the
need for better access to quality TB services
in India’s remote tribal areas. Community
volunteers or Axshya Mitras form the backbone
of this initiative. Tribals form a high risk
group for the national TB control programme.

Key Achievements (Till Sep 2017)

Vulnerabilities range from poor access to

mainstream health systems, combined with
poverty, under-nutrition, tobacco and alcohol
abuse. This makes management of TB and other
communicable diseases a challenge.

In the eastern state of Jharkhand, tribals constitute
28% of the state’s population. In Sahibganj
Mitras
awareness on TB through public meetings with

district, Axshya raise community
the village health and sanitation committees.
They go house to house to help identify people
with TB symptoms and encourage them to seek
diagnosis and treatment. Axshya Mitras are
trusted by the community and are accountable
to the health system for promoting better access

to TB services.

o
Global Fund Indicators Target Achievement . L
achievement

Total number of TB cases notified 59250 62764 106%
Number of TB cases (all forms) notified among 45000 48832 109%
key affected populations/high risk groups
Number of TB cases notified through Non-NTP 38300 43521 113%
providers - private/non-governmental facilities
Number of Axshya Villages established 6000 8118 135%
Number of prison inmates sensitized about TB 37500 37506 100%
and screened for TB symptoms.
Number and percentage of women TB patients of 7250 9641 146%
all the TB patients sensitised on their rights and (25%) (36%)
responsibilities
Number of Axshya kiosks providing flexi-DOT 75 67 89%
and other services
Percentage of cases with drug resistant TB (RR-TB 380/3000 167/4202 300%
and/or MDR-TB) started on treatment for MDR- (12 %) (4%)
TB who were lost to follow up at six months
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Community Volunteer conducting Active Case
Finding in Sahibganj

The district of Sahibganj borders two other states
and is within a conflict-ridden area. It has many
hard to reach settlements with hilly terrains. High
rates of malnutrition and poor living conditions
further contribute to people’s vulnerability to
TB. A majority of the population here are Santhal
tribals. Agriculture, stone crushing and daily
wage labour is their main source of livelihood.

Axshya Mitra Raphael Hansdak has been
working in Pathna block of the district since 2011.
He promotes TB awareness through community
meetings and does active case finding by going
house to house. He encourages those having TB
symptoms to get sputum tested. Where people
are unable to go, he does sputum collection and
transportation to the nearest DMC (Designated
Microscopy Centre). Of the 245 sputum
collection he has done, nearly 10% patients (22)
tested positive. Among these 22 patients, 18 were
men and the rest women; 16 have been cured
of TB completely and 3 are currently receiving
treatment.

Hansdak’s relentless work has helped save lives.
It has gained him respect of the community
and the district TB officer and other health
government staff alike. He is responsive to the

e T Repert

community’s needs: Sometimes this means
accompanying patients to initiate the treatment,
or ensure follow up until they complete
treatment. His empathetic nature has motivated
TB patients to improve their health seeking
behaviour. For instance, a TB patient who had an
alcohol problem is now fully recovered from TB
and has adopted a healthier lifestyle.

The 15,000 Axshya Mitras under the project are
playing a crucial role in addressing needs of
vulnerable communities such as India’s tribal
population. From January-December 2016 they
conducted over 18,000 community meetings,
visited 4 million houses, leading to 200,000
symptomatics examined (including sputum
collection and transportation of 166,000). This
resulted in diagnosis of 18,000 TB patients who
were put on treatment.

Project Axshya is a civil society initiative in India
implemented by The Union and seven civil
society partners with support from the Global
Fund to Fight AIDS, Tuberculosis and Malaria.
Project Axshya uses creative solutions to expand
access to TB information and services, increase
the accountability of service providers and
empower communities in 285 districts and 40
urban sites across 19 states in India.

Raising awareness through street play



Challenge TB- India action through multi-sector engagement for TB
. elimination, Call to Action for TB-free India has
b) The Union, PATH and FIND . ..
conducted the following key activities:

Under the stewardship of Ministry of Health

and Family Welfare, Challenge TB(CTB) has * Developed a 360-degree mass media
campaign featuring Mr. Amitabh Bachchan,

a highly revered Actor in Indian Cinema and
TB survivor himself

increased political will and leadership to tackle TB
in India through a high-powered Call to Action
for a TB Free India initiative, implemented by
International Union of Tuberculosis and Lung e Launched India TB Caucus a network of
Disease (The Union). elected representatives committed to end TB.

The caucusis a part of the Global TB Caucus;
Challenge TB has made impact through
e DPartnered with the Global Fund, World

Health Organisation and Himachal Pradesh
Cricket Association to organize a national
summit to build political will and mobilize
support from key stakeholders to end TB in

innovative campaigning, and has developed
partnerships and sustained engagement with
the key stakeholders including members of
parliament, representatives of the private health
sector, corporations, civil society organizations, i
media experts, research and academia, and the India;
affected community, for concentrated efforts e Initiated a partnership with International
and collective impact for eliminating TB from Labor Organization in India and (ILO) in

India Understanding the need for collective 2017. Draft workplace policy for TB and
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TB-Free India Summit, April 2017

From left to right: Gurpreet Singh Ghuggi, Former Convenor of AAP; Mr. Christoph Benn, Director of External Relations, The Global Fund; Mr. Mark A White,
Mission Director, USAID India; Shri. Anurag Thakur, Member of Parliament, Bhartiya Janta Party; Shri.Jagat Prakash Nadda, Union Minister of Health & Family
Welfare; Mr. Jose” Luis Castro, Executive Director, The Union;Mr. Anil Kumar Sharma, Minister for Rural Development, Panchayati Raj and Animal Husbandry,
Govt. of Himachal Pradesh; Mr Aftab Shivdasani, Actor.Photo Credit: The Union-USEA
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HIV has been developed in accordance

with National Strategic Plan 2017, to ensure
coherence and collective impact.

e Provided technical assistance to the corporate
sector and civil society organizations.

Challenge TB is now concentrating its efforts
towards Multi-drug resistant TB (MDR-TB)
in India. The project intervenes primarily to
provide access to rapid diagnosis, capacity
building, linkages with the private sector and
improving management of DR-TB in the public
and the private health sector. It supports the
introduction of new drugs (Bedaquiline) and
strengthening ~ Programmatic = Management
of Drug-resistant TB (PMDT) services in the
country. All Challenge TB partners including
The Union, PATH and FIND, are focused on
improving patient-centered treatment and care
services. The project supports BDQCAP sites

Particular

through technical assistance, human resource,
equipment including ECG machines and filling
up other critical gaps

FIND with KNCV, under Challenge TB,
primarily focuses on expansion of the access to
rapid diagnostics through the use of GeneXpert
machines (set up in public sector labs) and
outreach to key pediatric centers in five major
metropolitan areas.

Under CTB-India, PATH enables early diagnosis,
access to quality diagnostic and treatment
modalities as well as adherence to treatment
for DR-TB patients in the private sector. PATH
plays a crucial in role mapping of the private
sector followed by accessing CBNAAT testing in
public sector, providing PTE, linking treatment
to the public sector, tracking adherence, linking
to social schemes linkages as well as community
mobilization.

Performance

(till Sep 2017)

TB Stories covered in media 428
ACSM materials developed 113
India TB Caucus Formed
Private sector partnerships to implement TB program 17
DR TB patients on BDQ containing regimen supported for follow up and ADR 698
management and reporting

DR TB patients diagnosed among private sector notified patients 440
DR TB patients among privately notified TB patients linked to public sector treatment 300
DR TB patients among privately notified TB patients linked to social support/welfare 40
schemes

HIV-TB services provided to privately notified TB patients 4946
Private providers sensitized for Pediatric TB 4393
Presumptive pediatric TB cases tested 90270
Pediatric TB patients diagnosed 1880
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2. Foundation for Innovative New Diagnostics National TB Program (RNTCP) by the end of

(FIND) March 2017. In addition, in consultation with
Accelerating access to quality TB care for CTD_’_ the Pro]eCt was‘extended to cover one
presumptive paediatric TB cases through additional city, Indore, in August 2017.

improved diagnostic strategies Key achievements are listed below:

FIND, in consultation with the RNTCP and

e A total of 29,369 presumptive pediatric TB
with funding support from USAID, began

- G i diatric initiative | and DR TB patients have been tested over
{mpeienting @ novel paediatiic intahve 1n the last one year in the intervention cities. Of
the total tested, 1,866 (6.4%) children were

diagnosed as Xpert-TB positive under the

April 2014 to improve the diagnosis of TB in
children using GeneXpert in four cities namely,
Delhi, Kolkata, Chennai, and Hyderabad. In

2016, the project was extended to an additional project. Further, out of these diagnosed TB

five cities, namely, Visakhapatnam, Surat cases, 175 (9.4%) children were diagnosed

Nagpur, Guwahati and Bangalore. The current with rifampicin resistance. Positivity on
microscopy, for these children, was only
1.6% - which highlights a fourfold increased

detection rate on Xpert over microscopy.

project provides a comprehensive diagnostic
solution for paediatric TB in the intervention
cities. This solution is optimised by additional

high-throughput Xpert labs located within the , A total of 4,393 providers were reached

public sector reference labs. Detailed mapping through one-to-one meetings and CMEs of

of potential referral institutions (both public which 1245 were engaged under the project.

and private) was carried out, followed by Of these, 745 were from the private sector

one to one meetings and Continuing Medical and the rest from Public sector.

Education (CMEs) for these facilities/providers.

Upfront Xpert-based diagnosis was offered to © In spite of the increased workload, the

all children with symptoms of pulmonary and key project performance parameters were

extra-pulmonary TB from linked facilities, free maintained. Valid results were provided to

of cost, through a hub-and-spoke model. Rapid 99.7% of the cases by ensuring retesting of

specimen transport and a reporting mechanism initial test failures.

using e-mails and SMSs were established. o For 95.4% of the cases enrolled, specimens
o s . . were tested and results reported to providers
The activities at the initial 4 sites had gained o ) P P
o . . within 24 hours of receipt at lab.
significant momentum during the project tenure,

with an increasing number of providers getting e Of the total TB cases diagnosed under the
engaged in each successive quarter. These sites project, information on initiation of treatment

were transitioned, in a phased manner, to the is available for 85.3% patients so far.
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3. World Health Partners

A. Public Private Interface Agency (PPIA),
Patna, Bihar

World Health Partners (WHP) is the
implementer of Public Private Interface Agency
(PPIA), a project supported by BMGF, covering
a population of 6.4 million in the district of
Patna, Bihar. The objectives of PPIA are to
facilitate early diagnosis and treatment with
free diagnostics and anti-TB drugs, increase
private sector TB case notifications, and ensure
treatment adherence and treatment completion.
Notifications are facilitated via a mobile call to a
Call Centre and free services provided through
an electronic voucher system.

The PPIA program in 2017 engaged a cumulative
of 601 formal providers and notified over 19,467
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private sector cases, contributing to over 85%
of total TB case notifications in the district. The
program achieved 61% patient coverage of the
private sector, as determined by anti-TB drug
sale data collected by a third party agency. The
program has integrated with the State with the
provision of Gol FDCs to 3,794 privately treated
patients through a FDC supply chain model
and with substantial increases in the utilization
of Gol supported CBNAAT services by private
providers. In August 2017, PPIA piloted new
adherence technologies of 9DOTS and MERM in
order to improve patient adherence management
and treatment outcomes and achieve a cost-
effective, differentiated care model.

Table: 5.1. Key achievement of the Patna Project

District (s) Covered Patna

Total Population Covered 6.4 millions
Number of Private Formal MBBS/+ 601
Provider Engaged
Number of TB Case Notifications 19,467
Number of Notified Cases Initiated on 18,550
Free Drugs
Number of Notified Cases Initiated on 3,794
Gol FDCs
Proportion of Pulmonary Cases 34%
Microbiologically Confirmed
Proportion of Pulmonary Cases 56%
Receiving a DST (CBNAAT)
Number of DR-TB Cases Notified 383

B. Tuberculosis Health Action Learning

Initiative (THALI), West Bengal

WHP is the implementer of Tuberculosis
Health Action Learning Initiative (THALI)
project, in partnership with Child in Need
Institute, John Snow, Inc., and Global Health



Strategies. The project is supported by USAID and broadening the conversation around the
in five districts of West Bengal. The objectives disease. The project’s objectives are to strengthen
of THALI are to strengthen urban TB control and support the community response to TB and
through community outreach and mobilization; to advocate for increased financial, intellectual
private sector engagement; research, evaluation, —and other resources for TB.

and knowledge dissemination; and strategic

advocacy and media relations in order to create The key highlights of the Project include:

a pathway for the government to integrate e The introduction of the REACH pharmacy

successful models. model in all priority states to increase the

THALI has engaged 1,072 Formal MBBS+ engagement of private pharmacists and

. e . chemists and strengthen referrals and
providers across six districts and notified 7,922 &

link ith the RNTCP
private sector TB cases, facilitated by mobile calls fages wi e RNTC

through a Call Centre. Community outreach e The formation of a Task Force for

and sensitization activities have resulted in Mainstreaming of TB by the Govt. of
1,284 presumptive TB cases registered, out of Jharkhand, which is an outcome of the inter-
which 53TB cases were notified and initiated sectoral coordination meeting organized by
on treatment. The project also partnered with 8 REACH.

NGOs to implement a “TOUCH” Agent model, = ¢ design and rollout of the Employer
in which key community members serve as Led Model for TB Prevention and Care,
change agents to build awareness and generate based on NACO’s ELM initiative, to engage

demand for THALI services, facilitate referrals industries for improved access to TB

for diagnostic and treatment services, and services for employees. REACH is currently

manage adherence of high-risk patients. THALI implementing the ELM in two districts of
has also established a key partnership with Assam.

the Kolkata Municipal Corporation’s (KMC)
Health department by signing a Memorandum
of Understanding (MoU) with the civic body
to officially become KMC’s strategic partner in

e The sustained engagement of TB survivors
through a series of capacity-building
workshops designed to improve their

creating a TB-Free Kolkata Mission. kn‘owledge f)f TB as well as their advocacy

skills. The first workshop brought together

4. REACH: TB Call to Action 32 survivors from six South-East Asian

countries and was held in New Delhi in April

In 2017, REACH continued to implement the TB 2017

Call to Action project, supported by USAID, in
four key states — Bihar, Jharkhand, Assam and e Touched by TB, a coalition of people affected

Odisha. Through this project, REACH is working by TB with over 100 survivors and affected
to amplify and support India’s response to TB by communities as members. In Bihar, the
involving previously unengaged stakeholders participants formed their own network -
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‘Ummeed — TB Muktiki Ore ek Pahal’ (Hope:
a step towards being TB-free).

e The Involvement of celebrities as state TB
Ambassadors in priority states including
Ms Deepika Kumari, Indian Archer as State
Ambassador for Jharkhand; Actor Mr Kuna
Tripathy, Sand artist Padma Shri Sudarshan
Patnaik and musician Padma Shri Prafulla
Kara as State Ambassadors for Odisha; and
Actor Mr Rajesh Kumar as State Ambassador
for Bihar.

5. The Clinton Health Access
(CHAI)

Initiative

Aiding RNTCP’s mission to provide timely
and quality DR TB diagnosis and treatment
to people across the country, Clinton Health
Access Initiative (CHAI) supports the program
in strategic, operational and analytical aspects
at central and state levels, as needed. In the last
year, CHAI supported CID in development
of National Strategic Plan, provided data-
driven insights in areas such as PMDT scale up,
guidelines revision, and sample collection to
result delivery processes.

Additionally, CHAI is part of the Technical
Support Group (TSG) in Mumbai and has
played a critical role in strengthening the
private sector activities on behalf of the City
TB Office, Municipal Corporation of Greater
Mumbai (MCGM). CHALI has been instrumental
in strengthening the PPM activities as well as
designing the integration of the PATH-PPSA
model into the government system. In Chennai,
the Greater Chennai Corporation (GCC) under
the umbrella TB Free Chennai Initiative leads
a broad consortium composed of the National

by O

Institute of Research for Tuberculosis (NIRT),
REACH (a Chennai based NGO) and CHAL In
its capacity as the TSG, CHAI is supporting the
Greater Chennai Corporation (GCC) in:

e Roll out of the new diagnostic algorithm
and universal access to DST- 15 GeneXpert
machines have been installed and operational
in public health facilities

o Targeted case finding among vulnerable
populations through the introduction of
Mobile Diagnostic Units (MDUSs)

e Strengthening the public- private support
agency

In addition to the above, CHAI is also supporting
the GCC in directly implementing a private
sector lab engagement programme.

6. World Vision India - Project Axshya Update
2017

World Vision India implements project Axshya
by a consortium of civil society organizations
brought together with an aim of providing
significant contribution to eliminate TB from

India. Project Axshya (meaning TB free) was
launched with the assistance of Global Fund




Round 9 Grant since April 2010 in 74 districts of
8 states (Andhra Pradesh, Bihar, Chhattisgarh,
Jharkhand, Madhya Pradesh, Odisha, Telangana
and West Bengal) of India as a ‘specialized’
TB care and control initiative of the NGO TB-
Consortium (NTC).

Project Axshya completed the first phase in
March 2013. The second phase concluded in
September 2015 and eventually entered into
the New Funding Model (NFM) phase with
effect from October 2015 which continued till
31 December 17. It is significant that in the first
two phases of Axshya project from April 2010
to September 2015, about 240,974 presumptive
TB cases were referred by the project; 193,785
persons were tested in Designated Microscopy
centres (DMC). A total of 20,728 patients were
diagnosed with TB and 19,175 were started on
DOTS treatment within seven days of diagnosis.

The NFM or the final phase of Axshya was
implemented in 70 districts (65 old districts of
the project and 5 new districts) of the same 8
states with World Vision India as the Primary
Recipient (PR) and the same six NGO partners as
the Sub Recipients SRs.

Key Achievements:

Around 4906 TB
patients were detected through the referrals

e Community referral:
of the unqualified private providers whom
the project had sensitized.

e Private sector notification: The project had
sensitized around 5000 private doctors and
facilities in 100 cities located in 70 project-
districts on TB notification and assisted them

to notify the TB cases. Around 27,476 private
TB patients were notified in NIKSHAY System
of RNTCP. Of which 4000 TB patients have
been notified through the Adherence Care
Treatment and Support (ACTS) software

developed by WVI team in collaboration
with Kavin Corporation

o INH-prophylaxis: The project initiated INH-
prophylaxis to around 2832 children-contacts
of affected TB patients in project districts

e HIV testing: The project assisted around
14496 TB patients to utilise the HIV testing
services at the ICTC (Integrated Counselling
& Testing Centre).

o Counselling of MDR TB patients: The
around 1423 MDR-TB
patients under home-based counselling and

project brought

food supplementation services.

7. Tata Institute of Social Sciences — Project
Saksham Pravaah

Saksham Pravaah, a Tata Institute of Social
Sciences project, supported by the Global Fund
in partnership with the Central TB Division
(CTD), Ministry of Health and Family Welfare,
has been providing psychosocial counselling to
DR-TB patient and caregivers through Saksham
DR-TB counsellors, based on the social structural
approach to disease prevention and control in
Mumbai, Maharashtra, Gujarat, Karnataka and
Rajasthan

Role of Saksham DR TB Counsellors

e Register Drug Resistant (DR) TB patients
(New & Existing) for counselling services
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and provide regular counselling to ensure
treatment adherence.

e Undertake regular home visits to DR-TB
patients within the district for providing
follow up counselling.

e Provide counselling services to family
members of the DR-TB patients and refer
them for TB diagnosis if required.

o Liaise with District TB staff to monitor
treatment adherence of TB patient at

community level

e Link DR-TB patients to social protection
schemes and other health services as required.

e Motivate DR-TB Patients for “Follow-up
Sputum Test”.

e Refer DR-TB Patients to appropriate Health
Services for ADR management.

e Provide counselling for de-addiction or refer
to de-addiction services.

In 2017, Saksham DR-TB counsellors have
registered 96% of DR-TB patients who were
initiated on treatment by RNTCP for counselling
services. Understanding the importance of
involving caregivers as partners in treatment
completion, 89% patient caregivers were also
provided counselling. 71% of the patients were
given first follow up home visit within the same
quarter. The counsellor reinforces the adherence
messages and address barriers to adherence
during every follow up counselling. Around
80% of priority based follow up visits were done
at home, rest were in health posts and other areas
like religious places, market etc.
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Counsellors identify and provide support to
patients who interrupt their treatment. Of the
total treatment interruption instances, 81%
patients were counseled and were retrieved back
on regular treatment. Adverse events due to DR-
TB treatment being one of the most important
reasons for treatment interruption and the
project is focusing on ADR referrals so as to
ensure prompt management of ADR’s.

As on 31 December 2017, 89% of the Saksham
registered DR-TB patients are continuing on
treatment. The project intervention adopts a
psycho-social approach in addition addressing
the social factors through linking patients to
various social protection schemes. The Project
also provided social protection linkages like
helping DR-TB patients acquire Aadhaar card,
ration card, bank account etc. Hearing aids
were provided to 11 patients who suffered
hearing loss due to adverse reaction of DR-TB
drugs. Furthermore, project have also provided
nutrition linkages to patients in order to help
them adhere to the treatment.

Saksham Pravaah has also launched an
app named ‘Saksham Against TB” (SAT) for
registration and follow up of DR-TB patients
and their caregivers, recording of loss to follow
ups and treatment retrievals, social protection
linkages etc. Proposal to sync SAT-App with
Nikshay is also being considered in the current
phase.



Table: 5.2. No. of DR-TB patients registered for counselling services

State/City* Registered SAKSHAM
andes KNTCP for oy MDR
Mumbai 4145 3926 3574 352 94.7%
Maharashtra 2903 2746 2520 226 94.5%
Gujarat 2358 2356 2050 306 99.9%
Rajasthan 2136 2071 1969 102 96.9%
Karnataka 1028 1007 988 19 97.95
Total 12570 12106 11101 1005 96.3%

*only selected sites

Table: 5.3. No. of patients and Caregivers registered for counselling under Saksham Project

State/City Saksham patients Caregivers %
Mumbai 3926 3237 82.4%
Maharashtra 2746 2510 91.4%
Gujarat 2356 2010 85.3%
Rajasthan 2071 1836 88.6%
Karnataka 1007 945 93.8%

Total 8180 7301 89.2%

Saksham DR-TB counsellor — counselling a patient and caregiver
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Table: 5.4. Successful linkages for social protection under Saksham

State/City No. Type

Mumbai 105 93-‘nut‘r1t10n, . 1- educa’uonf 10-social security/bank/Aadhaar card,
1-livelihodd/income generation

Maharashtra 436 Nutr1t1on'Support for 410 patients and Benefits of other govt. schemes
for 26 patients
[Health=78; Insurance=3; Livelihood=3; Nutrition= 68; Social Protection

Gujarat 878 | Scheme: 13; Others; 47 which include help for bank a/c, Aadhaar card,
govt. certificates, etc.]
Insurance=62; Nutrition= 200; Livelihood =11, Cough Hygiene = 148,

Rajasthan 409 | Silicosis = 6, Others; 20 which include help for bank a/c, Aadhaar card,
govt. certificates, etc.]

Karnataka 668 364 - Social protection schemes , 258- Nutrition support and 46- helped
for open the bank account

Total 2496

8. Tibetan Voluntary Health Association TVHA doctor/health facility did the second level

(TVHA)

Under the Global Fund grant, through a two
stage screening, TVHA conducted intensified
screening of active TB cases among the Tibetans
living the 15 Tibetan settlements in India spread
all over India i.e. Karnataka state in South India,
Chhattisgarh and Odisha in Central India,
Arunachal Pradesh in North East India and
Doon Valley (Uttarakhand) & Sirmour region
(Himachal Pradesh) of North India. These
include people living in congregated settings like
schools and monasteries. Also household level
visits were carried at each of the 15 settlements.

First stage symptom screening was conducted
though a questionnaire by the school nurses or
the TVHA outreach staffs at schools and at the
household level symptom screening was carried
out by the TVHA outreach workers. Then a
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examination and investigation. In North India
a team from Primary Care hospital based at
Dekyling near Dehra Dun travelled to some of
the remote schools (from the PHC) in a mobile
bus which has sputum smear microscopy and
x-ray facility.

TVHA staff conducting Household Line listing



9. Karnataka Health Promotion Trust

Tuberculosis Health Action Learning Initiative

The USAID-funded THALI
implemented by Karnataka Health Promotion
Trust(KHPT)inKarnatakaand Telangana. THALI
partners include TB Alert India, its implementing
partner for Hyderabad and Telangana, and St.

project is

John’s medical College, Bengaluru, its technical
partner. KHPT implements the project directly
in Bengaluru and Karnataka. The initiative is a
patient and family-centered TB prevention and
care program supporting vulnerable people gain
access to quality care services from health care
providers of the patient’s choice. It works in
alignment with the national strategic plan for TB
control and in collaboration with RNTCP. THALI
efforts focused on the two cities of Bengaluru
and Hyderabad in 2017 and intends to expand to
additional geographies in 2018 and 2019.

Highlights of 2017

A ‘TB to Health’ campaign was conducted
in Bengaluru and Hyderabad from World TB
Da

An awareness program organized by THALI during the
‘TB to Health’ campaign in Bengaluru

4

Visit of the Mark A. Green, Administrator,
USAID, to STDC, Hyderabad

Intensified awareness activities were carried out
in both cities through mid-media and outreach
activities. TB kiosks were also set up at medical
colleges and private tertiary care hospitals to
reach out to health care providers and patients.
The Government of Telangana announced
its commitment to end TB at the World TB
Day event where Ms. Katherine B. Hadda, US
Consul General, Hyderabad, released an End TB
Brochure, along with other state dignitaries.

The Hon. Mark A. Green, Administrator,
USAID, visited the Telangana State Training and
Demonstration Center (STDC) on November
30 2017. The event was organized by THALI
in collaboration with the Telangana state
government and RNTCP, and REACH. Mr. Green
witnessed the state-of-the-art TB diagnostic
facility at the STDC, met with TB survivors,
and interacted with representatives of state
and national health administrators and RNTCP
program managers, corporate and private health
sectors, media and the public. Acknowledging
the Indo-US partnership on TB, Mr. Green spoke
on USAID’s commitment to support India’s
efforts to eliminate TB by 2025.
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10. Indian Council for Medical Research
(ICMR)

Targeted Intervention to Expand and
Strengthen TB Control among the Tribal
Population under RNTCP, India (TIE-TB

Project)

A large and deprived tribal population in India
estimated at an approximately 104 million (8.6%
of the total population) with a huge burden
of TB requires services which are, truly &
certainly, accessible and available. The extreme
remoteness, intense deprivation from even a
day’s square meal and the harsh and isolated
living environments primarily contribute to high
vulnerability of and poor access to healthcare
by these populations. As such, provision of TB
services to the tribal population is not simply an
issue of reducing the burden of TB in numbers
but is a “Standard of Care’ issue.

o e §ora alte wesnrd
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The Indian Council of Medical Research
(ICMR) under the Department of Health
Research/Ministry of Health & Family Welfare/
Government of India, in collaboration with
Central Tuberculosis Division (CTD)/Department
of Health & Family Welfare/MOHFW/GOI
has undertaken the TIE-TB project in certain
defined hard to reach, tribal areas spread over
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the central and western parts of India to improve
the convenience of TB services for the tribal
population. This project has been funded by the
Global Fund for AIDS, TB & Malaria.

The most significant aspect of the project is
the deployment of the Mobile TB Diagnostic
Van (MTDV) equipped with X-ray facilities
and Sputum Microscopy facilities which are
offering diagnostic services for Tuberculosis at
the doorstep of the patient’s home in difficult to
reach areas of the tribal populations. This project
has been initially undertaken in 5 States and 17
districts. 35 MTDVs, have been fabricated and
equipped with sputum microscopy services and
X-ray facilities and have been positioned in the 5
states of Madhya Pradesh, Gujarat, Chhattisgarh,
Rajasthan and Jharkhand in difficult to reach
areas of the tribal belts. The vans have initiated
services and accordingly to a defined route plan,
they are visiting the difficult to reach tribal areas
and providing sputum services and also Chest
X-ray services to presumptive TB patients.

The project is being implemented in 5 States
and 17 districts covering a total population of
approximately 17.65 million. This intervention
is expected to improve the ‘Standard of Care’
among these extremely deprived populations.
The efforts are expected to improve early
seeking of care, reduction in out of pocket
expenditure of individual patients and curbing
of the individual patients from being directed to
multiple providers for treatment which results
in huge economic burden to the patient and his
family. The MTDVs have been operationalized at
variable points of time and regular reporting of
data is being initiated at the time of writing this
report.
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Budgeting and Finance

NTCP is being implemented in line with

the National Strategic plan. Under 12* Five
Year Plan, NSP 2012-17 for TB control approved
for a period of five years has come to an end in
2017. The new NSP 2017-25 for TB elimination
is approved for the coming five years. RNTCP
is centrally sponsored scheme under NHM to

implement the programme activities asenvisaged
under NSP 2017-25 as per RNTCP guidelines.

The procedures for the financial management
are being followed as per the manuals and
guidelines available on the program website
(Financial Manual for RNTCP). The financial
management arrangements to account for
and report on program funds, includes both
Domestic Budgetary Support (DBS) and External
Aided Component (EAC). The arrangements are

as follows:

a. Institutional arrangements: Central TB
Division (CTD), being a part of the National
Health Mission (NHM) holds the overall
responsibility of the financial management
of the program. Similarly, at the state and
district level, the State TB Cell and the District
TB Centre are responsible respectively.

b. Budget: Program expenditures are budgeted
under the Demand for Grants of the MoHFW

Chapter

Flexible Pool for Communicable Diseases
funding arrangement. These are reflected
in two separate budget lines- General
Component (GC) and Externally Aided
Component (EAC).

c¢. Funds flow and Releases: The fund flow
the existing financial
management system of the MoHFW, which
operates through the centralized Pay and
Accounts office. Release of funds to states is
done in instalments through State Treasury.

remains within

d. Sanctions & Approvals: All procurements of
commoditiesare processed by the Empowered
Procurement Wing (EPW) and approved
by the Secretary and Union Minister in line
with the delegation of the financial powers.
All funds releases for commodity advances
for approved contracts are routed through
the Integrated Finance Division (IFD) and
processed by the Drawing and Disbursing
Offices (DDO) and Pay and Accounts Office
(PAO). All the program expenditures follow
the standard government systems of the PAO
and are subject to control as per the General
Financial Rules (GFR) of the Government of
India. Payments are made through electronic
funds transfer through treasury since the
financial year 2014-2015.

Table: 6.1. Financial Performance of RNTCP in 12t Five Year Plan:

Description 2012-2013  2013-2014 2014-2015 2015-2016 2016-2017 2017-18 Total
Budget requested 700 800 1358 1300 1000.00 2200.00 7358.00
Budgetary estimates/approval 710 710 710.15 640 640.00 1840.00 5250.15
Total Releases to states 224.72 323.52 373.87 483.19 533.17 425.94* 2364.41
Expenditure (Plan) 566.39 527 639.94 639.86 677.78 1324.24* 4375.21

*Till 7 February 2018 #Figures In crores
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e. Accounting: The accounting records for all
payments are made against approved budget.
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 record of transactions.

f. Financial reporting: A financial report
is submitted by CTD to MoHFW and the
donors like The Global Fund and World Bank
on periodic intervals based on the compiled
monthly accounts and CTD’s own record of
expenditures,

g. External Audit:
conducted as per the standard terms of
reference. The audit reports are being made
available as per the agreement. At state
level audits are being done as per state
NHM manual and guidance for audit by
empanelled chartered accountancy firms
of the State. All the states are required to
submit the annual audit report to CTD by 30
September.

The audits are being

Donor and External Aided Financing for
RNTCP:

The goal of the donor supported funding to the
program is in line with the National strategic
plan to achieve ‘Universal access to quality
diagnosis and treatment for all TB patients in
the community’. The donor supported funding
contributing to the program under NSP 2012-
2017 is from The Global Fund and USAID.

The Global Fund

Central TB Division (CTD), MoHFW has been
a Principal Recipient (PR) of the Global Fund

Grants since Round 1, 2003. This grant support
has substantially increased over the years for the
TB control programme under the New Funding
Model (NFM) for the implementation period 01st
October 2015 to 31ST December 2017.

The Grant is supporting in scaling up of
program activities across country including
establishment of 15 Liquid culture laboratories,
26 units of MGIT equipment set, 4 Units of
Genome sequencing equipment, 50 Units of
GT Blot, 2560 Units of FL LPA Kits, 45 Mobile
Vans for Active Case Finding, 20,000 IT Tablets,
Procurement of 35 Mobile Vans for strengthen
access to RNTCP services in the tribal population
with the use of Mobile Digital X-ray and
Sputum Microscopy Vans for Geographically
Remote Places (Spatial Targeting),deployment
of additional 200 CBNAAT machines,
procurement of First line and Second line drugs,
strengthening of supply chain management
system, Establishment of IT enabled Supply
Chain Management System (Nikshay Aushadhi),
scale up of Public Financial Management System
(PFEMS), etc. The sub- recipients under the Global
Fund NFM Grant are:

e Statesof AndhraPradesh, Bihar, Chhattisgarh,
Haryana, Jharkhand, Karnataka, Orissa,
Telangana andUttarakhand

e Indian Council for Medical Research (ICMR)
e World Health Organization (WHO)
and New

e Foundation for Innovative

Diagnostics (FIND)
o Tata Institute of Social Sciences (TISS)

e Tibetan Voluntary Health Association(TVHA)
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Way Forward: The RNTCP Global Fund next
funding proposal has been approved by the
Global Fund Secretariat for Central TB Division
(Principle Recipient) for the period from 1st
January, 2018 to 31st March 2021. The grant
broadly supports in the areas of Procurement
of Second Line Drugs, Newer Drugs, INH &
Pyridoxine for IPT, 500 CBNAAT machines,
CBNAAT cartridges, Patient Incentive Support,
Counselling of DRTB Patients, Technical Support
Network, Operational Research Activities, Active
Case Finding, Contribution to Green Light
Committee (GLC) and strengthening of RNTCP
SCM system including up-gradation of GMSD,
SSD, DDS & TU.

USAID

RNTCP has rolled out newer drug Bedaquiline
in the selected Six sites of Five States in the first
instances under Conditional Access Programme
(CAP). The 10,000 course of newer drug
Badaqualine has been committed by the USAID
to the RNTCP Programme as a donation through
Global Drug Facility (GDF). Out of which 3500
courses have already been delivered and balance
6500 courses are expected to be complete by
Dec 2018.

World Bank Project

Central TB Division is implementing the
“Accelerating Universal Access to Early and Effective
Tuberculosis Care” Project with an IDA Credit.
The development objective of the project is to
support the aims of India’s National Strategic
Plan (NSP) for Tuberculosis Control to expand
the provision and utilization of quality diagnosis
and treatment services for people suffering
from tuberculosis. The project became effective
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on June 26, 2014 and considering the viability
of the project the closing date has revised from
31-03-2017 to 31-03-2018. While the Credit
supports implementation of the National
Strategic plan for TB control. The project has
three components:

Component 1: New strategies to reach more
tuberculosis patients with earlier and more
effective care in the public and private sectors

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

Component 3: Expand public tuberculosis
services integrated with the primary health care
system.

The project has been restructured on a hybrid
model consisting of Disbursement Linked
Indicators (DLI) and Procurement of commodities
and services.

Under the current World Bank Project, TB
patients have directly benefited from treatment
in accordance with the WHO DOTS, meeting the
annual target of 4.6 million patients for calendar
year 2016.

The project is on track to achieve its
Development Objectives by the closing date
of March 31, 2018. The project has fully
disbursed Credit allocated to procurement of
first and second line anti-TB drugs, fixed dose
combination of drugs for daily regimen pilot and
lab equipment. Of the thirteen disbursements
linked indicator results agreed for the project, six
results have been achieved in the past and Credit
allocated to them disbursed. An additional
three results have been assessed as achieved

by the independent verification agency and



disbursements towards these have been certified.
The project has disbursed over 87.17% of the
IDA Credit.

Way Forward: In order to achieve ambitious
target of NSP 2017-25 the programme is looking
forward World Bank funding support for coming
years. The Programme has initiated new World
Bank Preliminary Project Proposal on “Moving
towards Elimination of Tuberculosis 2018-2022”
with an IBRD Loan, through a multi-phased
commitment

programmatic approach with

for first three years and annual and bi-annual

commitment, thereafter. It was developed in
consultation with the Bank.

The Global Fund
proposal as quality demand, in light of it being

considered this project
an innovative financing mechanism leveraging
substantial additional financial resources. The
Global Fund has principally agreed to provide
additional grant support as a buy down with
World Bank, the potential additional buy down
in the subsequent years.
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Procurement & Chapter

Supply Chain Management
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Hon’ble Prime Minister Shri Narendra Modi with Prof. (Dr.) Nila Djuwita F. Moeloek, Hon'ble Health Minister, Indonesia
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Procurement &
Supply Chain Management

Ensuring uninterrupted supply of good quality
Anti TB Drugs, commodities and diagnostics for
the smooth functioning of the Programme and
Patient’s care is an essential component of DOTS
strategy under RNTCP.

Procurement of Anti-TB drugs, equipments
and diagnostics is done centrally through a
well-defined procurement mechanism using
Domestic Budget, The Global Fund & USAID
support.
quality drugs, procurement is being done by
a Central Procurement Agency viz. Central
Medical Services Society (CMSS) and The
Global Fund through the Global Drug Facility
(GDF)/UNOPS by their authorized procurement
agent i.e. International Dispensary Association
Foundation (IDA). The Procurement and Supply
chain management of drugs and other related
activities at Central level is administered by
an official at the level of Addl. DDG (TB) being
supported by consultants.

To ensure procurement of good

The programme with regard to Procurement &
supply chain management has achieved new
initiatives during thelastyearlikeimplementation
of Nikshay Aushadhi application for managing
druginventory, procurement of Tablet computers
& Mobile Vans etc.

Summary: Achievements and Activities

1) Implementation of Nikshay Aushadhi
2) Expansion of Daily Regimen

3) Stock of Anti TB Drugs

4) Introduction of Shorter Regimen

5) Procurement of Tablet Computers

6) Procurement of Mobile Vans

e T Repert

Chapter

7

7) Expansion of Bedaquiline

8) Procurement of Delamanid

9) Procurement of CB-NBAAT machines
10) Quality Assurance of Anti TB Drugs
11) Training on Nikshay Aushadhi

Implementation of Nikshay Aushadhi:
RNTCP with support of C-DAC has developed
a web based application “Nikshay Aushadhi”
for the management of Anti TB Drugs and
other RNTCP. The
application has been customized as per the
needs of Programme and will further strengthen
the logistics and supply Chain Management by
ensuring real time monitoring, recording and
reporting of Anti TB Drugs and commodities
at all the levels. The national level Trainings
of trainers (ToT) on “Nikshay Aushadhi”
were completed in 2017 and application has
now been made functional across the country
from December’2017. Further, mobile app for
Nikshay-Aushadhi on android version is also
under development phase and is expected to be
available by mid of 2018.

commodities under

Expansion of Daily Regimen (FDCs): Daily
regimen was initially rolled out in five states
namely Sikkim, Maharashtra, Kerala, Himachal
Pradesh & Bihar in 1Q-2017. However, following
the directions of Honorable Supreme Court of
India to roll-out daily drug regimen across the
country by Oct'2017, programme with support
of the central & states authorities has successfully
rolled out daily drug regimen within the
scheduled time across the country. The drug
sensitive TB patients (adult & pediatric) are
now being treated across the country with daily



regimen drugs (FDCs). Further, to ensure easier
administration and acceptance of daily regimen
formulations (FDCs) by pediatric patients, the
same is being procured in flavoured dispersible
form.

Stock of Anti TB Drugs: As daily regimen has
been implemented across the country for adult
& pediatric patients, programme is ensuring
sufficient supply and procurement of drugs for
smooth transition from intermittent regimen
phase to daily regimen. Accordingly, stock
position of all states is being monitored closely
at central Level to ensure availability of drugs at
all levels. Further, programme is continuously
monitoring the procurement processes being
undertaken by CMSS and The Global Drug
facility (GDF) to ensure that all the ongoing
procurements are materialized in a timeframe
manner.

With regard to the treatment of drug resistant TB
patients under RNTCP, sufficient 2nd line drugs
are being procured through GDF/IDA & CMSS
and issued to states as per the requirement.
For implementation of Isoniazid Preventative
Therapy (IPT), procurement of Tab Isoniazid-
100mg & 300mg and Pyridoxine-25 & 50mg have
been initiated by the programme through CMSS.
The procurement of Tab INH-300mg has already
been finalized and supplies are expected to start
reaching consignees from 1Q-2018 onwards.

Introduction of Shorter Regimen: Introduction
of shorter regimen for MDR TB patients is
expected to be rolled out across the country from
1Q-2018 onwards. The supply of requisite drugs
for shorter regimen has been started reaching
consignees and programme is in the process of

issuing drugs to respective states accordingly.
Further, to ensure timely procurement and
uninterrupted supply of requisite drugs for
shorter regimen, indent has already been
submitted to procurement agency in 2017.

Procurement of Tablet Computers: To enhance
implementation of Nikshay Aushadhi, Nikshay
and other digital innovations under RNTCP,
Programme has the
procurement of 20K of Tablets Computers in
Dec’2017. The supply of Tablet Computers to
respective states / consignees has been started
and is expected to be completed by 1Q-2018. The
Tablet Computers will be delivered to Central,
States & GMSDs officials for enhancing various
digital activities under RNTCP. The Tablet
computers supplied to states will be further
distributed to State TB Officer’s, State/Districts
Pharmacists, Lab technician/s, STS, STLS, DMCs
etc. Further, to ensure optimum utilization of
Tablet Computers, states have been requested for
making provision for arrangement of Sim cards,
suitable tariff plans for internet facility.

successfully finalized

Procurement of Medical Mobile Vans: To
support states for undertaking Active Case
Finding for diagnosis of TB Patients and to
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tulfill gaps under the diagnostics policy of

RNTCP, Programme has successfully procured
45 Medical Mobile Vans. The
of medical mobile vans to respective states/

distribution

consignees has already been started and supply
of Mobile Vans is expected to be delivered
by 1Q-2018. The Medical Mobile Vans have
been fitted with Cartridge Based Nucleic Acid
Amplification Test (CBNAAT Machine) along
with other essentials like Gen-set, Refrigerator,
UPS, Printer, Air Conditioner etc. These Mobile
vans will facilitate in early diagnosis of MDR-TB
and TB in high risk population through Active
Case Finding.

Expansion of Bedaquiline: Initially Bedaquiline
has been introduced at six sites in 5 states
under Conditional Access Programme (CAP)
in March 2016 and procurement of the same
was done accordingly. However, following
the
Committee on diagnosis and management of

recommendations of National Expert
TB under RNTCP for expansion of Bedaquiline
use, programme has already initiated the
procurement of 10,000 Patient courses through
USAID. Supply of 3,500 patient courses has

already been received by the programme and
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based on preparedness / expansion plan of states,
BQ is issued to all the states.

Procurement of Delamanid: Delamanid is a
recently approved drug for treatment of MDR/
RR-TB patients
Programme (CAP). Initially, procurement for

under Conditional Access
400 patient courses of Delamanid will be done
through donation for use in seven selected
states under conditional access programme.
The logistics and supply chain management
guidelines of Delamanid has been finalized by

the programme.

Procurement of CBNBAAT machines: In
addition to already installed 638 CB-NAAT
machines across the country, procurement of
additional 507 CB-NAAT machines was finalized
in 2017. The supply & installation of additional
CB-NAAT machines have already been stared
and it is expected that CBNAAT machines will
be delivered / installed at respective sites by 1Q-
2018. Further, to ensure uninterrupted supply
and availability of cartridges, procurement of
about 26.0 lakh cartridges were finalized in 2017,
with all supplies expected to be completed by
1Q-2018.

Quality assurance of Anti TB drugs: Ensuring
procurement of quality drugs and efficacy of
drugs upto the consumption level is one of the
main objective of the Programme. Accordingly,
procurement of Anti TB drugs (1st line, MDR &
XDR)isbeing done only from WHO Pre-Qualified,
WHO GMP & ERP approved suppliers with
mandatory pre-dispatch inspection and testing
of drugs being supplied to RNTCP consignees
by the suppliers. Further, programme has hired
an independent lab to ensure the quality and



efficacy of anti TB drugs lying at RNTCP drug
stores. Random samples of anti TB drugs lying at
different stores are being collected and tested as
per the RNTCP quality assurance Protocol.

Training & Capacity Building Workshops on
Nikshay Aushadhi: To ensure that states are
able to manage drug logistics, inventory and
supply chain management smoothly through
“Nikshay Aushadhi”, national level trainings
for master trainers for all states were conducted

Laboratory
Consumbles/Equipments

by Central TB Division in 2017. Based on master
trainings, further cascade trainings on “Nikshay
Aushadhi” were conducted by respective states
for concerned officials at different levels to
ensure smooth functioning of Nikshay Aushadhi
application. As the application is being updated
and customized intermittently as per experiences
gained and requirements from users, refresher
trainings on Nikshay Aushadhi are also under

consideration of the programme.

Mational Dashboard

Intermittent

tmaarn 0
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Advocacy, Communication Chapter
& Social Mobilization

Hon'ble Prime Minister Shri Narendra Modi with Mr. Alexey Tsoy,
Hon’ble Vice-Minister of Healthcare and Social Development of the Republic of Kazakhstan
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Advocacy, Communication
& Social Mobilization

dvocacy Communication &  Social

Mobilization (ACSM) is an important
and integral component of RNTCP program
as proposed in National Strategic Plan (2017-
2025). ACSM refers to a set of interventions that
are used to improve tuberculosis (TB) control,
particularly with the objectives of improving
case detection and treatment adherence and TB-
control strategy to ensure long-term, sustained
impact.

It creates positive behaviour change, influences
decision-makers, and empowers communities
to change. Issues that can be addressed through
ACSM are delayed detection and treatment, lack
of access to TB treatment, difficulty in completing
treatment, lack of knowledge and information
about TB that can lead to stigma, discrimination
& delayed diagnosis and/or treatment.

Media Campaign at National level

World TB Day:

The Ministry of Health & Family Welfare
(MoHFW), Government of India in collaboration
with WHO Country Office, India organized
World TB Day 2017 with the underlying theme
of UNITE TO END TB: Leave no one behind.

Speaking on the occasion, Shri J. P. Nadda,
Union Minister of Health &
Family Welfare said, “Ensuring
affordable and quality healthcare to
the population is a priority for the
government and we are committed
to achieving zero TB deaths and
therefore we need to re-strategize,
think afresh and have to be aggressive
in our approach to end TB by 2025.”
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In his address, Dr Henk Bekedam, WHO
Representative to India highlighted, “The
National Strategic Plan for Tuberculosis Elimination
2017-2025 is a major step forward in India’s fight
against TB; it is about building partnerships towards
ending TB.”

The following initiatives were launched:

e Annual TB Report 2017

e Guidance document on Nutrition Support
for Tuberculosis Patients

e National Framework for Joint TB-Diabetes
collaborative activities

e A TB awareness media campaign

e ’‘Swasth E-Gurukul’:
platform

A digital e-learning

Dignitaries were graced the occasion; Mr C. K.
Mishra, Secretary Health, MoHFW; Dr Jagdish
Prasad, Director General Health Services,
MoHFW; Dr Arun Panda, Additional Secretary
& Mission Director, National Health Mission,
MoHFW; Mr Arun Kumar Jha, Economic
Advisor, MoHFW; Dr Sunil Khaparde, Deputy
Director General (TB), MoHFW; and other senior
officers of the Health Ministry, representatives
of WHO, World Bank and other development
partners.
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i)  Audio-Visual Campaign-

TV campaign in Doordarshan was started
from September 2017 to January 2018 through
Directorate of Advertising and Visual Publicity
(DAVP). On 1% Nov. the campaign started
in satellite channels with regional
languages. (Bengali, Gujarati, Kannada, Marathi,
Malayalam, Tamil, Telugu). Further one month
campaign started from 28" February 2018 to 27*
March 2018.

seven

Radio campaign started in September 2017 with
All India Radio (AIR) has now reached to FM
and community radio catering larger number
of audiences. The campaign in T.V and Radio
was on as the first phase of audio-visual media
campaign till 31** Dec 2017 through Directorate
of Advertising and Visual Publicity (DAVP).
Further one month campaign started from 28"
February 2018 to 27" March 2018.

ii) Digital Media Campaign-

Digital media campaign launched on 7™ Nov.
2017 for 28 days in the first round of digital
media campaign in 17 states (Arunachal Pradesh,
Assam, Bihar, Chandigarh, Delhi, Haryana,
Jharkhand, Madhya Pradesh, Maharashtra,
Manipur, Meghalaya, Nagaland, Rajasthan,
Punjab, Sikkim, Tripura, Uttar Pradesh) through
National Film Development Corporation of India
(NFDC). The campaign has been launched with
a good number of 3900 theaters in the country
with 4 shows each day in each theater.

iii) Outdoor Media Campaign-

Outdoor media campaign launched from 23+
Nov 2017 for 1 month through DAVP in 13 states
includes 20 bus queue shelters in every state,
Airport hoarding at Mumbai & Delhi Airport,

8 Cantilevers in Delhi NCR. The 13 states are

Andhra Pradesh,
Assam, Delhi, :
Goa, Jharkhand,
Maharashtra, Punjab,
Rajasthan, Tamil
Nadu, Telangana,
Uttarakhand, Uttar

Pradesh and West Bengal through Directorate
of Advertising and Visual Publicity (DAVP). The
posters also designed Tamil language for the
publicity in Tamil Nadu.

iv) Print Media Campaign-

Advertisement on TB notification went in 252
newspapers including English, Hindi and 167
regional newspapers on 10" September 2017
through DAVP.

News clip

MANDATORY NOTIFICATION OF TUBERCULOSIS CASES
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v) Social Media Campaign-

The DDG -TB Twitter handle has been operational
from August 2017 for creating mass awareness
about tuberculosis through social media.

India's most loved R] "Khurafaati Nitin" and
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“Anand Kumar Super 30” from Bihar has been
launched officially from the tweeter handle of
DDG - TB.

vi) New IEC Material on Daily Regimen-

New IEC materials such as TVC spot, radio
spot, posters, info graphic and a video film
on Daily Regimen have been developed and
shared with all 36 States/UTs in the month of
December 2017.

palwrit

World AIDS Day at Jawarhar Lal Nehru
Stadium-

An event was organized on 1% of December,
2017 by NACO in collaboration with Central TB
Division and Delhi State TB cell on TB-HIV. More
than 2,500 attendees were attended the event at
Jawahar Lal Nehru Stadium, New Delhi.

Inauguration of CBNAAT machine & its
Cartridge by Hon’ble MoS (Health & Family
Welfare) was a historic moment. Hon’ble MoS
(Health & Family Welfare) spent some time to
understand the efficiency of the machine and cost
effectiveness for PLHIV. She also enquired about
the displayed guidelines and its availability
at state level. New IEC material,
Guidelines, Videos/ TV Spots and standees on

various
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TB-HIV were made available for display and
distribution among attendees.

Inauguration of the event by Hon'ble MoS (Health & Family
Welfare) and Secretary (Health & Family Welfare)

Inauguration of CBNAAT machine & its Cartridge by Hon’ble
MoS (Health & Family Welfare)

“Nikshay Patrika” a Quarterly Newsletter
by Central TB Division:

Team of Central TB Division has come up
with quarterly NIKSHAY PATRIKA which
encapsulates latest development from the field



of TB control in India. The patrika play a catalyst
role in disseminating information regarding
progress towards TB elimination.

The inaugural issue of “NIKSHAY PATRIKA”
newsletter unveiled by Smt. Preeti Sudan,

Secretary (Health & Family Welfare) in the
presence of Shri Manoj Jhalani, AS&MD, Shri
Arun Kumar Jha, Economic Advisor, and Dr.
Sunil Khaparde, DDG-TB during the video
conference on 16th January 2018 at Nirman
Bhawan.

State level Media Campaign:

" / & Er L'}"-‘ x ;
World TB Day (2017) celebration Arunachal Pradesh

fGaTETO MR | |
' —Plggn \-J?#;
) -

World ™8 Day 201

i .h t »
World TB Day (2017 )celebration Arunachal Pradesh

e e



e

dnddmendainnt Bade svrBmrd scBlmmeEs Sevek
uisggmny agevamy il

v @mmd san s
mlads algpa i
Lo . e 1 ek sysdie 4 e o
“Renching the Unreached-

aralwTdy
Sk

e T anndan

'@Ell'il'ﬂ

{ “ofh 20 oo

] B __,,.::.w_:;':ﬁ_.. IEC in Tamil language

&HMTFEBTaL aphafsnb
GamiuBHS5 Appupb

B e T

TETN

e ap e am g

4 e Err

g B st (Rl [T Bk E T .‘r 3 : -. '
IEC in Tamil language ;
i, =

Active Case Finding (Uttar Pradesh)

e T Repert






Chapter

Hon’ble Prime Minister Shri Narendra Modi with Prof. Isaac Adewole, Hon'ble Minister of Health, Nigeria
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Background

(s he Revised National Tuberculosis
y Control Program (RNTCP) has been
actively involved in conducting research since
inception in the form of Operational Research
(OR) which helps the programme to develop in-
country evidence to guide the policy decisions
from time to time.
available, RNTCP has made necessary changes
in its policies and programme management
practices.

As new evidence became

The new National Strategic Plan for TB 2017-
2025 aims to accelerate progress towards the
goal of ending TB by 2025 and to achieve this
goal RNTCP is incorporating innovative and
more comprehensive approaches to TB control.
An effort of RNTCP to promote OR has resulted
in success and most of the studies are linked to
the main priorities of TB control. OR aims to
improve the quality, effectiveness, efficiency and
accessibility (coverage) of the control efforts.

As the programme requires in depth knowledge
and sufficient evidence to optimize policies,
improve service quality and increase operational
efficiency, mechanisms for strengthening
operational research have been put in place to
leverage the enormous technical expertise and
generate evidence sufficient to guide changes in
the programme policy.

Structure for operational research under
RNTCP

o National OR Committee
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e Zonal OR Committee
e State OR Committee

e Medical colleges

Priority Areas of Research includes the
following

1. Strengthening surveillance and tuberculosis
notification

2. Improvement of TB disease burden

estimation

3. Understanding TB transmission and how
best to interrupt it

4. Demand generation, prevention, systematic
screening of high-risk groups, and early case
finding

5. Improving the cascade of care in public and
private sector care

6. Socio-economic impact and  poverty

alleviation
7. Strengthening RNTCP management

8. Integration with State Insurance and UHC
initiatives Research Priorities

Status of Operational
submitted and approved by different levels of
OR Committee for FY 2016-17.

Research proposals



Table: 9.1. Summary of Zonal OR Proposals

Activity East North North South South

East 1 2
Number of State OR Committee meetings 6 12 7 3 7 9 44
held
Number of OR projects received by the 8 11 40 49 19 42 169
State OR Committee
Number of OR proposals approved by the 7 6 34 21 10 23 101

State OR Committee

Number of OR proposals reviewed by the 2 5 1 2 0 0 10
State OR Committee and forwarded to the
Zonal OR Committee for approval

Number of OR proposals approved by the 1 4 0 1 0 0 6
Zonal OR Committee

Number of thesis proposals received by 8 5 23 34 4 44 118
the State OR Committee

Number of thesis Proposals approved 8 6 20 33 2 31 100
Number of thesis initiated with RNTCP 8 6 24 33 2 30 103

as a topic in the Zone

Summary of National Operational Research  proposals submitted and approved by National
proposals Operational Research Committee Meeting for FY
2017-18 are as follows.

National Research committee meets twice
in a year and Status of operational Research

Date of Meeting NO. of Proposals No. of proposals No. of proposals
presented Approved Initiated
23 Feb 2017 13 7 1
6th July 2017 7 5 1
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Consultative Meeting on Operational Research plan two ZOR workshops have been conducted
was held on 6th July 2017 at Taj Mahal Hotel, in North East from 23 to 25 October 2017 and in
New Delhi in which Zonal Operational Research ~ West Zone from 10-12 October 2017.

(ZOR) Workshops have been planned. As per the

REVISED NATIOMAL TO CONTROL Pt b ‘i
B DR IS | B S AR ST o T e
B ¢ il g 1 o Dl bl G000

West Zone Operational Research Workshop of RNTCP 10" to 12" Oct 2017
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Table: 9.2. Self -Funded studies under RNTCP in FY2017-18

S. No. Study Title Principal Investigator

1 Protocol for survey to determine direct and indirect | Dr. Srinivas A. Nair
costs due to TB and to estimate proportion of TB-affected
households experiencing catastrophic costs due to TB in

INDIA-2017
2 Integrated chronic disease management using the|Rohina  Joshi,  Devarsetty
primary healthcare infrastructure in India- A feasibility | Praveen
study
3 End-line KAP survey about Tuberculosis across 30 | Dr. Karuna Sagili, The Union
districts in India under Project Axshya South East Asia Office New
Delhi

Table: 9.3. Status of OR projects under RNTCP in FY 2017-18

S. No. Study Title PI Status Total Duration

1 Multi-centric ~ Cohort ~ Study  of | Dr Mohan Completed 3 Yrs
recurrence of Tuberculosis among | Natarajan
newly diagnosed sputum positive
pulmonary  Tuberculosis  patients
treated under RNTCP.

2 Evaluation of gene xpert as compared | Dr J.B. Sharma, On going 3 Yrs
to conventional methods of genital TB | AIIMS, Delhi
among infertile Women.

3 A Randomized controlled trial of |Dr.C.S. Yadav, Completed 4 yrs
either Discontinuation at 6 months | AIIMS, Delhi
or continuation till 9 months after
initial response to RNTCP Category I
treatment

4 Operational Feasibility and | Dr. Shrikanth On going 3 Months
performance of TrueNat MTB Rif | Tripathi, NIRT
assays in field settings under the | CHENNAI
Revised National Tuberculosis Control
Program

5 Evaluation of gene xpert as compared | Dr Sudha Prasad, | On going 3 Yrs
to conventional methods of genital TB | MAMC Delhi
among infertile Women.
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Developments in RNTCP Research

Research Consortium for Tuberculosis: ICMR
with the programme division has established
a Tuberculosis Research Consortium for
streamlining all research related to TB within
the country. This will include participation of
Department of Biotechnology (DBT), Council
of Scientific and Industrial Research (CSIR),
Departments of Science and Technology (DST)

and other academic/research institutions.

The consortium will drive the development of
a pioneer national TB Research Strategy in line
with the WHO End-TB Strategy and create a
scientific network and develop a country specific
prioritized research agenda that will allow India
to be a model country for TB research. This
forum will have strong financial and technical
commitment from all stakeholders, including
representatives from the private sector.

National Institutes (NIRT, JALMA, NITRD &
NTI) are exclusively focusing on TB research.
ICMR & its basic science institutes, Department
of Health Research (ICMR), DST, DBT, CSIR
and Indian Institute of Science (IISc) India are
also leaders in basic, clinical, translational and
operational research.
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In addition various technical partners like WHO,
The Union support in capacity building and
implementation of researches under RNTCP.
Funding through various institutes could be
harnessed to promote integrated research.

National Research Committee provides technical
guidance to Central TB Division in identification
of priority areas for Operation Research under
RNTCP and helps the programme in taking
evidence based policy decisions.

TrueNat Study

TrueNat, a new indigenous diagnostic tool for
use in peripheral settings that has been validated
by ICMR. The aim of the study was to evaluate
the operational feasibility and performance of
TrueNat MTB Rif assays in field settings under
RNTCP. Results of the study was evaluated
by Expert Committee and the committee
recommended that TrueNat can be used as a point
of care test for detection of TB and Rifampicin
resistance TB at peripheral centres i.e. DMCs.
Also, in the view of the satisfactory performance
of the TrueNat in the feasibility study and
other factors such as cost effectiveness, ease of
performance, transportability, and placement at
the peripheral level, it can be used as a part of the
diagnostic algorithm for TB at the DMCs.
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Monitoring and Evaluation

Introduction:

CD%easuring, monitoring, and evaluating
TB outcomes is central to the success
of RNTCP programme. Regular central and
state programme evaluation will continue as
is being done based on new interventions and
strategies. One of the key objectives of M&E is to
monitor the performance of TB control activities
by using available data to inform appropriate
interventions to upgrade the districts, state and
national TB plans.

Surveillance is another important component in
the control and elimination of TB and provides
information on the epidemiology of the disease,
the evolution of trends and the description of
those groups in the population at increased
risk of TB and unfavourable prognosis. It is an
essential element in monitoring the effectiveness
of interventions aimed at elimination of the
disease.

The following M&E activities are undertaken at
the National level under RNTCP:

e National RNTP Review meeting with State
Tuberculosis Officer from 12th to 14th of
September 2017 at Chandigarh.

e Regional PMDT, TB-HIV & PPM review
meeting for North zone

e AssessmentofDailyRegimenimplementation
visits to states

o Central Internal Evaluations

e Review of nationwide implementation of
FDC by Secretary, AS&MD and ]S of HFM

e Regular programme review by CTD officials

e T Repert
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through ECHO platform

e Joint international assessment of the

tuberculosis diagnostic network of India
e NRL and IRL visits by CTD officials
e National Task Force Meeting
e Zonal Task Force Meeting
e World Bank Mission
e Global Fund Mission

Table: 10.1. List of Monitoring & Evaluation for
the FY 2016-17

S.No Activities Numbers

1 National Review meeting: 1
12th to 14th of September
2017 at Chandigarh
2 Video Conference 3
3 | Daily regimen 20

Preparedness Assessment
Visit to states

4 Central Internal 3

Evaluations

5 Regional PMDT & TB HIV 1
review meeting

6 | Zonal Task Force meeting 6

7 |National  Task  Force 1
meeting

8 Joint Assessment of TB 1
Diagnostic Network of
India

9 |NRL Coordination 1

committee meeting




National Review Meeting:

To review the progress, achievements and
constraints being faced by the State/UTs in
implementation of the Revised National
Tuberculosis Control Programme (RNTCP), the
Central Tuberculosis Division (CTD), Dte.GHS,
MOHFW and the World Health Organization
(WHO) organized a National programme review
meeting with State Tuberculosis Officer and
State RNTCP Consultants. Review meeting was
conducted from 12" to 14™ September 2017 at
Hotel Hyatt Regency in Chandigarh.

Meeting was inaugurated by Mr. Bramha Mohan,
Hon’ble Health Minister; Government of Punjab.
Meeting was attended Dr Sunil Khaparde
DDG TB, Mr Arun Kumar Jha Economic
Advisor Ministry of Health and Family Welfare
Government of India.

Central Internal Evaluation:

Monitoring and evaluation help an organization
to extract relevant information from past and
ongoing activities that can be used as the basis for
programmatic fine-tuning, reorientation, future
planning and advocacy, to ensure universal
access to quality care for all TB patients.

As part of the Supervision and Monitoring,
the Central level evaluations is to review the
programme performance in selected districts
of the state and it helps to review and monitor
the overall programme performance of the state.
The Central Internal Evaluation (CIE) envisages
the programmatic challenges and address
support actions for improving quality of RNTCP

implementation.

To achieve the goal of eliminating TB by 2025,

Central TB Division prioritized the central level
monitoring and evaluation of the programme. As
per the strategy of eliminating TB by 2025, CIE
for 3 States i.e. Andhra Pradesh, Karnataka and
Madhya Pradesh was conducted in September,
October, November 2017 respectively and further
evaluation of other states is planned in 2018.

During field visits of CIE in the selected districts
and health institutes the salient observations and
recommendations of the team members were
briefed to the Principal Secretary-Health, NHM
officials and District Magistrate of the respective
districts for compliance and necessary actions.

Joint International Assessment of the
Tuberculosis Diagnostic Network of India

A comprehensive, high-quality TB diagnostic
network is essential to accurately and rapidly
diagnose TB and link confirmed TB cases to
appropriate and timely treatment. Revised
National Tuberculosis Control Program (RNTCP)
has a vast country wide TB diagnostic network
of Designated Microscopy Centres (DMCs),
CBNAAT (Xpert) labs, Intermediate Reference
Laboratories (IRLs) and National Reference
Laboratories (NRLs) equipped with newer rapid
TB diagnostics.

National Strategic Plan for TB Elimination
(2017-25), envisage for “Early identification of
presumptive TB cases, at the first point of care be
it private or public sectors, and prompt diagnosis
using high sensitivity diagnostic tests to provide
universal access to quality TB diagnosis including
drugresistant TB in the country”. As the program
is aiming towards an early and increased case
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detection, upfront drug susceptibility testing,
extended drug susceptibility testing, tapping into
private sector diagnostic capacity, newer drugs
and treatment regimens; TB prevalence survey,

and surveillance, a Comprehensive Assessment
of the TB Diagnostic Network was conducted in
October — November 2017

Daily regimen Preparedness Assessment
Visit

Revised National TB Control Programme has
introduced daily regimen in 5 states in January
— February 2017. It was expanded to all states
by October 2017. For smooth and timely roll
out of daily regimen in all other states, a team
comprising CTD Official, representative of
National Institutes, state/ district program

managers and WHO Consultants undertook
appraisal for preparedness. The team visited
randomly selected two districts. On first two
days district visit was done and on third day state
level institutions were visited. District and state
visit concluded with appraisal to DM, Principal
Secretaries Health. The visits were conducted
between June to September 2017.

ECHO Video Conference:

RNTCP always incorporates latest strategies in
program. Last year program first time used the
ECHO- Zoom platform to review the program.
By using Video conference program can reach
program managers with minimal resources and
with more efficient use of available time. In year
2017 following meetings were conducted using VC

Table: 10.2. List of VC held by MoHFW & Central TB Division

S. Month Agenda Meeting chaired by Participants
No
1 | October 2017 Review of RNTCP and |Secretary Health & |PS Health, MD NHM, STO
Launch of Daily regimen Family welfare and RNTCP consultant
2 | October 2017 | RNTCP review AS & MD PS Health, MD NHM,
3 |October 2017 |Review Daily Regimen | DDG TB STO’s and RNTCP
Implementation Status consultant
4 | July 2017 Review Active case finding | DDG TB STO’s and RNTCP
Phase Il preparatory activities consultant
5 | May 2017 Review preparatory steps | DDG TB STO’s and RNTCP
towards implementation of consultant
daily regimen
6 |January 2017 |Review preparatory steps| DDG TB STO’s and RNTCP
towards implementation of consultant
daily regimen
7 |January 2017 | Review Active case finding | DDG TB STO'’s and RNTCP
Phase Il preparatory activities consultant
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Regional PMDT & TB HIV review meeting

The PMDT meeting was conducted for the
North Zone states (Himachal Pradesh, Punjab,
Chandigarh, Haryana, Delhi, J&K, Uttrakhand &
Uttar Pradesh) at Shimla from 21-23 November
2017 under the Chairpersonship of Dr. S.D.
Khaparde, DDG-TB and Dr. V.S. Salhotra,
ADDG-TB. Sh. Prabodh Saxena, PS (H), Govt.

of HP graced the inaugural session. Objectives
of the meeting was to give update on recent
developments in PMDT, sensitize on revised
PMDT Guidelines, review the progress and
challengesin scaling up of PMDT services, update
the status on implementation of universal DST
and to review TB-HIV collaborative activities in

these states.

Dr. V. S. Salhotra, ADDG-TB, addressing the gathering of review meeting
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Human Resource

an resource is the backbone of the
C%?\?TCP programme. An adequately
staffed, trained & motivated health workforce
is a prerequisite to achieve the ambitious goal

of eliminating TB by 2025. One of the main
elements of HR is training which builds adequate
workforce to cater to complex and demanding
multiple new task for MDR/ XDR TB and co-
morbidities care. The training programmes
need to cover more than 20 lakh trainees which
will require a multi layered cascade system of
training. This is a huge task and hence will be
optimized for reach and quality by developing
e-modules using different types of ICT system.

Since the last formal release of training material
2012, RNTCP has undergone a series of changes.
These changes have increased the size and
complexity of training needs and the base training
material is due for a significant update. The size
and complexity necessitates a more focused
training delivery, relevant to the particular trainee
category, without generating multiple versions
of the same instruction. New instruction need
to integrate easily and penetrate quickly to the
periphery, while maintaining quality standards
and efficiently utilizing training resources. The
development of E-learning methods gives us the
opportunity to achieve all the above.

On 24" March 2017, the Union Health Minister
launched a first release of the E-learning
platform christened Swasth-e-Gurukul. This
new e-training system is expected to replace
all primary training material in RNTCP using
multimedia content. The training may be taken
by the participant either in a self-paced manner
on the e-learning platform or may further be
augmented by using it in groups in classes. It

e T Repert
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will also simultaneously incorporate evaluation
and assessment of training.

the
simultaneously the STDCs are being further

Apart  from e-training  modules
strengthened. The STDCs act as resource centers
for translating the content to vernacular and
adding relevant content as per local needs at
the State level. The STDCs will also continue to
act as centers for final certification of successful
completion of training by interacting with the
participants after culmination of e-learning
and administering a post test questionnaire, if
needed. These steps will not only help in rapidly
filling the gap of untrained staff but will also
prove to be an effective and sustainable way to
keep-up with changing policy guidelines and
percolating correct knowledge to every level of
staff.

Human resource management and human
resource development under RNTCP goes
beyond ‘training specific personnel for specific
tasks’. It includes management of personnel, in
addition to maintaining constant, high quality
standards of training. Hence, the target is to
achieve sustained professional competency in
TB control activities that will benefit not just the
States, but also the country at large.. Being under
the overall umbrella of NHM, the HR policy and
practice is mostly governed by the State NHM
setup. The Central TB Division supplements
this by provisioning contractual staff at strategic
positions of the programme network, developing
terms of reference for hiring of these staff and
formulating standardized training material
for creating a uniform knowledge base among
workers.



Apart from general health system staff, RNTCP
has provisioned dedicated programme staff
at various levels. In the past one year, several
new components like Daily Regimen, New
Technical & Operational Guidelines, Nikshay
enhancement, Pharmacovigilance, etc. have been
added to RNTCP, creating an increased training
need.

RNTCP has managed to meet with the enhanced

training requirements by conducting a series of

training sessions in year 2017 to train the trainers
on new Technical & Operational Guidelines
(TOG).Cumulatively, trainers from across the
country were trained at National Tuberculosis
Institute, Bangalore and NITRD, New Delhi,
who went on to train and sensitize State and
District level staff and other stakeholders on the
new TOG.
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Success Stories

Assam

1 Efforts to increase monitoring

New forms of media have brought a paradigm
shift in the health communication arena. RNTCP
in Jorhat, Assam has started innovative way of
supervision and monitoring through WhatsApp.

They have created a WhatsApp group for
supervision and monitoring named “Let us
fight against TB”. This group helps the Jorhat
District TB Cell feel united to stand against
Tuberculosis and also helps them communicate
messages regarding field level activities to
District Magistrate (Deputy Commissioner),
State TB officer and WHO consultants. The
supervisory staffs like STS, STLS including LT
feels motivated by the words of encouragement
from their seniors and administrative heads.

The DTO who is the administrator of the group
also asked staff to upload important information
as well as photographs so that one can monitor
the activities taking place in the field. The district
has also been able to start a Random Active

Case Detection program in a few high risk tribal
villages and Tea Garden area of the district.

m. o ol By
= e
Ly e =

o BE

e T Repert

Chapter 1 2

The wuse of WhatsApp groups has made
communication much easier in many districts
like Sivsagar, Kokrajhar, Lakhimpur etc. During
the review meeting, Dr. N.J. Das, STO Assam
encouraged all DTOs to use this ICT tool for
communicating TB messages for saving lives.

Arunachal Pradesh

2. Success of counselling - Counselling
for TB helped in de-addiction too!

A patient Mr. Hangsik Kungkho from Laktong
Village, Changlang, Arunachal Pradesh was
diagnosed as new sputum positive and put on
Cat I. He was a chronic alcoholic and an opium
addict. During his treatment he missed few doses.
Constant supervision was given by the staffs and
ASHA of the village. Follow up sputum samples
were negative and after6 months of treatment
he was declared cured. After one year he again
started developing signs& symptoms of TB. On
being brought to the hospital by our STS, he
was found to have relapsed and again suffering
from sputum positive tuberculosis. During his
treatment counselling was given to him several
times for proper adherence to treatment and
also for opium &alcohol de-addiction. Our staff,
especially STS, took great effort to give regular
medication & build the patient’s self-confidence.
Today we are

proud to say that he has been declared cured
from TB and has been de-addicted from opium
after taking it for 20-27 years. This is a result
of regular monitoring & supervision and good
counselling given to the patient by the staff that
today he has developed self-confidence &lives a
happy life with his family.



Gujarat

3. CaseFinding Efforts in high risk groups

It is well known that tuberculosis can spread
rapidly in crowded settings. Prisons are one
of such settings where people come in close
contact making it a suitable place for spreading
TB infection. A lot of prisoners are also
undernourished, addicted to drugs and may
even be suffering from diseases that may render
them immunocompromised, thus, susceptible
to developing TB disease. Hence, it is crucial to
not only make police staff aware of TB, but also
conduct regular screening of prisoners. Junagadh
District TB Cell successfully worked alongside the
Police Department to conduct ACSM activities to

increase awareness among staff and prisoners,
they also conducted screening camps in the
prisons and screened 1091 prisoners of which
1 person was diagnosed with microbiologically
confirmed TB.

4. Reaching out to the Women

International Woman's Day Celebration

The Junagadh district officials found a great
opportunity in the fact that both World TB Day
and World Woman’s Day are placed in the same
month. It was decided that TB awareness should
reach all women too, who generally assume the
caretaker role in the family. Hence, a combined
event was held on 08 March 2017, which
provided information about TB among women
and HIV-related people. This was supported by
the Vihaan project.

Sensitization workshop was also held on March
21, 2017, in Junagadh TU Urban 1, Uma Mahila
Mandal. Dr. K.B. Nimavat gave information
about tuberculosis and encouraged the ladies
to spread the message of TB through their
association. The program was organized by

Sensitization of women’s group on the occasion of International
Women'’s Day
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Junagadh Urban 1 TB Supervisor P.J. Dadhaniya
and TBHV Bamrotiya while Thanksgiving was
done by DPPMC Ramesh Baku.

Tamil Nadu

5. Private Sector Engagement

Together we can eliminate TB - starting with
small changes.

RNTCP is now providing diagnostic and
treatment along with patient support services
even to patients who seek care in the private
sector. After several TB sensitization programmes
to medico societies of Salem District, Tamil
Nadu, TB notification and CBNAAT referrals
from private sector has improved.

AVM Hospitalis one of the many private hospitals
in Salem where all medical and paramedical staff
has been sensitized on TB through RNTCP PPM
activities and the hospital regularly notifies TB
patients.

Mr. Senthil from Dhadhagapatty was found
sputum smear positive at AVM hospital. He
was started on ATT in January 2017 and was
counselled by the doctor and staffnurseforregular
adherence. In spite of the counselling, Senthil
stopped visiting the hospital as after two months
of treatment when his symptoms had subsided.
Even when the staff nurse called him over phone,
he did not respond. The Medical Officer at AVM
Hospital, Dr. Jayapal, then instructed the nurse
to contact RNTCP staff through the PPM Co-
ordinator, who in turn arranged a home visit to
the patient’s house by the STS. Mr. Senthil and his
family were counselled for treatment and though
very adamant initially, Senthil later understood
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the importance of completing the entire course
of treatment and agreed to resume his ATT from
a nearby Govt. PHI. Throughout his treatment,
he was regularly counselled by the RNTCP staff
and he successfully completed his treatment on
05/11/2017.

It was only through a good liaison between the
public and private sectors in Salem district that
a patient, who would have otherwise been lost
to follow up and probably developed resistance,
was counselled and brought back to treatment.

6. TB- Tobacco

From one awareness to another

Fimmiihg (TB)
BIgE fa

L.IT1 &y B,
W R T i, N
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Mrs. Shanthi from Kovilpatti, Thoothukudi
district, Tamil Nadu runs a grocery store near her
home. She was diagnosed with TB and started
treatment on 28.08.2017. She was regularly
counselled by RNTCP personnel on the various
ways in which someone can get infected with TB
and how this infection progresses to a serious
disease. This awareness about TB compelled her



to make a choice that she might not have taken
otherwise. Shanthi decided to stop selling any
tobacco products in her grocery store!

Shanthi says, “Even though I may suffer some losses
in my sales, I cannot turn a blind eye to this menace
which is tobacco! The loss doesn’t matter to me.
Hereafter, 1 will never sell any tobacco related
products for the welfare of General Public.”

7. CSR Engagement -
collaboration!

The Joy of

It was raining heavily when on my way home
from work in the evening, I (DPPMC) saw
a huge crowd, almost blocking the whole
road. On enquiring I was told that it was the
opening function of a famous jewellery brand in
Villupuram (Tamil Nadu).

Seeing that huge crowd I could very well
this
marketing was in the public. No doubt I had seen
their hoardings and advertisements everywhere.
This gave me an idea! I could try to contact
the brand managers and get a sponsorship for
combining their advertisement with RNTCP
messages! When I discussed it with my DTO, he
encouraged me to follow it through since it was
an effective way of making our message reach

understand how influential brand’s

further into the community. It took us a long
while to get an appointment with the branch
head of that jewellery branch. When we finally
met him after 3 months, we had a sample board
ready with messages on TB along with logo of
both RNTCP as well as the jewellery brand. The
branch head found it impressive and readily
agreed to sponsor such boards at every block
PHC in Villupuram. The sample board was
released by the district Collector. Top officials

of the jewellery company from Trissur also
attended the event and pledged their support to
RNTCP in the End TB Strategy.

Villuppuram Collector, DTO & Joyalukkas Manager releasing
the IEC board.
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IEC Board Displayed at Pudupettai PHC by STS/STLS in
Villupuram District Tamilnadu

West Bengal

8. Sale of drugs - Regulating sale of anti-
tuberculosis medicines

As per a 2015 GOI notification (Schedule H1) TB
drugs can be sold in retail only on prescription by
aregistered medical practitioner and details of the
prescriber as well as the patient are to be recorded
in a register by the chemists/ pharmacists.
With increasing collaboration with the private
sector, RNTCP is aiming to provide diagnostic,
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GOVERNMENT OF WEST BENGAL
DIRECTORATE OF DRUGS CONTROL
DISTRICT DRUGS CONTROL OFFICE

BARUIPUR UKILPARA,
SOUTH 24 PARGANAS

7
Vi

NOTICE

All retail medicine sellers are requested teo
maintain the provisions of schedule  H1 of the Drios &
Cosmetics Rules and all the retail medicine sellers, who are
selling anti-T B drugs (Schedule H1) are requested to submit
3 QUARTERLY REPORT in this regard to this office
mentioning name and address of the patient and name of the

prescribing doctor, as per proforma attached.

tite - dolafamry 12—

By order

9. Peer support - Encouraging adherence
to treatment through peer support

Aminur Islam, a 20 years old orphan, was
diagnosed with MDR TB at the age of 17 years
and got more than 12 months treatment without

treatment and patient support services even to

patients in the private sector. To extend public fail. Follow up cultures in intensive phase were
sector services to all such patients, the district
officials Bengal of South 24 Parganas (West)

contacted the Assistant Director, Directorate of

negative and patient was shifted from IP to CP
after 6 months. Follow up culturesin continuation

phase was also negative up to 12 months. But

Drug Control to strengthen this implementation  ynfortunately there was reversion in subsequent
and to share details of all listed patients with the follow up cultures in continuation phase.

TB department. A notice has also been issued Resistance was detected on 2nd line DST of his
to ensure implementation of Schedule H1 and samples, and then he was diagnosed as an XDR
submission of a quarterly report in this regard. TB patient. After receiving the recommendation
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from DOT Plus site we initiated Category V
treatment. At the time of counselling by DTO
and other concerned medical officers of Dakshin
Dinajpur District Hospital DRTB committee,
he never got frustrated but assured that he
will continue his full course of treatment. He
has now completed 13 months treatment and
all the sample results are found negative and
his weight is also increasing gradually. Even
though his treatment is ongoing, he has started
playing an important role in MDR TB patient
provider meetings. He is an inspiration to many
and encourages his peer group to continue

Aminur Islam talking in a Patient Provider Meeting

their treatment course without missing a single
dose. He cites his own journey and hardships
and boosts the morale of his friends who may
be going through difficulties in adhering to
treatment.

10. Community engagement

Even though a large section of society continues
to seek from non-qualified private
practitioners (quacks), not sufficient efforts
go into increasing their awareness so that may
also contribute by referring patients to RNTCP.
Keeping this in mind, Malda district decided to
conduct a community meeting to inform and
educate them and in turn increase notification
of TB patients who can be referred to RNTCP
for correct and quality assured diagnostics,
treatment and patient support.

care

Community meeting with Non qualified private
practitioners (Quack) at Malda.
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Annexure Page

No. Ll No.

1. TB Notification — 2017
a) State wise 108
b) District wise 109
2. State wise TB Treatment Outcome of cases notified in 2016 from public sector
a) Microbiologically confirmed
i)  New Cases 137
ii) Previously Treated Cases 138
b) Clinically Diagnosed
i)  New Cases 139
ii) Previously Treated Cases 140
c¢) HIV Co-infected TB Cases

i)  New Cases 141
ii) Previously Treated Cases 142
3. Intensified TB Case Finding in ICTC & ART Centre
a) ICTC 143
b) ART 144
4. State wise performance in Programmatic Management of Drug Resistant TB
(PMDT)
a) Notification of DRTB cases-2017 145
b) 12-month Culture conversion 146
¢) Treatment Outcome 147

5. RNTCP Programme Infrastructure

a) Human Resources 148
b) CBNAAT Laboratories 154
c) Certified C&DST Laboratories 155

e T Repert



o]

-

[=]

N

t

£6°8E1 6964281 6C 78L£8¢ %L9 %L9 %9 %68 %19 %S1 %58 %81 %28 %64 SS8LVIL | GLIFHFL SITEL [ej0, puein m-

001 L6TL6 91 880<1 <8 %L %86 %W %EE %L9 %L %88 %IT %64 %16 co1cs 60228 1£6 Te8uaq 15om Dnn_v

1518 09291 i 87LE L11 %0 %LY %S %Y %95 %LT %8L %0C %08 %98 60CLL CI0EL L pueyperenn o0

[uas 17011€ 0¢ £9699 011 %L %9€ %L 780081 | pLOWHT [fike4 ysopeid enn -

fad £691 0 8 jud %L %1F %68 %11 %68 %81 %18 %E8 96€1 891 6€ eanduy, )

201 £226€ [ug S6EL 8 %9 %L %€ %EE %L9 %61 %18 %¥L %98 %L £68¢C 8T81E 89¢ eueSueL, .m

6LL L2886 i 1£061 <6 %S %L %E %¥E %99 %S1 %S8 %L1 %E8 %L 6868 9GTHL €84 npeN [ruer, =
261 2448 9 6¢ 161 %0 %L %9 %SP %S5 %0L %06 %FE %99 %19 veL 448 9 wopg
6€L £56501 8T 6L11T 1L %L %98 %V %Y %95 %TT %8L %91 %¥8 %E8 4004 vLL8 194 ueyseley
€61 £1E5F 1 9€€9 1€l %L %69 %9 %8€ %29 %L1 %ES %HC %9L %oLL 1066 LL68€ £6T qefung
¥IL 7091 0 £ €11 %¥ %61 %E %€ %89 %EL %L8 %8C %L %98 9LE1 1091 71 Axaypnpng
651 1€11Z 6 696€ [ %T %8S %S %8E %29 %L %88 %02 %08 %¥6 89679 91£9 [0l eUsipO
871 €108 %€ 6L 431 %L %68 %8 %S¥ %G8 %91 %TT %8L %98 2961 8cC 0T puefeSeN
981 [ 4 a4 €81 %ol %L %L %59 %SE %6 %LS %61 1pLL 1022 41 wesoziN
911 196€ 81 809 86 %L %8S %L %97 %¥S %01 %06 %6T %L %89 62T £5€€ ¥ eheeySoN
6 08T L8 LI 8 %8 %LY %¥ %9¢ %9 %EL %L8 %T %8L %L 8611 1691 0¢ andpuepy
661 8SHT6L 9% 8959 €01 %S %L %9 %EY %LS %¥L %98 %¥C %9L %L €126 | 006¥TL €1zl enyseIeyeN
£91 £6ETEL 1 05291 971 %L %ES %6 %L %ES %L %88 %FL %98 %8 67¥86 | €86L11 708 ysapeid eAYpeN
0L 9 0 0 0% %0 %0 %L1 %Ly %88 %E %L6 %62 %L %E8 8¢ 9% T doampeysye
29 veLce T €8 34 %L %9€ %8 %€ %S9 %8 %26 %ET %LL %L LIP0L Teshl e epesdy
€21 L8118 81 88611 S0t %8 %L %8 %9 %9 %G1 %58 %91 %¥8 %LS 9016€ 66169 099 exyejeuIE]
811 8TIF 61 £92L 66 %0 %19 %W %9€ %9 %11 %68 %9 %¥6 %68 95428 1989¢ £L€ puewppey(
vL 9LH0L 8 9501 29 %L %SP %L %EV %LS %1 %98 %0€ %0L £P1L 02v6 L TquIyses| pue nururef
9cC 16791 ot 9€L 91T %0 %E8 %9 %EE 878 S1LS1 €L ysapeid [eypewry
s 15407 4 799 1L %L %99 %9 %€ %0Z %08 %¥8 76582 POLFE 18¢ euekiey
e 190691 69 6696€ 91 %E %6 %9 %8E %61 %18 %91 %¥8 %58 ¥P8T6 | TTe0l 999 Jereind
8cL Se6l 4 ug €01 %E %06 %t %SP %G8 %eL %88 %1€ %69 %L SIIL €951 St )
09¢ £6859 8T 1218 e %L %1L¥ %L %LS %EY %L %98 %P %85 %L8 £20€8 TLL09 €81 yRa
ISl i 34 9L 9t1 %0 %26 %9 %99 %¥E %01 %06 %91 %¥8 %L6 048 186 £ niq pue uewe(
see £96 91 0L 60C %0 %16 %9 %S5 %S¥ %6 %16 %9€ %9 %95 €05 €68 i 1PavH 1e8eN pue erpe
SPL (7414 L8 64901 £01 %L %E6 %8 %97 %¥S %0L %06 %EL %L8 %€6 £4V8C £650€ 24 yreSsmeqyd
£25 0868 34 99T 008 %T %EY %6 %87 %18 %L %88 %6€ %19 %6€ 1€2¢ 7998 s yresipuey)
8 68796 3 PovLY v %L %1LY %8 %SE %S9 %01 %06 %L %€6 %L 6896€ 6678 8LI1 Teyrg
611 LI0F ot yere 601 %L %SP %8 %SY %S5 %11 %68 %61 %18 %98 8IS1E 0229€ 8eg wessy
£02 s1e i St w0 %0 %8E %61 %97 %¥S %L %88 %¥E %99 %61 89¥C 6€1E 91 Ysapeiq [eyeunsy.
191 8L1€8 i€ FH09L 0L %01 %¥6 %E %¥E %99 %91 %¥8 %11 %68 %€6 28209 $L0L9 cis ysapeiq eaypuy
%001 JeqOdIN pue uewepuy

ee uo.uom .S.umm S vﬁmv: ._o«wmm
) ey eAng @rqang) Suoure pauLyuod sjuaneg juduIRIL, orqng
/P[ET/) 33y PaYnON 4L pasouserq sjuaned aL aL o pajenur woxy sypreq ur

uonedIYON sjuaned ey oty e G0 sujerpaeg  Aqresrur))y dLMmaN  Arewowng Areuowpng
B - uoHEIYHO) PYOU  UOHEIYHO) S St : jenIu uduIyedx agnou  uonemdo,
an e .«mf N payn HeIHON ATH N o o — o pajeniu]  jusuneds]  payn nemdog

Aqrear8ojorq g1 pajeail

-OIIA Apsnoraarg

L syuaged Tenuuy umowy o o A syuaged
o

JweN 2je)g

aansoq A b

Tejo, [enuuy Ry o AIH % 2 e

LT0T UOT3edYTION 3Se)) ¢ I 9SIM 9)e)G : (B[ INXdUuy




£ 3 ysaperJ

[4 18 6 0 0 el %0 %lL %6 %Ll | %E8 | %EL | %88 %9 | %6 | %8L L 6 48469 9[eA sueqlg [eypeUnIY
QU3 ysoperq

€8 8¢l 0 0 €8 %0 %9 %9 %0E | %O0L | %ST | %S8 | %8L | %C8 | %88 1ct 8€L 8TC991 L) [eypeuny
IeqOdIN pue

qs €€l 6 [44 9 %l %¥8 %S %05 | %0S | %9 | W6 | %6E | WLI | %00 I 484 819I¥C | uewepuy pnog uewepuy
uewrepuy | IeqodIN pue

748 ¥9 0 0 141 %0 %64 %€ %09 | %07 | WLL | %68 | %0% | %09 | %00T ¥9 ¥9 44729 SIPPIA 3 HION uewepuy
IeqodIN pue

68 S6 0 0 68 %1 %68 %8 %ES | WlY | %8BT | %C8 | %SCT | %SL | %001 S6 g6 6C€L0L SIeqOdIN uewepuy
ysaperJ

91 8149 LT JAVA 9¥1 %ET %98 %< %0E | 0L | %0T | %08 | %8 | %l6 | %0L LL1Y 1009 91S20T¥ HBAEPOD) 1S9M exypuy
ysaperJ

991 Ly0Y €1 Gee [4°18 %9 %66 %S %V | %8G | WFL | %98 | %LL | %E8 | %66 20LE [4249 8744474 wrereSeuerzip elgpuy
d ysaperJ

991 4577 9¢ 6091 6C1L %8 %96 %S %9E | V9 | WCL | %88 | %IC | N6l | %98 086¥ [4:74°) 606047y | wrewjedeypiesip erypuy
ysaperJ

0zt 8.¢€ 6 Sve 111 %8 %66 %€ %CE | %89 | WCL | %88 | %8 | %l6 | %S6 786C €ere SYSYI8C WeeHS erqpuy
ysaperJ

661 €204 v LeVL 841 %ClL %56 %€ %EY | WLS | %8BT | %C8 | %OT | %06 | %L6 66€S 9844 €6€LE9E wreseelJ eypuy
ysoperq

0ST Se9% 144 LEL 9C1 %8 %66 %C %BIE | %69 | %61 | %I8 %6 | %16 | %86 68¢ 868¢€ TTaT60e SIOTPN eypuy
ysaperJ

681 1864 9% 126l 448 %8 %96 %S %LE | %EY | ST | %G8 | %O0L | %06 | %66 €868 0909 <0161y [oowmsy erqpuy
ysaperJ

[448 9899 9z 6¢CL 188 %EL %66 %C %8E | WC9 | WSL | %S8 | WIL | %¥8 | %66 8ES | L¥PS | PLOCTLY BUYSLIY erqpuy
ysaperJ

€81 (0239 44 991¢ 548 %CL %68 %€ %CE | %89 | WIL | W¥8 | %YL | %98 | %S6 G849 VL1 1692608 Imung erqpuy
ysaper]

Gel 6CCL 61 9¢€01 S1L %11 %¥6 %V %LE | %69 | %CL | %88 | %VL | %98 | %E6 GLLS €619 cslLeS HeAepoy jsey exypuy
d ysaperJ

€0¢ S0T9 VAs] 9¢/LT 9v1 %6 %L8 %€ %WV | WL | WLL | %E8 | %OL | %06 | %I6 Ly0¥ 648V | L8VL00E Yedeppny exypuy
ysaperJ

Sl S6¢9 ¥ 9641 €01 %8 %L6 %< %6L | %I8 | %SL | %S8 | %Ll | %88 | %66 09%¥ 66V 6VC8YEY I00RIYD erypuy
d ysaperJ

Lyl 0429 SC 00T ol %6 %56 %C %SE | S9 | WIL | %¥8 | %OL | %06 | %C6 184¥ 00¢s 18€45TH Indejueuy erqpuy

c
o e 70 o
ayey M yones  (orqng) AEUEMQ ) pesou pawry o pa @Mﬂ o, pa po  uone

HOREDH| HOREDH SUOTED -gJIION ey 30) % UMOY % dL -gerq  -uop -jeory SwRHEd -jenjiu]  -jeniu]  -guoN uonem
-gUON -gHON -gHON = “* 9ARISO oLge dLMN  -OW

SweN PLISI]  dweN djeig
10)09G  UOIjEd smeig P
e I

Aqreor  Aqreor Asno. °,, o juawr  Judw  I0pag  -dog rejol,
-ur -3oo1q -1A91 -Jedl]  -jeal]  drqng
[enuuy CIINGR ATH o .M:W _\M el enxyg

[0  [eI0] 103095 e | smeen snyeig i

India TB Report 2018

LT0T UOT}edYLON 358D g1, 9SIM PISI : (qT nxauuy




©
oz | oos 0 1 oz %E | %89 | %S | %h | wes | %er | %8 | wer | wss| wes | ssv | esv | weselz 1puese[reH wessy| =
cer | sper S 19 ot | %0 | %19 | ws | %9s | vy | %9 | w6 | %z | %8s | %z | owwr | sspr | sisopir 1eySe[on wessy M
1 | zovt | oo | zie | oatr | w0 | wve | e | wst | wes | wer | owss | bt | wos | wss | zter | szzi | zsoceor eredreon uressy S
6cc | e6ee | 9z | we | ez | wr | wze | ws | %ev | wie | w6 | wis | wee | %89 | wse | 69z | czer | esscert yreSniqiq wessy| @
601 | coez 1 /1 601 | %0 | %6z | %e | %ov | %vs | wer | %ss | %e | %6 | %se | iz | osez | 9szoriz uqnyq wessy|  m
T
| 906 | w1 oot | cot | w0 | wzo | we | %ew | owss | %8 | wwe | w9z |whs| wse | zz | oos | ssishz tfewayq wressy ©
6, | su ot 101 69 % | %88 | % | %0s | %0s | %01 | %06 | %sT | %cs | wss | wes | 9 | 1svess Suerreq wessy| D
sz | ew 3 P % % | % | % | %07 | %09 | %8 | %ze | %ir | %68 | %98 | see | zze | egsees Suemy wessy|
et | ez | ¥ 1 SIL | %z | %wb | %s | %09 | %ov | %9 | w6 | woe | %oz | w%es | 90t | 1zez | zweosst TeyR) wessy
zer | o6 o1 ert | cot | wo | wws | we | we | wis | et | %ss | wor |wps | %z | €09 | ez8 | 96659z uoeSresuog wressy
sv | s 1 b2 97 % | %e | %be | %9z | wiz | w6z | %8s | %ze | %so | oes | ozs | zesvoct ejadreg uressy
6L | 96z 0 1 6L % | %E | %6e | %19 | %er | %ss | %ot |%ws | %or | ste | sez | tesvoor esyeq uressy
r 1| o %8S | %ST | %6l | %I8 | el | %s8 | %z | %z | %8 4 T 171921 Suerg 359, useped
€Il 1 0 0 €1 %0 | % %St | %61 | % %l | % 682 | % % €zl 1 19 SI9M|  obeuney
18 6L 0 0 18 % | %z | %ot | %ee | w1z | %ot | %ws | wiz | %6s | %se | sz 6L 29126 Suawrey 159 sl
0/ 0. 0 0 (] ‘0 0 0 0/ ‘0 HM;UNGE&&
2 u 0 0 L %0 | %L | %se | %9 | %oz | %08 | %sz | %zz| %69 | os z tebg6 | msueqng raddn Hsopetd
2 5 2 5 " . 2 s b Hsueq| fepoanry
ysapeiJ
8T i1 0 0 8¢ %0 0 A8 8796€ shageeten) oo
oz | ote 0 0 vz | %0 | %9 | iz | %zs | wsv | we | %6 | wev | wis | %es | s8z | ore | zesser dexry {SoPvAd
{s] ‘0 0 ‘0 ‘0 \O 0, \O (] ‘0 . M@LU6:5H<
oL P 0 0 oL % | %0e | %P | %sh | wis | we | %6 | wse | %so | wss | e T 12199 Sueme], LR
0/ (] (] ‘0 0. 0 0, 0 ‘0 ‘0 MGLU“CS-M{N
meﬂuﬁhﬂH
oL | ot 8 o1 60 | %0 | wie | %zt | wev | %rs | %zr | wss | wov | %09 | %oz | ozor | towt | sziser oredumnde
[eyoeunIy
6 06 0 0 16 % | %% | %Iz | % | %9s | %8 | %ze | e | %9 | oL | €9 06 2L086 | msueqng oMo LEsL]
A s b s 2 8 | % b 2 A r Jeqpeuny
z€ 09 0 0 z€ %0 | %S | %ez | %z | woe | w0z | % | %ss| %z | ep 09 | trwst o HSoPvAd
(el ‘0 ‘0 0. ‘0 0 (o] ‘0 ‘0 .L MMLUGHHSH<
68 65 0 0 69 %0 | %6T | % | %es | %ot | %8 | %z | %sL | %se | ss 6 | 00800T | AeumySunmy nEE ]
‘0 (ol 0. ‘0 ‘0 0 0 ‘0 ‘0 ﬁﬁ%d:;k<
st | eoz 0 0 81 | %0 | %St | %rr | %ee | %9 | %sT | %z | w6l | %18 | %18 | eor | oz | tszrir Surerg Jseq Hsopeld
0/ ‘0 o (o] 0. ‘0 0 0/ (] ‘0 . MMLUNES.N{N
0 N Y 0 0 N Y N 0 0 . ysopei]
167 | ose 0 0 165 | %0 | %Is | wee | %1z | %6z | %0T | %06 | %se | %s9 | %ce | wee | ose | oorss | ey

%
oey] ey (umouy . 70 ’ ; )
uwoned uoped  uomEd uoned  (drqn ) 10) % y o gl _uwvo: pawiiy 9% pa % 4L % P2 po uorjed
: : : -JIjON ey ! umouwy -der  -uo) -jear] Swened Areu -jeniuy -jeniu]  -guoN uorjern

-gUoON  -JUON  -JnoN ATISOJ ouge 4L MaN QuwreN PLISK]  dweN 93eis

q o o Kot Ammear A o 5 -doT1e
e | wen | cemss mhouuumw uoned I snjelg g Arear w:rd sno ow  jusw #MQE 1009g  -do( [ejo],
JeALI]  -OHON AIH ) | @G| =B SLel | SHEERL [ SIRAIL | G

[enuuy AeALI] AIH P




9 8¢€TT € 911 19 % %LL %9 | %IT | %8 | %Il | %88 | %¥ | %96 | %98 | ¥Ee81 | <TIT | 0LS08¥E Teyney Teyrg
65 G60T 9 201 i %0 %I %9 | %LE | %EY | WIL | %68 | %S | %S6 | %6 | 6 €66 | 88GGHSL Inureyy Teyrg
89 98 Al 81T 18 % %L %8 | %PE | %99 | %6 | %l6 | %S | %S6 | %66 59 9%9 | 88Te/Tl peqeueya| Teyrg
9L 0zST 9 911 0Z %0 %1 %S | %6E | %19 | %9 | %¥6 | %¥ | %96 | %8 | <SIL | FOPL | 0O€ICe61 mure( Teyrg
6 §eLe 44 ¥LCL 0s %0 %88 %l | WEE | %L | %8 | %C6 | %8 | %C6 | %l6 | SIEL | ISPL | 888106C [ueSredon Teyrg
001 | 9%6¥ o7 6961 09 %1 %Y | %8 | %WV | %9S | %L | %E6 | %Y | %96 | %S6 | ¥I8T | Li6T | 090896% efen Teyrg
Q0L | £LS9% 0z 168 a8 %0 %L8 | %OL | %FL | %98 | %IT | %¥8 | %9 | %¥6 | %SL 695 | 096 | T9L6RH edueyqreq Teyrg
e 159 0 I e %0 %S | %F | %96 | %IT | %6L | %T | %86 | %0E | 961 099 | ¥81Lg61 Texng Teyrg
9 0961 9 8L 8¢ %T %ES | %L | %IL | %68 | %L | %6 | %T | %86 | %IL 868 | €LIT | 86.S80€ mdloyg Teyrg
T | awse 0¢ SHOT 18 %0 %L | WVL | %Ly | %ES | %8 | %6 | %LL | %E8 | %98 | <S0bT | L6LT | 8186EFE mdeSeyg Teyrg
65 7861 01 9¢e 67 %1 BIL | %I | %8% | %TS | %IL | %68 | %8 | %<6 | %Ee8 | 69€T | 9¥9L | eeblisee reresndag Teyrg
9% 801 € 9 v %1 %9T | %9 | %SY | %CS | %8L | %<8 | %C | %86 | %FS | 0¥S ¥66 | €rlzoee exueg Teyrg
9% GIET 1 8¢eh 1€ %1 %P9 | %V | %L | %E6 | %ET | WLL | %L | %66 | %P9 | 695 £/8 | $08s¥ST | Id-peqeSuemy reyrg
8% 8¢ 1 L8 L€ %0 %SL %L | %OF | %09 | %OL | %06 | %E | %L6| %8 | 8SC L6C 86GE€6L [eMIy Teyrg
L6 680€ ¢ 0S0T 9 %0 %BIT | %SS | %ST | %E | %L6 | %E | %L6 | %88 | 9641 | 6€0T | 60VESIE eLery Teyrg
Vo4 R0 € 4 748 %0 %61 %b | %8S | %t | %8 | %c6 | %FL | %98 | %E€6 | LEOT | LIIL | 88106 ungrepn wessy
e | eeee 9% 849 81 %0 %69 %8 | %6F | %IS | %IT | %68 | %ST | %cL | %68 | 66TC | SLST | ¥OC9THI ep[nsur], wessy
o1 | 199¢ 2! 8T 91 %0 %GE | %9 | %CE | %89 | %ET | %L8 | %LL | %E8 | %68 | S66T | 69¢€ | TTLS80T mdjuog wessy
801 | e¥er € e Q01 %0 %9€ | %9 | %0S | %0S | %TL | %88 | %ST | %SL | %98 | STIL | ¥IEL | 0695¥TI Tedesqig wressy
€41 0% 4 i4 1748 %0 %LE | %8 | %SE | %S9 | %FL | %98 | %ET | %8L | %l6 | 09¢ £6€ 60€TET e, :mﬁm wessy
801 266 A PII 9% %0 %H9 % | %PE | %99 | %OL | %06 | %Ll | %E€8 | %S6 | €€8 8/8 001516 LeqeN wessy
00T | 490¢ €1 76 /8 %0 %29 | %V | %eh | %8S | %ET | %L8 | %IL | %68 | %98 | ¥ocT | €49T | 99£090€ uoedeN wessy
201 | o901 0 0 201 %0 %91 %E | %IS | %6V | %91 | %¥8 | %8 | %6 | %ch | 6¥F | 0901 | 6£eLe0l uoeSLrey wessy
ozt | seer (44 0sT 86 %0 %Y | %V | %Lh | %ES | %ET | %L8 | %6L | %I8 | %86 | S80T | SOIL | ¥669TIL mdumpyey wessy
681 | 8L 9 19 €81 %1 %99 %E | %SS | %SF | %6 | %l6 | %EL | %L8 | %6 | LV9L | 98LL | 6SHSL6 Teyfenjoy wessy
L 146 0 0 L % WY | %S | %ES | %LV | %6 | %I6 | %CC | %SL | %S6 | 0T6 146 | TL6LIEL [ureSuurrexy wessy
9zt | ozer S i) ¥4} %¥ %8 %E | %PP | %95 | %OL | %06 | %S | %S6 | %8 | L60L | 99T | T8eskor | SuofSuy iqrey wessy
201 | ¥ser 9 8¢ 9L %0 %6E | %l | %EF | %LS | %FT | %9L | %ST | %S8 | %LS | 48S | 9T0T | £/88G€1 | OMIN dnrureyy wessy
09 $00T I €1 09 %0 %€ %E | %8F | %S | %IT | %8L | %IT | %F8 | %be | Fee 166 | 8IT€991 dnaurey wressy
80T | 18cIL L 8/ 201 %0 %E8 | %L | %CS | %8F | %OL | %06 | %ST | %SL | %96 | 6PIL | €0TL | ¥HSISIL JeyI0( wessy

%
ey arey (umouy . /0 ’ . )
wones || wores | uones uoned  (d1[qn) 10) 9% % _uwvo: pawIy 9, pa o %dL % P> pa uoned

—mo “gnoN || -ynoN -gUoON  9ey mi«&d& umouyy -3erq -uo) -jear], m.h s.em Areu -jenruy -jenmuyy  -guoN  uonen
BHON -5 10309G  uonEd o snyeig &

[0,  [eJ0], 103095 : snjeig -1paeg

QuwreN PLISK]  dweN 93eis

Aqreor  Arear  A[sno -ow  Juaw  juawr  10pag  -dof [ejof
9eALL] -UUON ATH -urD)  -3ojorq -1Ad1] -Ind -jedr],  -jear],  dIqng

[enuuy AL AIH o

0
st
o
N
t
o
Q
Q
14
m
-
3
T
£




9v | 601 | 8T | 666 | %ET | %88 | %9 | %L | %ES | %P | %98 | %OL | %06 | %00T | 0SOI | 1O | €rTegT mdefig| yreSsmequd m
8 | 9sL L 09 08 %L | %66 | %S | %Lh | %E€S | %EL | %L8 | WIL | %68 | %00L | S69 | 969 | €08998 erejowag | yreSsmeyyD M
| oesel | st | eer | €T | %0 | %6 | %b | %6V | %IS | %TL | %88 | %ET | %LL| %bL | 868 | 90CL | 8LIS06 Teiseq | yreSsmeqyd S
8z1 | se61 | 0z | 61 | SOT | %T | %66 | %9 | %6V | %IS | %6 | %I6 | %OT | %06 | %96 | SO9T | 69T | 99psel rezeg eporeg| yreSsmeqd| 8
ar | zeor | o1 16 | £01 | %0 | %I8 | %E | %19 | %6E | %6 | %I6 | %ST | %S8 | %86 | 66 | 19 | 9T6668 pored| wieSsmeq| 00
L | eor | ¢ st | v | %0 | %6 | % | %T9 | %8 | %8 | %6 | %S | %S6 | %S6 | L6 | 886 | 18886L mdwerereg| yreSsmequd| @
€2¢ | 06 | €2 | 99T | 005 | %T | %€ | %6 | %8Y | %IG | %Il | %88 | %6E | %I9 | %6E | 1€2T | ¥99G | 6€9€ELl yeSipueyd|  yreSpuey) M
6b | g6t | 8T | Tl | 0T | %0 | %ET | %9 | %IT | %L | %Ll | %E8 | %S | %6 | %6k | 96€ | 08 | 080996€ Heystep Teyrg
6 | sz6 8 PIT | 0 | %0 | %09 | %S | %LT | %EL | %6 | %I6 | %E | %L6| %98 | 099 | PoL | 8e6LzsT [nedng Teyrg
91 | 666 | 05 | T88T | 98 | %I | %VL | %S | %9E | %b9 | %LL | %ES | %b | %96 | %l6 | Tgel | 8IIT | SOTHILE uemIg Teyrg
o o8z | st | 89 | s | WD | WEL | %L | %LL | %E8 | %9 | %¥6 | %L | %6 | %69 | LIS | Tlzz | 88T6L8E npewesg Teyrg
Le | uz 0 4 L8 | %0 | %68 | %F | %6T | %IL | %8I | %8 | %OL | %06 | %P8 | 0€C | Siz | 6leshL Teyoays Teyrg
oz | toe | te | @ | 6e | %0 | %T | %9 | %Lb | %ES | %Ll | %E8 | %L | %6 | %9 | Pl | 08T | WLz0LL endyprays Teyrg
801 | es8% | ov | €08T | 89 %0 | WLL | %9 | %IS | %6V | %EL | %L8 | BIL | %68 | %cL | TITT | 0S0E | 6TIELFR uereg Teyrg
9 | 9e9v | 1r | 1861 | S5 | %l | %t | %6 | %9E | %P9 | %8 | %T6 | %ST | %S8 | %SL | 0661 | €9T | 01L9z8F mdnseureg Teyrg
0s | oor | 9z | 09 | T %0 | %SE | %S | %9 | %L | %L | %€6 | %L | %66 | %8 | 1ev | oIS | OLIZSIC eszeyeg Teyrg
e | oswr | et | oF %0 | %L | %YT | %9L | %OT | %Y8 | %T | %86 | %68 | STEL | €6VL | Sz809€E seoy Teyrg
iz | 9T | s 61 | 99 %0 | %ET | %L | WOE | %0L | %S | %S6 | %9 | %6 | %6 | 0t | LT | TOIELE erumg Teqg
€ | svoe | 61 | scor | e %L | %0T | %S | %0F | %09 | %L | %E€6 | %9 | %6 | %L9 | STEL | OL6L | LO199LS weyy o MM Teyrg
vee | seeic | o6 | SI06L | ¥E | %S | %6 | %OT | %Sh | %SS | %SI | %8 | %Pl | %98 | %0S | OLIL | TecT | ¥8.8¥S9 euyed Teyrg
16 | swcT | er | ee | s %0 | %z | %S | %S| %T8 | %LL | %ES | %P | %96 | %L | FIT | €91 | 0800SKF | yppyy EEWMMH Teqg
86 | vt | o0 [ 8ozt | v | %0 | %SF | %b | %6L | %I8 | %Cl | %88 | %T | %86 | %I8 | 96 | 98IL | SIOPIST epemeN Teyrg
4| wer | or | e | e %L | %PS | %L | %8 | %TL | %8 | %T6 | %8 | %T6 | %S6 | €PIL | 60TL | 8Y9ssTe epureN Teyrg
o | wic | 8 e | 1¢ %0 | %L | %9 | %LE | %€ | %L | %E6 | %9 | %6 | %9L | VeTL | 9691 | 1S60THS mdregezniy Teqg
66 | szt | 1| o1 | 8 %0 | %95 | %6 | %6F | %IS | %OL | %06 | %EL | %L8 | %96 | YOS | 09€L | 8ELIPST w3uny Teyrg
a | o189 0 8 4t %E | %IT | %Y | %9T | %L | %Il | %68 | %6 | %6 | %vT | 6v1 | €29 | ¥LLLLOS nueqnypey Teyrg
£ | 8 S s | e %0 | %9 | %S | %OL | %8 | %SL | %T8 | %E | %L6 | %SL | S | 9eL | seszoee endaypepy Teyrg
9¢ | €9 |z | ovr | € | %0 | %8 | %9 | %I9 | %6E | %I | %¥8 | %TL | %88 | %¥6 | ¥ | e6v | eereell rerestpe] Teqg
6 | et | sz | 9es | 1€ | WIT | %TL | %S | %8 | %TL | %9 | %¥6 | %8 | %T6 | %LT | 091 | €09 | Syesi6l fueBueysny Teqg
1z | oeer | ez | 9es | w | %0 | %8F | %6 | %lT | %8L | %8 | %T6 | %L |%E6 | %6L | 829 | ¥eL | €1v088I erreSeuy Teyqg

(umouy %
9 S 0 5
uoned (119N ) 10) % pasou pauwy 9, pa s\m alL % p° po uoned
-gno e 70 -Ger, -uo -jear] Swuened Areu -jenmuy -jenmuy  -yno uonern
JHON A 'a o] Hmfs@z [Qrup QI -gnoN e[

ey ey
uoned uorned uorned

-JUuON -gHON  -JHON SWeN PINSIJ  UIRN IS

10309G  uonEd Aqreor  Ajreor  Asno -ow  Juew  juaw  I0pddg  -dof [ejol,
[e10]  [EI0L  I0303G : snjelg : .
9JeALl] -UHON -ur)  -3ojo1q -1AdI] -Ind  -}ea1]  -jeal],  drqng

[enuuy AL AIH o




¥er | 60z i 6.8 00¥ %L %LS | %TL | %C9 | %8E | %ET | %L8 | %W | %9S | %F6 | TL9T | 0€8T | 99690L |2mmDIseUD VSd yRA
L6 | 08T id ST 6T %1 %8 | %Pl | %6E | %19 | %EL | %L8 | %SE | %S9 | %SL | ©€6E€L | LiL1 | 796509 0 wmmm ypRa
v | 6991 L €y 19T %L %8L | %I | %IS | %6F | %9T | %¥8 | %I¥ | %68 | %88 | 9IFL | 9191 | T96509 uesem(ig iclel
ot 9¢ 0 0 ot %0 %6E | %PL | %SV | %TS | %IT | %6L | %IT | %6L | %T6 €e 9¢ 9969 Al e Sémm
LLT Iy 43 9L g %0 %L6 | %S | %89 | %TE | %6 | %l6 | %IL | %F8 | %86 | LE€ ahe L8I8ET o %hm
1PAR] | 1[PARE] TedeN
see £96 91 0z 60T %0 %6 | %9 | %SS | %SF | %6 | %6 | %9E | %P9 | %9S | €0S €68 1882V | ugen s eipeq| pue eipeq
Iuey
¥el | S901 Gl 811 611 %0 %96 | %E | %EY | %LS | %6 | %6 | %OL | %06 | %¥6 | /88 L6 8GTL6L I ———— yresmreyyd
69 865 I 8 89 %0 %L8 | %l | %F9 | %IE | %I | %68 | %S | %S6 | %88 | LIS 065 0/7€98 mdfemg| yredsmeyyd
g1 gee € 6 9zl %0 %L6 | %9 | Wb | %99 | %LL | %E8 | %IL | %68 | %99 | SIT 9z €1645T eunng| yredsmeyyd
epemajue
601 61¢ o1 0¢g 66 %L | %00 | %€ | %PS | %9% | %OL | %06 | %EL | %8 | %00L | 68¢C 68T £9T26T TeIdeq ENOS yredsmeyyd
(408 620L 154 8/¢ 1L %0 %LL %S | %LS | %EP | %CL | %88 | %S | %S6 | %16 065 199 820616 en3reg| yredsmeyyd
ovl | es€T Ge 185 ) %€ %56 | %V | %6C | %IL | %CL | %88 | %IL | %¥8 | %66 | SPLL | TLLL | 81€T89T uoeSpueufey | yredsmeyyd
€81 | suv | o1 | €9/ 9L %L %26 | %b | %O% | %09 | %ST | %S8 | %IT | %6L | %l6 | ¥8LL | T96L | THT8LST amdrey | yreSsmeyqyd
esT | wibT 81 6T el %0 %56 | %S | %eh | %8S | %6 | %16 | %8 | %<6 | %S6 | 180T | T8IT | 8TS8I9L 9D-yredrey | yreSsmeyyd
498 10T 0 0 4] %0 %¥6 %S | %IS | %6V | %8 | %c6 | %SL | %8 | %ls chL 10T 061CST amduefereN | yreSsmeyyd
801 006 1 601 6 %L %86 | %E | %IF | %6S | %S | %56 | %SL | %S8 | %66 | T8L T6L 06¥0€8 PSunn | yredsmeyyd
Gel | eest 0z 44 911 %0 %6 | %9 | %IT | %PL | %IT | %68 | %8 | %c6 | %86 | 48T | 60EL | 0TOTELL punweseyey | yredsmeyyd
91 €/8 e 91 €01 %1 %06 | %9 | %6V | %IS | %Il | %68 | %8 | %<6 | %6 | 069 60 LE9069 efuoy]| yreSsmeyyd
161 | €el ag 9% 9% %L %26 | %9 | %l | %ES | %6 | %I6 | %LL | %E8 | %6 | 99IL | T9Tl | L¥P9LEL eq0y| yredsmreyyd
98 s 1 9 o %0 %08 | %V | %€V | %LS | %6 | %6 | %8 | %c6 | %S8 | 8 86 T200£9 uoedepuoy]| yreSsmeyyd
g | €98 6 88 9z % | %66 | %v | %ee | w19 | %zt | %8s | %v | %96 | %s6 | ssz | s | 9s9stor (PUPIEME)| ey
weypIqe|
88 008 0 0 88 %0 %6 | %E | %9S | %FF | %8 | %6 | %S | %S6 | %LL 819 008 €91706 adysef| yreSsmeyqyd
11 | 9lIT 8z 90§ 68 %0 %88 | %b | %FS | %9 | %6 | %6 | %PL | %98 | %68 | EPL | OI9L | $£9G081 n3fuef| yreSsmeyyd
9¥1 | €vo1 i 1€ it %0 %86 | %S | %Lb | %ES | %TL | %88 | %9 | %¥6 | %66 | VOO | TIOL | 680€1Z pueqedres | yredsmeyyd
061 | 095€ 8L 14¥1 1L %W %T6 | %l | %Lh | %ES | %TL | %88 | %ST | %SL | %L8 | €18 | 680T | €899/81 3mq| yredsmeyyd
L1 THhL 9 028 601 %L %68 | %E | %IS | %6F | %8 | %6 | %IL | %68 | %86 | T06 126 £90C¥8 Lejwey( | yressmeyyd
65C | 0SSS 86 vLie 528 %L %56 | %9 | %IS | %6F | %8 | %6 | %LL | %E8 | %L6 | 981€ | 9/T€ | 6861TET DD-indseqg| yreSsmeyyd

ey

uoned

-GHON
eior

-W~ACC<

uoned
-JnoN
[e0L

ey

uoned
-JuoN
10309G
AeALL]

uoned
-gHoON
103095
SJRALI]

(rand)
arey
uoned
-groN

(umouy
30) %

smeyg
AIH

%
pasou  pauwiy
-Beiq  -uo)
Aqreor

% Pd
-jear],
Asno
-IASI]

Aqreor
-urD  -Sojorq
-OIIN

sjudneg
41 MIN

% 4L
Areu
-oux
g

o P
-yeniug
Jusw
-Jear],

Wumq
-yenug
Jusw
-jear],

uoned
-GHON
103095
srqnd

uonem
-dog relo,

dureN 1PLISIq

dureN Jjelg

0
st
o
N
t
o
Q
Q
14
m
-
3
T
£



©
-

611 | 961 | o0e | 108 | 88 %T | %96 | %S | %8 | %TL | %SL | %S8 | %EL | %8| %68 | 60ST | 99¥T | FHESEIL HEEY S I
o6c | 8€8sT | F9 | evee | 9cz | %b | %6 | %L | %0S | %0S | %ST | %T8 | %6T | %IL| %TL | S€66 | 688ET | 909.ST9 | DN PeqepruIyy weo| &
89 | zeer | 8y | 14 | T | %t | %€6 | %L | %SH | %SS | %Ll | %ES | %IT | %6L| %P9 | s8cT | 18%€ | ¥IZIZII peqepeuryy jerefnn &
v6 | T | @ | w1 | 1 %C | %98 | %P | %Ib | %6S | %TL | %88 | %8T | %L | %8 | 10V | b | 9L¥b99 20D UInog e0n M
ser | erer | 9z | sz | saL | %b | %6 | %b | %Lb | %ES | %Il | %88 | %EE | %L9 | %99 | PIL | 880L | <8068 20D YHON eon _.la
e | ssee | ST | 11 | 8B | %L | %6L | %ST | %€9 | %LE | %6L | %I8 | %SS | %Sy | %6 | s€l€ | Ibee | e€shiL — mﬁ% HRa M
Lz | geor | 6 9 | 8¥T | %E | %EY | %EL | %6S | %IF | %0CT | %08 | %TF | %6S | %66 | S66 | T00L | SL6E0F 81e N NdS wpa

vep | 1e6c | € | wl | o9 %0 | %PL | %P9 | %9E | %ST | %S8 | %EP | %LS | %l6 | TLZ | 68T | 796509 eIpeyeys nRa

me | T | ¢ 0z | ®E | %L | %IT | %ST | %L9 | %EE | %IT | %68 | %EF | %LS | %EL | L1 | TERT | 9%690L méuumww wpa

S}

o6c | 8v0c | ST | SoT | sz | %T | %9T | %OT | %8F | %I | %SL | %8 | %LE | %E€I | %S6 | V8L | €b6I | 99690 ey nRa

6z | oter | 8st | 116 | LT | %T | %ES | %Il | %SE | %T9 | %0T | %08 | %PE | %99 | %86 | T6S | €09 | 8BESE UOISSTIA ST Ra

90 | 810F | Tr | 6ST | weT | %0 | %8T | %ST | %I9 | %6E | %Il | %88 | %EY | %LS | %98 | seee | 698€ | SI6TIEI fueSredieq npRa

16e | ores [ 61 | w6z | Tee | %T | %L | %L | %O | %9E | %EL | %L8 | %bP | %9S | %b6 | 964y | 910§ | 906vIST TeSeN niyEN R

Ly | ovesy | 8T | U | 09F | %L | %0L | %ST | %ES | %Lh | %9L | %¥8 | %I¥ | %6S | %LS | TE9T | ¥H9F | LE66001 ONAN wRa

96c | o0z | 0 4 S6T | %L | %P8 | %TL | %ES | %LF | %TL | %88 | %VE | %99 | %L6 | 080T | 880C | 95690 eppIeN wRa

ove | 186 | 8¢ | 1€ | TE | %L | %P | %ET | %I9 | %6E | %EL | %8 | %I | %6S | %00L | 6SPE | OzF€ | TE6OITI TeeN HON wpa

8ze | w9sc | ov | 10g | see | %T | %98 | %IT | %bS | %OV | %EL | %8 | %6E | %I9 | %E6 | SLeT | 195T | eshLL 19U mwmm {ictl

69% | 6bse | sor | I8 | 198 | %C | %eh | %6 | %6E | %I9 | %8I | %8 | %Te | %89 | %I8 | 80zT | VeLT | eShiSL S¥1 wyRa

as | 608t | S8 | o0e | zev | %T | %69 | %IT | %IS | %6V | %0T | %08 | %Th | %8S | %I9 | 026 | 60ST | S8FESE | SMIDISAUD NI wRa

6z | 95z | 6 69 | T | %T | %L | %TL | %LS | %EP | %I | %68 | %SE | %T9 | %S8 | €981 | 8T | 0s6L08 KemsSury R

gt | estv | 95 | stb | b | %E | %TL | %ST | %E€9 | %LE | %IL | %88 | %L | %ES | %66 | 9sL€ | 808€ | 09608 | TeSeN [emerey wra

zee | wrer | sz | 80T | soe | %L | %L | %PL | %TS | %8V | %IT | %6L | %Iy | %8S | %S6 | LI | VELL | SLeg0p ue[emapuey( Ra

68T | 9z8 9 6L | €8T | %0 | %L | %IL | %LP | %6S | %SL | %S8 | %SV | %SS | %6 | S8 | 88 | IS6T0E | e ;Ew%m wra

69c | o0s6 | et & | ssT | %T | %8 | %el | %ES | %Lh | WPL | %98 | %¥¥ | %98 | %96 | £98 | €06 | scvese y3eg 1qeno wRa

sce | v | ¢ 08 | oz | %L | %IL | %EL | %I9 | %6E | %YL | %98 | %OV | %09 | %L6 | €9€T | Teve | 6Sh9gy  |PmuDISAYD 41D wRa

€9z | vlee | Tr | 0SL | ST | %0 | %8S | %HL | %LS | %EV | %9L | %8 | %8 | %S | %T9 | €961 | ¥91e | TeweoTl aﬁuﬁmm wRa

60e | 81T | 91 | OIL | €62 | %L | %SS | %PL | %SS | %St | %SL | %S8 | %6E | %19 | %S6 | SL6l | 10T | 99690 | PMDISDUD AD R

%
ey arey (umouy 70 ’
0 9SOU  pauly 9, pa 9 of} oF] uoned
uoges uoges uoges VOB CHAN) T 9 g P50 pouly %P % dL %P ; 2}
: : : -JIjON ey / umouwy -dei  -uo) -jear] Swened Areu -jeniuy -jeniu]  -guoN uorjern

-gUoON  -JUON  -JUON ATISOJ ouge 4L MaN QuwreN PLISK]  dweN 93eis

S e: e Arear  Aqreor . K -ouwr uaw uow 109G -dof [e30,
oon | e | coees Houuumw .:o_u.ru s snyejg R N. [rest -N [reat ‘ [sno .» .u. u : 109G -dog [ejo],
9eALL] -UUON AIH ur) -3o0[01q -1A91] md -jeai]  -ea1]  dnqng

[enuuy AL AIH o




6e | 98% | 6 ovL | oze | %t | %98 | %8 | %wb | %9S | %El | %8 | %bl | %98 | %vs | ivee | ey | sissswl erepopes )
gz | sie 0 0 9zl | %0 | %86 | %8 | %0v | %09 | %9r | %8 | %8t | %zs | %6 | esc | sie | esoree s8ueq oy Jexelng
ss1 | zove | 15 | 106 | ot | %9 | e | b | %oz | wvs | %er | sz | we | %16 | wes | 1zzz | 195z | ezseesr | reSeuespuaing Jerelno
ol | osvs | 09 | seec | est | e | %S | %L | %ev | wes | il | %e8 | %9T |bs| %6 | 2e8s | 19 | G66STEY | Ldmumpy mﬂm jexelng
90 | osvs | sv | sez | w9z | %S | %6 | %S | %e | %€o | %ll | %es | %iz | %6L | %8s | ecov | ssov | sssesst yemg Jereno
1z | oo6e | w6 | esvr | SST | %S | %6 | %€ | %I¥ | %6S | %0T | %08 | %6 | %16 | %8 | c0c | swh | elicest eyuesIEqERS Jerelng
961 | seco | 19 | eeoz | ser | v | %se | s | i | wes | %st | wes | wiz | wss| %ss | sse | zisy | soeveee 103fey Jexefng
8v1 | gs6 | ¥ | 98t | wor | %9 | %66 | %s | %ev | %S | %ll | %e8 | %St | %ss | %6 | 899 | 699 | 06svho TepueqIog Jerelno
96t | 6% | ozt | zzzt | ozt | %8 | %96 | e | %6e | %l9 | %bc | %oL | %Tl | %ss | %8s | evor | Lo9¢ | 19giswI ey Jereno
e | 606t | 29 | coct | woz | %z | %66 | %9 | %9¢ | wbs | %it | wel | %r | %e6 | %96 | 9ese | zose | 1zp0IST | Sreuen wpueq Jerelng
scr | etec | 6z | ewr | et | %t | %86 | b | %se | %zo | %SU | %8 | %iz | %SL| %96 | 1e8T | 068U | 6s8<9vI uesaeN Jexelng
0oc | esor | z6 | weo | zor | %0 | wee | we | %z | %es | %st | wzs | ws |%ze| %ss | w6 | scor | 9sz0e9 epewireN Jexefng
wr | st | s | oo | 8 | wr | wse | ws | wse | %z | wze | wse | wer | %8| %ie | ws | zze | ewreoor 10 Jerelno
ogc | ecte | €8 | w16 | oz | %l | %86 | %T | %tc | %SL | %vc | %oL | %b | %9 | %96 | weic | elzc | sev9eor e — Jerelng
ce | emve | wor | coze | o | %t | %0z | b | %9 | %9 | %zc | %8L | %EL | %8 | %vs | 996€ | ovp | 9z0esce euesauely )
ere | sisv | oz | osst | evr | %t | wse | we | %oe | %oz | %tz | wes | wz |%ee| %ss | owsz | seze | ermvoee epauy yerefng
cr | evov | wp | ecor | ter | %S | %66 | %S | %0% | %09 | %SU | %zs | %Ll | %€8 | %86 | 6s6z | o0coe | €,990se ey Jerelng
zer | sze | ee | 9 | w6 | %9 | %6 | s | %ce | %€o | %sr | wes | wiz | %6z | %ze | ewvr | szst | 9696s91 ypeSeun( Jerelng
cor | szee | e | wer | et | %t | wse | %9 | wve | %99 | %0c | %08 | %iz | %sz| w%es | eisr | 1eoc | gerszer reSeuure( Jerefno
8vL | w861 | 9¢ | 8% | T | %0 | %96 | %S | %ve | %99 | %6l | %I8 | %Il | %S8 | %86 | S¥T | TosT | oespeel reuwog 1o Jerelng
ecc | wese | e8 | wozr | ozt | w9 | w%es | %9 | %0s | %0s | %91 | wvs | %iz | wes | %08 | ecoc | wesc | ouzwest reSeurypuen Jexefns
08 | 99 | ar @ | 99 % | %66 | % | %6T | iz | %bT | %9z | %8 | %z | %86 | 1es | ¥wS | csgezs L Jereino
numyqaeq
81 | etz | €2 | izl | sve | %t | %98 | %6 | %9E | %b9 | %lT | %6l | %6 | %l6 | %68 | 6€1S | SviS | Swebber poyeq Jerefno
v | 2891 | 12 | esc | et | %l | %8 | %T | %EL | %8 | %It | %6l | %€ | %l6 | %e6 | Scel | werl | 6091811 | andepn erouyd Jerelng
vt | sos | s | 96t | 98 | %t | w6 | b | wze | %so | %ce | wss | wer | % | wwe | we | o | sz pejog Jerelng
o1 | tesy | zs | ocer | oer | we | %ss | wo | vz | w9z | wwz | %oz | wst | wss | %es | sz | ssve | szeesor reSeuseyg Jerefns
o0c | tzve | sv | sz | sst | %z | %6 | %b | %le | %69 | %sr | %es | wbl | %98 | %8 | eier | ovor | sseost yonueyg Jerelng
otc | 16wz | 5 | swel | eSt | %€ | %6 | %b | %ch | %SS | %SU | %z | %8 | %z6 | %6L | lecv | 98vs | errowwe eueyseURg Jerelng
8sc | vosc | 08 | 668 | St | % | %96 | % | %Se | %S9 | %cc | %8L | %L | %e6 | %68 | 981 | ooz | orzszir Heary Jerelng
goc | co8v | s | zezr | sst | %t | wss | we | wre | %69 | %rz | wes | wer | %ss| %es | wzie | ozse | zsozosz pueuy Jerefng

%
ey arey (umouy . /0 ’ . )
wones || wores | uones uoned  (d1[qn) 10) 9% % _uwvo: pawIy 9, pa . %dL % P> pa uoned

“gnoN | -umoN | -umoN -gUoON  9ey mi«&d& umouyy -3erq -uo) -jear], m.h s.em Areu -jenruy -jenmuyy  -guoN  uonen
ik 10309G  uonEd o snyeig &

[0,  [eJ0], 103095 : snjeig -1paeg

QuwreN PLISK]  dweN 93eis

Aqreor  Arear  A[sno -ow  Juaw  juawr  10pag  -dof [ejof
9eALL] -UUON ATH -urD)  -3ojorq -1Ad1] -Ind -jedr],  -jear],  dIqng

[enuuy AL AIH o

0
st
o
N
t
o
Q
Q
14
m
-
3
T
£




o0

-

ysape1J m

99¢ 607 8 LTl 8¥¢ %0 %88 Yol %SE | %S9 | %I | %¥8 | %SCT | WSL | %l9 L9%C £96€ 9S11091 exuey [eypewIE L=

o

981 668 S [44 (4328 %l %56 %<C %9C | WYL | %6L | %I8 | %CC | W8L | %E9 959 /8 G098y dH-ndarurery HSOPRId w

wpewny| g2

ysapeiJ m

44 aecl 1 < €CC %1 Y%CL Yol %0E | %0L | %O0T | %08 | %LT | %EL | %8S 61L 0ecl 641199 equieyn [eypewIE =

ysopei m

ovL | ges 4 ST | @l | %L | %E6 | %9 | %6T | %L | %O | %¥8 | %TT | %8| %E6 | ses | sz5 | L98s0v it o
/el JAVAS A 548 911 %0 %86 %S %6T | WL | WLl | %E8 | VT | %9L | %¥6 04¥1 7941 ¥8VLYEL TeSeueunurey eueArer
(j4} €6CC 91 °1°r4 748 %1 %ET %8 %Ly | %6S | %LL | %E8 | %WIL | %V8 | %6 6981 8¢0C 109¢¥91 jedruog euedrer]
L1 201¢T 153 344 qalr %l %1l %S %CE | %89 %8T | %<8 | %IL | %68 %E€8 €8¢€T 6991 aceLevl eslg eue1er]
8¢CI 6671 /S €0C 0TT %l %<8 %9 %ET | WLl %6L | %I8 | %I | %6L %L8 LCIT 96¢CL CEOVLIT Jegyoy eue1er]
Cll SIIT I°14 {474 88 %0 %88 Yol %6E | %19 | %CL | %88 | %6C | WILZ | %98 €52 1/8 60566 LIeMay] eueArer]
991 yAk44 cl 91 118 %1 %¥8 %6 %¥C | WL | %OL | %06 | %ST | %S8 | %06 [42°1% €50¢ £887eel jedrueg eueAre]
91 60T € 91 LT %0 %€6 Yol %Y | %¥S %S %56 | %IE | %V9 %16 €86 8201 692029 e[mYouE euedrey
61T LLET 6 0L 0TT %l %88 %8 %81 %<8 WEL | %L8 | %ET | Wil %<6 VLIT €LTL IS 74718} [emred euedrey
41 9LET 1 38 981 %0 %ET %01 %Ly | %68 | %LC | %6L | %6L | %I8 | %68 L1CL €9¢1 62060CT JeMIN euedrery
ol 8yl 14 vl 801 %€ %¥8 %¥ %CE | %89 | %6L | %I8 | %EL | %L8 | %C6 8101 Z0LT 988¢c01 YreSerpuayely eueArep]
Lyl ¢LST 1T (444 9Cr %l %C6 %¥ %EC | WLl %6L | %I8 | %IT | %¥8 %E8 (44N} 0ser 6010201 enaysyniny euedrer]
91 904t |¥4 £9€ 1541 %0 %18 %9 %EC | WLL | %YL | %98 | BIL | %68 | %E8 8¥61 6¥<T 9TLTLIT [euresy euedrery
981 09eT 91 £81 86 %1 %69 %¥ %CC | W8L | %0CT | %08 | %CL | %88 | %88 8¢01 €911 £990611 Teyresy euedrery
€1 8¢0¢ 0¢ 96C L1T %0 YolL %S %CE | %89 | %SC | %SL | %8L | %<8 | %L8 8051 (4748 80€8.¥1 pui( eueArer]
i 4} 6871 € LT 8¢l %0 %9¢ %S %6CT | WL | %0T | %08 | %LL | %E8 | %88 (4148 (4548 1861901 xeflfeyf euedrery
6Cl c6ve €C 15514 901 %0 %08 %¥ %CC | %8L %EC | %lL | WEL | %l8 | %V8 2041 0T 981vc61 TesTH eueArer]
80T 0181 154 L1L <9 %0 %89 Yol %V | %99 %YL | %98 | %ICT | %6L % 1Y %4 €601 0¥€0891T uoedmo euerer]
6€1 oo 41 81 161 11 %l %18 %S %EC | WLL | %IT | %VL %8 | %6 | %6L G66 y9¢1 L06¥¥01 peqeysie] eueArer]
8¢C LYSy 9 [4¢48 991 %l %EE %L1 %8G | WV | %SL | %G8 | %0V | %09 | %l6 yaoe S0 6879661 peqeprref eueAre
191 806¢ 8y €98 €1l %1 %lL %¥ %LT | %6L | %VCT | %L | BIL | %68 | %19 qqct av0T S966L081 uemmyg eueArer]
81 09€T 6C €9¢ 8G1 %l %08 %S %VC | %9L %Ll | %E8 | %SCT | %SL % 1L Pré 48 4661 60919¢C1 e[equry euedrery
€91 9F¥1 L 19 9¢T %C %16 %€ %CY | %8S | %8T | %C8 | %8I | %<8 | %68 554 a8cl 829688 (qemg) exedp jerelno
8G1 ¥96¢ 123 1€9 j748 %V %C6 %S %LE | WY | %VL | %98 | %8L | %8 | %L8 €e0¢ £eeT 94€0881 pes[eA jerelno
8¢ 89¢4 a8 9¢91 €6l %¥ %L8 %9 %SE | %S9 | %0T | %08 | %8L | %8 | %S8 1€ (4749 1a81¢61 d10p erepopep jere(no

%
a1 ored uoned  (Orqn ) (et 9SOU ,.mﬁci o Pa o o] oF} uoned
uoned uoped  uomed 18] and, 10) % 156 P T %P %o AL %P P £}

URON  -GUON  -BHON -JIjON ey -Serq  -uo) -earp SvRHEd Areu -jenrup  -jenmuy  -gHRoN uorjern

41 MIN QuwreN PLISK]  dweN 93eis

10309G  uonEd Aqreor  Ajreor  Asno -ow  Juew  juaw  I0pddg  -dof [ejol,
[e10]  [EI0L  I0303G : snjelg : .
9JeALl] -UHON -ur)  -3ojo1q -1AdI] -Ind  -}ea1]  -jeal],  drqng

[enuuy AL AIH o




Jruayse
9 | Lov S 9z 1Z %0 | %6 | %EL | %6V | %IS | %S | %S6 | %EE | %L9 | %06 | e | 18 | ue6vES ewem[ng v:m‘:haw_
Iruysey
v | e 0 € or %0 | %Y | %Y | %6V | %IS | %CL | %88 | %S | %S9 | %l6 | 9ve | 6L€ | ¥108€6 LEEE | I —
ITunygsey
gel | 6Ic I I el | %0 | %L | %L | %SE | %S9 | %SL | %S8 | %IE | %69 | %S | ¥Tl | 8IT | 180991 T e |
Irurysey
8 | suv z 81 L %0 | %T6 | %L | %€V | %LS | %L | %E6 | %9E | %P9 | %b6 | o0gv | Lsv | e8€z86 R | —
Imurysey
v6 | 959 4 L1 16 %0 | %T | %8E | %9 | WIT | %6L | %EL | %L8 | %SS | 8¥E | 629 | 8T8069 R [
Jraaysesy
® | e 0 0 28 %0 | %6 | %P9 | %9E | %Sl | %S8 | %IT | %6L| %l | L9 | el | 188091 e | -
Iraaygsey
Wl | eb6c | T 66c | T€L | %C | %TS | %S | %0F | %09 | %IT | %6L | %TT | %8L| %€ | ¥69L | OLLZ | 60L0L0T bl e
Imuygsey
e | L 9 19 L9 %0 | %OL | %9 | %¥S | %IL | %68 | %8E | %T9 | %88 | 209 | 169 | Sv99eor | I e——
Jruaygsey|
1€ | esy 1 0z 0g %0 | %L | BIL | %lT | %EL | %9 | %¥6 | WVT | %9L| %06 | €T | 69F | SbLLST ORI s
Jraaygsey|
| e 0 € Jis %0 | %9E | %8 | %6V | %IS | %OL | %06 | %6 | %19 | %s8 | 88l | o0z | <isez8 R —
Jruaysesy
@ | oL z s 1% %0 | %L | %BL | %TS | %8 | %9 | %¥6 | %PE [ %99 | %b6 | 1¥9 | 089 | £908L9T EL e [ ——
ysoperJg
el | oz z 6 9l | %L | %E6 | %E | %6T | %IL | 8L | %I8 | %IT | %6L| %06 | PLO | €54 | 0esess Lt | R
ysoperJ
62 | Los1 | Te | 88T | 8bT | %0 | %E8 | %E | %9T | %bL | %TL | %88 | %9L | %8 | %E¥ | 8%9 | 6ISI | 609219 O iome
ysopelrJ
wz | eeln 1 8 10T | %0 | %e8 | %L | %O0F | %09 | %L | %8 | %lT | %eL| %bs | 668 | IETL | S0TE9s MEWS|
YsepelJ
gze | Test | S oo 1ze | %0 | %F9 | %9 | %SE | %S9 | %EL | %8 | WIE | %69 | %OU | b | LiLT | 9L0¥98 AWE|
ysaperJg
1z | ez | oz 61 | 681 | %0 | %84 | %S | %IF | %6S | %0T | %08 | %0 | %0L| %6y | ¥86 | 200Z | OI8II0L PUN e
ysopelJ
6l | 9 0 0 161 | %0 | %€ | %S | %ES | %Lh | %YL | %98 | %6E | %I9 | %00L | 9 i) e6bee R R e
ysopelrq
vel | €06 1w | 681 | ST | %L | %eL | %9 | %TE | %8 | %9T | %L | WIT | 6L | %89 | 98y | ¥IL | 8eLpOY L | -
ysopelrJ
SIL | €or 0 0 SIL | %0 | %L | %E | %eT | %8L | %SL | %S8 | %SL | %S8 | %l | €4 | €01 | ceges TR e

ey
uornjed
-JHoN
eior

-W~ACC<

uoned
-JnoN
eoL

ey
uoned
-JuoN
10309G
AL

(umouy
30) %
SAT}ISOJ
snjelg
ATH

uorjed
-JHoN
103095
SJeATI ]

(rand)
arey
uoned
-groN

%
umouyy
snyeig
AIH

-1paed

pasou
-3eig

Aqreor
-ury

%
pauy
-uo)
Aqreor
-3ojo1q
-OIDIAN

% P3
-jeal],
Asno
-IASI]

syjudneg
41 MIN

% 4L
Areu
-owr
-md

o P
-yenug
Jusw
-Jear],

~Um~

-yenug
Jjusw
-jear],

uoned
-JuoN
103095
srqnd

uonem
-dog rejo,

dureN 1PLISIq

dureN Jelg

0
st
o
N
t
o
Q
Q
14
m
-
3
T
£



©
-
o1 | 0 z 91 | %0 | wbs | %e | w1 | %69 | %ot | %06 | %9 |ove| wes | 9es | ozz | 19820 efopung|  puepuey|
ez1 | esoc | ¢ 1€ | wr | %0 | %8sy | we | %se | %29 | %Il | %68 | we | %6 | %6 | ssel | zeoz | 1eweozr %a%.wﬂw“w_ pueypprey( .m.
a1 | etz | vs | ooz | ezt | w0 | %8 | %s | %z | wsy | %ot | %06 | %9 | %be | %06 | esvr | oot | covloer fweSqrpes|  puepped]| @
o1 | zess | o8 | seoz | o6 | w0 | wsy | wv | %sv | wss | %zt | wss | wer |8 | %bs | 961z | g6z | coeseze npuvy|  pueppey| @
18 | 88 | or | it | oz | %0 | wve | b | %oz | %bz | %er | wis | we |%te| w%sz | 1ee | zsz | ssovcor yreSwey|  pueyyrey( m
1 | so9e | ez | wes | 61T | %l | %09 | % | %sw | %ss | %1 | %98 | %6 | %l6 | %ze | sesz | 90 | osszese .aw:_mﬂmmm puegpeyl| =
wnyq
a1 | s |z o | ar | w0 | % | we | %gs | %Sk | % | s | %S | %se | wI8 | 96T | 9%6T | 976691 | g uumpuseg| PUCPHO!
| sz | o € ur | %0 | wse | ws | wse | %z | e | %ee | wr | %66 | %ee | 1szz | swe | ectierc nurereg|  pueyyprey(
o1 | wor | o 0 o1 | %0 | %os | %l | wbe | %99 | %91 | %v8 | %e | %6 | %se | szer | zror | weasiorn adyed|  pueyspreyf
6 | 96F ¥ 61 16 | %0 | %zt | %9 | %9z | whs | %6 | %le | wrir |wes | w9 | oov | v | ziszes eSepreqoy|  pueyyrey(
e | 19z 0 0 g6 | %0 | %st | %9 | %ze | w%so | w8 |wze | ws |%se| wes | osz | 19 | 81128 reyayrer]|  pueyyrey(
6 | ere T 8 se | %z | %z | we | %er | wse | wst | wss | wv | %96 | wes | wsz | soe | eosris ewrepoyy|  pueypprey(
v6 | 99¢ 0 z w6 | %0 | %es | %e | %se | %zo | %ot | %06 | s |wes | %6 | svs | wos | zeoooo punyy|  pueysreyf
zir | w0t | 6 8z | eor | w0 | wss | %e | wezr | wriz | wor | wvs | %e [owze| %se | sz | wze | cicves ereyuref|  pueyppreyf
8 | 1ot | 8 o1 | sz | %t | w08 | ws | wew | %se | %01 | %06 | %z | %6 | %se | sevr | sorr | 9ezzost ySequezery|  pueyppreyf
18 | se6 z 0z 60 | %0 | %1z | %9 | %ce | weo | wor | w06 | %6 |16 | wss | zes | 816 | weooort epunn|  pueyyreyf
cor |zest |zt | wr | es | w0 | %z | we | sy | wss | %11 | w68 | we |6 | %be | sezr | eser | sgseesy eppoo|  puewpyey(
o8 |oser | st | wr | 1z | %o | ozt | ws | sz | wes | wer | wss | %s | %se | wve | wwsr | zoer | evozosz ypuo|  pueyyreyf
6 | et T z1 96 | %0 | %ez | wv | %ze | %80 | %s | wze | %z |wss| w8 | oszr | sevr | mevostr emyren|  pueyreyf
ot | oz | ve | tos | @ | w0 | sz | %e | %t | wes | %0r | %06 | %z | %86 | %06 | eosr | 9ziz | 08evebI equng|  pueypyrey(
16 | s | et | e | oz | %0 | wbz | %o | ws | wse | w6 | wie | %9 |%ve | wss | zeiz | ze1z | 9szseoe pequeyq|  pueyyrey(
u | ua | s ot | 19 | w0 | wbe | %e | wbr | %98 | %s | %se | %e |%e| %ze | oe6 | scor | 1vssor teySoaq|  pueypireyf
v | 286 € iy 08 | %0 | %09 | we | %er | oz | wer |owss | %z |w%ss| wes | o8 | ove | eswesin eneyd|  pueyyey(
cer | to1e | ev | e0or | 6 | %0 | %y | b | %ow | %ve | %st | %ss | %er |%s8 | %vo | 1ser | zeiz | oreeeee oxeyog|  pueyrey(
61 | 11 | 0 I 611 | %0 | %b9 | %z | %le | %9 | %0z | %08 | %sT | % | %v8 | 16 | worl | ozzase mduwreypp| AP
pue nuwe(
18 |tz | oe | ovo | | %0 | %91 | w6 | %ls | %ev | %z | wes | wev |%ss | %eo | ses | 18z | seszszr regeug| A
pue nuwe(
v | 118 0 0 PL %0 | %9 | %er | %ls | %P | %98 | %FE | %9s | %ps | zv | 116 | L18%69 unofeyy| S
pue nuwe(

%
ey arey (umouy . /0 ’ . )
wones || wores | uones uoned  (d1[qn) 10) 9% % _uwvo: pawIy 9, pa o %dL % P> pa uoned

—mo “gnoN || -ynoN -gUoON  9ey mi«&d& umouyy -3erq -uo) -jear], m.h s.em Areu -jenruy -jenmuyy  -guoN  uonen
BHON -5 10309G  uonEd o snyeig &

[0,  [eJ0], 103095 : snjeig -1paeg

QuwreN PLISK]  dweN 93eis

Aqreor  Arear  A[sno -ow  Juaw  juawr  10pag  -dof [ejof
9eALL] -UUON ATH -urD)  -3ojorq -1Ad1] -Ind -jedr],  -jear],  dIqng

[enuuy AL AIH o




(24 €I 11 991 9 %¥ YoLL %S %9E | WV | WST | %S8 | WLL | %E | %09 SLS 856 10¥cast epeuuey erenn eyejeuredy]
6v1 681 0Z 888 6L %l11T %L8 %C %LT | WEL | WCT | WBL | %SL | %S8 | %EV 9eY ¥00T 8€9C/Tl 1dnpn eyejeuiey]
0Lt L61€ € 101 L01 %9 %6L %V %8E | W9 | WYL | %98 | WEC | Ll | %69 yeie 960€ 960.68C Inung eyejeuredy]
80T 1902 81 gee 06 %€ %6L %¥ %8C | WL | %ST | %S8 | %ST | %S8 | %0S 848 9LLL 7699681 edownyg eyejeureny
00T 0411 I 09 S6 %S YoLL %€ %9T | WYL | %0T | %08 | %6L | %I8 | %¥i 618 0111 S186911 ereSeueurey eyejeured]
SL1 1€9€ 8¢ 065 Eiah %lL YoLL %S %0E | %0L | %6L | %I8 | %9 | %V6 | %SS 0991 1v0€ £956£0C muyprey eyejeuredy
111 09¢ L 61¢ S0T %V %69 %€ %0E | %O0L | WLL | %E8 | %8L | %C8 | %lE 801 €8¢¢ £845€CE 21084 eyejeuriey]
78 91 cl 9¢c (24 %C YoLL, %C %ET | WLl | %8BT | %C8 | %VL | %98 | %E9 688 90¥1 LETVS6L eApuey eyejeureny]
6C1 9¢61 L1 19¢ 111 %C %09 %€ %6CT | WL | %IT | %6L | %6 | %l6 | %¥S 906 GL91 781€0ST reddoy eyejeuren]
OTT Ge8L € i) 90T %9 %VL %€ %CE | %89 | %IL | %68 | %0CT | %08 | %L8 21 1ZL1 6607991 Te[ox eyejeured]
€S L1€ ¥ [44 6V %S %¥S %€ %6 | WL | %8L | %E8 | WVC | 9L | %l¥ (48 S6¢ LLE66S n3epoyy eyejeuiedy]
17" 0€6L ()8 [24% <01 %l %19 YoL. %SE | %S9 | WIL | V8 | %YL | %98 | %LL 9¢el 861 1904cL1 EROEE eyejeuiey]
<9 0S¢t 8 eiop L8 %9 %E8 %€ %ET | WLL | %6L | %I8 | %0T | %08 | %9S 819 S601 8906161 uesseH eyejeureny]
€6 §94¢ L1 787 SZ %€ %€9 %¥ %IV | %6S | %LL | %E8 | WLL | %E8 | %L [44°]8 180¢ S91T4LT edreqmo eyejeuren]
(248 €861 0€ Sve 448 %6 %€9 %8 %YE | %99 %6 | %l6 | %8T | %C8 | %89 [43%8 8€91 €060ST1T Sepen eyejeuren]
548 §48¢ 9€ S1L AN %l1T %CL %S %CE | %89 | %SL | %G8 | %EC | W8L | %L9 ovvlL ovic CECS661 RECEN R
1189 14eC L 9s1 S01 %S %SS %¥ %9E | WV | WLL | %E8 | 6L | %I8 | %I¥ 868 §lee 6/¥€01C ardeueaeq eyejeureny)
601 44144 11 6€C 86 %€ %8L %V %0€ | %0L | %IL | %¥8 | %VL | %98 | %0% 88 S0ce V6l15CC ey m:EMMM M eyejeuiedy]
671 649C 0c LSE 6L Yol %E8 %€ %CE | %89 | %FL | %98 | WIL | %68 | %S9 (454 (444 606641 e3mpenny) eyejeures|
78 1€0T 8 10T 9L %€ %¥8 %8 %SE | WG9 | WIL | %¥8 | WIC | %6L | %I8 164 0€6 €6¢6¢ClL IneSeunyiy> eyejeuied]
18 €80¢ 8 S0T 91 %9 %E8 %€ %8C | WL | %ST | %S8 | %ST | %S8 | %ll sl 8/61 96easel andejreqexpiryd eyejeurey|
101 1111 ¥ 44 L6 %01 %16 %€ %LT | WEL | %ST | %S8 | %ST | %S8 | %CL €LL 6901 0£0€01T | TeSeuelerewreyd eyejeuren)
¥6 yAR#4 ¥e £08 09 %9 %oLL A %0€ | %04 %9 | %Y6 | W6 | W6 | %IV LS 01%1T 82005€C mdefig eyejeuredy
41 880C 4 €5¢ 00T %l %9L %¥ %SV | WSS | %IT | %¥8 | WEL | %L8 | %¥L °r4 GesL LELIESBT Teprg eyejeured]
8€1 VLLE Ic L8S 911l %6 %SL %V %EE | WLI | %8L | %l8 | %NIL | %¥8 | %8E sict L81€ cr09€Le Arefrag eyejeuren
6¢ClL G299 11 844 18 %SL %88 %6 %1S | %6¥ %6 | %16 | %LL | %68 | %¥L L9SY L119 0€42914 wmeSjag eyejeureny
1€C S6vs 8¢ 099 €0C %¥ %16 %S %LE | WEI | WFL | %98 | ST | %SL | %09 006¢ GE8Y 91878€T | wequn) d101eSuEg eyejeuren)
€6 766 i 8¢ 06 %¥ Y%CL %€ %9T | WYL | %VL | %98 | WLL | %E8 | %ES S0S 956 $S99901 | reamy aroreSueg eyejeureny
0€T 19€01 0€ yive 00T %¥ %¥S %S %BVE | %99 | %8BT | %C8 | WLC | WEL | %lE Seve LY6L C¢STLL6L £1D ar0redueg eyejeurey
¥EL 8€LT (4 S6v OLT %0€ %89 %€ %1S | %6Y | %8L | %C8 | %OL | %06 | %9L 8041 €vece 068¢¥0C j03[eSeg eyejeurey]

ey
uoned
-YHoON
eior

-W~ACC<

uoned
-JnoN
[e0L

(umouy
30) %

ey
uoned
-JuoN
10309G
AL

uoned
-gHoON
103095

SJRALI]

(oOrand)
arey
uoned

snje:
guoN IS

AIH

%

pasou  pawIy

-3eig

Aqreor
-urD  -Sojorq
-OIIN

-uo)
Aqreor

% P3
-jeal],
Asno
-IASI]

sjudneg
41 MIN

% 4L
Areu
-oux
g

o P
-yenug
Jusw
-Jear],

~Um~
-yenug
Jjusw
-jear],

uoned
-GHON
103095
srqnd

uonem
-dog rejo,

dureN 1PLISIq

dureN Jelg

0
st
o
N
t
o
Q
Q
14
m
-
3
T
£



-]

-

o

N
ysaper]

1CL 88¢C¢C [ €9 SIT %0 %V %6 %¥S %9% %¥T | %98 %6 %16 %Sy 9001 1444 8074881 puryg A t

CAUPEN o

ysoperd w

LT 200€ €T 80% 671 %l %LS %8 %19 | %6E %8 | %6 | %8T | %C8 | %C6 96€C ¥65C 9vCsvLL g eAypeN [0

m

ysopeiJ -

€91 60SC 9¢ 655 21 %l %09 %0T | %EY | %S | BIL | %68 | %Ll | %8 | %6 0641 0561 L61GEST uemreq eAypey ©

ysaperJ ]

981 10S€ 1C £6€ 91 %l %CC %€ %lLS | %6V %9 | WV6 | WE | %l6 | %I8 [44°r4 $01€ VL8831 Jeydereg eAypely £
ysaper]
08T 7891 0 1 08T %0 %1C %9 %19 %6¥ %E %L6 %€ %L6 %L8 9¢v1 €891 8919¢6 Tedewjoysy eAypey
ysaper
1€1 <801 0 0 1€ %0 %<6 %< %YE | %99 %8 | W6 | WY | %6 | %06 LL6 <801 60708 iddnuy eAypeN
ysopeiJ
[441 £86 0 0 441 %0 %8L Yol %CE | %89 | %CL | %88 | %O | %06 | %96 676 186 ST€L08 mdfexny eAypepy
ysaperJ
66 €99 0 0 66 %0 %001 %6 %09 | %0S | %EE | %L | WL | %E8 %L 61 €99 7CS89s emlely Te3y eAqpely
doam
0L 9% 0 0 0z %0 %L1 %t %8S %E %L6 | %6C | Wll %E€S 8¢ 9% 65999 deampeysye] -peyssye]
78 269 0j% (01959 44 %0 %¥T %6 %LE | %69 %V | %96 | %8L | %C8 | %SS €0¢ £29¢ 964£¢8 peuedep eeray|
TIL 8¢ 6¢ (4548 L %l %91 %9 %EE %L9 Yol %E6 | %ST | %SL %<6 [4qv4 90€T YE|GLIE INSSLIY, eferay]

weind

LL 48T Q€ 911 474 %1 %lE %€ %9€ | %V9 %8 | W6 | %VT | %IL | WEl 6201 SIV1 0¥692¢¢ —eyjueRANITY], e[erod
9¢ ory 14 oLl (44 %0 %¥E %V %CE %89 %0T | %06 | %EL | %Li8 %08 cle <q9¢ L120TCL ERIypweueye eerddy
<9 6981 €1 €9¢ 4} %<C %E9 %S %SE | %99 Wl | %E6 | %ST | %SL | %69 qe0T 96¥1 £€60048C peyered e[erod
0¢ [744) 8 8€¢ [44 %0 %08 %Il | %¥y | %99 Wl | WE6 | %6C | WIL | %99 129 9¢€6 8€SL61Y wendderey e[erod
i 691 e 1901 0T %0 %11 Y%L %¥Y | %99 %9 | %6 | %CE | %89 | %0S 91¢ 9€9 €I9PSTIE SpPONIYZoX e[ersy]
19 0701 15 VA4 6¢ %1 %ET %€ %Ee %L9 %6 %16 | %ST | %S8 %1L 99 €64 2L0120T wedenoy eleIay]
18 81T €C 119 89 %<C %E€9 %S %YE | %99 %L | %6 | %0T | %08 | %S9 §201 £9ST 880989¢C wey[oy eerayy
6 12T yxé 99¢ ¥9 %0 %19 %S %LE | WY | WYL | %98 | %LT | Wl | %6C 444 S8 y00eeL poSexresey e[erod
¥9 6€91 e 998 0¢ %0 %Sy %9 %Ly | %ES %9 | %V6 | %IE | %69 | %8S (544 €LL 0€8845¢C Inuuey eleray|
69 149 ¢l 440 VA %0 %9 %S %9¢€ %V9 %S %56 | %lE | %69 %E€8 LEY 478 LLLOETT BpPnp1 eleIay]
72 ¥ese 1€ 8201 i %<C %SE %¥ %CE | %89 | %EL | %L8 | %I | %¥8 | %88 01€T 9671 8C68VEE wrenyeury eery
79 S6€T 4! <0¢ 0s %0 %l %¥ %CE | %89 %9 | %V6 | %IT | %6L | Wil 98 0601 $£9991¢ eyznddery e[erod]
121 91T 0¢ 8¢ 1548 %L1 %S6 %S %YE | %99 | %6L | %I8 | %OL | %06 | %S8 80ST €841 61€29C1 L3pex eyejeurey]

%
a1 ored uoned  (Orqn ) (et 9SOU ,.mﬁci o Pa o o] oF} uoned
uoned uoped  uomed 18] and, 10) % 156 P T %P %o AL %P P £}

URON  -GUON  -BHON -JIjON ey -Serq  -uo) -earp SvRHEd Areu -jenrup  -jenmuy  -gHRoN uorjern

41 MIN QuwreN PLISK]  dweN 93eis

10309G  uonEd Aqreor  Ajreor  Asno -ow  Juew  juaw  I0pddg  -dof [ejol,
[e10]  [EI0L  I0303G : snjelg : .
9JeALl] -UHON -ur)  -3ojo1q -1AdI] -Ind  -}ea1]  -jeal],  drqng

[enuuy AL AIH o




saper,
041 814¢€ 6C 6s 7L %C %L9 %91 | %8E | %<9 | %OL | %06 | %8T | %8 | %cC6 S04t 9¢6C 18¥¥20¢ auogreyy M%:Mmh
ysaperg
601 ¥8S1 it 90¢ S6 %0 %y Yol LY | WES %9 | V6 | %OL | %06 | %L6 £39) 8.¢€1 9620571 empuely eAypeiy
ysapeiJ
€€l 6061 81 €9¢ SIT %0 %L9 %9 %CS | %8Y %6 | %l6 | %S | %S6 | %06 08¥L Bl 1801€VT nnes eAYPeIN
ysaperg
(148 9¢t 0 0 0L %1 %9¢ %6 %Sy | %SS %8 | %6 | %I | WV6 | %Ll9 €16 (4238 0T9%€TL enqey( eAypey
ysaper
9L1 108% 81 P05 8GT %1 %18 Yol %8V | %CS | %IT | %¥8 | WLL | %E8 | %08 6E7E L6V 14292/t mdreqe( eAypen
ysaperJ
86C §4E6 0¥ 9IvL 81¢ %C %L9 %0C | %SG | WSV | %EL | %L8 | ST | %SL | %¥6 SIvL 6064 18%5¢9¢ aIopuf eAypeiy
ysaperJ
¥S1 [49%4 4 e 161 %C %¥9 %91 | %C9 | %8E %8 | %<6 | WIL | %¥8 | %06 881 180T 006¥€EL peqesueysoHq eAypeiy
ysape1g
8G1 666 =) 9ve €01 %l %oEL %S | %lIS | %6¥ %S | %96 | %OL | %06 | %C8 8¢S €99 8¥81¢9 epreH eAqpeN
ysaper
09¢ 8808 901 06€C €4¢ %0 %89 %8 %IV | %6S | %8BT | %C8 | %I9T | %¥8 | %98 S16¥ 8699 ££96¥TT Jorremp eAypey
ysaperJ
4 G861 519 4254 601 %0 %EL %8 %89 | WCE | %CL | %88 | %IL | %68 | %69 P01 €0ST 6G8VLEL euno eAype
ysaperJ
191 €4¢l 0 0 191 %l %08 %8 %LE | WEI %6 | %l6 | WV | %96 | %8 8¢01L €4cl L1084 Hopuid eAypeiy
ysaperJ
90T L66V Q9 86v1 gt %T %19 %Il | %SS | %S %L | %E6 | WOL | %06 | %98 oe 66V¢ 6€V0CYC eyda eAypeiy
ysapeiq
LL1 €20 [44 6LE 91 %C %¥9 %EL | W¥S | %9V %6 | %L6 | %6l | %I8 | %96 865T ¥69¢ 9641€L1L EERE(l eAypeN
ysaperg
661 8¢€LT 4 61 L61 %0 %8C %YL | %95 | WV | %61 | %I8 | %ST | %G8 | %68 6291 6141 [Sizqva] eneq eAypepy
ysaperJ
LTT 6€0€ i4 09 €1¢ %0 %8Y Yol %BVE | %99 | %IT | %6L | %O | %V8 | %¥S 442 66T 08000%1L yowreq eAype
ysaperJ
141 156€ it 81¢ LST %l %¥9 %V %8E | W9 | %YL | %98 | %OL | %06 | %C8 ¥96C €€9¢ 688S1€C erempuryyy eAypeiy
ysapeig
st €960 € 4] 6vL %0 %8¢ YoL. %SE | %S9 | BLL | %68 | %V | %96 | %E6 1042 116C €01ES61L indreyeyyd eAypeiy
ysaperJ
161 0091 6C 1574 91 %C %89 %6 %Sy | %SS %E | %Ll6 | %IL | %68 | %8V 8%9 65€T £898¢8 mdueymg eAypey
ysaper
§99¢ €769 09 £9S1 S0C %C %9€ %CL | %CS | %8 | WEL | %i8 | %Ll | %EL | %<8 81¥7¥ 94ES C1LET9C redoyg eAypen

%
ey arey (umouy . 70 ’ ; )
uwoned uoped  uomEd uoned  (drqn ) 10) 9 y o ql. _uwvo: pawiiy 9% pa % 4L % P2 po uorjed
: : : -JIjON ey / umouwy -dei -uo) -jear] Swened Areu -jeniuy -jeniu]  -guoN uorjern

-gUoON  -JUON  -JUON ATISOJ ouge 4L MaN QuwreN PLISK]  dweN 93eis

q o o Kreor  Ammeat . A o 5 -doT1e
e | wen | cemss mhouuumw uoned I snjelg g Arear w:rd sno ow  jusw #MQE 10095 -dof [ejo],
JeALI]  -OION AIH ) | =G| Bl SLel | SHEERL [ SIERAL ) G|

[enuuy AL AIH o

0
st
o
N
t
o
Q
Q
14
m
-
3
T
£




o]
oy
o
ysoper] ~
£ Se91 11 LET 0ctr %0 %69 %9 %YV | %9S | WIL | %¥8 | %8 | %C6 | %08 8611 8671 £808YCL yprs eAypey -
ysaperJ W-
681 6Y0¢ 9 [448 €91 %0 %€ %€ %YL | %98 | %CC | 8L | %C | %86 | %SL 861C £T6C 9902161 undamyg eAypepy n
14
d ysoperJ m
€81 S6el 0 1 €81 %0 %08 %0L | %8C | Wl | %OT | %08 | %L | %6 | %96 A, yoel S61T9Z ndosys eAqPeIN -
©
ysaperJ —_
6C1L (0728 L 8 [448 %l %06 %I | %8 | WS | WLL | %68 | %IC | %6l | %S8 8GIT 8G¢ET €V0LITL indefleyg eAUpeiy .m
ysoper]
8¢l 9141 0€ 16€ 66 %0 %0€ %9 %08 | %0S | %Cl | %88 %E | %l6 | %89 S6L 91T TT66LTT [opyeys eAypey
ysaperJ
611 6181 9 86 €Il %C %9¢ %S %l¥ | %65 | WEL | WL8 | %Il | %68 | %6L 09¢1 121 €89/¢S1 oag eAypepy
ysaperJ
[448 £50C €1 S61 8¢L %l %L8 %O0L | %Ly | %ES | %6 | WL6 | %Il | %68 | %96 6LL1 981 06¥Sy1 a10Yag eAqpepy
ysaperJ
ST 91E¥ S1 GLE 091 %0 %VS %8 %VS | WY | %V | %96 | %8L | %l8 | %06 €€9¢ 1v6€ 6C169¥C eujeg eAypeiy
ysaper]
6€1 G99¢ 01 99¢ 6¢Cl %0 %61 %8 %8 | %cS %6 %16 | %YL | %98 | %¥8 998¢ 66£€ 8G6¥£9¢C Tedeg eAypey
ysaperJ
(048 G99¢ 0 0 (148 %l %6L %6 %ES | WLy | WLL | %68 | %8L | %C8 | %S8 SITE §99¢ £€8819¢ eMY eAypey
ysaperJ
S48 18€¢C €1 11¢ gel %€ %08 %8 %9 | %¥S | W8T | %C8 | %SL | %S8 | %06 61 01t 6VF1191 wepey eAypepy
ysaperg
0ct 1402 S a8 GIT %l %L9 BLL | %Ly | %ES | %IT | %¥8 | %6 | %l6 | %l6 0641 9961 I¥PEILL yaesley eAqpepy
ysaperJ
41" LL91 L 01 L0 %0 %1T %9 %9 | %VS | %ST | %S8 | %IL | %68 | %I6 0evL GLS1T VIvaLvl uasrey] eAypey
ysoper]
(448 2091 0 0 448 %0 %1¥ %EL | W¥E | %99 | %ST | %S98 | %l | %C6 | %S6 €291 2091 £L9STTT Buue eAypey
ysaper]
(414 9¢61 €9 ¥.9 6v1 %€ %T8 %9 %Y | %9S | WLL | %E8 | %IL | %68 | %¥8 SYIT [4%3)8 S60S16 YonuraaN eAypepy
ysaperJ
64T 0z61 9C 61¢ (498 %l %EL %S %8E | %<9 | %0T | %08 | %8L | %C8 | %8L 0gct 1091 $0001CT IndySuisieN eAupepy
ysaperJ
9zl (45744 81 98¢ 601 %l %6€ %S %6C | WIL | %6L | %I8 | %OL | %06 | %SL 9LL1 99¢t ¢lcLLIe BUBION eAypepy
ysaperJ
8l 804T LE €44 Syl %€ %69 %6 %EY | WLS | %ET | %LL | %CL | %88 | %06 9¢61 §S1e Pragziy? Inespuej eAypeiy
ysoperq
691 061 0 0 691 %0 %L1 %8 %09 | %09 %9 %¥6 | %IL | %68 | %E6 0€81 061 LITLITL e[pueN eAypey

o
ey ey (umouy 0

uoed  (dryqn, 9SOU  pawI 9 po oC) uoned
uoped  uonped  UoHEd 3 (erand) 30) %, 0 % 4L 255 F 1 Jo dL % P P 2]

-ynoN  -gUoN  -JHON -gJuoN ey -Berq  -uop -jeary SvRHEd Areu -jenrup  -jenmuy  -gHRoN uorjern

41 MIN QuwreN PLISK]  dweN 93eis

2 - Cemn | s . 5 o
[elon | ol || sopsg 10309G  uonEd - Aqreor  Ajreor  Asno ow juaw  juawr 103095 -dofg rejor,
9JeALl] -UHON -ur)  -3ojo1q -1AdI] -Ind  -}ea1]  -jeal],  drqng

-w5§§< 9JBALIL ] AIH 0D




c6h ¥8¢T T0€ Y6€T 61 %€ %EY %8 %l | %69 %6T | %I8 | %EE | L9 | %¥S €8Y 068 Tr8eor Inquayy| enyseleyejn
611 6¢8C ¥ €89 76 %6 %88 %¥ %Ct | %89 | %CL | %88 | ST | %SL | %l8 6761 9¥ce T6€18ET mderpuey)| enysereyey
£T8 129C 661 679 679 %< %18 %0 | %LV | %ES | %CC | %8L | %9E | %V | %l¥ S€8 661 89891¢ Areunua)| enysereyeln
LSV €8C¢ re 1421 €0¢ %9 %88 %9 %9V | WVS | WLL | %E8 | WC¥ | %8S | %I9S 148 [410)8 0vve6¥ e[noAg| enysereye
80T 16T (54 6C¢Cl 09 %€ Y%CL %€ %SE | %S9 | %IL | %¥8 | %8I | %C8 | %E6 T€ST 4228 €61074C euep[ng| enysereyepn
€ g6cl avl 178 8L %V %V6 %8 %8 | %9 %YL | %98 | %6C | Wll %56 0y 154 G2C6089 Tealloq| enyseleyepN
69 661 1C 89 (57 %01 %<9 %9 %E€9 | WLE | WOL | %06 | %IE | %69 | %l 296 LSET 98£96.C prg| enysereyeN
indwez
48T qIee T 8 98¢ %€ %91 %EL %69 %1€ %ST | %S8 | %Ll | WEl %8L TTZT £20TT C661LL -IN TpURMIYg enysereyeN
76 8¢ll 1C SLT €L %¥ %¥8 %9 %l | %65 | %IL | %¥8 | %¥VC | %9Z | %98 128 €36 SPOTO0ET elepueyq| enysereyen
VAY4 706 el cls 0T %V %CL %8 %IV | %69 %0T | %06 | %IE | %69 %C8 0ce 16€ GL618¢ ISOM eIpueq| enyseleye
VA% ¥8cc 66 199 8¥¢ %€ %9% %Cl | %L9 | %EE | %OT | %08 | %0E | %0Z | %¥S G88 €€91 9978<9 jsey eipueq| enysereyey
€Ly 667C 89T 29¢L ] 4 %€ %L9 %01 %64 %1T %CT | %8L | WV | %6S | %9 ferée} LETT 81¥8¢S peoy rezeq [req| enysereyep
88 81¢T 91 {91574 (44 %¥ %¥L %¥ %8C | WClL | %ST | %S8 | %VL | %98 | %¥9 (4445 S06T 129%9¢ | HIN-PeqeSueiny | exnysereyejy
Lyl 0v8T s 679 <6 %< %€l %ol %lY | %69 %YL | %98 | %OE | %0L %E9 0S4 1611 0€955Z1 | DN peqedueny | enysereqey
444 £0S€ 80¢ €791 9€T %C %L8 %0T | %S¥ | %SS | %<l | %88 | %¥E | %99 | %LS 5901 ¥981 €1068% ISOM Haypuy | enysereyei
qce 186¢ 961 ¥6L1 0L %8 %C8 %8 %LS | WEY | WFL | %98 | %O0F | %09 | %9Z 868 £811 £59916 sey Uaypuy | enysereye
£0¢ €SvT 11T 8L 96 %< %¥6 %S %9V | %VS | WLL | %E8 | WIE | %69 | %8 199 149 096104 DN HeAeIwy | eIjysereyejy
€Ir 1642 61 9% ¥6 %C %<6 %V %CE | %89 | %SL | %98 | %8L | %<8 | %86 1€ce 88CC 89FEFT Reaelwy | engysereyen
feferd a1t €L €82 8 %9 %08 %¥ %6E | %19 %6L | %I8 | %6C | %ll %C6 1529 cLe y16Tsy DN B[OV | enyseleyeN
6L L8T1 € 8¢ 9L %V %64 %S %0€ | %0Z %ST | %S8 | %6 | %I8 %16 TS0T 6711 9€TOTIST BIOYV| eXjysereyeN
L¥1 198 0S 161 L6 %¥ Y%CL %V %9S | %PV | %ST | %S8 | %9CT | %VL | %ES L61 04€ 0€808€ Hmma:@mﬁwﬁ enysereyeN
86 4444 C 801 96 %€ %56 %V %CV | %8S | %6 | %I6 | WLL | %E8 | %ll €eee 9eey 1€£08SY TeSeupewy | enyseleye
91 99¢T [°14 18574 1ct1 %1 YolL Yol %S | %8V | %EL | %88 | WEL | %L8 | %¥6 0%8T qg61T 0895191 BYSIPIA MMMWMM
(438 ¥¥6 0 € [438 %0 %68 Yol %l1S | %6Y | %8 | %6 | %9 | %V6 | %Ll6 S16 176 €€0ETL errewn) MMMWMM
SYL 20ce 4 0cs (445 %1 %99 %0T | %LS | %6V | %0C | %08 | %61 | %I8 | %LS £€ST 789¢ 88600¢C urelln MMMMMM
548 £48TC S 74 9¢T %0 %8V %9 %1S | %6% %CL | %88 | %Cl | %88 %S8 0881 81T 580091 yredurei MMMWMM
L8 TETT S 9 8 %0 %C %9 %¥Y | %99 | %OT | %06 | %9T | %¥8 | %L6 £€0T 6901 PLTS0ET nexdulg MMMWMM

ey
uoned
-YHoON
elor

-W~ACC<

uoned
-JnoN
[e0L

ey
uoned
-JuoN
10309G
AeALI]

uoned
-gHoON
103095

SJRALI]

(rand)
arey
uorned
-groN

(umouy
30) %

snjelg
AIH

%

pasou  pawIy

-3eig

Aqreor
-urD  -Sojorq
-OIIN

-uo)
Aqreor

% Pd
-jeal],
Asno
-IASI]

syjudneg
41 MIN

% 4L
Areu
-oux
g

o P
-yeniug
Jusw
-Jear],

~Um~
-yenug
Jusw
-jear],

uoned
-GHON
103095
srqnd

uonem
-dog relo,

dureN 1PLISI

dureN Jelg

0
st
o
N
t
o
Q
Q
14
m
-
3
T
£



o0

-

1574 I8€T j7A8 866 £9 %S %Y %01 %1S | %6% %ST | %S8 | %6E | WI9 %89 19¢ €8¢ T61¥LS ejoySem _uwﬂEUMm enysereyeN m

£01 Ve €l ¥6¢ ¥6 %S %¥9 %S %Sy | %SS | WEL | %L8 | WIT | %bL | %E9 6641 €498¢ 86CST0€ PopueN| enysereyey m-

LLT €29% 6L 960T 86 Yol %8L %9 %8E | %9 %9T | %V8 | %SE | %S9 %S9 ¢L91 £99¢C 4agea019¢ DN indSeN | enysereyeN m

90T fré°ra LT 96€ 06 %S %66 %¥ %EE | WLI | WEL | %L8 | WIT | %bL | %6 6661 0€1T €0964£C id3eN| enysereyen m

LYY 9491 16C 601 981 %9 Yol L, %l | %95 | WPV | WEL | %L8 | %VE | %99 | %lI6 6¢S ¥89 88CGLE puninjy| enysereyey o

191 X448 0¢ £9¢ 1€1 %¥ %66 Yol %SE | %S9 | WCL | %88 | %IE | %69 | %S8 €86 $S1T 621788 Topuefeyq eary | exysereyeiN .m

uonerod -
1¥c 81V 14 81v 041 %¥ %SL %YL | %6% | %IS %S | %S6 | %IE | %69 | %69 69 0001 $4268S -105 cwowﬂmz erysereyeN
€9€ 8CIE PET 6811 61C %¥ %96 %8 %9% | %P9 | WIT | %¥8 | WEE | %L | %8 6891 661 679988 PelEN| enysereyeN
L6 08s¢ 9C 969 14 Yol %SL %S %07 | %09 | %ET | %L8 | %CC | %8L | %L8 8€91 G881 €86799C InjeT | enysereyen
£6€ €8¢T [4%4 i74 081 %< %€9 %0T | %LL | %EC | %OE | %OL | %6E | %19 | %IS (14 S€9 64CCSE BN | eIYSRIRYRA
$0¢ P81 L61 SLTL 201 %L %L6 Yol %9V | WVS | WEL | %L8 | WVE | %99 | %8 §eg 629 921968 DI andeyjoy | exnysereye
18 S16C 4! (14 99 %6 %66 %¥ %CE | %89 | BIL | %68 | %6L | %I8 | %L6 yeee €6£T 992809¢ amdeyoy| enysereye
¥8¢ 1481 66 199 G8T %€ %L8 %01 %6E | %19 %CL | %88 | %6E | W%I9 %65 €L 0cct 012659 ITealpued]| enyseleyejn
(048 £291 8¢ 91S 8 %€ %<8 %V %98 | W¥Y | %IT | WYL | %IE | %69 | %lL €6/ TITT £€8€eSel [AIquO(] Ue EUM\M enysereyeN
66 €1I1e 8C S09 1L %S %G8 %V %CY | %8S | %CL | %88 | WLL | %€ | %L9 0101 80ST €095¢1C eure(| enysereye
681 976 L8 £cy €01 %ST %66 %9 %ES | WLV | WEL | %L8 | WLT | %EL | %C6 1LY €19 LEL66Y DIN uoed[e[| enysereyey
01 L1V Ly 061 9¢ %6 %VS %€ %YE | %99 %YL | %98 | %IL | %68 %69 ¢LST 69¢C £96780% uoed[e(| enysereyep
88 (4388 0c 95¢ 89 %¥ %69 %¥ %LE | %€ | WIT | %F¥8 | %ST | %S8 | %L6 S8 948 L1S64TT Tjo3ury| enysereye
€LE £8S1 459 eeer 09 %8 %08 %< %V | %8S | %6L | %I8 | %9CT | %V | %001 €5C £ 6905¢Y peoy juerd | enysereye
149 900€ e (495 ! 6C¢ %€ %8¢ %O0T | %EL | %lT | %ST | %S8 | %IE | %69 | %cCS 89/ /744" 0v8L¥¥ IpueAOD | eajysereye
142 avel €L 299 8G1 %< %L8 %9 %6V | %19 %Ll | %E8 | %CC | %8L %68 €69 €82 71996% uoe3a109)| exysereye
9L €08T 87 789 8L %€ %L8 %€ %VE | %99 | %FL | %98 | %6L | %I8 | %I8 206 6111 00TSEPT eAIpuon| enysereyey
067 9Tve 09¢ 915C 0L %C %8L %01 | %0F | %09 | %EL | %L8 | %IE | %69 | %69 79 016 £€86869 tedoxjeys | exysereyepy
g€l 10ST 4 18 LTl %1 %58 %€ %EE | WLI | %CL | %88 | %VL | %98 | %ll 00TT (01448 VISPITL [oinppen | enysereyeN
(454 iZA0 LST €9 9T %€ %96 %8 %SE | %S9 | WEL | %L8 | WIT | %V8 | %P¥ 96¥ SITT Bizaitid DN o[y | enysereyeN
STt 80T 8 6€T yAlS %V %YL %9 %V | %9L %0T | %06 | %Cl | %88 | %98 991 15798 ageaI8l S[yd| enysereyepy
€9¢ 2801 161 129 (485 %V %<6 Yol %LS | WEY %8T | %<8 | %CE | %89 %L6 VA4 197 0v6LLY Testye(q| elysereyep
PPIL €89/ 896 8679 LLT %< %88 %8 %LV | €S | %OT | %08 | WLT | %EL | %E9 0SZ G811 TCETLI Tepe(| enysereye
€0¥ $6L1 11¢ 6€6 [4)8 %S %<6 %V %E€S | WLy | W6L | %I8 | %VE | %99 | %88 08z felet) y06¥1¥ eqe[o)| enysereyeN

%
ey arey (umouy . /0 ’ . )
wones || wores | uones uoned  (d1[qn) 10) 9% % _uwvo: pawIy 9, pa o %dL % P> pa uoned

“gnoN | -umoN | -umoN -gUoON  9ey mi«&d& umouyy -3erq -uo) -jear], m.h s.em Areu -jenruy -jenmuyy  -guoN  uonen
ik 10309G  uonEd o snyeig &

[0,  [eJ0], 103095 : snjeig -1paeg

QuwreN PLISK]  dweN 93eis

Aqreor  Arear  A[sno -ow  Juaw  juawr  10pag  -dof [ejof
9eALL] -UUON ATH -urD)  -3ojorq -1Ad1] -Ind -jedr],  -jear],  dIqng

[enuuy AL AIH o




o | 0 0 6 | %6 | %ro | %r | owve | %99 | %e [ %6 | % [wee| %se | e | zz | sersst ppueyy|  andmepy
o | ¥ 1 B ve | %L | %8y | %L | %se | %S9 | %ot | %06 | %ez [%ss| %99 | 09 | 16 | tovee mdnuysig|  andmepy
66 | oz | a | e | 8 | we | %e | %b | wer | wss | %st | %s | %6l |%Is| %le | oz | zio | evicios Tewneaex | exysereyepy
6zt | 8991 | 6 | o1s | 68 | %9 | wes | b | %se | %S9 | %0z | %08 | %ot |%ws | wes | w96 | serr | auoect wirysep | eaysereyeiy
piL | owor | 16 | ser | €8 | % | wsL | b | %6e | %I9 | %91 | %S | %lz | %6L| %l6 | woor | il | e699071 eupie | enysereqely
oz | seer | eer [ eoor | ter | e | owwz | s | w%se | weo | vt [ wos | wse [wso| wes | esz | o6 | 6v99es noxpiA| enysereyey
wi | oest | 6 | ot | oser | % | wos | w9 | %10 | wee | st | wes | wse [%eo | wro | eerr | ozt | aeseost teaip esep | exsereqeiy
wt | oz | e | eoc | sor | wr | s | wo | st | wse | wor [ wws | wor [wos| wse | stz | s | e9r0ss | omaeBeuseyin| enysereqen
gat | orre | o | wsz | sir | %t | bz | %or | %09 | %0v | %zt | wes | wie | %69 | wre | ees | 9zec | sseszel oW auey | enysereqeiy
wr | oos | o | ese | ter | wz | %99 | %z | %or | wrs | wst | wss | %ic [wes| w%is | eor | 1ses | weeecor suey| exysereyeiy
ot | cevt | sv [ oos | 96 | %s | wes | w%or | %vr | %os | vt | wos | wrc [%os| wie | co6 | ee6 | oezzeor OW ndejog| exnysereyey
66 | sose | o | weer | ze | et | wer | we | s | weo | wer | %ss | wer [wis| wce | osst | zroz | sveesee andejos| enysereyepy
g | woze | zer | ectr | wzt | b | wsc | %t | %ew | %ls | %s | wze | w0r | %00 | wes | 906 | ecor | oesses uois| exysereyeiy
oot | es6 | 1t | 86 | €6 | %€ | w6 | %b | %se | %9 | %8 | %ze | %St |%zs | wes | ee9 | ees | o9zize 8mpnypurs| enusereyey
oot | wee | ze [ wozr | ar | et | wse | w9 | %ee | %19 | %0t | %06 | ez | osz| w0 | ceoc | ever | seoo9ze erejes| enysereyeiy
oot | seor | et | we | v | wor | cwss | v | e | weo | wor [wrs | wie [weo | wse | we | osz | zosers O 1i8ues| enysereyey
e | ooz | s | sse | er | we | weo | ws | %br | w9 | % | %ge | %st |wes| wos | svor | cest | wresisc nSues| enysereyeiy
et | osez | oz | see | ot | we | w0 | we | %ee | %o | wer | wss | wrr [%es | wis | ot | szoz | tozosct mewjey| enysereqeny
st [ eorr | se | ecor | ozt | we | wes | wr | wer | %ss | %st | wes | wer |%ls| wes | ecie | ozve | ri09sc | HnrwreSted| enysereqen
ocz | vz | 09 [ woz | eor | %9 | wse | %o | %ov | %09 | %s [ %o | wst | wes| wde | wws | ews | orisee eany aun | eaysereyqely
ar | coee | o | st | oz | ws | %o | s | wst | %cs | st | wes | woe |wos | wes | smie | sue | ceezzer aung] enysereqey
ez | 896 | ar | 9op | ter | we | wie | %o | %riw | wes | wic | w6 | wze [%so| wis | sor | zos | 1eeors 1A3peyqerd| enysereyeiy
et | owe | o | e | w6 | %e | %9L | %9 | b | %95 | %o | %8 | %9 | %b9 | %ss | sevl | 8691 | 10Sessi B tarn| eseIeYeI
we | wer | wn | ozev | 198 | w9 | wor | v | wes | sz | owre |69 | sz [wes | woe | et | wuse | cover 1ored | enysereqey
9 | 1ot | oz | oor | ox | wo | wss | %r | | wes | wri | %os | wec | %z | w%eo | w6 | tear | oceest neyqued| enysereyeiy
66 | sact | e | tec | 98 | %o | weo | ws | w%sv | wes | wst | wss | st [%es| w%is | wwer | cer | cosecct peqeuewsQ| exysereqey
we | szee | se | we | wer | b | wes | w6 | %lis | wer | %0z | %08 | wsc | wzs| wes | zoer | eosc | ogssstr | requnyae]| enysereqey
w [eatt | w [esit [ o | ws | %ee | % | wos | %os | w6 |6 | %ol |%is| wes | sest | zioz | zszeror | diop>musen| enusereven
9o [1esz | 8 | ooc [ ss | we | wis | %9 | oz | wrz | %ot | %06 | wst [w%ss | wer | ecor | rzsz | rersewr StruseN | enusereqey
ooz | esoe | w | zier | eer | we | wes | s | wez | oz | wor | wws | wer [oss| wos | osst | wec | eososct sequnpuen| enysereye)y

%
ey arey (umouy . /0 ’ . )
wones || wores | uones uoned  (d1[qn) 10) 9% % _uwvo: pawIy 9, pa o %dL % P> pa uoned

“gnoN | -umoN | -umoN -gUoON  9ey mi«&d& umouyy -3erq -uo) -jear], m.h s.em Areu -jenruy -jenmuyy  -guoN  uonen
ik 10309G  uonEd o snyeig &

[0,  [eJ0], 103095 : snjeig -1paeg

QuwreN PLISK]  dweN 93eis

Aqreor  Arear  A[sno -ow  Juaw  juawr  10pag  -dof [ejof
9eALL] -UUON ATH -urD)  -3ojorq -1Ad1] -Ind -jedr],  -jear],  dIqng

[enuuy AL AIH o

0
st
o
N
t
o
Q
Q
14
m
-
3
T
£




)
0 1 0 0 0 %0 0 I 0€4202 Suesuony|  pueeSeN o
6T 67 0 0 6T %0 %6T | %9 | %IL | %68 | %IT | %68 | %L | %E6 | %c6 i 67 €12891 Joud|  puereSeN M
€9 29 0 0 €9 %YL | %CL %8 | %6E | %19 | %L | %6 | %0T | %08 | %86 19 9 $18L6 uard|  pueeSeN m.
i 6€1 0 0 ¥g %0 %L | %0S | %0S | %EL | %L8 | %LL | %E8 | %iL 001 6¢1 £7T85C uolN|  puereSeN 14

201 20T 0 0 201 %0 %€ %L | %6L | %I8 | %l | %88 | %cC | %8L | %9¢ €L 20T 066861 SumpyooN|  pueeSeN _nln

9%1L 9L 0 0 9L %0 %S9 | %IL | %6C | %LL | %9L | %F¥8 | %¥T | %9L | %66 oL 9L LIITS Suspduo]|  puereSeN m

€0T $95 98 ge1 LHL %L | %LF | %6 | %IS | %6V | %SL | %S8 | %8€ | %9 | %6 | SiE 60F 6618LC ewryoy|  puefedeN £

ge1 811 0 0 os1 %0 %T | %CL | %0S | %0S | %FL | %98 | %8T | %c8 | %00l | 8II 811 €929L amydny|  puepedeN

¥6e | TRSL | 4PL 72 Va4 %LL | %S8L %S | %IS | %6V | %OT | %08 | %Ll | %E8 | %¥6 | 606 £96 01ZT16€ mdeunqg|  pueeSeN

6 99 0 0 6 %0 %L6 | %IT | %C9 | %8E | %OT | %06 | %ST | %l | %HF 6T 99 0T91L dnppreg WreIoZIN

L8 i 0 0 L8 %0 %69 | %6 | %E8 | %LL | %IT | %68 | %0S | %08 | %L9 9¢ i £TT29 eyreg WeIOZIN

65 9g 0 0 68 %S %P8 | WIL | %Lb | %ES | %TC | 8L | %S | %SG | %88 6¥ 96 $L9%6 ey WeIoZIA

08 9€T 0 0 08 %0 %8 | %F | %6S | %I¥ | %IL | %68 | %ST | Wl | %SH 9 9¢1 9110LL [3ung WeIozZIy

801 lij21 0 0 801 %0 %67 | %O0T | %¥E | %99 %E6 | %LE | %EY | %FL 01 ij21 689671 repdumer] weIoziN

811 80T 0 0 11 %TT | %SY | %8 | %8P | %S | %IL | %68 | %IE | %69 | %68 96 80T 06916 qrseoy WRIOZIN

ep1 861 0 0 €h1 %¥ %98 | %l | %0S | %0S | %L | %E6 | %CE | %89 | %L 8T 861 90¥8ET reydurey WeI0ZIA

gee | 8L 01 i (%43 %8 %08 | %PL | %69 | %IE | %8 | %6 | %9V | %¥S | %E€6 | 8e€L | €HFL | 9909 [mezry WeIozZIy

Ga1 069 Al LL LET %1 %Py | %OL | %FS | %9F | %9 | %¥6 | %I¥ | %6S | %06 | TSS €19 £68Shy | SIH 1seyd{3sop | ehereySoy

[ 9¢g 0 0 [ %0 %18 | %S | %CE | %89 | %6 | %I6 | %ST | %S8 | %SL 107 9¢8 9Gev/ | SIMH oreDIsam |  edereySsy

a11 681 0 0 G11 %0 %S %9 | %6T | %IZ | %6 | %I6 | %O0T | %06 | %66 | 481 681 898791 | SINH o1e ynog|  edeeySa

01 €Ie S a1 00T % %9S | %L | %6E | %19 | %OL | %06 | %ST | %SL | %IL A4 86T £8/86C oygny| edeeySey

€0T 026 8g €97 gt % %89 %6 | %0S | %0S | %EL | %L8 | %EE | %L9 | %06 166 159 T8THSY SIH enuref|  edereydapy

gel | 99T Vi €8T 90T %L %6Y | %9 | %09 | %0¥ | %HL | %98 | %SE | %S9 | %ee | TEE | €101 | £16T96 | SIIH Iseuised| edereySoy

€1 Vii 0 0 €1 %0 %0 | %0F | %09 | %OT | %06 | %0 |%00T| %Eh 0T Vii $87L9¢ SITH o1en jseq|  edereySsy

08 091 €1 Vi 99 %L %T6 | %l | %FF | %9S | %IT | %68 | %PE | %99 | %86 I€l €€l 1€110T N mdruepy

w g6l S T L8 % %9 | %C | %EV | %LS | %O | %06 | %IT | %6L | %S8 | SHI L1 06819% [eqnoy, dmuey

44 i 0 0 44 %0 %0 | %9T | %L | W%IL | %68 | %IL | %68 | %95 61 e 1E6EST Suojduauuey, mdmrepy

8 681 0 0 i %001 | %L %E | %LF | %ES | %ET | %LL | %OE | %0L| %F8 | 65T 681 96868¢ nedeusg mdruepy

Vrd} 0TL L9 9L€ 19 %T %Y | %E | %CE | %89 | %IT | %68 | %0CT | %08 | %08 | 94T e 02595 359M Teydug mdruepy

991 T8 8L 98¢ 88 %EL | %IL %E | %PE | %99 | %OL | %06 | %ET | %Ll | %eE | SHL 9¢e¥ 96146V jseq reydug mdruepy

A PG 00T 86T U %0 %Y | %9 | %9T | %PL | %6L | %I8 | %LL | %E8 | %88 | 061 91T €96/67 | mdpueypemnyy mdmepy

%
a1 ored uoned  (Orqn ) (et 9SOU ,.mﬁci o Pa o o] oF} uoned
uoned uoped  uomed 18] and, 10) % 156 P T %P %o AL %P P £}

URON  -GUON  -BHON -JIjON ey -Serq  -uo) -earp SvRHEd Areu -jenrup  -jenmuy  -gHRoN uorjern

41 MIN QuwreN PLISK]  dweN 93eis

10309G  uonEd Aqreor  Ajreor  Asno -ow  Juew  juaw  I0pddg  -dof [ejol,
[e10]  [EI0L  I0303G : snjelg : .
9JeALl] -UHON -ur)  -3ojo1q -1AdI] -Ind  -}ea1]  -jeal],  drqng

[enuuy AL AIH o




9¢€¢ ¥eve 0 0 9€C %l %8Y Yol %VE | %99 | %OL | %06 | %CL | %88 | %86 €8EC ¥eve 6088¢01 epedefey eysipO
06 €91 01 181 08 %C %9Y %8 %YV | WIS | WLl | %E8 | WVC | 9L | %¥8 gcel €SVl 865181 g BysipoO
€L1 €CIL ¥ 9 691 %0 %Ly %S %CC | %8L %L | %E6 | %OL | %06 | %¥8 1c6 £60L LE98Y9 epedenN BysipO
1wl 9Sv1L 0 0 548 %1 %¥L %¥ %EE | WLI | WIT | %¥8 | %8L | %8 | %lI6 0zet 9sv1L €806¢01 yreSedeN BYSIpPO
121 74°1" VA 96 ST %1 %ST %¥ %¥E | %99 %l | %E6 | N9 | WV6 | %I8 91¢l 744 8GVE0ET mdeSuereqeN eysipO
89¢ S614 61 667 6¥v¢ %l %VL %€ %1V | %6S %8 | W6 | %YL | %98 | %S6 LLE9 9699 ¥65889¢ fueyqmAepy BysipO
§S¢ 8991 0 0 §S¢ %0 %l %V %6C | WL | %OL | %06 | %L | %E6 | %E6 qaqt 8991 80€559 dueely BysipoO
0T¢ 980¢€ 4 9¢€ £0C %1 %¥9 Yol %9E€ | %V9 | WIL | %68 | %I | %¥8 | %96 €lec 050€ [447 9448 nderoy BYSIpO
4" 0691 4 01¢ 86 %1 %9% %¥ %EE | WLI | %6l | %I8 | %SCT | %SL | %Ll6 (05548 08%T €6790S1 BypIOu eysIpO
G81 695¢€ 1 €C P81 %0 %LV %¥ %CE | %89 | WFL | %98 | %YL | %98 | %C6 8GCE 9vae 8G08¢61 Teylpuay BysIPO
(4 SITL 0 0 (74 %l %1S %€ %62 | WLL | %LL | %68 | %6L | %I8 | %E6 Ge0L SITT P566EST erederpuay eysipoO
€0¢ 16S1T 4 4 10T %0 %89 YoL. %8E | %C9 %6 | %L6 | %YC | WIL | %L6 8¢Sl LLST 818C8L [ewreypuesy BYsIpO
€Vl 86€C 8 8€1 vel %l %08 %€ %6C | WL | %CL | %88 | %EL | %8 | %¥6 €Cle 09¢c 122891 Tpueyerey BYsIpO
91 6101 0 0 91 %1 %1L %C %6E | WL | %IT | %¥8 | %IT | %6L | %96 86 6101 042619 epndnsrey( BYSIpO
1€1 195¢ (4 Sy 6L %l %1V %¥ %9V | WVS | BLL | %68 | %L | %EL | %S6 °6ET 915¢C 681€S61 amdefe( BysIpO
04 8 ¥ 44 99 %€ %96 %< %IV | %6S | %OL | %06 | %IE | %69 | %66 6L 108 0e6ssicl 1ndey3ursiede( BYsipO
S6l 65€L ] 4cie) 181 %V %0L %9 %EY | WLS | %EL | %L8 | %8CT | %l | %Ll6 6199 2089 8LLVILE urefues BYSIPO
SLT G691 91 66 65C %1 %98 %8 %07 | %09 | %O0T | %06 | %9T | %¥8 | %E6 Levl 96ST 006519 nedefen BYSIpO
Ly1 €481 € LE 44" %0 %LT %¥ %VCT | WIL | WEL | %L8 | %O0T | %08 | %66 8181 9€81L 04864T1 feuesyuayq BUSIPO
9cl 617 0 0 9Cl %0 %SS %9 %Ll | %E8 | %OL | %06 | %9 | %V6 | %66 454 617 LS8EEE yreSeqaqy BysipoO
1cL £€8€C 91 o4 S01 %l %SL %9 %8% | %CS | %OL | %06 | %EE | L9 | %S8 88Y¢ 8¢6C 169008¢ Jpennd BYsIpO
€7C 00T 89 809 9sT %€ %68 %L | %EY | WLS | %FL | %98 | WLE | %EY | %C6 88¢L yocl ¥96568 Temysoue QWM\M eysipoO
a8 LLET 11 [74% S %C %6L %€ %9E | WV9 | %ST | %S8 | %I | %VL | %I9L 016 Soct SICII91 elpeyq BYSIPO
80T £0S 0 0 80T %l %S9 %€ %8E | %9 | %Cl | %88 | %6L | %I8 | %66 ¥0S £0S 88Y0LY ypneg eysipO
LTl 600C 1 Ic 9ClL %C %8S %€ %9 | %¥S %6 | %L6 | %Ll | NEL | %¥6 8L 8861 C0918S1L yieSreq BYsIpO
1 §90€ ¥ 801 611 %l %S %V %8C | WClL | %ST | %S8 | %8L | %8 | %L6 £98C £96C Yo¥8.LYC Temysaeq BYsIpO
811 ££0T i <9 418 %1 %SG %S %LV | %ES %S | %S6 | %VT | WIL | %Ll6 6561 (4104 6€1€9L1L n3uereq BUSIPO
91 €0¢T ¥ LS 8G1 %C %L8 %V %6T | WL | %IT | %¥8 | %ST | %G8 | %66 (/454 9¥1C 8£009€T manuy eysIpO
101 Eigs 0 0 10T %0 %L8 WYL | WLE | %E9 %S | %S6 | %8L | %C8 [ %99 L6 91 9CsyL 0joqeyuny puefeseN
9 SIt 0 0 £9 %€ %99 %9 %Il | %68 %E | WLl6 | %8L | %WC8 | %66 418 SIL LYCLLL ePIoM puefeSeN

%
ajey] ey (umouy 0 ) % 4L
" 1qnJ) % pasou pawy 9, pa T %4l %P2 po uoned
LIOHESH NHOREH UOTE) ey 30) % FSOV:M -Beiq  -uo) .ummh [ Siuened S NE: .umscb -jeniu]  -gnoN
-JuoN  -UBON  -UHON 9ARISO] : grmoN  -OW i i 7 SWeN PLISK]  dWeN 9jeiS

10309G  uonEd snjeig Aqreor  Ajreor  Asno -OWw  JuaW  judW  I0}D9g

[e30],  [eI0L  103093G ) ) smeig } | " -md . .
renuuy EIINRR SRR | SN ATH ALl D .MNMM 1491d enxy (o Il I R

0
st
o
N
t
o
Q
Q
14
m
-
3
T
£




ey

uoned

-HON
eior

-W~ACC<

uoned
-JnoN
[e0L

ey

uoned
-JuoN
10309G
AL

uoned
-gHoON
103095
SJRALI]

(rand)
arey
uoned
-groN

(umouy
30) %

smeyg
AIH

%

pasou  pawIy

-3eig

Aqreor
-urD  -Sojorq
-OIIN

-uo)
Aqreor

% P3
-jeal],
Asno
-IASI]

sjudneg
41 MIN

% 4L
Areu
-oux
g

o P
-yenug
Jusw
-Jear],

~Um~
-yenug
Jjusw
-jear],

uoned
-GHON
103095
srqnd

uonem
-dog rejo,

dureN 1PLISIq

<9 £881 I 1€1 19 %1 %oLL %€ %IV | %6S | %Ll | %E8 | %IT | %68 | %E6 6291 94GL1 £€96688C oureq ueyseley
S81 11s¢ (49 9y €G1 %0 %56 %V %LE | WEI | WLT | %6l | %I | %V8 | %C6 £061 SZ0T £808SET uereq ueyseley
991 06€e 6 €81 LST %l %96 %€ %ST | WSL | NI | %¥8 | %9 | %V6 | %S9 980¢ £0ce ¥re9€0C elemsueq ueyseley
1€l 4198 Ly 9681 a8 %l %06 %V %98 | W¥V | %Cl | %88 | %0CT | %08 | %88 LE0E 86¥€ VesyL0v HEANN ueyyseley
091 €84¥ 0c 699 0v1 %1 %¥L Yol %LS | WEY | WFT | %IL | WIT | VL | %C6 089¢ Y0¥ 1£7898¢ uly uesefey
LL £T6 0 1 LL %C %LV %S %0C | %08 | %¥C | %9Z | %VL | %98 | %0F 89¢€ 976 VLETOTT UeJe], Uref, qelung
1ct L¥1T € e 4 811 %0 %6L %S %IV | %6S | %ST | %S8 | %SC | %SL | %88 a8l 01¢ 66VVLLL midueg qefung
9¢€1 966 S LE 1€l %C %lL %V %LE | WEI | W8T | WC8 | %lC | %8L | %SL 1cs 656 CS6CEL reSeudmy qefung
8¢€C £T8Y 48 8/4¢ j¢44 %1 %08 %¥ %9E€ | %S9 | %OT | %08 | VT | %9L | %9T 00ct 6vsy 0¥9620C efened qefung
ST1 LL 1€ 90¢ 78 %0 %09 %S %0E | %0L | %¥L | %98 | %EL | %L8 | %88 96¥ 994 EYPIL9 joueed qefung
88 189 8 4 08 %0 %1L %¥ %BLE | %69 | %ST | %S8 | WEC | WLl | %SL S6€ (4 £56899 TqeysuemeN qefung
6€1 6V1L 11 6 8¢L %0 %0€ Yol %YV | WS | %IL | %¥8 | WCC | %BL | %S8 €06 £S0T S19%¢8 TespinN qefung
S0¢ yel i 807 4 %l %¥S %9 %9E | W¥9 | WIL | %¥8 | %0 | %OL | %V6 LEVL 9¢es1 £66576 TeYoN qefung
SIL 8I¢l 6 L6 901 %1 %6L %S %8C | WClL | %8BT | %C8 | %6L | %I8 | %IL6 S201 11t 6¢4LS01 e3o qelung
66 €901 8 78 16 %1 %68 %¥ %SY | WSS | %8BT | %C8 | VT | %9L | %I8 €82 696 81€¥901 Nd-esue]N qefung
€61 0cs 44 9991 8¥1 %l %9L %6 %EY | WLS | %VL | %98 | %0E | %0L | %88 ¥68% LySS 901¥LE BUEIYpI] qelung
€01 106 € €C 00T %0 %66 %9 %l¥ | %65 | %IL | %¥8 | %0CT | %08 | %LS L6V 848 120448 ereygandey qelung
(4318 §9¢v Vs 111" 6CL %C %9L %9 %VE | %99 | %8BT | %C8 | %SCT | %SL | %8L 19¢¢ 110€ €C1ovee Teypuere( qelung
0ST 6€9C LE 29 €11 %0 %E8 %V %EE | WLI | %8BT | %T8 | %ST | %G8 | %L9 68¢C1 S16l 6894691 mdrerysopy qelung
80T 8161 91 €8¢ 6 %0 %¥8 %S %8E | %C9 | %8BT | %l8 | WIT | %6L | %L6 £8S1 Ge91 6898441 idsepmo qelung
LST 9991 8 08 0ST %€ %ST A %0E€ | WO0L | %LT | %6L | %6L | %I8 | %68 90v1L 9841 946501 andzoitg qelung
Syl 1191 i4 6V 0vL %S %6 %S %6E | %L9 | %0T | %08 | %IL | %¥8 | %L6 6151 9s1 [4)4491¢ e[rzeq qefung
88 €89 ¥ LT 78 %1 %<8 %S %EE | WLI | %ST | %S8 | %8C | %L | %96 §es 98¢ £98299 qryes yreSypareg qelung
£TC 09%1 9 6€ 12C %l %¥6 %9 %YV | %9S | %6L | %I8 | %CC | %8L | %88 94¢ct Tev1 €4EET9 10prLey qelung
i €v1c 01 €G1 PeL %l %SL %9 %6T | WL | %61 | %I8 | %0CT | %08 | %Ll 6€91 0661 V496871 epuryjeq qelung
It 114 € 1c 80T %l %96 %9 %l¥ | %65 | %IL | N¥8 | %lT | NEL | %V6 L¥9 069 84596€9 E[ELLey| qelung
941 004v 1c 878 Syl %1 YoLL, %8 %6V | WIS | %EL | %L8 | %VE | %99 | %8 l6lc °L8E 06¢129¢ Tesjuy qelung
P11 ¥091 0 € €1l %¥ %6L %€ %CE | %89 | %EL | %L8 | %8CT | %l | %98 9LEL 1091 161CIVL Aoypnpng|  Azeypnpng
¥eC cles 6 80T 144 %1 %LS %€ %YV | %S | %IL | %68 | %IT | %¥8 | %96 6187 ¥009 94¢scee yredrepung eysIpO
611 878 0 0 611 %0 %L8 %€ %8V | %CS | %OL | %06 | %EC | WLl | %E8 689 878 ¥evLe9 1ndeuog BYsipO
S6l VL1¢ °14 VA4 041 %l %by %V %Y | %8G | WEL | WL8 | %lC | %8L | %88 6991 6681 0669111 indrequreg ByYsipO

dureN Jelg

o]
-
[=]
N
t
o
o3
Q
14
11]
[
3
T
£




641 18 0 0 641 %0 %66 %0 | %CE | %89 | %OL | %06 | %EE | %L | %68 L 18 yAcréci PIOsIa YHoN wRPIS
18¢ €99 81 9¢ €9¢ %0 %6C %9 %97 | VS | %OT | %06 | %9E | %¥9 | %0E 091 LTS 60€00C Psiq iseyq WIS
081 1609 4 88€L 6€1 %l %L6 %V %0% | %09 | %LL | %E8 | %YL | %98 | %6L V1LE €0LY S80€6EE andrepn ueyseley
i 81¢e ] §€C 9cl %0 %<9 %€ %CY | %8S | %CC | %8L | %ST | %S8 | %98 €041 €861 6962291 uor ueyseley
Lyl 9691 44 4254 S0T %C %98 %¥ %EE | WLI | W¥T | %IL | WIL | %68 | %L9 608 yIct 1880STT yoars ueyseley
148 60LE 19 Test 71 %C %G8 %€ %8E | WCI | WFT | %IL | WLL | %E8 | %ll 9491 881¢C 14T1L6T TeyIs ueyseley
81 (434 6€ 989 611 %0 %8L %V %CY | %8G | NEC | NLL | WIL | %V8 | %L8 Sval 99L1 86/78F1 |Indoypey remeg ueyseley
Gel 1€/l °14 Sie 01T %l %08 %T %EE | WL | WCT | WBL | %I | WN¥8 | %L8 LeCL 91Vl yGeasel pueuwesfey ueyyseley
65¢C VA 74 0 0 65¢ %l %E8 %€ %VE | %99 | %0T | %08 | %9 | %¥6 | %C6 94t VA 74 L0CyS6 yreSdejerg ueyseley
G6 0¥1c I (48 68 %C %86 %C %SY | WSS | %CC | %8L | %CL | %88 | %S6 9lel 0c0c £66197C red uesefey
99 L0¥T 0c [474 9% %¥ %L9 %€ %LS | WEY | WST | %SL | WIT | %V8 | %¥6 18ST SL9T T66149€ meSeN ueyseley
LET 846C [49 w69 S0T %l %06 %S %SG | WSV | BLT | %6l | %N8C | %l | %b6L L6L1 99¢C 0e¥91¢ ejo3] ueseley
601 LLLT €1 81¢ 96 %0 %06 %€ %Ly | WES | WOE | %OL | %OL | %06 | %6 9evL €481 GeE8191L IR ueyyseley
111 j(4°i4 L1 ¥69 ¥6 %C %58 %¥ %LS | WEY | WET | WLL | WIT | %bL | %S8 444 0€8¢ S02680% mdypo( ueyseley
€4 €ELT 4 LEE 65 %1 %18 %€ %07 | %09 | %ST | %SL | %EL | %L8 | %08 (4378 96¢€T L0TVLET ununyfunyf ueyseley
811 8781 cl 81 901 %l %68 %€ %SV | WSS | BLT | %6l | %IT | %V8 | %E8 T6€1 9991 LE099ST Temerey( ueyseley
PS1 0cie i VL6 901 %C %06 %C %EY | WLS | WCT | W8L | %V | %96 | %Ll 991 9vic CLLOE0T a1ore( ueyseley
0s 1L¢ ¥ 1€ Eid %1 %L8 %V %SE | %S9 | WVT | %IL | WEL | %l8 | %69 §€C 0¥€ VL9SVL Tawresre( uepsefey
9L1 ¥66S ¥€ 9411 548 %1 %98 %S %SY | WSS | %IT | %6L | WCC | %8L | %C6 vy 8187 19201%€ 1 D1a mdref uesefey
LLT S€04 19 1%0C 48 %l %06 %9 %0SG | %0S | %CC | %8L | ST | %SL | %SL €TLE y66¥ STTH86E mdre( ueyseley
6L1 1ese 81 8G¢ 191 %l %E8 %9 %CE | %89 | W¥C | %IL | WLIL | %68 | %64 L6YC €L1E SELVL6L yreduewnueg ueyseley
691 889¢ 8¢ 8€8 0€L %l %68 %V %8E | %<9 | %CC | %8L | %ST | %S8 | %I8 Teee 098¢ 61¥S81¢C redeueuen ueyseley
991 §45¢ € (04 €91 %C %58 %€ %LE | W€ | %WST | %S8 | %l | %E6 | %8 611¢ §1se 8GTTPST mdreSung uesefey
§ee 6¥1¢ (24 796 €91 %1 %96 %V %IV | W6S | %¥T | %IL | WIT | %68 | %L8 €681 S81¢C 9€96€€1 mdmeyg uepsefey
64 0vvL € 9 9L %l %19 %¥ %8S | WCV | %EC | NLL | WEL | %L8 | %I8 [4318 8L€ET 6699181 esneq uesefey
00T 14ce It 8GC 68 %0 %88 %V %SE | WG9 | WLl | NEL | WSL | %8 | %88 L9L1 €10C §T6¥9Te nmys ueyseley
91 0¥9¢ 91 69¢ 0¥l %€ %06 %€ %CE | %89 | %6T | %IL | %IT | %¥8 | %E8 861 14€C §84C691 yredmennD uesefey
PS1 6681 149 S6¢ (148 %1 %6L %C %0SG | %0S | %ET | %LL | %CL | %88 | %88 ogel ¥0Ss1 T189eTl Tpung uepsefey
9¢€1 GLSE [44 £9S 41 %1 %68 %V %YV | WIS | %ST | %SL | WLT | WEL | %0F £0T1 800€ £62LT9T Touexrg uesefey
€CC §G69 LS £3S1 991 %€ %¥8 %€ %LE | WEI | %6T | BIL | %WIL | %V8 | %¥8 LELE 8¢y ¥697.£9C eremiryg ueyseley
611 [43% Ve 96 78 %l %8 %V %VS | %IV | %8L | %C8 | %EL | %l | %96 ({44 06€C 9548¢8¢ mdyereyg ueysefey

%
% pasou pauwy 9, pa %dL %P2 pa uoned

umouwy -Serq  -uo) -earp SvRHEd Areu -jenrup  -jenmuy  -gHRoN uorjern
4L MIN

ey arey vone>  (qnd) (umouy
uoned  UOHEd  UONEd : : J0) %

guoN oy .
-JUuON -gHON  -JHON aATYISO] SWeN PINSIJ  UIRN IS

q o o : Kreor  Ammeat . A o 5 -doT1e
e | wen | cemss mhouuumw uoned I snjelg g Arear w:rd sno ow  jusw #MQE 10095 -dof [ejo],
JeALI]  -OION AIH ) | =G| Bl SLel | SHEERL [ SIERAL ) G|

[enuuy AL AIH o

0
st
o
N
t
o
Q
Q
14
m
-
3
T
£




o]
-
0€tL 1€8¢ 8¢ €eLL 6 %8 %Ve %€ %EE | WLI | WLL | %68 | %0C | %08 | %V8 GLce 869¢C 8€6576C nreddermyonary | npeN [ruref m
LET LLST ¥e 879 [4U8 %€ %C6 %V %WVC | WL | WCL | %88 | %EL | Wi8 | %I8 yasl 6261 9€0.881 IpPIIIOOYL| NpPeN [fue] .m
€€l LESL 6 611 Get %C %64 %€ %CC | %8L | 6L | %I8 | %LL | %68 | %EL yacl 81LL LESILEL SATRASANTRANGL|  YREIN (O] w
6v1 L0LE € €8 Eigs %€ %E8 %C %6C | WL | %ST | %S8 | %Ll | %E8 | %E8 L66C ¥29¢ 86898VC n[eAnIyL TNpeN [fWe], “
(44" 9161 €1 L1 6cl %8 %S9 %C %LE | %69 | WYL | %98 | %YL | %98 | %6S €201 SYLL 0v00S€ET ey npeN [ruer, _.Ia
s S0y € €C i %l %V8 %€ %Yy | %9S %6 | Wl6 | %8C | WL | %LL S6¢C 8¢ CTE6LOL SLIS[IN 9YL| npeN [ruel S
€8 191¢ 1T ¥6C [74 %S %08 %S %6E | L9 | WLL | %E8 | WEL | %l8 | %6L 9LV £981 65¢809¢ Inaefueyr| npeN [ruef =
9l [45°14 6L (V4% Ly %l %19 %T %YV | %9S | %SL | WC8 | %IT | WVL | %E6 €48 LE6 19¢eo61 feuusy3 yInog|  npen [fue],
6 Pz [44 91 174 YoL. %9¥ %€ %CE | %89 | WVL | %98 | %SL | %S8 | %LL V6L 0€0t 6765571 eSuedealg| npeN [rue]
9€l celLs LE 60¥1 66 %8 %98 %€ %LT | WEL | WEL | WL8 | %YL | %98 | %lL 6€9¢ €TLE L09LLLE wereg|  npeN [ruer,
601 a8al LT 96¢ 8 %C %0L %C %8L | %C8 | %LL | %68 | %6 | %l6 | %O0L 9€8 9811 P61y L -Samfm:mhwm NPENI[IWET
96 0891 S €6 06 %S %18 %C %0€ | %0L | WCL | %88 | %O0L | %06 | %6S 6£6 £8S1 €G1LSLT feRopIpnd|  npeN [fue],
0Z S00T ¥ €9 99 %8 %96 %€ %8E | %<9 | WIL | W¥8 | %IT | W6l | %9 85 6 L196CV1 HIEGUIEIO || SRLI PENR[EULET)
8 veal 8 9L 9L %C oL L %V %Y | %8G | WIL | V8 | %SCT | WSL | %O6L 9601 88¢l G99Te81 Teuuay) YHoN | npeN [ruef,
811 clce 81 8€€ 00T Yol %88 %C %SC | WSL | WYL | %98 | %IL | %68 | %IL 428 V81 69€8981 [ePleweN | npeN [fue],
6CL 65CC It 161 811 %€ %G8 %V %YC | WIL | %SL | %G8 | %L | %88 | %V8 8¢/LL 890¢ 660CSL1 weumedeSeN| npeN [ruej,
10C S€99 €9 £90T 8€T %9 %65 %€ %CE | %89 | %8L | %C8 | %SL | %S8 | %9 0€8¢C 899 86010€E TP ETNIERIPE NI ET;
01t 95¢cC LT i ¥8 %6 %L8 %€ %8E | WCI | WLL | %E8 | %OT | %08 | %L8 0671 1141 128¥¥70¢C tieuystoy| npen ey,
911l 09¢t 144 84C €6 %6 Y%oSL %C %CE | %89 | WIL | %¥8 | %EL | L8 | %0L 65L <801 $S98911 RIS | RN [T
88 G841 8 €91 08 %l %C6 %l %9C | WYL | WSL | %S8 | %EL | Wi8 | %lS 878 [4£)8 £0s¢eoe HewnyeAtuueRy] | NPeN [lueL
901 688¢ 14t 90S [43 %C %E8 %€ %07 | %09 | %0T | %08 | %¥C | %IL | %6 £991 €8¢C 916189¢ weandsaypuey]| npeN [ruel,
Sel 81ee 91 €0v 611 %9 %EL %l %LE | %69 | WLT | W6l | %OL | %06 | %6L 60€T S16c r8esve 9poIf| npeN [fwef
191 68LE S1 €9¢€ Eigs %S %09 %V %LE | %EI | WCL | %88 | %VL | %98 | %9 6CIT 9eve 0029¥€C [NSrpuIq| npeN [rwey,
foras 6661 S1 6€¢C 801 %6 %V6 %€ %8E | %<9 | WIL | %¥8 | %8L | WC8 | %E8 LSVL 0941 €Cr1e9l undeweyq| npeN [rueg,
¥9 | £42)8 € 8L 9 %0 %01 %S %Ly | %68 | %8L | %C8 | %8I | %8 | %S8 SLYL EVLL 66C€C8T CLOEPD)| PN O
¥eL ¥v0s 49 861 8 %V %¥8 %T %9E | W¥9 | WSL | %G8 | %0CT | %08 | %V8 685C 960¢ 175694 alojequilon | NpeN [fwef,
£01 (44 LT 0v6 08 %l %S9 %€ %6E | L9 | WVL | %98 | %SC | WSL | %O6L S6lc CLLT 0LIP9¥€  [TeuusyD [el2jua])( NpeN [Ie],
8¢l 781 0 0 8CL %0 %96 %9 %YV | %9G | %OL | %06 | %0V | %09 | %6 691 781 160771 PRSI 1S9 WIS
691 £ve 4 € LST %0 %88 %8 WLy | %S %L | WE6 | NIE | WVI | %IL 418 0¥%¢ €81€ST PLLSIJ ynos RUBIRIES
861 00¢ 0 0 861 %0 %8L %9 %08 | %0S | %SL | %S8 | %SC | WSL | %98 L1 00¢ 046001 wejdurg WBPES

%
oey] ey (umouy . /0 ’ . )
wones || wores | uones uoned  (d1[qn ) 10) 9% % _uwvo: pawIy 9, pa . %dL % P pa uoned

“gnoN | -umoN | -umoN -gUoON  9ey mi«&d& umouy| -3erq -uo) -jear], m.h s.em Areu -jenruy -jenmuy  -guoN  uonen
ik 10309G  uoned o snyeig &

[0,  [el0] 103095 : snjeig -1paeg

QuwreN PLISK]  dweN 93eis

Aqreor  Arear  A[sno -ow  Juaw  juawr  10pag  -dof [ejof
9JeALL] -UUON AIH -urD)  -3ojorq -1Ad1] -Ind -jear],  -jear]  dIqng

[enuuy AeALI] AIH P




601 L6€1 1 6 801 %6 %S6 %S %0E | %0L | %0T | %08 | %I9T | %¥8 | %ES (4380 88¢T 8G4€E8TL Apparedug eueSue],
64 0TS 9 0¥ €L %9 %99 %€ %SE | %S9 | WVC | NIL | %C | %86 | %¥6 (U7 04¥ 649L%9 B[S euedue],
08 148 0 0 08 %9 %88 %< %CE | %89 | %6L | %I8 | %Vl | %98 | %¥8 (494 1498 0945901 1odippig eueduea],
<9 98¥1 L 991 L9 %S %8 %V %9E€ | %V9 | %ST | %S8 | %ICT | %6L | %C8 9801 0zel 96510¢€C 1ppaeSuey euedue[a],
98 664 1 8 <8 Yol %L6 %€ %8E | %<9 | %OT | %08 | %OT | %06 | %C6 6CL 164 L185T6 1redeppaq eueSueR],

LI 6761 79 9401 4] %¥ %Ll %€ %LL | %E8 %6 | %6 | %EL | %L8 | %6L €69 €48 96¥CL91 peqeweziN euedueP],
86 969 0 0 86 %9 %8V %< %L | WES | WST | %S8 | %8 | %6 | %8L 132 969 SYIL1L [euwIN eueduepa],

€Cl 0¥0C £9 [447" SS %6 %L9 %V %V | WIL | %6L | I8 | %SL | %S8 | %69 €9 816 1605991 epuoS[eN euedue[a],
78 8 1 L 78 %C %<9 %C %0E | %0L | %8BT | %C8 | %l | %E6 | %8L 129 498 00€se0lL JooumnsjredeN eueSuepR],

SOT €¢ae 1 61 P01 %9 %¥6 %9 %IV | %65 | %LL | %E8 | %O0E | %0L | %98 144%4 ¥05C 12001%¢C [BY2PN eueSueR],
0¢ 91 0 € 0c %81 %E6 %C %91 | WV8 | %ET | %LL | WYL | %98 | %S €L 191 €08118 epaN eueduep],

i1 [4249" (4 ST (148 %S %1S %€ LY | WES | WLL | %E8 | %l | %E6 | %C8 6 LTI 9651¢6 [ELISYPUBIN euedue[a],
<9 0401 € 9% 29 %S %19 %€ %Ll | %E8 | WFL | %98 | %9 | V6 | %09 819 ¥a01 628991 TeSeuqnque eueduea],
6. [e74) 0 0 6/ %V %8S %C %LE | %69 | %OE | %0L | %8 | %6 | %L8 109 QLS 9LETEL peqeqnqeyeN euedue[a],

(418 689C 88 €641 ¥ %8 %08 %C %WYT | WIL | %CT | %8L | %l | %6 | %I¥ 04€ 968 6¥CCy0C wrewureyy eueSue],
84 796 °14 S0€ €S %IL %E6 %< %IT | %6l | %8BT | %C8 | %EL | %L8 | %C9 L0V 659 Tv0vect reSeuunirey euedue[a],
a8 €8 It P01 VL %8 %S9 %€ %0% | %09 %L | %E6 | %6 | %6 | %98 0€9 €€L 89¢886 Appareureyy euedue[a,

145 8¢8 0 0 acl %€ Y%SL %l %0C | %08 | %6T | %ILZ | %l | %E6 | %08 149 8¢€8 95¥0L9 Texueysede( euedue[a],
66 9¥S 11 9 L8 %S %9L %1 %EE | WLI | BIE | %69 | %9 | %V6 | %L8 f444 787 G48€SS uoedeue( eueduep],
86 Eigns C 61 L6 %01 %8L %< %BVE | %99 | %IT | %¥8 | %6 | %l6 | %68 800T LTI 0699911 TefyiSe( euedue],

00T y61¥ 01 € 06 %€ %99 %9 %IV | %6S | %OL | %06 | %0E | %0L | %C¥ €691 14L€ 681181¥ peqesopAH euedue[a,
=74 119 1 9 =74 %S %CL %€ %Y | %8G | %IL | W¥8 | %Ll | %E8 | %V8 805 S09 9¥S018 [ELSRES) euedue[a],

04T 65€C 89 869 102 %6 %<9 %C %YT | WIL | WCT | %8L | %9 | %V6 | %ll el 191 6¥¢aL8 Wwrereypelpeyq eueSuep],
78 544 It g 78 %0 %¥9 %€ %6E | WL | %IL | %68 | %6 | %l6 | %C8 86€ 8¢€Y 9LE¥TS peqejisy eueueR],

L81 90¢€T 0 4 L81 %S %VL %S %YV | WS | %6L | %I8 | WEL | %L8 | %89 688 ¥0etT 9TEL69 peqerpy eueduepy,

991 06ve Ci) 74 0€T %€ %C8 %C %0C | %08 | %EL | L8 | %9 | W¥6 | %SE 146 Si744 Y6v601C TeSeunypnilp| npeN [rwef,
86 689¢€ cl ey L8 %V %SS %€ %8Y | %CS | %ST | %S8 | %8L | %8 | %9Z €9v¢ jeierd ) €4Y64.LE wemnddnpip| npeN ey,

671 €7€9 44 8081 901 %S %0L %S %07 | %09 | %IL | %68 | %SCT | %SL | %E6 LTy qeSy ST0¥9Ty SIO[[SA| nNpeN [rue
€L ¥G61 S €L 89 %€ %96 %1 %GE | WG9 | %ST | %S8 | 6L | %I8 | %I¥ 0SZ 1€81 €0T089C | Te[ewreuueAnIl]| mNpeN [Wef
L8 ee 0T 84¢C LL %€ %S9 %< %6E | LI | %IT | %¥8 | %Cl | %88 | %l SLVL ¥90C €99C89¢C inddnap| npeN e,

9Cl S0cy 519 9911 L6 %T %LS %V %8C | WCl | WIL | W¥8 | %EL | Wl8 | %SS 0991 0¥0€ €99a¢eee [[PA[PUNILT| npeN [fue],

ey
uoned
-YHoON
eior

-W~ACC<

uoned
-JnoN
[e0L

ey
uoned
-JuoN
10309G
AL

(umouy

uoned
4 30) %

-JuoN
10309g
EIINAR |

(oOrand)
arey
uoned

snje:
guoN IS

AIH

%

pasou  pawIy

-3eig

Aqreor
-urD  -Sojorq
-OIIN

-uo)
Aqreor

% P3
-jeal],
Asno
-IASI]

sjudneg
41 MIN

% 4L
Areu
-oux
g

o P
-yenug
Jusw
-Jear],

~Um~
-yenug
Jjusw
-jear],

uoned
-GHON
103095
srqnd

uonem
-dog rejo,

dureN 1PLISIq

dureN Jelg

0
st
o
N
t
o
Q
Q
14
m
-
3
T
£



o]
-
8 £9€€ LE S6v1L 9 %0 %olL %9 %WLS | W6V | WIL | WV8 | %EC | WLL | %LV 688 [#4:9 €90780% Touflig|ysopeid renn m
L1 SSve 14t 1Z4% €L %0 %ST %S %SC | WSL %S | %96 | %Ll | %68 | %06 G84¢ 180¢ 1096¢L¢C nseq|ysspeld 1enn .m
10 9466 49 jisierd 0SsT %l %L8 %9 %YC | WL | WSL | %S8 | %OL | %06 | %8S 1eey [447 cLaTs6y Apareg |ysapeiq 1enn w
44t S61S L1 9 9CL %0 %89 YoL. %LE | %69 | WVL | %98 | %EL | Wi8 | %I6 0€cy €LSY 064819¢ Plueqeleq | ysapeid fenn) “
ozt 98¢T ¥e 699 98 %0 %68 %9 %TC | W8L | %IT | WYL | %SL | %S8 | %SL 18¢1 LILT 7055661 epueq|ysopeld renn _.Ia
88 60¢ 01 6v¢C LL %0 %81 %S %9V | %¥S %6 | Wl6 | %S | %96 | %C6 8891 €V8L 10¥88€¢C andurerfeq | ysapeid 1enn S
L9 08€C It 90v SS %0 %¥9 %S %CS | %8y | WCl | %88 | %O0L | %06 | %I8 8091 vL61 cevLLSE el[ed|ysopeid fenn =
171 £€98¢ LT Py i %0 9%9Y %S %CC | W8L | W¥L | %98 | %IL | %68 | %SE 79 8€81L 969958¢ oreryeq|ysepeld 1enn
0L1 wre 6 ¥eEL 191 %€ %19 %9 %SE | %S9 | %SL | Wl | %l | W8L | %l6 L11T 8T€T 91aL¥vl redySeq |ysapeiq 1enn
67 [45°14 ¥ 90¢ Sy %0 %91 %S %LS | WPEV | WYL | %98 | %6 | L6 | %lL 991 9zee €008L1S yreSurezy |ysopeid renn
[£)8 657C 8¢ 0cy €el %0 %91 %S %CC | W8L | WYL | %98 | %6 | W6 | %V6 S061 620¢ 686151 edreny |ysapeid renn
94 84991 81 6LE LS %0 %01 %V %Ly | %69 | %8I | %C8 | %O0L | %06 | %9S SS9 6411 1¥S£S0¢C yPouwry | ysopeld Ienn
w6 LSYT 9¢ <04 99 %0 %6E %V %Y | %8G | WEL | WL8 | %L | %88 | %l6 6091 GGLT 9¢CLS9C Exﬁ“m“@ ysopeld Tenn
9€l 1006 (4 0sel 911l %l %09 Yol %SE | %S9 | WCT | WBL | %lL | %88 | %VS iy 1992 9289099 PeqeYe[V [YSopeld Ten)
691 ¥689 cl €0S LST %0 %08 Yol %EE | WLI | WCL | %88 | %SL | %S8 | %VL 0Ly 16€9 €TLELOY yreSiy |ysapeid 1enn
S0t forq ) 144 06LT 18 %0 %6¥ Yol %8E | <9 | W6E | %LI | WSL | %S8 | %lS 810¢ €€6¢ 8156587 13y |ysopeld renn
8¢ 1€ 1 L 8¢ %l %S9 %C %9C | WYL | WST | %S8 | %6L | BI8 | %IL 84C ¥9€ 668£96 endu, 1s9pm emnduy,
89 661 0 0 89 %l %C6 %V %SV | %SG | %OL | %06 | %IT | %6l | %96 161 661 04¥16C noeur) emduy,
09 (744 0 1 65 %0 %Vy %l %VE | %99 | %OL | %06 | %EL | Wi | %S6 84¢C €L 665657 emduy, ynog emnduiy,
¥ ¥l 0 0 14 %0 %V9 %C %8E | %€ %6 | Wl6 | WLl | WEL | NSV 95 44" ¥S080S efelyedag emduy
69 €0¢ 0 0 69 %C %08 %C %YS | %IV %6 | %l6 | %0T | %08 | %E6 [4:14 €0¢ 8€09¢€Y emnduy, yoN emndu,
61 79 0 0 61 %0 %C %0 %LS | %Y %6 | %L6 | W¥T | NIL | %¥8 ¥S 79 6€0EVE U emduy,
el 90T 0 0 Sy %0 %9C %T %9C | WVL | %OL | %06 | %8L | %C8 | %IL 6v1 90T [(415%4 pewon emduiy,
8€ 4°]8 0 0 8¢ %0 %lC %€ %C9 | %8E | WEL | L8 | %6 | L6 | %V8 8¢l [4°]8 7886€ rereya emnduy
69 009 14 [49 9 %6 YoLL %l %SC | WSL | NCT | W8L | %CL | %88 | %68 90< 89¢ ¥18€L8 Lpepex eueue[a],
84T 688C 76 86 ¥81 YoLs %89 %€ %0E | %O0L | %OE | %NOL | %SL | %S8 | %V¥ 98 Tl61 856601 | (weqin)eSueip eueSuePL
0t €18 L 981 €6 %€ %9L %l %6L | %I8 | %VE | %99 | %8 | W6 | %68 9sS £29 Spe9L9 | (rermyp)reSuerep eueduepa],
99 €LY 0 0 99 %C %€ %€ WEE | WLI | WLL | %NE8 | Nl | N6 | %SS 84¢C €LY 906214 Aypredeuepy eueSue[a)
el 901 0 0 1€l %9 %C6 %l %0E | 0L | %0T | %08 | %SL | %S8 | %€ 899 901 £8S018 peqereyIA eueduepa],
9cl 6LE1 149 1€ [43 %6 %E8 %€ %CE | %89 | %0T | %08 | %8 | %6 | %E6 £€6 8001 9¥ce60L jodeding eueueRL

%
oey] ey (umouy . /0 ’ . )
wones || wores | uones uoned  (d1[qn ) 10) 9% % _uwvo: pawIy 9, pa . %dL % P pa uoned

“gnoN | -umoN | -umoN -gUoON  9ey mi«&d& umouy| -3erq -uo) -jear], m.h s.em Areu -jenruy -jenmuy  -guoN  uonen
ik 10309G  uoned o snyeig &

[0,  [el0] 103095 : snjeig -1paeg

QuwreN PLISK]  dweN 93eis

Aqreor  Arear  A[sno -ow  Juaw  juawr  10pag  -dof [ejof
9JeALL] -UUON AIH -urD)  -3ojorq -1Ad1] -Ind -jear],  -jear]  dIqng

[enuuy AeALI] AIH P




LTl 9vce 9 80T 1ct %0 oL %9 %CE | %89 %6 | %L6 | WL | %E6 | %8L 9491 8€1C LE089LL lquieysnely (ysapeld Ien)
LLT 08¢ 14 PETL 901 %0 %0€ %S %SE | WG9 | %ST | %S8 | %Cl | %88 | %19 €e01T 9891 89¢C6S1T Embwmmwmﬂ Usapelid Ienn
LLT 18071 S0T €ees 1748 %0 %8L Yol %9E | %V9 | %0T | %08 | %8BT | %8 | %EL Y1v9 868 S¥9940S reSeN mduey|ysopeld renn
1ct 617C €1 0S¢ 601 %0 %9L %¥ %BIL | %68 | %ET | %Ll | %l | %E6 | %C8 ¥8L1 691¢C 099661 eyaq mdueyy|ysoperd renn
88 [14)" (4 44 98 %0 %SE %S %68 | WLL | %ST | %S8 | %8L | %8 | %li 0€TT 08ST €1v0¥81 (neuuey |ysape1 renn
80T ¥0cC 9C 0cs €8 %0 %68 %¥ %0E | %0L | %CL | %88 | %8 | %6 | %69 8411 ¥891 7989¢€0¢C amnyg MMMMM Usapeid Tenn
661 (4544 65 0cel ovL %0 %18 %V %8C | WCL | %CT | %8L | %l | %6 | %l L61C clie 126CCCc Isuey(ysapeL] renn
¥9 €81¢ ¥ 881 09 %0 %91 %S %6E | %19 %6 | %6 | %O0T | %06 | %99 8991 §66¢ 162967 mdunef|ysapexd renn
091 £96T 44 98L 811 %l %0L %9 %9E | WV | WIL | %¥8 | %l | %E6 | %C8 98L1 181¢ €620581 uneref|ysaperd 1enn
9s1 0142 9€ 8¢9 0t %l %¥9 %8 %8E | W9 | %0T | %08 | %VL | %98 | %L8 ¥081 80T 610441 SeljeH | ysapeld renn
445 YIv9 cl €€g o€t %0 %CE %V %SC | %SL %6 | %L6 | %V | %96 | %06 £8CS 1889 96685y IopIeH |ysopel] 1en)
661 ¥48¢ 19 1€ 8¥1 %0 %SS %8 %1 | %6¥ %6 | WL6 | %TCT | %8L | %09 08¢L €v1e 919/¥¥1 mdep]|yseperg renn
9L1 8¥1¢ 4] 1€9 174" %0 %9 %S %BVE | %99 | %EL | %L8 | %6 | %l6 | %l 7801 LIST 6¥00¢TL dn-mdinuery [ysspexg renn
54 SYvL 6V €6€T €01 %l YoLL %9 %IV | %65 | %IT | %¥8 | %ST | %S8 | %19 840¢ <s0s Pas1cey mdypperon|ysaperd renn
Y01 696€ [14 G698 8 %0 %lh Yol %YV | %9G | BLL | %68 | %IL | %68 | %SL ree 495 668708E epuoy |ysapeld renn
44 L8941 ¥ 6L1 6€ %€ %¥S %S %1S | %6¥ %9 | %Y6 | %8 | W6 | %l6 1svl 8451 920CT0¥ mdrzeys [ysape1d renn
€9¢ 68201 0€ 6911 €€C %0 %<8 %I | %09 | %0%7 | %I9T | %¥8 | %¥E | %99 | %6E 186€ 0z16 £€6¢806E Peqerzeyd (Yssaperd ren)
89T 6.6V 8¢ L1S tiz4 %0 %6V %L | %6E | %I | %IT | %¥8 | %CE | %89 | %E8 SlLe (444 601981 ypng EHMMM ysopeld Tenn
€51 yeer 6€ €601 €11 %0 %LV BEL | IV | %VS | WICT | WYL | %lIT | %6l | %lL ¥ee vie 65604LC peqezoir]|ysapeld Ienn
§S1 clsy €€ 126 1ct %0 %86 %9 %0E | %O0L | %¥L | %98 | %8L | %C8 | %S8 666¢ [47%99 114916¢ indypye |ysopeid 1enn
66 880C 0T 81v 08 %0 %EY %S %SE | %S9 | WEL | %L8 | %6 | %l6 | %0S (4] 0491 868860C peqewypnireysspelrJ renn
€01 S18¢ 81 P0S 78 %0 %1 %9 %TE | %89 %l | %E6 | %OT | %06 | %¥8 (4= T1€T 1766€LT peqezre|ysapel] ITenn)
€7¢ 6vey Ly (143 961 %l YoLL Yol %CE | %89 | %IL | %¥8 | W6L | %I8 | %EL 819¢C LTVE 6SELVLL YeMely (YSopeld Tenn)
891 £8CE Ly 86 1ct %0 %L9 Yol %LE | WEI | WCL | %88 | WIL | %68 | %l6 Ly1T 65€C LY1¥S6l yeyd |ysopedd renn
68 oe [49 €011 95 %C %6E %V %VE | %99 | %SL | NC8 | %8 | W6 | %L9 v6cl 6€61L 189¢EvE O G ERY P S
FP1 68T €C 0S¢ 12t %0 %19 %9 %9T | WVL | %6L | %I8 | %IT | %68 | %S8 orqns geel 9468601 1003 eOIYD |Yysopel ] Ten]
L6 011C [4s 99¢ a8 %0 %L %V %0E | %0L | %CL | %88 | %8 | %6 | %I8 S6vL P81 VLCLLIT [[nepueyd ysspeld Ienr)
861 9894 9¢ ot [24% %0 %8V Yol %1S | %6Y | %OT | %06 | %9T | %¥8 | %98 8048 %999 SLTLLBE Teyeyspueng ysapel renn
Sv1 8209 4 18% 1€l %0 %6V %V %9C | WVL | %CL | %88 | %S | %S6 | %YL 89¢€ LySy 669€97¢ unepng ysepeld renn)

ey

uoned

-HON
eior

-W~ACC<

uoned
-JnoN
[e0L

ey

uoned
-JuoN
10309G
AL

uoned
-gHoON
103095
SJRALI]

(rand)
arey
uoned
-groN

(umouy
30) %

smeyg
AIH

%

pasou  pawIy

-3eig

Aqreor
-urD  -Sojorq
-OIIN

-uo)
Aqreor

% P3
-jeal],
Asno
-IASI]

syjudneg
41 MIN

% 4L
Areu
-oux
g

o P
-yenug
Jusw
-Jear],

~Um~
-yenug
Jjusw
-jear],

uoned
-GHON
103095
srqnd

uonem
-dog rejo,

dureN 1PLISIq

dureN Jelg

0
st
o
N
t
o
Q
Q
14
m
-
3
T
£



ey

uoned

-HON
elor

-W~ACC<

uoned
-JnoN

[eloL,

ey

uoned
-JuoN
10309G
AeALI]

uoned
-gHoON
103095

SJRALI]

(rand)
arey
uorned
-groN

(umouy
30) %

snjelg
AIH

%

pasou  pawIy

-3eig

Aqreor
-urD  -Sojorq
-OIIN

-uo)
Aqreor

% Pd
-jeal],
Asno
-IASI]

syjudneg
41 MIN

% 4L
Areu
-oux
g

o P
-yeniug
Jusw
-Jear],

~Um~
-yenug
Jusw
-jear],

uoned
-GHON
103095
srqnd

uonem
-dog relo,

dureN 1PLISI

IST 1919 54 9941 801 %€ %PS | %6 | %0S | %0S | %TL | %88 | %SL | %c8 | %98 | 108€ | S6E€v | €90¥80% ISeueIeA [ysapeld 1enn
/8 100€ 81 719 69 %1 %LE | %S | %FE | %9S | %IT | %¥8 | %PL | %98 | %IL | 6691 | 68€T | 69€€SHE oeuuq [ysaperq 1enn
001 | 8292 91 61% 8 %1 %98 | %S | %EE | %L9 | %CL | %88 | %8 | %<6 | %98 | 1061 | 60TT | L¥S9€9T andueyng|ysapeid 1enn
81T | 1g¥e 61 P6€ 66 %0 %T6 | %S | %IT | %FS | %IT | %8 | %b | %96 | %06 | THST | LL0T | 088£90T RIPEYQUOG|Ysapel] Tenn)
LST | 918z 91 a8z T %0 %G8 | %S | %eh | %8S | %IT | %¥8 | %8 | %c6 | %FS | 8068 | 1L0L | <CI6TI6Y mdeyg|ysoperd renn
0S LTFL 81 96¥% €€ %0 %T %S | %PE | %99 | %8 | %<6 | %L | %6 | %E€9 189 1C6 | S66cE8T | TeSeuyireyppig|ysapex] Ienn)
86 (448 i ¥ g6 %0 %6E | %9 | %EL | %L8 | %I | %68 | %6 | %l6 | %S8 | 666 | €11 | 8TL0¥TI seArIyS |ysapeld 1enn
el F43)8 €z 6€ 101 %0 %19 | %8 | %9 | %PL | %ET | %L8 | %IT | %6L | %L6 | TEPL | TSPL | S6I89FT Tureys [ysapel renn
8/ | <168 9 9€Te | FII %0 %99 | %S | %9 | %BL | %IT | %68 | %6 | %I6 | %68 | 9s€€ | 648 | /8T6TEE mdueyelyeys|ysspe1 renn
Il T661 0z vhe 6 %C %96 | %8 | %0S | %0S | %FL | %98 | %EL | %L8 | %S6 | 8SSL | L¥9L | 0899741 m%smmwwzm ysapei] 1enn
L6 88T 0T 1L LL %0 %E8 | %9 | %CE | %89 | %EL | %L8 | WIL | %68 | %9S I€8 | IZPL | 0S¥T06l |1eSeN aiqey jues|ysapeid 1enn
GIL | €9 o€ 169 c8 %0 % | %CT | %L | %l | %88 | %6 | %l6 | %bL | IePL | €6l | LbeseTT [eyquueg|ysapelq 1enn)
661 | 699 ag LSET | ¥91 %L %C8 | %8 | %9E | %9 | %ST | %S8 | %ET | WiL | %L8 | 68¥S | T0E9 | £STo¥se mduereyeg|ysoperd renn
61 | 6867 9¢ ¥26 LST %0 %6 | %9 | %IE | %69 | %OT | %06 | %EL | %L8 | %eL | 196T | S90F | 681565T mdurey |ysapeid renn
8z 6¥5T S 0ST €L %0 %ET | %9 | %6E | %I9 | %FL | %98 | %6 | %l6 | %S8E 106 | 66£C | 0ScL9TE 1[o1eg Sy |ysapeld renn
68 8z1€ 81 $€9 |9 %1 %6 | %S | %LT | %EL | %TL | %88 | %6 | %l6 | %L8 | 8SIT | ¥ebr | SessTee yreddererd [ysaped 1enn
o0 | zg9¢ Viz £901 eIl %L %6Y | %S | %0E | %0L | %ST | %S8 | %6 | %6 | %19 | ¥LSL | 05T | 8eev9ce IYQIId [Yysopeld Tenn
¥o1 | €18 %4 G99 ¢h1 %0 %8T | %l | %9E | %P9 | %TL | %88 | %ST | %cL | %EL | ¥ere | 8SHP | eebrele | TeSeuregeznin(ysopeld Ienn
gte | eg6L Q1 | 2489 x4 %1 %388 | %8 | %9 | %PS | %ET | %L8 | %8T | %<8 | %I8 | €Tbe | TSTh | SessTee PpeqepeIo [ Ysapeld 1enn
ozt | s1ee 8 €T 481 %1 %6E | %S | %IF | %6S | %6L | %I8 | %E | %L6 | %EE | 1TOL | S60€ | 6960LLT adezi [ysaped 1enn
stz | L8 Ly 6Ll | T8l %1 %19 | %L | %SE | %SS | %FL | %98 | %¥T | %9L | %8S | 990F | S¥69 | 8/95T8¢ NI [YsapeL] Tenn
Q01 | z8st W 5 40)8 €9 %1 %9L %9 | %9 | %S | %OL | %06 | %8 | %c6 | %68 | €461 | TSI | SEHOSHT nepy |ysape1d renn
9¢z | 9gzz | 9L 9/Te | OFL %0 %08 | %8 | %SE | %9 | %L | %6 | %IT | %¥8 | %c6 | €¥9¢ | 096€ | 999zT8T eIy [Ysapeld Jenn
gel | ssit €z Q9% A1 %0 %0L %S | %9T | %L | %0T | %08 | %ET | %L8 | %P8 | Se6l | <eTT | TOTLWOT undurepy|ysaperd renn
91T | oerr 0¢ L8¢C /8 %0 %9 % | %OL | %06 | %91 | %¥8 | %9 | %¥6 | %S | cHb €98 $061L6 BQOURIA [Ysapeld 1enn
4] 0¢¥C 4 Phe 14 %1 %1L Wb | %6T | %IL | %OL | %06 | %8 | %C6 | %8 | TISL | 980T | 890.S6C [ueBfereyey [ysaper renn
Ut | vwsel Q9 €8ze | 80T %1 %L %L | %SE | %S9 | %L | %¥8 | %6L | %IS | %S8 | L706 | T9SOT | S86980S MowPNT |Yysoper] renn
¥ST | ¥80C 4 80Z 201 %0 %99 %E | %IT | %¥8 | %6l | %I8 | %8 | %c6 | %0 | 496 | 9LE1 | T9FHSEL mdye|ysaperd renn
18 112€ 0z $6L 19 % %L1 %9 | %CS | %8F | %IL | %68 | %6 | %l6 | %IF | €66 | LIFT | TS96W6E reSeurysny] |ysope1d Ienn
L | 619 6 157 gel %9 %Hy | %b | %0E | %0L | %6 | %6 | %Y | %96 | %88 | 06TS | 8009 | I8T9SHY LYY [ysapeld 1enn

dureN Jelg

o]
-
[=]
N
t
o
o3
Q
14
11]
[
3
T
£




19 65T 6 08 44 %l %65 %< %CE | %89 | %CL | %88 | %IC | %6L | %98 [0iZ £5¢C 0€veIve jseq ndupapy | [e8uaq 1sopm
(414 1E1 AN 869 9s1 %¥ %65 %0L | %¥Y | %95 | %SL | %S8 | %6C | %lL | %96 ¥8L €18 099¢¢s e[ejeysuely|  [eSuaq isopm
16¢ 6€€l qsl €l 9¢€1 %S %oV L %Ll | %EV | WLS | %8BT | %C8 | %SE | %S9 | %96 Y09 979 C1809% e[epuely | [eSuaq isom
€Cl 0vcs L 4214 LIT %0 %L1 %S %0E | %0L | %CL | %88 | %6L | %I8 | %96 8€LY 8G6¥ 889L¥TV YepreN| TeSuaq isom
L8 119¢ 11 €TE 9L %C %G8 %€ %LE | WEI | %OL | %06 | %LCT | %EL | %86 S¥ce 88¢C 760666C Teyrg yoy| [eSuaq 1som
0ST €419 € 6L Ly1 %l %¥8 %¥ %BLE | %69 | %EL | %L8 | WIT | %6L | %l6 SLYS 709 6LETTTY um3redre(| [eSuaq isom
101 S€6S L1 [440" 78 %l %0L %€ %8E | %C9 | WEL | WL8 | %ECT | Wil | %V6 €19% €16y 6619989 8nH| [eSuaqissm

76 vy 09 1744 €€ %€ %0L %01 | %¥Y | %9G | %CL | %88 | %8E | %9 | %68 €el 0s1 8165V 1zey| [eSuaqissm
071 G614 54 660C 66 %C %LS %9 %6E | %L | %FL | %98 | %9CT | %VL | %06 019% 9609 Sorv1IS eroep]( [eSuaqisopm
VL1 L6€€E 1€ 119 448 %€ %8€ %S %6E | WLI | %ST | %S8 | %0E | %0L | %C6 195¢ 98.T 6804561 Surlreq| reSuaqisom
PS1 8¢/T 01 9.1 44" %1 %1V %€ %0E | %04 %8 | %6 | %8L | %<8 | %S6 €1ve [4°°14 66CSLLT —eurq :Emwmn% [eusq 1s9M
611 LEVY L 14¢ [491 %l %CS %€ %9C | WVL | WCL | %88 | %YL | %98 | %L6 8¢0¥ 991v 0S11cLe wnyqurg| [e8uaq Isam

76 ool €< €le 4 %C %€S %V %IV | %65 | %IT | %¥8 | WLT | %EL | %06 8I¢ [4144 910265 e[eyag| [eSuaq Isom

76 €GLL C 081 6 %1 %99 %¥ %SE | WG9 | WEL | %L8 | WLL | %E8 | %l6 169 €48/ 76090T8 ueureyppreq| [e8uaq isopm
i1 (4744 81 949 901 %0 %6€ %€ %0€ | %04 %E | %Ll6 | %OT | %06 [ %86 S66E 990% 026028¢ eajueq | [eSuaq IS9M
PeL 179 €9 Pse 18 %€ %08 %9 %CE | %89 | %8L | Wl | %SCT | WSL | %96 1L¢ L8€ 96.8LY Tezeqdeq| [eSuaqisom
LEC €18 Lel (244 66 %l %L9 YoL. %9E | W%¥9 | %OL | %06 | %IE | %89 | %V6 (445 1ve 0Leeve atodiy | [eSuaq Isom
S0T 18¢ 0 0 Sot1 %0 %C %¥ %SY | WSS | %ST | %SL | ST | %SL | %86 €LE 18¢ ¥8929¢ TysexIenn | pueyyelenn
44" 19T €C 81V Ict %l %61 Yol %6V | %LS | %IT | %6LZ | %CL | %88 | %IS VIl 661¢ €98¢CI8L :wEm:”MMMM [PUEAP R

SL 01S 1 ¥ SL %0 %98 %€ %BVE | %99 | %8BT | %lL | WLL | %E8 | %C6 89% 90S 616449 [emyled Lya],| pueypetenn
6CL 9¢€€ L 61 ccl %C %L8 %€ %SV | %SS | %0T | %08 | %YC | WIL | %96 S0€ L1E 6v09C Seferderpny | pueyerenn

/8 €97 1 L <8 %1 Y%TL %€ %0T | %08 | %LT | %EL | %CL | %88 | %66 €5y 9sY 687¥ES yrederoyild| pueyierenn
041 98.1 8¢ 10% (439 %0 %9% %9 %6E | WL | %IT | %VL | WCCT | %8L | %S8 [7A%% G8¢T 8€V0S0T [ejureN | pueyeren
€1¢ 90s¥ 9 Teel 0ST %0 %SV %9 %07 | %09 | %IT | %6L | WLl | %E8 | %86 ¥eie S81¢ [443984 TeMPICH | pueyperenn
01 042 0 0 <01 %l %6V %V %8E | %<9 | %0T | %08 | %6L | %I8 | %I6 804 042 ¥€09S2 [EALIES) (RPUEL R )
o144 11ey ¥8 8481 54" %0 %€9 Yol %LS | WEY | %OT | %08 | %LT | %EL | %68 9Iee €€9¢ 408981 unperyad| pueyeren()

£9 161 0 0 £9 %0 %TT %V %IV | %65 | %CL | %88 | %VL | %98 | %S6 181 161 16198¢C temedurey)| pueyyerenn

i 80T 0 0 87 %0 %S %€ %1G | %6¥ | %61 | %I8 | %6L | %I8 | %96 661 80T [445054 fowreys | puelperenn

66 €8¢ 0 0 66 %0 YoLL %€ %SE | WG9 | NST | NSL | WVC | NIL | %86 84¢ €8¢ 69498C TemysaSeq | pueiyperenn

€L 86V 0 0 €L %V %S %€ %9E | W¥9 | WIT | W6l | %lIT | N6l | %86 887 86V £86€89 elowly | pueyelen

%
ey arey (umouy . /0 ’ . )
wones || wores | uones uoned  (d1[qn) 10) 9% % _uwvo: pawIy 9, pa . %dL % P> pa uoned

“gnoN | -umoN | -umoN -gUoON  9ey mi«&d& umouyy -3erq -uo) -jear], m.h s.em Areu -jenruy -jenmuyy  -guoN  uonen
ik 10309G  uonEd o snyeig &

[0,  [eJ0], 103095 : snjeig -1paeg

QuwreN PLISK]  dweN 93eis

Aqreor  Arear  A[sno -ow  Juaw  juawr  10pag  -dof [ejof
9eALL] -UUON ATH -urD)  -3ojorq -1Ad1] -Ind -jedr],  -jear],  dIqng

[enuuy AL AIH o

0
st
o
N
t
o
Q
Q
14
m
-
3
T
£




ey
uoned
-gnoN
reo1,
[enuuy

uoned
-JnoN
el

ey
uoned
-JUON
10309G
AL

uored
-JuoN
10309g
EIINAR |

(rand)
arey
uoned
-groN

(umouy
IC
SAT}ISOJ
snjelg
ATH

o/

%

umowy
snmeig

AIH

% 4L
oue

-Tpae

O\D
pasou  pauwiy
-Beiq  -uo)
Aqreor

% P3
-jeal],
Asno
-IASI]

Aqreor
-urD  -Sojorq
-OIIN

sjudneg
41 MIN

% 4L
Areu
-ow

-nd

b P2
-Jenug
Jusw
-Jear],

~Um~
-Yenup
Jjusw
-jear],

uoned
-HoN
BGRE'Y
snqnd

uonem
-dog rejo,

dureN 1PLISIq

8€T | 6964C8L 6C ¥84€8¢€ | 601 %€ %L9 %9 %6E | WL | %ST | %S8 | %8L | %8 | %6L |SS8LVIL|SLIFFYL|9LVILYICEL VIANI
S L6€T S 91 0z %C %SS %S %6C | WL | %EL | %L8 | %8L | %8 | %L6 9L1¢C [444 98¢881¢E andlewrq renn | [e8uaqisam
|48 969 Ly 1854 VL %€ %E9 %V %SE | %S9 | W¥L | %98 | %8C | Wl | %66 €9¢ G9¢ £89T6¥ a3un3Ajoy,| [e8uaqisom
95¢ €9¢T L6 919 651 %C %8L %Il | %6E | %L | %IT | %6L | %IE | %69 | %C6 9LL LV8 810C€S vidue] | [eduaqisom
811 444 6L £6T 6€ %6 %89 %S %ET | W8L | %6l | %I8 | %9CT | %VL | %C8 (48 Ly G89GLE Jueq pueng| [eSuaq 1som
99 (G749 L L¥9 65 %1 %CS %V %CE | %89 | %WIL | %68 | %VC | %9L | %¥8 84TV 01s TEVT998 1eg 7 MmMMM [e8uaq 1sam
€L LLTT ¥ 1ct 69 %0 %29 %€ %SE | %S9 | WEL | WL8 | %lL | %88 | %V6 P€0C 9s1¢ 6V8011E eArning| eSuaq isam
84 01¢8 L1 8781 09 %C Y%6L %¥ %6CT | WL | %ST | %S8 | WECT | WLl | %68 9.8 979 | 8€9TILOL g 77 MWMM [e8uaq 1s9Mm
18 9y () %S 174 %1 %8 %€ %SE | %S9 | %CL | %88 | %SCT | %SL | %S6 61LE 616€ LIEL6VS erpeN| [eSueq isam
¥6 0114 it ¥201 18 %0 %1€ %¥ %0E | WOL | %IT | %68 | %IT | %6L | %SL 414 9809 9G09%4L peqepysInA | [eSuad 3som
681 096 65T 018 6C %0 %¥ %€ %€ Y%L6 %S | %S6 | %LT | W6l | %68 €EL 0ST 091605 ALALN| TeSuaqissm
/8 €1ss 0 8¢ L8 %l %99 %C %0€ | %0L %6 | %L6 | WLl | %E8 | %S6 061s G8Y4 Gzr1g9 | 159m andurpajy | [eSuaq 1sam

sureN el1g

o]
-
[=]
N
t
o
o3
Q
14
11]
[
3
T
£




Annexure 2(a i): Treatment Outcome of Microbiologically
Confirmed New TB patients notified in 2016 from public sector

Registered Treatment Cured Treatment Died Failure Lostto Treatment Not
Completed Success Follow- Regimen Reported
up Changed

Andhra Pradesh 48136 5% 84% 89% 4% 1% 3% 1% 2%
Andman and Nicobar 168 2% 82% 84% 5% 2% 2% 4% 4%
Arunachal Pradesh 853 4% 61% 65% 1% 1% 4% 5% 25%
Assam 14925 8% 70% 78% 4% 1% 5% 0% 11%
Bihar 31386 14% 58% 72% 2% 1% 5% 0% 20%
Chandigarh 1134 4% 83% 87% 3% 2% 4% 1% 2%
Chhattisgarh 13131 7% 82% 89% 5% 1% 4% 0% 0%
Dadra and Nagar Haveli 193 5% 84% 90% 3% 2% 1% 3% 3%
Daman and Diu 122 17% 75% 93% 4% 1% 0% 2% 1%
Delhi 14526 2% 83% 85% 3% 3% 6% 2% 2%
Goa 616 6% 80% 85% 3% 3% 5% 1% 2%
Gujarat 41144 2% 86% 88% 5% 2% 4% 1% 1%
Haryana 14797 8% 71% 79% 4% 2% 4% 1% 11%
Himachal Pradesh 5301 8% 81% 89% 4% 2% 3% 1% 1%
Jammu and Kashmir 3480 8% 77% 85% 4% 2% 3% 0% 7%
Tharkhand 16811 7% 84% 92% 3% 1% 4% 0% 0%
Karnataka 27397 3% 77% 80% 6% 2% 5% 1% 7%
Kerala 9948 5% 79% 84% 5% 4% 4% 1% 3%
Lakshadweep 16 38% 56% 94% 6% 0% 0% 0% 0%
Madhya Pradesh 46935 6% 76% 83% 4% 1% 4% 0% 9%
Maharashtra 46167 4% 76% 79% 5% 1% 5% 2% 8%
Manipur 678 7% 73% 79% 3% | 3% 6% 1% 7%
Meghalaya 1369 5% 75% 80% 4% 1% 4% 3% 9%
Mizoram 570 6% 67% 74% 4% 2% 3% 1% 18%
Nagaland 1023 4% 63% 68% 1% 3% 2% 0% 26%
Odisha 20888 4% 68% 72% 4% 1% 3% 0% 19%
Puducherry 652 4% 85% 89% 4% 3% 4% 0% 0%
Punjab 14753 9% 77% 86% 5% 2% 5% 0% 1%
Rajasthan 33961 4% 86% 90% 4% 1% 4% 1% 1%
Sikkim 424 2% 64% 66% 2% 3% 1% 19% 8%
Tamil Nadu 37967 4% 72% 76% 5% 1% 5% 0% 12%
Tripura 1265 4% 67% 71% 4% 2% 4% 0% 19%
Uttar Pradesh 118649 6% 58% 64% 3% 1% 4% 1% 27%
Uttarakhand 5096 6% 71% 78% 4% 1% 6% 1% 10%
West bengal 41677 3% 83% 86% 5% 2% 6% 1% 1%
INDIA 616201 5% 74% 79% 4% 1% 4% 1% 10%

Note: For 2016, Telangana state outcome data is indluded along with Andhra Pradesh state.
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Annexure 2(a ii):Treatment Outcome of Microbiologically Confirmed
Previously treated TB patients notified in 2016 from public sector

Registered Cure Treatment Treatment Died Failure Lostto  Treatment Not Re-

Completed  Success Followup Regimen ported
Changed
Andhra Pradesh 13904 69% 7% 76% 8% 3% 7% 4% 3%
Andman and Nicobar 56 75% 4% 79% 4% 4% 7% 4% 4%
Arunachal Pradesh 282 46% 4% 50% 2% 1% 7% 16% 24%
Assam 3385 49% 12% 60% 8% 3% 12% 4% 13%
Bihar 5729 50% 17% 67% 4% 1% 8% 3% 16%
Chandigarh 322 76% 4% 80% 6% 2% 6% 3% 3%
Chhattisgarh 1910 61% 11% 72% 10% 3% 12% 3% 0%
Dadra and Nagar Haveli 69 68% 3% 71% 4% 1% 10% 7% 6%
Daman and Diu 47 66% 15% 81% 6% 2% 0% 11% 0%
Delhi 6582 69% 2% 71% 6% 4% 10% 6% 3%
Goa 154 71% 6% 77% 5% 4% 10% 3% 1%
Gujarat 16439 71% 4% 75% 10% 4% 9% 2% 1%
Haryana 6581 60% 10% 70% 7% 3% 6% 3% 11%
Himachal Pradesh 2187 70% 11% 81% 6% 3% 6% 4% 1%
Jammu and Kashmir 1261 63% 10% 74% 6% 4% 6% 3% 8%
JTharkhand 2478 68% 11% 79% 5% 2% 9% 3% 1%
Karnataka 8436 54% 5% 58% 10% 4% 15% 4% 9%
Kerala 1850 62% 7% 69% 7% 6% 10% 3% 5%
Lakshadweep 1 100% 0% 100% 0% 0% 0% 0% 0%
Madhya Pradesh 10450 58% 10% 68% 7% 3% 9% 4% 9%
Maharashtra 13797 54% 6% 60% 9% 4% 13% 5% 9%
Manipur 184 59% 7% 66% 3% 3% 11% 5% 11%
Meghalaya 312 54% 6% 61% 5% 5% 9% 13% 7%
Mizoram 132 56% 9% 65% 5% 3% 6% 4% 17%
Nagaland 352 55% 9% 64% 4% 3% 5% 1% 22%
Odisha 4036 52% 8% 60% 8% 2% 10% 2% 19%
Puducherry 187 63% 6% 69% 12% 10% 8% 1% 0%
Punjab 5274 63% 12% 76% 8% 3% 8% 3% 2%
Rajasthan 14510 72% 7% 78% 8% 2% 7% 3% 1%
Sikkim 160 68% 1% 69% 3% 4% 2% 14% 9%
Tamil Nadu 10869 53% 5% 59% 8% 4% 12% 3% 14%
Tripura 253 52% 4% 57% 5% 2% 10% 1% 26%
Uttar Pradesh 27941 46% 8% 54% 6% 1% 7% 5% 26%
Uttarakhand 1993 57% 7% 64% 5% 3% 9% 4% 14%
West bengal 9480 65% 4% 69% 8% 4% 12% 5% 2%
INDIA 171615 59% 7% 67% 8% 3% 9% 4% 10%

Note: For 2016, Telangana state outcome data is indluded along with Andhra Pradesh state.
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Annexure 2(b i):Treatment Outcome of Clinically diagnosed

New TB patients notified in 2016 from public sector

Registered Treatment  Died Failure = Lost to Fol- Treatment Not Reported
Success lowup Regimen
Changed
Andhra Pradesh 34940 92% 3% 0% 2% 0% 3%
Andman and Nicobar 247 89% 3% 0% 4% 0% 3%
Arunachal Pradesh 1329 73% 1% 1% 3% 1% 22%
Assam 15104 79% 3% 0% 6% 0% 12%
Bihar 20919 74% 2% 0% 5% 0% 19%
Chandigarh 1399 95% 1% 0% 1% 0% 2%
Chhattisgarh 14404 92% 4% 0% 3% 0% 0%
Dadra and Nagar Haveli 219 95% 2% 0% 0% 0% 2%
Daman and Diu 158 94% 3% 1% 0% 1% 2%
Delhi 30825 94% 1% 0% 3% 0% 2%
Goa 712 93% 3% 0% 1% 0% 2%
Gujarat 23246 93% 4% 0% 2% 0% 1%
Haryana 17237 85% 2% 0% 2% 0% 11%
Himachal Pradesh 5924 94% 3% 0% 2% 0% 1%
Jammu and Kashmir 4310 88% 3% 1% 3% 0% 6%
Jharkhand 14088 92% 2% 0% 5% 0% 1%
Karnataka 21491 84% 6% 0% 4% 0% 7%
Kerala 8944 89% 3% 0% 3% 0% 4%
Lakshadweep 22 95% 0% 0% 0% 0% 5%
Madhya Pradesh 51897 86% 2% 0% 3% 0% 9%
Maharashtra 50717 84% 4% 0% 4% 1% 8%
Manipur 780 86% 3% 0% 5% 0% 6%
Meghalaya 2016 82% 4% 0% 4% 1% 9%
Mizoram 1283 80% 2% 0% 2% 0% 16%
Nagaland 1176 65% 2% 0% 2% 0% 31%
Odisha 18746 75% 4% 0% 3% 0% 18%
Puducherry 545 97% 3% 0% 1% 0% 0%
Punjab 16448 93% 3% 0% 3% 0% 1%
Rajasthan 37191 93% 3% 0% 3% 0% 1%
Sikkim 724 88% 4% 1% 1% 3% 5%
Tamil Nadu 29927 80% 4% 0% 2% 0% 14%
Tripura 788 72% 5% 0% 5% 0% 18%
Uttar Pradesh 98754 67% 2% 0% 3% 0% 27%
Uttarakhand 5599 85% 2% 0% 4% 0% 8%
West bengal 30508 90% 5% 0% 4% 0% 2%
INDIA 562661 80% 3% 83% 3% 0% 3%

Note: For 2016, Telangana state outcome data is indluded along with Andhra Pradesh state.
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Annexure 2(b ii): Treatment Outcome of Clinically diagnosed
Previously treated TB patients notified in 2016 from public sector

Grand Total Treaetment Died Failure  Lostto Fol- Treatment Not Reported

Success lowup Regimen
Changed
Andhra Pradesh 6375 86% 6% 0% 4% 1% 3%
Andman and Nicobar 30 77% 13% 0% 0% 0% 10%
Arunachal Pradesh 325 65% 3% 0% 6% 2% 24%
Assam 3482 70% 5% 0% 10% 1% 14%
Bihar 4214 73% 3% 0% 7% 0% 17%
Chandigarh 128 93% 2% 0% 3% 0% 2%
Chhattisgarh 1532 86% 5% 1% 8% 0% 0%
Dadra and Nagar Haveli 33 88% 6% 3% 0% 3% 0%
Daman and Diu 43 95% 2% 2% 0% 0% 0%
Delhi 5758 88% 3% 0% 6% 1% 2%
Goa 75 93% 0% 1% 1% 4% 0%
Gujarat 8674 88% 6% 0% 4% 0% 1%
Haryana 2880 77% 5% 0% 4% 1% 14%
Himachal Pradesh 663 85% 7% 0% 5% 1% 2%
Jammu and Kashmir 410 82% 5% 1% 3% 0% 9%
JTharkhand 2947 88% 3% 0% 6% 0% 1%
Karnataka 3727 74% 9% 0% 8% 1% 8%
Kerala 690 82% 5% 1% 7% 1% 4%
Lakshadweep 0 0% 0% 0% 0% 0% 0%
Madhya Pradesh 6468 79% 4% 0% 5% 1% 11%
Maharashtra 12192 73% 7% 1% 8% 2% 10%
Manipur 126 83% 4% 0% 6% 0% 8%
Meghalaya 317 68% 7% 1% 7% 5% 12%
Mizoram 179 80% 2% 0% 7% 0% 12%
Nagaland 187 68% 1% 2% 3% 1% 26%
Odisha 2130 70% 6% 0% 6% 0% 17%
Puducherry 33 94% 6% 0% 0% 0% 0%
Punjab 2027 87% 5% 1% 5% 1% 1%
Rajasthan 5783 86% 6% 1% 6% 1% 1%
Sikkim 126 86% 4% 0% 2% 4% 4%
Tamil Nadu 3502 74% 6% 0% 5% 0% 14%
Tripura 106 61% 8% 0% 7% 0% 25%
Uttar Pradesh 16168 63% 3% 0% 5% 1% 28%
Uttarakhand 833 76% 4% 0% 8% 1% 11%
West bengal 4325 82% 7% 0% 7% 1% 2%
INDIA 96490 3% 74% 77% 5% 0% 6%

Note: For 2016, Telangana state outcome data is indluded along with Andhra Pradesh state.
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Annexure 2(c i): Treatment Outcome of HIV infected
New TB cases notified from Public Sector in 2016

PLHIV-TB Treatment Report- Cure Treat-  Treat- Death Failure Lostto Treatment

Registered Outcome ing % % ment ment % %  follow- Regimen
for Treat- reported Complet- Success up % Changed
ment ed % %

Andhra Pradesh 4954 4359 88% 37% 47% 84% 11% 1% 4% 1%
Andman and Nicobar 1 1 100% | 0% 0% 0% 100% | 0% 0% 0%
Arunachal Pradesh 4 2 50% 0% 100% 100% 0% 0% 0% 0%
Assam 121 59 49% | 10% 69% 80% 12% 2% 3% 0%
Bihar 710 306 43% 21% 63% 84% 9% 0% 6% 0%
Chandigarh 19 19 100% | 40% 40% 80% 5% 0% 10% 0%
Chhattisgarh 362 269 74% 24% 51% 75% 17% 1% 4% 1%
Dadra and Nagar Haveli 9 7 78% | 29% 71% 100% 0% 0% 0% 0%
Daman and Diu 6 0 0%

Delhi 579 238 41% | 16% 67% 83% 6% 0% 7% 1%
Goa 62 40 65% | 28% 55% 83% 10% 3% 5% 0%
Gujarat 1986 1674 84% 21% 58% 79% 15% 0% 4% 0%
Haryana 369 247 67% | 21% 58% 79% 13% 0% 5% 0%
Himachal Pradesh 73 59 81% | 22% 58% 80% 15% 2% 2% 2%
Jammu and Kashmir 20 4 20% | 50% 0% 50% 25% 0% 0% 0%
Jharkhand 131 62 47% | 24% 60% 84% 8% 2% 3% 0%
Karnataka 4988 4207 84% | 25% 51% 76% 16% 1% 6% 0%
Kerala 191 108 57% | 28% 52% 80% 7% 2% 7% 2%
Lakshadweep 0

Madhya Pradesh 675 370 55% | 22% 61% 83% 9% 1% 5% 0%
Maharashtra 5785 4016 69% 25% 51% 76% 13% 0% 6% 1%
Manipur 65 57 88% | 21% 63% 84% 0% 4% 12% 0%
Meghalaya 57 14 25% 14% 57% 71% 14% 0% 14% 0%
Mizoram 156 107 69% | 21% 68% 89% 5% 0% 6% 0%
Nagaland 117 93 79% | 25% 47% 72% 13% 5% 8% 0%
Odisha 550 215 39% | 24% 52% 76% 20% 0% 2% 0%
Puducherry 17 17 100% | 32% 53% 84% 5% 5% 5% 0%
Punjab 372 191 51% 22% 55% 77% 14% 1% 5% 1%
Rajasthan 533 444 83% | 20% 57% 78% 16% 1% 5% 0%
Sikkim 12 2 17% 50% 50% 100% 0% 0% 0% 0%
Tamil Nadu 3284 2181 66% | 26% 52% 78% 15% 1% 5% 1%
Telangana 1905 1447 76% | 38% 42% 81% 13% 1% 4% 0%
Tripura 34 18 53% | 39% 56% 94% 0% 0% 6% 0%
Uttar Pradesh 1278 430 34% | 20% 51% 71% 17% 0% 9% 1%
Uttarakhand 61 29 48% 17% 62% 79% 14% 0% 0% 3%
West bengal 884 567 64% | 22% 58% 80% 12% 2% 4% 1%
INDIA 30440 21865 72% | 28% 51% 79% 13% 1% 5% 1%
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Annexure 2(c ii): Treatment Outcome of HIV infected Previously
Treated TB cases notified from Public Sector in 2016

PLHIV-TB Treatment Report- Cure Treat- Treat- Death Failure Lostto Treatment

Registered Outcome ing % % ment ment %o %  follow- Regimen
for Treat- reported Com- Success % up % Changed
ment pleted %

Andhra Pradesh 1255 1100 88% 39% 37% 77% 15% 1% 5% 2%
Andman and Nicobar 0

Arunachal Pradesh 0

Assam 26 14 54% 0% 57% 57% 29% 0% 14% 0%
Bihar 187 78 42% 29% 54% 83% 10% 0% 4% 0%
Chandigarh 4 4 100% | 25% | 50% 75% 0% 25% 0% 0%
Chhattisgarh 60 45 75% | 18% | 42% 60% 22% 2% 16% 0%
Dadra and Nagar Haveli 1 1 100% | 0% | 100% 100% 0% 0% 0% 0%
Daman and Diu 1 0 0%

Delhi 278 113 41% 21% 52% 73% 10% 1% 10% 4%
Goa 20 13 65% | 23% | 46% 69% 23% 0% 8% 0%
Gujarat 981 825 84% 19% 56% 74% 15% 2% 8% 1%
Haryana 112 73 65% | 32% | 30% 62% 25% | 1% 8% 3%
Himachal Pradesh 34 28 82% | 32% | 43% 75% 21% 0% 4% 0%
Jammu and Kashmir 0

Jharkhand 51 24 47% | 25% | 50% 75% 0% 0% 21% 4%
Karnataka 1233 1052 85% 22% 43% 65% 18% 2% 11% 2%
Kerala 56 32 57% | 25% | 41% 66% 6% 0% 16% 3%
Lakshadweep 0

Madhya Pradesh 203 112 55% | 20% | 55% 75% 12% 2% 12% 0%
Maharashtra 2081 1463 70% | 20% | 48% 68% 15% 2% 9% 3%
Manipur 24 21 88% | 29% | 52% 81% 5% 0% 10% 5%
Meghalaya 16 3 19% | 33% | 67% 100% 0% 0% 0% 0%
Mizoram 48 36 75% | 14% | 75% 89% 3% 0% 6% 3%
Nagaland 32 26 81% | 42% | 46% 88% 4% 4% 4% 0%
Odisha 135 52 39% 25% 40% 65% 23% 0% 8% 4%
Puducherry 6 6 100% | 43% 0% 43% 29% | 29% 0% 0%
Punjab 120 62 52% 31% 42% 73% 15% 3% 5% 3%
Rajasthan 208 174 84% | 33% | 34% 67% 18% 1% 9% 4%
Sikkim 0

Tamil Nadu 985 646 66% 30% 44% 74% 13% 2% 10% 1%
Telangana 442 336 76% | 38% | 33% 71% 18% 3% 5% 1%
Tripura 0

Uttar Pradesh 437 146 33% | 15% | 49% 64% 22% 1% 8% 3%
Uttarakhand 23 10 43% 10% 60% 70% 10% 0% 10% 0%
West bengal 273 175 64% | 23% | 39% 63% 23% 2% 9% 2%
INDIA 9262 6672 72% | 26% 45% 71% 16% 2% 8% 2%
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Annexure (3a) : Intensified TB case finding activities at ICTC

ICTC attendees (excl.  Clients referred for Clients diagnosed  Clients initiate on TB
pregnant women) TB testing N (%) with TB N (%) treatment N (%)

Andaman and 17099 429 (3% ) 2(0%) 0(0%)
Nicobar
Andhra Pradesh 846549 77122 (9% ) 4896 (6% ) 4754 (97% )
Arunachal Pradesh 4654 272 (6% ) 112 (41%) 4 (4%)
Assam 128847 9061 (7% ) 1030 (11% ) 314 (30% )
Bihar 373456 27676 (7% ) 5362 (19% ) 450 (8% )
Chandigarh 80996 611 (1% ) 13 2% ) 3(23%)
Chhattisgarh 238060 16350 (7% ) 1484 (9% ) 971 (65% )
Dadar and Nagar 15066 139 (1% ) 18 (13% ) 18 (100% )
Haveli
Daman and Diu 11905 139 (1% ) 43 (31% ) 23 (53% )
Delhi 355989 11967 (3% ) 436 (4% ) 339 (78% )
Goa 32748 779 2% ) 18 2% ) 15 (83% )
Gujarat 955968 105350 (11% ) 4950 (5% ) 4223 (85% )
Haryana 328884 19207 (6% ) 1722 (9% ) 234 (14%)
Himachal Pradesh 101052 5528 (5% ) 606 (11% ) 69 (11%)
Jammu and Kashmir 39158 843 (2% ) 75 (9% ) 4 (5% )
Jharkhand 150442 10921 (7% ) 1391 (13% ) 275 (20% )
Karnataka 1675878 125023 (7% ) 5907 (5% ) 5210 (88% )
Kerala 415669 13096 (3% ) 188 (1% ) 79 (42% )
Lakshadweep 0(0%) 0(0% ) 0(0% )
Madhya Pradesh 586290 37061 (6% ) 2262 (6% ) 1102 (49% )
Maharashtra 2157175 211303 (10% ) 13058 (6% ) 11272 (86% )
Manipur 62660 3689 (6% ) 22 (1%) 11 (50% )
Meghalaya 19461 193 (1% ) 32 (17%) 19 (59% )
Mizoram 20180 981 (5% ) 58 (6% ) 31 (53% )
Nagaland 66003 2910 (4% ) 198 (7% ) 115 (58% )
Odisha 446589 30879 (7% ) 1777 (6% ) 1143 (64% )
Pondicherry 43372 1901 (4% ) 153 (8% ) 31 (20% )
Punjab 342478 13433 (4% ) 1186 (9% ) 252 (21%)
Rajasthan 585702 43772 (7% ) 2051 (5% ) 1339 (65% )
Sikkim 9014 107 (1% ) 49 (46% ) 9 (18%)
Tamil Nadu 2953119 246439 (8% ) 6824 (3% ) 5545 (81%)
Telangana 498582 42422 (9% ) 3423 (8% ) 2694 (79% )
Tripura 42265 1129 (3% ) 125 (11% ) 4 (3%)
Uttar Pradesh 1031708 57963 (6% ) 8895 (15% ) 3457 (39% )
Uttarakhand 94019 4629 (5% ) 304 (7% ) 126 (41% )
West Bengal 684012 28798 (4% ) 1244 (4%) 599 (48% )
Grand Total 15415049 1152122 (7% ) 69914 (6% ) 44734 (64% )
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Annexure (3b) : Intensified case finding activities in ART centre

PLHIV PLHIV PLHIV with PLHIV PLHIV PLHIV PLHIV micro-
attending  screened for presumptive referred tested for diagnosed biologically
ART TB N (%) TB N (%) for TB TB N (%) withTBN  confirmed N
centre diagnosis (%) (%)
test N (%)
Andaman & Nicobar 159 147 (92%) 19 (13%) 19 (100%) 19 (100%) 1 (5%) 1 (100%)
Andhra Pradesh 1551382 | 1405803 (91%) | 63907 (5%) | 50603 (79%) | 44948 (89%) | 5243 (12%) | 3591 (68%)
Arunachal Pradesh 346 345 (100%) 22 (6%) 22 (100%) 22 (100%) 0 (0%) #DIV/0!
Assam 42693 37370 (88%) 1495 (4%) 1230 (82%) | 443 (36%) | 144 (33%) 42 (29%)
Bihar 366722 259267 (71%) 19010 (7%) 11471 (60%) | 6678 (58%) | 1407 (21%) 812 (58%)
Chandigarh 34760 32253 (93%) 624 (2%) 461 (74%) | 332 (72%) 91 (27%) 28 (31%)
Chhattisgarh 95806 72448 (76%) 5073 (7%) 4859 (96%) | 4560 (94%) 318 (7%) 254 (80%)
Delhi 241253 197878 (82%) 9221 (5%) 5374 (58%) | 4219 (79%) | 1046 (25%) 476 (46%)
Goa 23632 23560 (100%) 1162 (5%) 431 (37%) 153 (35%) 24 (16%) 23 (96%)
Gujarat 580260 | 548172 (94%) 16426 (3%) | 15263 (93%) | 14038 (92%) | 3116 (22%) | 1283 (41%)
Haryana 54362 47999 (88%) 988 (2%) 988 (100%) 700 (71%) 278 (40%) 147 (53%)
Himachal Pradesh 38694 31998 (83%) 657 (2%) 588 (89%) | 579 (98%) 76 (13%) 60 (79%)
Jammu & Kashmir 24772 24765 (100%) 537 (2%) 473 (88%) 273 (58%) 82 (30%) 38 (46%)
Jharkhand 89380 74811 (84%) 1897 (3%) 1815 (96%) | 1539 (85%) 253 (16%) 156 (62%)
Karnataka 1449138 | 1291801 (89%) 78119 (6%) 65016 (83%) | 58373 (90%) | 5156 (9%) 3146 (61%)
Kerala 122475 109532 (89%) 6118 (6%) 2497 (41%) | 1966 (79%) 299 (15%) 172 (58%)
Madhya Pradesh 209134 164324 (79%) 13951 (8%) 8824 (63%) | 5421 (61%) | 1012 (19%) 631 (62%)
Maharashtra 1808177 | 1639850 (91%) 107244 (7%) 63846 (60%) | 54442 (85%) | 7838 (14%) 3686 (47%)
Manipur 134611 78065 (58%) 992 (1%) 807 (81%) | 760 (94%) | 186 (24%) 125 (67%)
Meghalaya 15459 11628 (75%) 611 (5%) 472 (77%) 195 (41%) 138 (71%) 75 (54%)
Mizoram 42409 35243 (83%) 2447 (7%) 1035 (42%) | 781 (75%) | 230 (29%) 222 (97%)
Nagaland 57160 22701 (40%) 1039 (5%) 639 (62%) 515 (81%) 314 (61%) 225 (72%)
Odisha 148217 | 117290 (79%) 4968 (4%) 4879 (98%) | 4378 (90%) | 438 (10%) 340 (78%)
Pondicherry 13258 10673 (81%) 377 (4%) 332 (88%) 332 (100%) 38 (11%) 27 (71%)
Punjab 253208 232989 (92%) 7393 (3%) 3107 (42%) | 2791 (90%) 498 (18%) 367 (74%)
Rajasthan 307128 260152 (85%) 13861 (5%) 13269 (96%) | 11830 (89%) | 1497 (13%) 968 (65%)
Sikkim 1529 1084 (71%) 37 (3%) 31 (84%) 18 (58%) 18 (100%) 18 (100%)
Tamil Nadu 1113586 995295 (89%) 54778 (6%) 47210 (86%) | 43032 (91%) | 4138 (10%) 2609 (63%)
Telangana 622834 384214 (62%) 73919 (19%) 11766 (16%) | 9827 (84%) | 2280 (23%) 1796 (79%)
Tripura 9378 9237 (98%) 365 (4%) 357 (98%) | 263 (74%) 23 (9%) 17 (74%)
Uttar Pradesh 613053 550736 (90%) 17906 (3%) 11765 (66%) | 9431 (80%) | 2226 (24%) 1008 (45%)
Uttarakhand 27228 6807 (25%) 1115 (16%) 771(69%) | 379 (49%) | 160 (42%) 116 (73%)
West Bengal 295189 234477 (79%) 8324 (4%) 5526 (66%) | 3518 (64%) 517 (15%) 356 (69%)
INDIA 10762163 | 8912914 (83%) 514602 (6%) 335746 286755 39085 (14%) 22815 (58%)
(65%) (85%)
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Annexure (4 a) State wise Notification of DRTB cases in 2017

Number of XDR
TB patients
TB patients initiated on
initiated on treatment in
treatment in 2017#

Number of
MDR/RR-

Number of
MDR/RR-

No. of districts Number Number of
implementing of DR-TB Presumptive
Universal DST Centres (Nodal DR-TB patient  TB patients
subjected to notified in
DST/DRT 2017

+ District)
functional

2017#

Andaman & Nicobar 3 1 1326 54 49 0
Andhra Pradesh 0 9 20313 892 738 34
Arunachal Pradesh 14 2 3198 197 196 0
Assam 0 4 7004 410 415 11
Bihar 0 6 35850 1848 1660 165
Chandigarh 1 1 2062 59 48 1
Chhattisgarh 0 4 19334 328 272 0
Dadra & Nagar Haveli 1 1 1401 19 6 4
Daman & Diu 2 0 281 8 2 0
Delhi 0 25 13161 1074 1653 163
Goa 2 1 545 54 40 5)
Gujarat® 0 34 42340 2266 1982 179
Haryana 0 2 25944 856 755 9
Himachal Pradesh 10 2 3159 222 239 7
Jammu & Kashmir 14 3 7192 155 127 0
Jharkhand 15 4 17182 595 495 9
Karnataka 0 7 18495 1182 973 17
Kerala* 14 14 8158 236 249 13
Lakshadweep 1 0 14 0 0 0
Madhya Pradesh 0 9 35633 1870 1583 62
Maharashtra 79 17 86560 8465 8396 879
Manipur 9 1 2686 54 46 1
Meghalaya 6 2 3955 200 226 13
Mizoram 8 1 2281 62 57 0
Nagaland 11 2 1761 66 81 0
Odisha 31 3 15472 328 329 17
Puducherry 0 1 457 15 14 0
Punjab 10 3 12279 554 506 21
Rajasthan 0 7 36687 2402 2547 196
Sikkim 5 1 3085 233 262 8
Tamil Nadu 0 6 114708 1492 1139 36
Telangana 0 11 39398 961 854 10
Tripura 8 1 503 30 35 0
Uttar Pradesh 0 16 121842 9138 7837 619
Uttarakhand 13 2 5936 448 306 12
West Bengal 0 19 24045 1832 1833 175
Grand Total 257 222 734247 38605 35950 2666

Notes: * Data from Daman-Diu & Dadra Nagar Haveli is included in Gujarat: Lakshdweep is included in Kerala for 6/12 months interim and treatment

outcome report.

# These numbers are NOT from the same cohort of patients from which MDR/RR-TB 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 patients, hence this should not yet be taken as proportion

of MDR/RR-TB diagnosed and used as an indicator for efficiency of initiation on treatment.

$ This also excludes extra pulmonary patients put on treatment
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Annexure (5b) : CBNAAT laboratories

State/UT Existing Additional =~ Total CBNAT
CBNAAT (@\.V:V § Machines
Machines Machines
Deployed

1 | Andaman & Nicobar 4 0 4
2 | Andhra Pradesh 15 28 43
3 | Arunachal Pradesh 8 3 11
4 | Assam 16 14 30
5 | Bihar 37 32 69
6 | Chandigarh 1 1 2
7 | Chhattisgarh 9 19 28
8 | Dadar & Nagar Haveli 1 0 1
9 Daman & Diu 2 0
10 | Delhi 16 15 31
11 | Goa 2 0 2
12 | Gujarat 25 35 60
13 | Haryana 14 12 26
14 | Himachal Pradesh 9 6 15
15 | Jammu & Kashmir 12 2 14
16 | Jharkhand 21 15 36
17 | Karnataka 36 28 64
18 | Kerala 14 6 20
19 | Lakshadweep 1 0 1
20 | Madhya Pradesh 35 36 71
21 | Maharashtra 71 42 113
22 | Manipur 9 0 9
23 | Meghalaya 6 1 7
24 | Mizoram 7 1 8
25 | Nagaland 6 3 9
26 | Orissa 27 13 40
27 | Pondicherry 1 0 1
28 | Punjab 14 15 29
29 | Rajasthan 30 28 58
30 | Sikkim 4 3 7
31 | Tamil Nadu 31 27 58
32 | Telangana 14 15 29
33 | Tripura 6 0 6
34 | Uttar Pradesh 77 65 142
35 | Uttarakhand 9 4 13
36 | West Bengal 38 38 76
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Annexure (5¢) : Certified C&DST Laboratories

S. State

IRL/ C-DST Laboratory NRL/IRL/C&DST/NGO/ LC LC FLLPA SLLPA

No MC and PVT labs FLDST SLDST
1 Andaman & Nicobar RMRC, Port Blair ICMR TB CDST - - - -
Laboratory
2 Andhra Pradesh DFIT, Nellore NGO TB CDST Laboratory - - C C
3 | Andhra Pradesh SVIMS, Tirupati Medical College = = = =
4 | Andhra Pradesh IRL, Visakhapatnam IRL C C C C
5 | Arunachal Pradesh IRL-Naharlagun IRL - - - -
6 | Assam RMRC, Dibrugarh ICMR TB CDST - - - -
Laboratory
7 | Assam IRL, Guwahati IRL C C C C
8 | Bihar IRL, Patna IRL C - C C
9 | Bihar JLNMCH, Bhagalpur Medical College C - C C
10 | Bihar DFIT, Darbhanga NGO TB CDST Laboratory - - C C
11 | Chandigarh PGIMER Chandigarh Medical College C C C C
12 | Chhattisgarh IRL Raipur IRL C C C C
13 | Delhi NRL NITRD NRL C C C C
14 | Delhi IRL NDTB Delhi IRL C C C C
15 | Delhi AIIMS - Medicine IRL C C C C
16 | Delhi AIIMS - Laboratory | Medical College - - C -
Medicine
17 | Goa IRL Goa IRL - - - -
18 | Gujarat IRL Ahmadabad IRL C C C C
19 | Gujarat MPSMS, Jamnagar Medical COllege C C C C
20 | Gujarat Microcare, Surat Pvt TB CDST Laboratory - - - -
21 | Haryana IRL Karnal IRL = = C C
22 | Himachal Pradesh IRL Dharampur IRL - - C C
23 | Himachal Pradesh TB C-DST Laboratory, | Medical College = = = =
Tanda
24 | Jammu &Kashmir IRL Jammu IRL - - - -
25 | Jammu & Kashmir IRL Srinagar IRL - - C C
26 | Jharkhand IRL Ranchi IRL C - C C
27 | Karnataka NRL NTI NRL C C C C
28 | Karnataka IRL, Bangalore IRL C C C C
29 | Karnataka KIMS, Hubli Medical College C C C C
30 | Karnataka GMC, Raichur Medical College C - C C
31 | Kerala IRL Thiruvananthapuram | IRL C C C C
32 | Madhya Pradesh NRL BMHRC NRL C C C C
33 | Madhya Pradesh IRL Indore IRL C C C C
34 | Madhya Pradesh Choitram Hospital, Indore | Pvt TB CDST Laboratory - - - -
35 | Madhya Pradesh NIRTH, Jabalpur ICMR TB CDST - - C -
Laboratory
36 | Maharashtra IRL Nagpur IRL C C C C
37 | Maharashtra IRL Pune IRL C C C C
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S. State IRL/ C-DST Laboratory =~ NRL/IRL/C&DST/NGO/ LC LC FLLPA SLLPA
No MC and PVT labs FLDST SLDST
38 | Maharashtra J] Hospital, Mumbai Medical College C C C C
39 | Maharashtra MGIMS, Wardha Medical College - - - -
40 | Maharashtra Metropolis, Mumbai Pvt TB CDST Laboratory C - C NA
41 | Maharashtra SRL, Mumbai Pvt TB CDST Laboratory C C = =
42 | Maharashtra Infexn, Thane Pvt TB CDST Laboratory C C - -
43 | Maharashtra PD. Hinduja, Mumbai Pvt TB CDST Laboratory C C C C
44 | Maharashtra GTB, Sewree, Mumbai Govt sector Lab C C C C
45 | Maharashtra Aurangabad Meidcal College - - C C
46 | Maharashtra K. J. Somaiah Hospital, | Pvt TB CDST Laboratory - - - -
Mumbai
47 | Maharashtra BJMC, Pune Medical Colege - - - -
48 | Meghalaya Nazerath, Shillong Pvt TB CDST Laboratory - - C -
49 | Odisha NRL RMRC NRL C C C C
50 | Odisha IRL Cuttack IRL C C C C
51 | Puducherry IRL Puducherry IRL C C C C
52 | Punjab IRL Patiala IRL C C C C
53 | Rajasthan IRL Ajmer IRL C C C C
54 | Rajasthan SMS Jaipur Medical COllege C C C C
55 | Rajasthan DMRC, Jodhpur ICMR TB CDST - - - -
Laboratory
56 | Rajasthan IRL, Jodhpur IRL - - C C
57 | Sikkim IRL Gangtok IRL - - - -
58 | Tamilnadu NRL NIRT NRL C C C C
59 | Tamilnadu IRL Chennai IRL C C C C
60 | Tamilnadu CMC, Vellore Pvt TB CDST Laboratory - - - -
61 | Tamilnadu Shankar Nethralaya, | Pvt TB CDST Laboratory C = = =
Chennai
62 | Tamilnadu GMC, Madurai Medical College C C C C
63 | Telangana IRL Hyderabad IRL C C C C
64 | Telangana BPHRC, Hyderabad NGO TB CDST Laboratory C C C -
65 | Uttar Pradesh NRL JALMA NRL C C C C
66 | Uttar Pradesh IRL Lucknow IRL C C C C
67 | Uttar Pradesh BHU, Varanasi Medical COllege C C C C
68 | Uttar Pradesh IRL, Agra IRL C C C C
69 | Uttar Pradesh AMU, Aligarh Medical COllege - - C C
70 | Uttar Pradesh Subharti Medical College, | Pvt TB CDST Laboratory - - C -
Meerut
71 | Uttarakhand IRL Dehradun IRL = = C =
72 | West Bengal IRL Kolkata IRL C C C C
73 | West Bengal SRL, Kolkata Pvt TB C-DST Laboratory C = = =
74 | West Bengal NBMC Siliguri Medical college - - C C
“C” - Certified
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