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GDF for the year 2015-16 have been started
reaching consignees. Further, sufficient stock of
1st and 2nd line anti TB drugs has been assured
at National level for the next two years. Further,
Cap Rifabutin-150mg is also procured centrally
for co-infected TB HIV patients put on 2nd line
ART regimen and issued to states based on the
NACO requirement.

Purified Protein Derivative (PPD): The
Programme had procured PPD vials for the
diagnosis of tuberculosis in Pediatric patients
in the country in the year 2013. However,
considering the low consumption and short-
shelf-life of PPD vials, the programme has
decentralized the procurement and has allowed
states for the local procurement of PPD vials as
per their requirement at state level, following

RNTCP guidelines.

Introduction of Daily Regimen: Currently,
single-drug formulations based on World Health
Organization endorsed Directly Observed
Treatment Short-Course (DOTS) strategy is
being used under the programme. The Patients
are required to take anti-TB drugs on alternate
days of the week. However, based on emphasis
of use of Fixed Dose Combinations (FDCs) in
daily regimen treatment as laid down in “The
Standards for TB Care in India-2014” and WHO
guidelines, it has been decided to introduce
daily regimen for treatment of drug sensitive
TB under RNTCP. The daily regimen treatment
will be implemented in a phase-wise manner
to enable the utilization of already available
stock of anti TB drugs & supplies under pipeline.
Therefore, initially, daily regimen is being rolled
out in 104 districts/5 states namely Sikkim,
Pradesh &

Bihar and drugs for the same are expected to

Maharashtra, Kerala, Himachal
be received by respective states in 2nd /3rd Qtr

2016. Accordingly, all the initial five states are
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expected to use daily regimen by 3rd/4th Qtr
2016. Implementation of next phase of daily
regimen will also be initiated in due course of
time. Trainings with regard to implementation
and supply chain management of daily regimen
for the initial 5 states are being conducted.

(8DQ)
under Conditional Access Programme (CAP):

Implementation of Bedaquiline
Bedaquiline, a new class of drug effective
against Microbacterium Tuberculosis has been
given approval for use in PMDT programme of
RNTCP recently by MoHFW under conditional
(CAP). BDQ has
approved by US Federal Drug Administration

Access Programme been
(FDA) and European Medicines Agency which
are Stringent Regulatory Authorities. Further,
BDQ has been included in the WHO Guideline
and meets the requirement of being a quality
assured drug eligible for procurement through
GDF. Accordingly, programme has initiated the
procurement of Tab Bedaquiline-100mg from
M/s Janssen Pharmaceutical through GDF for
six selected centres across the country through
CAP under Programmatic management of drug
resistant tuberculosis in India. The supplies
against first tranche of Tab BDQ have been
started reaching consignees and the 2nd tranche
is expected by April/May-2016. Further, National
Training of Trainers (TOT) on Implementation
of Bedaquiline under CAP & to discuss various
aspects for supply chain & management of BDQ
has been organized at NTI-Bangalore in January-
2016. Bedaquiline will continue to be available
for “compassionate use” in the country till such
time that the expanded access programme is
rolled out under RNTCP.

Procurement of diagnostic services:

CB-NAAT. Cartridge based
amplification testing (CB-NAAT)
molecular assay which detects Mycobacterium

nucleic acid

is a rapid
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Tuberculosis (MTB) (Rif)

resistance and the entire test is fully automated

and Rifampicin

and provides result within two hours.

the
management of drug resistance TB is currently

Currently, Diagnostic services for
being provided at 64 quality assured laboratories
and 121 CB-NAAT machines. To strengthen
the laboratory & diagnostic capacity for better
management and treatment of drug sensitive
TB, programme has initiated the procurement
of 300 CB-NAAT machines along with additional
cartridges. All machines along with cartridges
are being delivered to the consignees and are
likely to be installed by March 2016. To further
expand diagnostic capacity and cover key
population e.g. ART Centers, Medical College
for Pediatric cases & EP TB cases, procurement
of additional 200 CB-NAAT machines have also
been approved and contract is awarded to
the supplier in Dec-2015. The supply of these
additional 200 CB-NAAT machines is expected
by March/April-2016.

LED Fluorescence Microscopes (LED) & Binocular
Microscopes (BM):- To replace the Binocular
Microscopes and to provide better and faster
diagnostic equipments for the management
of drug sensitive TB, programme has procured
2500 LEDs during the year 2015 for distribution
to high work load settings. Though LEDs are
more expensive than the ordinary BMs, studies
have confirmed that the use of LEDs provides
much faster diagnosis and is more user-friendly
resulting ultimately in a better yield. Further,
1500 BMs have been procured during the year
for low work load settings. The received LEDs &
BMs have been distributed to high & low work
load settings accordingly.

Training on Procurement & Supply Chain

Management: The maturing of RNTCP
programme has been accompanied by the

6)

increased decentralization of the drugs logistics
and inventory management function. To ensure
that the States are able to manage their drug
RNTCP guidelines,
re-trainings on Procurement

logistics as per regular
trainings and
and Supply Chain Management have been
conducted by Central TB Division for the
state level staff during the year. In this regard,
national level trainings have been conducted for
State TB officers, RNTCP consultants, State level

pharmacists and store assistants, covering all

the states.
hrly
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Quality assurance of Anti TB drugs: Procurement
of quality drugs is the top most priority of RNTCP
programme. Accordingly, procurement of Anti
TB drugs is being done only from WHO Pre-
Qualified, WHO GMP & ERP approved suppliers.
Further, pre-dispatch inspection and testing of
all batches of anti TB drugs being procured is
mandatorily done. In addition, the programme
has also developed a protocol in which drug
samples from various stocking / delivery points
under the programme are taken and tested at
an Independent Quality Assurance Laboratory
contracted by RNTCP. Under the protocol, each
quarter, random samples of 1st and 2nd line
Anti-TB Drugs are drawn from GMSDs, State
Drug Stores & District Drug Stores and sent for
testing to the independent QA Lab. Based on
test & analysis reports, further necessary action
is taken by the Programme, if required.
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Advocacy Communication & Social Mobilization

An issue-based, target group specific and integrated
Advocacy, Communication and Social Mobilisation
(ACSM) strategy is helping bring TB to the centre
of public discourse in India. In turn, this is helping
generate demand for RNTCP services, facilitating
early diagnosis, timely treatment initiation and
treatment completion. Forging partnerships with
multiple stakeholders including healthcare providers,
corporates, NGOs, CBOs, community groups, local
self-governments etc.

is also helping improve

provision of care for TB patients.

For greater administrative and political commitment,
various initiatives are being undertaken by RNTCP
across the country directly by the programme or
through the support of partners. Key initiatives
undertaken this year include:

e Launch of the Call of Action for TB by Hon’ble
Minister of Health and Family Welfare Shri J. P.
Nadda on 23 April 2015

¢ Inauguration of the STO-Consultant’s Meet by
Shri Nitin Gadkari in Nagpur in September 2015

e Advocacy meeting with Corporates to gather
support for TB in December 2015

In order to create awareness about TB symptoms,
media campaigns were undertaken at State and

District levels. These activities were further amplified
by pan-India print and mass-media campaigns
undertaken at the National-level in February-March
2015, April 2015, November-December 2015 and
February-March 2015.

In order to increase referrals of chest symptomatics,
notification, strengthen patient support systems etc.,
a large number of community engagement initiatives
were undertaken across the country. Together, these
focused on creating demand for RNTCP services,
facilitating early diagnosis, treatment and ensuring
treatment completion — their numbers are reflected
in the table below:

Initiative Total Nos. in India

Patient Provider Meetings 85378
Community Meetings 68115
School Based Activities 21599
Sensitization of PPs, NGOs, 10947
PRIs, others

Outdoor Publicity 11909

National Snapshot:

A picture, it is said, is worth a thousand words. We
share with you several images that tell the story of
work being done under RNTCP from across India.

TB INDIA 2016




24 March 2015 announcements and launches
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Hon’ble Health & Family Welfare Minister Shri J.P. Campaign with IMA
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e 60-days pan-India campaign undertaken across approx. 75 TV channels & 273 radio stations

e Print ad campaign in 325+ newspapers in English, Hindi & regional languages on 24th March & 24th April
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Call to Action: Partnering for a TB free India

The Ministry of Health and Family
Welfare (MoHFW), Government of
India is championing

the Call to Action for a TB Free India, an initiative
under the global Challenge TB project funded by
USAID and led by The Union South East Asia (USEA)
office in India. The Call to Action is an initiative that
seeks affirmative action from a wide cross-section of
stakeholders towards TB control efforts in India. The
Call to Action initiative was launched in India by the
Hon’ble Minister of Health and Family Welfare Shri
J. P. Nadda on 23rd April 2015.

Missed-call campaign

ATB toll free TB help line number where callers could
leave a missed call planned on pilot basis in four
States - Punjab, Haryana, Delhi & Chandigarh - by the
Hon’ble Health and Family Welfare Minister Shri J P
Nadda on 15th January. To strengthen citizen’s access
to the public health system, the Union Minister for
Health & Family Welfare Shri J P Nadda launched a
dedicated Tuberculosis (TB) Helpline today. Under the
Revised National Tuberculosis Control Programme
(RNTCP), the Government of India provides high
quality diagnosis and treatment services to all TB
patients in the country. A dedicated toll free number

has been set up to provide information, counselling

and treatment support services.

Callers have the option to either give a missed call
on the toll free number (1800116666) and receive
a call back or directly speak to a trained call centre

executive to ask for information. Through this
helpline a person can ask for information related
to TB symptoms, treatment services available,
address and contact details of the nearest treatment
facility etc. Simultaneously, information regarding
chest symptomatic patients is also shared with the
District TB Officer of the area from where the call
has originated to provide follow up and any further
support. This facility is currently available in the
States of Punjab, Haryana, Chandigarh and Delhi.

TB INDIA 2016




State Snapshots:

Madhya Pradesh
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TB messages on Rail tickets, Electricity bills, Bhopal
City Link Buses

Weekly programme on Prasar Bharati, Vividh Bharati e o A ML
& Doordarshan-MP
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TB Registration no. 112/15, Darjeel-
ing Tuberculosis Unit - The Conquest
of Human Spirit

It could have well been an illustration of human dig-
nity being reduced to a mere numerical identity sans
emotions that define a human soul. But that was not
to be. A 13-year-old girl, a chest symptomatic, re-
ported for sputum examination at the RNTCP lab of
District Tuberculosis Center, Merry Villa in Darjeeling
on 18th April 2015. Spasms of cough had ravaged her
lungs and racked her frail body. She had her mother,
a domestic help, and an elder brother, a boy of fif-
teen, by her side. They lived in a ramshackle hut that
could be reached by climbing countless stairs from
Darjeeling station, no easy feat considering the state
of her health. Her sputum tested positive — codified
“2+” in RNTCP parlance. She was promptly put on
treatment.

Unfortunately, for the family another story was
unfolding in the meantime. The elder brother too
started coughing incessantly. His sputum too, tested
positive. Given the environmental epidemiology of
droplet infection like TB, this was expected. A series
of violent earthquakes shook the hills of Darjeeling
about the same time. But no Richter scale could have
measured the tremors that shattered their mother’s
heart. Without any further ado, the brother was initi-
ated on treatment. The end of Intensive Phase (IP)
sputum smear of the girl showed persisting evidence
of tubercle bacilli. A setback! But the RNTCP team at

80 | 7B INDIA 2016

the Darjeeling Tuberculosis Unit refused to give up.
Her sputum sample was sent for Culture and Drug
Sensitivity Test to the North Bengal Medical College
& Hospital to ascertain if hers was a case of Drug-
Resistant TB. Meanwhile, she was put on extended
IP. Her CDST report came on 24th June 2015. It was a
huge relief — for the girl and her treatment supervi-
sors. Her infection was sensitive to first-line anti-TB
drugs! And the treatment continued. Come July, 2015
and the girl’s follow-up sputum at the end of the ex-
tended IP was again tested. Everyone was apprehen-
sive about the result. But lo and behold! The result
was a resounding “negative”. With great optimism,
the Continuation Phase (CP) of treatment was initi-
ated. After eighteen weeks of CP, the end-sputum-
smear was “negative” once again. At last, she was
free from the scourge of the ailment that has been
tormenting the human civilization since time imme-
morial. The brother’s story was less tumultuous. Just
after two months of IP, he tested “negative” and after
another four months of routine CP he was declared
“cured.” The mother wept for joy when she received
the good news from the TB Health Volunteer.

Routine achievements...that for RNTCP reaffirm the
faith in the power of service and humanity. These
successes are the fuel in our continuing fight for the
ultimate conquest of hope over despair, of human
spirit over death and disease.

(Names of patients have been withheld in the interest of

patient confidentiality)
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Research

The RNTCPisbased onglobalscientificand operational
guidelines and evidence, and that evidence has
continued to evolve with time. As new evidence
becameavailable, RNTCP has made necessary changes
in its policies and programme management practices.
In addition, with the changing global scenario, RNTCP
is incorporating newer and more comprehensive
approaches to TB control. To generate the evidence
needed to guide policy makers and programme
managers, the programme implemented measures
to encourage operational research (OR). Efforts of
RNTCP to promote OR yielded success and most of
the studies has are linked to the main priorities of TB
control.

The programme requires more knowledge and
evidence of the effectiveness of interventions to
optimize policies, improve service quality, and

increase operational efficiency. This has led to

East

North East

the realization of the need for a more proactive
approach to promoting OR for the benefit of the TB
control efforts. Furthermore, the programme seeks
to better leverage the enormous technical expertise
and resources existing within India both within the
Programme, and across the many medical colleges,
institutions, and agencies. Operational research aims
to improve the quality, effectiveness, efficiency and
accessibility (coverage) of the control efforts.

With Programme support and involvement 68
research articles were published in various national

and international journals in the year 2015.

Following is the summary of number of Operational
Research proposals and status of approval by the
mechanism of State OR Committees, Zonal OR
Committees and National Standing OR Committee in
year 3Q14-2Q15.

North South1l South2 West Total

Number of State OR Committee meet- 5
ings held

10 12 4 7 9 47

Number of OR projects received by the 8
State OR Committee

7 55 7 24 59 160

Number of OR proposals approved by 5
the State OR Committee

4 22 3 10 16 60

Number of OR proposals reviewed by 0
the State OR Committee and for-
warded to the Zonal OR Committee for
approval

Number of OR proposals approved by |0 4
the Zonal OR Committee

TB INDIA 2016




South1 South2 West Total

East North East North

Number of thesis proposals received 14 6 27 28 9 44 128
by the State OR Committee

Number of thesis Proposals approved |12 6 24 23 4 31 100
Number of thesis initiated with RNTCP | 12 6 22 23 4 31 98
as a topic in the Zone

Important developments

84 | 78 INDIA 2016

Research Consortium for Tuberculosis: With
a strong research base formed by a group of
National Institutes exclusively focusing on TB
(NIRT, JALMA, NITRD, NTI), the network of
ICMR institutes, about 363 Medical Colleges,
and the strong basic science institutes under
Indian Council of Medical Research/Department
of Health Research (ICMR), Departments of
Science and Technology (DST), Department of
Biotechnology (DBT), Council of Scientific and
Industrial Research (CSIR) and Indian Institute
of Science (lI1Sc) India has a unique capacity to
be a leader in basic, clinical, translational and
operational research. India could advance
TB control nationally and globally. In addition
various technical partners like WHO, The Union
supportin capacity building and implementation
of researches under RNTCP. Funding through
various institutes could be harnessed to promote
integrated research. Considering above, Central
TB Division in collaboration with ICMR wishes to
establish a Tuberculosis Research Consortium
for streamlining all research related to TB within
the country. This will include participation of,
DBT, CSIR, DST, lISc and other academic/research
institutions and the private sector as partners.
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.

With an aim to develop capacity of the
professionalsassociatedwithRNTCPtoundertake
programmatically relevant operational research
to generate appropriate evidence to enhance TB
control efforts in the country, Central TB Division
in collaboration with National Tuberculosis
Institute, Bangalore and WHO country office for
India has conducted “TB Operational Research
Training course” at National TB institute,
Bangalore. The training programme contains 3
Modules of which first module was held at NTI
on 4-8th May 2015.

In the current year 4 Zonal OR Capacity building
workshops were held

Program has initiated process to develop web-
based application for streamlining operational
research to facilitate transparent and
accountable system ensuring timely feedback
and decisions of the respective OR committees

to the applicant Principle Investigators.

National Research Committee meets at least
twice year and provides technical guidance to
CTD on the RNTCP OR
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Monitoring and Evaluation

Supervision and monitoring are pivotal in ensuring
quality services delivery for achieving the goals of
Universal Access to quality care for all TB patients.

Monitoring is a continuous process of collecting
and analysing information to compare how well a
project, programme, or policy is being implemented
against expected result. Evaluation is an assessment
of a planned, ongoing, or completed intervention
to determine its relevance, efficiency, effectiveness,
impact, and sustainability. Both are needed to be
able to better manage policy, program, and project
implementation. Program Indicators are essential
part of a monitoring and evaluation system as they
are what you measure and/or monitor.

Monitoring and Evaluation provides government
representatives, policy makers and program
managers, civil society and development partners to

—  Learn from past experiences

— Improve service delivery planning and allocation
of resources

— Demonstrate results during and after the
implementation

The M&E Framework (Logic Model)

Menitoring & Evaluation

Meonitoring

Evaluation if we can attribute InputfProness

Resources put
into a programme

Activities which
convert
programme
inputs to outputs

Products or services
produced by
the programme

Objective

The Revised National Tuberculosis Control Program
(RNTCP) has completed years of
implementation. While RNTCP consolidated these
achievements, it is also attempting to expand the
horizon. The program is moving towards achieving
‘universal access’, reaching out to the unreached
and ensuring that all TB patients receive the highest
quality diagnostic and treatment facilities as early as
possible. The programme is also facing the challenge
of Drug Resistant — TB and that of HIV co-infection
with TB. The programme has initiated steps to tackle
these challenges.

seventeen

It is recognized that management of TB control
program is challenging both from technical as well
as operational point of view. Although RNTCP has
standardized set of program management guidelines,
people tend to deviate over time especially, when
supervision slackens. Another concern is the
competing local priorities for which the programme
managers had to find solutions with the ambit of the
health system.

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

S. Activities Numbers

No.

1 National RNTCP Review Meeting 2
with State Tuberculosis Officers

2 Regional Review of RNTCP & 3

Programmatic Management
of Drug Resistant Tuberculosis
(PMDT) (South, East, West Zone)

TB INDIA 2016




Numbers

Activities

3 Central Internal Evaluations 4
(Telengana, Tripura, Jammu and
Kashmir, Kerala)

4 Zonal Task Force Meetings 8
(Bhubaneswar, Chandigarh,
Vishakhapatnam, Agartala,
Kolkatta, Lucknow, Trivandrum,
Hyderabad)

5 National Task Force (Himachal 1
Pradesh)

6 Regional TB/DR TB-HIV Review 3
Meetings (South, East, West
Zone)

7 National Technical Working 1
Group Review Meeting for TB-HIV

8 Review Meeting of National TB- 1
HIV Coordination Committee

9 Co-ordination committee 1
meeting of National Reference
Laboratories (NRLs)

10 |Joint Monitoring Mission 1

11 [ Review of Civil Society partners
involved in TB control in India

Debriefing meeting to Hon’ble Minister for Health & Medical Edu-
cation & ARI/ Trainings J&K, Shri Lal Singh Choudary Ji & Hon’ble
Minister of State for Health & Social Welfare Dept. J&K Mohtar-
ma Asiya Nagash at Civil Secretariat Srinagar on 19th June-2015
by the Central Internal Evaluation Team.

TB INDIA 2016

Joint Monitoring Mission - April 2015

The Joint Monitoring Mission (JMM) 2015 to review
India’s National TB Programme was conducted from
the 10th to 23rd April 2015. The JMM, which is an
independentreview of the country’s progress towards
its goal of universal access to TB care is conducted
every three years, and this year was the sixth such
Mission held in India since the inception of India’s
Revised National Tuberculosis Control Programme
(RNTCP). This year, the JIMM brought together a team
of nearly 100 national and international experts,
affiliated Departments from the Ministry of Health,
civil society, implementing partners, technical and
developmental agencies to review the progress,
challenges, gaps and strategies of India’s tuberculosis
(TB) control efforts. The JMM 2015 team comprising
experts from Centre for Disease Control, World Lung
Conference, Stop TB Partnership, WHO, The Union etc.
reviewed India’s experience with implementation of
its ambitious TB control strategies as per the National
Strategic Plan (NSP) 2012-17. The RNTCP team was
ably led by the national programme leader Dr. Sunil
Khaparde and his team of National, State and District
level programme officers and implementers from the
respective states. The JMM team members visited
six different states across the length and breadth of
the country, each with its own unique demography
and implementation structure. Meetings with key
administrators were held at both State and District
levels post extensive field visits and review right up
to the peripheral health level institutions.
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Human Resource Management

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

The depicted diagram is illustrative of the human

resources available for TB control from the
grassroots to the national level, both government

and contractual.

Functions of the State TB Cell, State TB Demonstration
Centre, and TB Unit team, national and intermediate
reference laboratories, the Medical College Task
Forces and core committees are well spelled out.
The responsibilities of State TB Cell staff, district-level
staff and PHI staff are clearly defined. Non-financial
incentives like awards on World TB Day have created
a motivated workforce. Technical expertise hired

additionally under programme and existing within the

system, do continuously need updation of knowledge
in view of policy updates/ refreshing existing
knowledge etc. Training institutes (both National
& State) play pivotal role in capacity building of all
concerned. National Training institutes like National
TB Institute (NTI), Bangalore; National Institute for TB
& Respiratory Diseases (previously called Lala Ram
Sarup Institute of TB & Lung Diseases), New Delhi
and National Institute for Research in Tuberculosis
(previously called Tuberculosis Research Center),
Chennai are capacity building arms of Central TB
Division, MoHFW-Gol. Many efficient state level
institutes have also come up as regional level training
hubs —e.g. State TB Training & Demonstration Centre
(STDC) of Ahmedabad/ Hyderabad/ Kochi etc.
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The STDC is a technical arm of State TB Cell.
It is responsible for training along with other
responsibilities as Lab. Support, Supervision
& Monitoring, Quality Assurance, Operational
Research, Information Education & Communication
etc. Formation of group of master trainers within the
State & capacity building forimparting quality training
at district & peripheral level is also taken up at STDC
level. Evaluation of training activities in the State &
development of training material in local languages

as per need would be taken care by the STDC.

There are many conventional methodologies

accepted for TB trainings; including Modular training,
on job training etc. However, e-modules, Audio-

Visual modules, Webinars etc. are widely accepted
& appreciated methods as well. Customized training
tools & modalities that suit the training needs as per
need assessment would be used for the trainings
at different levels. Training for private providers,
associations & different stakeholders at National,
State, District & peripheral level, trainers from State
TB Training and Demonstration Centres, teachers
and researchers of the Medical Colleges and other
institutes from all over the country are also trained
at National institutes.

The flow diagram depicts the human resources
available at every service point to a patient for getting
optimum TB care services:

PRIMARY LEVEL OF CARE SECONDARY LEVEL OF CARE TERTIARY LEVEL OF CARE

» Medical Officer of Peripheral
Health Institution

¢ Private medical practitioners
at village level

e Senior TB Treatment

* Medical Officer at
Community Health Centers

e Specalists available at
Subdivision hospitals

e Faculties at Medical Colleges

e Specialists at Corporate
hospitals

* Private Practitioners in the
city

Supervisor
¢ Senior TB Lab Supervisor
» Tuberculosis Health Visitor
e ASHA
e Community health Guides
¢ Swasthya Shayayika
e Members of Gram Panchayat
¢ Laborotary Technicians
¢ Rural Health Practitioners
e Chemists
e Members of Self help group

¢ NonGovernmental
Organizations

e Specialists available at district
level.

¢ Chest & TB specialists doing
private practice

* General Practitioners

¢ DRTB site Senior MO

e District Tuberculosis Officer
* Medical Officer at DTC

¢ Dist PPM Coordinator

¢ Dist Programme Coordinator
¢ Dist DRTB-HIV Coordinator
e Counsellor

e Statistical Assistant

e District Accountant

e Laborotary Technician

¢ Senior MO ar DRTB Site

e State Tuberculosis Officer

¢ Microbiologist(IRL)

» Microbiologist (EQA)

¢ Epidemiologist

e Treatment monitor

* Medical officer of State TB
Cell

¢ DRTB Coordinator

¢ PPM Coordinator

¢ TBHIV Coordinator

e State Accountant

* Pharmacist at SDS

¢ Data Analyst

e Technical Officer
-Procurement

e Senior LT and other LTs of IRL

¢ Data Entry Operators

Private sector is an equally important partner to
achieve universal access of TB care in community.
The Government of India had passed gazette of TB
case notification in May 2012. All private sector

TB INDIA 2016

stake holders are to be sensitized by the programme
on the Standard of TB care in India, which is the
TB care continuum which should be followed by all
stakeholders.




Delivery of TB Care services through the Public and Private stakeholders

Adeuiicy t M “Pbﬁh'lﬂﬂ

At m
Suspect trment Completion & 6, 12,18 & 24
[ idenitification }:} Dixgnosie } = - = [ Follow up }':3‘ month follzw up

=== <&

57C1 5TC1

Centification of Natificstion Ensuting treatment
Use of $TCI by peNatE |kt Partnership schemss completion
orlvate sector Partrership Scherres Soclal suppert Partnership schemes
Notification aystems and linkages

The above figure depicts the public and private sector involvement with respect to systems, human re-
sources (of public sector, private sector, NGOs & other health care providers) and enablers
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The central theme of Country’s 12th five year Plan
(2012-2017) is the goal of “Universal Access to
quality TB diagnosis and treatment for all TB patients
in the community”. This entails sustaining the
achievements till date, finding unreached TB cases
before they can transmit infection, and treating all
of them more effectively, preventing the emergence
of MDR-TB. These ambitious goals are achievable
because the TB programme has established a robust
management infrastructure, focused on effective
implementation, decentralizing patient-friendly
services to impoverished and vulnerable populations,

and improving quality of care for all.

The programme is now focusing on re-engineering
programme system for optimal alignment with
NRHM at block level. The current basic programme
management unit for RNTCP, the “Tuberculosis
Unit” for 500,000 persons is now being realigned
nationwide with the NHM health blocks and urban
wards anticipating NUHM expansion. The programme
has also effectively engaged the community in
creating awareness and providing DOTS treatment
through community volunteers

Considering the technical and operational feasibility,
the RNTCP built up its infrastructure, wherein, the
RNTCP has quality assured laboratory network for
bacteriological examination of sputum in three tier
system of Designated Microscopy Centre (DMC),
(IRL), and
National Reference laboratory (NRL). DMCis the most

Intermediate Reference laboratory

peripheral laboratory under the RNTCP catering to a
population of around 100,000 (50,000 in tribal and
hilly areas). There are 13,886 Designated Microscopy
Centres (DMCs) across the country.

Currently,therearesixNationalReferencelLaboratories
— NTI Bangalore, NIRT Chennai, NITRD Delhi, JALMA
Agra, RMRC Bhubaneshwar and BMHRC Bhopal. The
NRLs work closely with IRLs, monitor and supervise
the IRL activities and also undertake periodic training
for the IRL staff in EQA, culture & Drug Susceptibility
Testing activities. The first National Drug Resistance
Survey is being conducted by NTI Bangalore with the
support of CTD and WHO India.

The programme has strengthened the Intermediate
Reference Laboratories (IRLs) at the state level to
supervise and monitor the DMC and efficiently
achieve the external quality assurance function (EQA)
by providing human resource support. Laboratories
with a capacity to diagnose drug resistant bacilli
using different technologies including solid culture,
liquid culture and line probe assay (LPA) and CBNAAT
have been established which carry out Culture &
Drug Susceptibility Testing. The Program provides
free testing facilities for patients and suspects of
Multi Drug Resistant (MDR), TB-HIV co-infected,
paediatric and Extra-Pulmonary TB. Quality assured
diagnosis is being provided by laboratories through
Line Probe Assay, liquid culture, Solid culture &
Cartridge Based Nucleic Acid Amplification Tests (CB-
NAAT) labs across the country for rapid diagnosis
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of Drug Resistance Tuberculosis. Under the current
strategy, Program is rapidly expanding the laboratory
and newer technology platform capacity to achieve
universal access to quality assured diagnosis.

All TB patients including patients with co-morbidities
such as TB-HIV, TB- Diabetes, registered under
the programme are provided free quality assured
through the
providers, ranging from the community volunteers to

treatment services network of
tertiary care dedicated institutions specialized in TB
treatment and care. Currently, there are more than
4 lakh DOT centers, 136 specialized Drug Resistant
TB Centers providing services across the country. For
further decentralizing and making treatment services
patient friendly for DRTB patients, 50 Linked DR TB

Centers have been established in states.

Procurement, Supply & Logistics Unit has been
established TB Division (CTD) for
procurement and logistics functions at the Central

in Central

level. Government Medical Stores Depots (GMSDs)

98 | 7B INDIA 2016

are the primary stocking points, for receipt of first
line anti-TB drugs from the manufacturers and
distribution to State Drug Stores across the country.
In case of 2nd line drugs, the suppliers are required
to deliver drugs directly to the consignees which are
the State Drug Stores of the implementing State.

Currently, there are 6 GMSDs at Karnal, Mumbai,
Kolkata, Chennai, Guwahati and Hyderabad, 39 SDSs
and 729 DDSs for stacking and distribution of drug
stocks. Receipts from GMSDs/ SDSs (in other states)
are coordinated by Central TB Division (CTD) and are
usually in response to quarterly reports/ additional
stock requests made by State TB Officers (STO) and/
or District TB Officers (DTO).

The Deputy Director General (DDG), Additional
Deputy Director General (ADDGs), representative
from National Institutes, NRL, RNTCP Consultants and
representative from partners constitute the Central
Monitoring Unit for supervision, monitoring and
surveillance of TB control activities in the country.
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