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PREFACE

Tuberculosis continues to be a public health challenge in India and it is commonest opportunistic
infection (OI) in persons living with HIV (PLHIV) .TB is the foremost cause of death among
people living with IIIV. To mitigate the effect of dual burden of HIV and TB co-infection the
ministry of Health and Family Welfare, Government of India through its National AIDS Control
Organisation (NACO) and Central TB Division has been undertaking joint collaborative efforts as
per the National Framework for HIV TB collaborative activiti'qs in India.

Training of staff under NACP and RNTCP is very crucial for strengthening of TB/HIV
activities and imparting updated knowledge regarding HIV/TB to program staff. To streamline the
training, both the programmes envisage, that uniform, standardized modular training be imparted
to all the programme and general health staff throughout the country.

National Technical group on HIV/TB collaborative activities recommended to revise the training
modules for HIV/TB considering.the latest revisions in RNTCP, Programmatic management of
Drug resistant TB, recording and reporting and newer initiatives like formation of NTCC at
National level, TB notification, PITC ameng presumptive TB cases, Isonaizid preventive therapy
and case based web based electronic recording and reporting system in RNTCP (NIKSHAY) and
NACP (SIMS) etc. To train the staff of RNTCP and NACP at various level BASIC TB/HIV
training module have been developed by NACO and Central TB Division with support from
National institutes of RNTCP and NACP(NTIL,NIRTD,NIRT,NARLJALMA). This is product of
hard work and dedication of Basic services Division, Central TB Division MOHFW and 1
appreciate the efforts made by this technical team and everyone who was involved in its initiative.

We hope this integrated module will be helpful to impart the desired knowledge regarding
TB/HIV with the purpose to improve the effectiveness, efficiency, and sustainability of
Government of India’s response to TB/HIV.
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CHAPTER1: INTRODUCTION:

National AIDS Control Programme (NACP)

Il ndi ads National Al DS Contr ol Programme has
first phase launched in 1994 had a national level approach focusing primarily on setting up
surveillance systems, awareness generation and blood safety. The second phase from 1999 to 20C
decentralized the programme to the state level with the establishmenatef/ DS Control
Societies and initiation of all the key interventions including Counseling, Testing & Treatment.
NACP-IIl has been the critical phase when the programmag taken to massive scale improving

the reach of all interventions and the focus telifto district level, with strong evidence of
impacts. The fourth phase of NACP (2012), envisages to consolidate the gains and address the

emerging challenges.

NACP IV aims toAccelerate Reversal i.¢o reduce new infectionsy 50% (2007 Baseline of
NACP IIl) andto IntegrateResponseée. to provide a Comprehensive care, support & treatment to
all persons living with HIV/AIDSThe program has been consistently achieving its objectives with
five-Pronged Strategies of Prevention, IE@&haviour Change, €atment Servicesnstitutional
Strengthening,and Strengtheningf Strategic Information Management SystemSACP-IV
envisagesintegration and scaleup of service delivery to subistrict and community levels
through existing health infrastructure in fheblic and private sectors.

Key priorities under NACP-IV:

A Preventing new infections.

A Prevention of parent to child transmission.

A Focusing on IEC strategies fobehaviorchange in HRG, awareness among general
population andlemand generatidior HIV services.

A Providing comprehensive care, support and treatment to eligible PLHIV.

A Integrating HIV services with health systems in a phased manner.



Revised National Tuberculosis Control Programme (RNTCP):

India has had a Ni@nal Tuberculosis Programme (NTP) since 198@wever,a comprehensive
review of the NTP in 1992 found that the NTP had not achiégeadms or targets. Based on the
recommendations of the 1992 review, the Revised National Tuberculosis Control Programme
(RNTCP), incorporating the components of the internationally recommended DOTS strategy for
the control of TB, was developed. RNTCP has now been implemented in the country for more than
a decade, and has been expanded geographically to achievewidgaoverage in March 2006.

The spread of human immuaeficiency virus (HIV) during the last two decades, emergence of
various forms of drug resistant TB and vast and unregulated private sector pose additional
challenges in effective TB control. All those wihaeoe infected do not necessarily develop TB
disease. Théfetime risk of breaking down to disease among those infected with TBi &5%0,

whichisincreased to 10% per year amongst thosmfaxted with HIV.

Goal and objectives of RNTCP
The goal of RNT® is to decrease the mortality and morbidity due to tuberculosis and cut down

the chain of transmission of infection until TB ceases to be a public health problem.

The current focus is on ensuring universal access to quality assured TB diagnosistarahtrea

services under the programme.

HIV - TB burden in India:

It is estimated that there are 2.1 million people living with HIV in India with an estimated adult
HIV prevalence of 0.27% (range: 0.294%).TB accounts for 25% of deaths among People
Living with HIV and AIDS (PLHIV) in India Although only 5% ofncidentTB patients are HIV
infected, in absolute terms it means more than 100,000 cases annually, ranks second in the worl
and accounts for about 10% of the global burden of-ed¥ociated TBHowever, HIV positivity

among PLHIV varies from states /districts in the country, the proportion of HIV positive among

TB patients over 10% in high HIV burden states to up to 40% in some high burden districts.

Active TB disease is the most common opportunistiection amongst HI\Infected individuals.
The primary impact of HIV on TB is that the risk of developing TB becomes higher in patients

with HIV. Overall, HIV-infected persons have approximately atin®s greater risk of TB than



persons without HIV irgction. The risk of TB in HIMnfected persons continues to increase as
HIV disease progresses and CD4 cell count decreases. Whileetaotiral treatment can
substantially decrease the risk of TB, this risk always remains higher than that in HIV @egativ
individuals. Furthermore, among cured TB survivors with HIV infection, the risk of recurrent TB

is also quite high.
HIV positive patients who have TB have higher mortality than HIV positive patients without TB.

From the public health point of view, tieest way to prevent TB is to identify all persons in the
community with infectious TB as early as possible, provide prompt & effective treatment and cure
them. This interrupts the chain of transmission and can thus prevent the disease burdem®f HIV
co-infected cases. Among HiMfected persons, early detection of TB, proper TB treatment, and
prompt linkage to HIV care and early initiation of treatment also can reduce the harmful impact of
TB on the patient's health and wb#ing.

NACP and RNTCP Coordination in India:

To mitigate the effect of dual burden of HIV and TB-intection, the ministry of Health and
Family Welfare, Government of India through its NACO and Central TB Division (Department of
Health and Family Welfare) has been undertaking joitialoorative efforts since 2001. While

joint HIV/TB activities started with differential strategies based on underlying HIV burden
initially, the programme evolved over the years and currently implements uniform HIV/TB
collaborative activities across theurdry. The decade old collaboration between National AIDS
Control Programme (NACP) and Revised National Tuberculosis Control Programme (RNTCP) in
India is considered a global success. National AIDS Control Programme (NACP) and The Revised
National Tubercusis Control Programme (RNTCP) have developed a policy of HIV/TB
collaborative interventions based on experience gained during programme implementation in
initial years, important operational research (OR) studies instituted by NACP and RNTCP and the
WHO HIV/TB interim policy, for implementation across the countiilestones of TBHIV
collaborative activities in India: The year wise important milestones of evolution of TB HIV

collaborative activities in India are as follows:

U 2001 Basic HIV/TB activities srted in six highHIV burden states.
U 2003: Pilot for H\ATB crossreferral infour districts of Maharashtra.
U Crossreferral started irsix HIV high prevalence states.

0 2004 Cross referral of activities expandeddightadditional states.

0 2005 Joint trainng modules developeghint surveillance initiated.



U 2007 Pilot for Routine referral of TB patients for HIV testing and CPT.
U National (policy) framework for TB/HIV developed.
U 2008 National Framework revised.
U All-India implementation of HIVTB activities.
U Intensified Package (IP) rolled outmne states.
U 2009 National Frameworkevised.
U Intensified Package rolled out @ightmore states.
U Uniform activities at ARTcentersand ICTCs nationwide for intensified TB case
finding and reporting, established.
U 20107 Intensified package launched in &thtes.
0 2012 (Jung- Nationwidecoverage achieved.

2013(Nov}National Framework for HIV/TB collaborative activities in India developed

National Framework for HIV/TB in India:

The first National Framework was publesh in November 2007, which endorsditferential
strategyor implementation of HIV/TB activities in the country, reflecting the heterogeneity of

HI' V/ TB epi demic i n | ndesaentiabT hH IsV / sTtBr ait retgeyr viem
implemented nationwidand an Al ntensified TB/HIV packag:¢
burden of HIV/TB.

The selection of states for implementationirgénsified packag&as based on HIV prevalence,
absolute HIV burden, availability of decentralized HIV testing andtrireat services and
programme management capacity.2008, it was started imine states (Andhra Pradesh, Goa,
Karnataka, Maharashtra, Manipur, Mizoram, Nagaland, Puducherry and Tamil Nadu). Review of
this implementation demonstrated that it was a higbbful strategy for early detection of HIV in

TB cases and prompt linkage to HIV care and support. The National Framework was therefore
revised in 2009 with a decision to implement full spectrum of HIV/TB activities including-apale

of Intensified HIV/TB package uniformly across the country by 2012. This revision established
uniform set of activities at all ART centres and ICTC including intensified TB case finding and
reporting. It also strengthened joint monitoring and evaluation with specified naHdvVialB
programme indicators and performance targets. Latest revision of National Framework Nov 2013
aimed toincorporate recent policy updates in NACP and RNTCP and align with respective
national strategic plan for next 5 year along with recommendation&HO HIV/TB policy
guidelines 2011.



The overall purpose oNational Framework is to articulate the National policy for TB/HIV
collaborative activities between RNTCP and NAtRnsure reduction of TB and HIV burden in

India.

Objectives:
1. To maintain closecoordination between RNTCP and NACP at National, State and District

levels.
2. To decrease morbidity and mortality due to TB among persons living with HIV/AIDS.

3. To decrease impact of HIV in TB patients and provide access to HIV related care and support

to HIV-infected TB patients.

4. To significantly reduce morbidity and mortality due to HIV/TB through prevention, early

detection and prompt management of HIV and TB together.

The four pronged strategy summarised below is based on the foundation of strong d¢mitabora
between NACP and RNTCP

Early Detection of TB/HIV "\
. . 1. 100% coverage of PITC in TB patients
1. Isoniazid Preventive Treatment : .
] i 2. PITC in presumptive TB cases
2. Air Borne Infection Control 3. Rapid diagnostics for detection of TB andTBR

3. Awareness generation in PLHIV
4. ICF activities at all HIV settinSTC, ART, LAC]
and TI settings

TB/HIV ceordination to reduce mortality

( Prevention

Management of special TB/HIV cases

Prompt Treatment of TB/HIV 1. TB/HIV patients on Pl based ARV
1. Early initiation of ART 2. TB/HIV in children
2. Prompt initiation of TB treatment 3. TB/HIV pregnant women
K 4. Drug resistant TB /HIV j
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National

activities 2013:

1. Emphasis orintegrated TB and HIV servicese.g. HIV
screening at RNTCP DMC.

2. Focus orearly detection and early care
a. Early detection of TB in PLHIV :

Framework for HIV TB Collaborative

Early sugicion of TB symptoms of any duration
among PLHIV
Use of anexpanded clinical algorithm for TB screeningthat relies on presence of

four clinical symptoms (current cough, weight loss, fever or night sweats) instead of

only cough, to identify patients wifiresumptive TB
Strengthen ICF at ART, Link ART centre (LAC) and Targeted intervention projects
(T1) for High Risk Group (HRG) specially Injection Drug Users (IDU)

b. Early detection HIV/TB:

Enhance HIV testing facilities in settings with lack oflooated HV and TB testing
facilities, by establishing HIV screening services usitgple blood finger prick test

(WBT)

Strengthen HIV testing of TB patients in high HIV prevalent settings by promoting
establishment ofFacility Integrated Counselling and Testing Catre(F-ICTC)

where DMC exists

PITC among patients being evaluated by diagnostic smear microscopy presumptive

TB cases in high HIV prevalent settings

c. Early Care:

Strengthened linkage of HIV/TB patients to ART centres through travel support by
RNTCP as peNSP (20122017) etc.

ART for HIV infected TB cases irrespective of CD4 count

Prompt ART initiation within first 8 weeks of commencing ARTiB treatment.

Monitoring of timeliness of ART initiation through expanded ART reporting formats

3. Early detection andcare of HIV infected Drug Resistant TB patients (DRTB/HIV) :

i.  Strengthen HIV testing in presumptive BB cases (Criteria C)

il.  Ensure access to culture and drug susceptibility testing for HIV infected TB patients

iii.  Prompt linkage of HIV infected DR B cases tART centres

iv.  Promptinitiation of ART in HIV infected DR B cases

11



4. Prevention of TB among HIV infected adults and children:

I. Implementation of IPT for all PLHIV (On ART + P#&RT)

il. Strengthen implementation of air borne infection control strategies.

5. Strengtlen HIV/TB activities among children and pregnant women

6. Promotion of participation of private, NGO, CBO health facilities and affected
communities working with NACP and RNTCP to strengthen HIV/TB collaborative

activities.

NACP-RNTCP coordination mechanismsat various levels :

A. National Level:

1. National TB/HIV Coordination Committee(NTCC)

TheNationalAIDS Control Organization Government of India Vide letter no-111025/15/2013
NACO/BSDhas constitutetlational TB/HIVCeor di nat i on Co mderthethaire 6 ( N
of Secretary with the following terms of reference:
1.To strengthen cordination mechanisms between NACP and RNTCP at National, State
and District level
2.To review and adopt policies for strengthening implementation of joint TB/HIV activities
3.To suggest strategies for roll out and scale up of activities aimed at minimizing mortality
and morbidity associated with TB/HIV
4To review implementation of joint TB/HIV activities and identify key areas for
strengthening
The composition and terms of redace (TOR) of NTCC are annexeshfiex 1)

. National Technical Working Group (NTWG)

At The Department of AIDS Control, Government of India Vide letter nb1020/77/05
NACO/BSDhas constitutedational level technical working group comprising of key officia
from NACO and CTD, experts from WHO, National institutes and civil society members. The
NTWG should meet quarterly and performs following key functions:

1 Review NACRRNTCP coordination activities at state and district level

1 Review,optimize,and plan fo future HIV/TB collaborative activities.

1 Joint monitoring and review of HIV/TB activities

12



1 Planning of supervision of HIV/TB activities, including joint field visits, joint national level
review etc.

1 Facilitate operational research to improve programmglémentation and assess impact of
joint HIV/TB activities

1 Develop normative tools and training material for HIV/TB

The composition and key functions of NTWG are anneXguhéx 2)

State level coordination mechanisms:

A. State Coordination Committee (SCC): &asure smooth implementation and regular review of
HIV/TB collaborative activities, State Coordination Committee chaired by principal secretary
health are established in all states. The SCC meeting should be organized atdeastly by

the State AIL3 Control Society (SACS). The composition and terms of reference (TOR) of SCC
are annexedAnnex 3). Decisions of SCC meeting must be shared with BEXWO andCentral

TB Division.

B. State technical Working Group (SWGDhe State technical Working Group (SWGhould
meet once a quarter to review and streamline HIV/TB activities in the G@tgposition of SWG
meetingis annexed Annex 4). Approved minutes of SWG meetings must be shared with Basic

services DivisioMIACO andCTD by member secretary SWG.

District level coordination mechanisms

A. District Coordination Committees (DCC): To ensure smooth implementation and regular
review of HIV/TB activities, District CoordinatioBommittee DCC) are establishéithe
composition and TOR of DCC is annexémfiex 5A). Minutes of DCC meetings should be sent
to the State AIDS Control Society (SACS) and State TB Cell (STC). State HIV/TB coordinator or
other officers from STC and SACS can attend timsetings tamprove the coordination with the
districts. B. Monthly HIV/TB coordination meeting: A monthly meeting of RNTCP and NACP
staff should be held with participation of all key programme staff. Monthly meetings of RNTCP
staff are routinely conducted at district level. During these meetings, one session should be
dedicated to review of HIV/TB activities and all Key NACP staff including DAPCU officer or
DNO, district ICTC supervisor, ICTC counsellors, ART centre SMO/MO and ART centre staff
nurse should participate in this meeting. The issues identified in these geedttould also be

discussed in monthly medical officer review meeting by CMHO at disénieti. Genericagenda
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items for monthly HIV/TB coordination meeting is annexadnex 5 B) and quarterly report on
HIV/TB Collaborative activities is annexed(&nnex 6)

Annual review of HIV/TB collaborative activities at National and State level

Joint review of HIV/TB activitiess donewith participation of state programme managers of both
programmes. This meeting heldjointly by NACO and CTD.

Similar joint review meeting are held at state level by adding one additional day to one of the
quarterly RNTCP review meetings, inviting all district nodal officers for HIV/AIDS or DAPCU
officer and SACS officialsThe joint review meetings should be organised in ctesedination by
SACS and STC.
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CHAPTER 2: ORGANISATIONAL STRUCTURE OF NACP AT

STATE LEVEL:
State AIDS Prevention and Control Societie§SACS)

National AIDS ControlOrganizationprovides leadership to HIV/AIDS Control Programme in
India, implementing one National Plan withbne monitoring system. State AIDS Prevention and
Control Societies (SACS) implement NACO programme at state level, but have functional
independence to upscale and innovetech StateAIDS Preventionand Control Society has a
governing body, its highegiolicy-making structure, headday either the minister weharge of
health or thechief secretary. For better financial and operational efficiency, administrative and

financial powers are vested in the Executive Committee and the Programme Director.

Category NACP-III Definition

A > 1% ANC prevalence in any of the sites in the last 3 years

B < 1% ANC prevalence in all the sites during last 3 years with > 59
prevalence in any HRG site (STD/FSW/MSM/IDU)

C < 1% ANC prevalence in all sites during last 3 years with < 5% in al

STD clinic attendees or any HRG, with known hot spots

D < 1% ANC prevalence in allsites during last 3 years with < 5% in all
STD clinic attendees or any HRG OR no or poor HIV data with no
known hot spots

District and Sub-District Level: The District AIDS Prevention Control Usi{DAPCU) are
established in A and B category districts across the couD#yPCUs are expected to play a
pivotal role in monitoring and coordination of service delivery from the diftefacilities in the
district. Their consistent efforts under the leadership of District Colleatitirsesult in effective

HIV awareness campaigns, strengthening of referral linkages, and pnosfsiare and treatment

to all HIV positive in the distrit DAPCUs are also expected to play a key role in integration of
NACP with NHM and work closely with other line departments in government setup to

manstream the HIV/AIDS Programs.
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Based on the epidemiological and vulnerability criteria, districts icd@try have been divided
into four categories viz Category-districtsHigh prevalence; Category- Bistricts-concentrated
epidemic; Categorydistrictsincreased presence of vulnerable population amadedgory D
districtslow/unknownvulnerability. Differential package of services have been planned for each

category of districts.

The DAPCU will ensure implementation and supervision of ongoing NAIC&tivities related to

care and treatment, and further facilitate civil society partnership at thietdisth NGOs, CBOs,

Red Ribbon Clubs and PLHAs network, private sector organization and academic institutions
working in the area of HIV/AIDS in the district. Simultaneously, it will attempt to create a wider
knowledge base in the district for effectiveeyention, detection, referrals and treatment strategies
through convergence with the ongoing interventions of NRHM, RCH, TB Control etc. and build a

strong monitoring and evaluation system through the public health infrastructure in the district.

Role d DAPCUs:

i Implementation of NACP strategies;
1 Convergence with NRHM activities; and
1 Convergence with the other related Departments in the District.

Integrated Counseling and Testing Centers (ICTOF-ICTC::

An Integrated Counseling and Testing Cente@T () is a place where a person is counseled and
tested for HIV on his own free will or as advised by a medical provider. In India, ICTCs are often
the first interface of citizens with the entire range of preventive, care and treatment services
provided unér the umbrella of the NACP. HIV counselling and testing services were started in
India in 1997. The introduction of antiretroviral therapy (ART) services to people living with
HIV/AIDS in 2004, gave a major boost to counseling and testing services icotimtry. The
strategy over the past years for scaling up of service delivery has been through establishing more
and more Facility Integrated Model ICTCs (through the existing general health system) and PPP
Model ICTCs.
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Functions:

> > > >

Provision of basicnformation on modes of transmission and prevention of HIV/AIDS so
as to promote behavioural change and reduce vulnerability

Pre andPosttestcounselling services

Early detection of HIV

Link people with other HIV prevention, care and treatment services

ICTC plays a crucial role in early detection of HIV as well as promolielgavioural

change among the high risk population so as to prevent HIV infection

Target Population

A

A

Populations more vulnerable to HIV or practice high risk behaviour are the target for
counselling & testing at ICTC
It is not the mandate of ICTC to test everybody in the general population

Categories of ICTCs:

1)
2)

3)

4)
5)

6)

FICTC - Fixed is established in a Govt. Hospital like PHC/24*7PHC/CHC/UHC etc.
FICTC - Mobile is established in a Mobile Van not oeth by NACO. (e.gi NRHM,
Mobile Medical Unit (MMU), NGO funded/obile Van etc.)

PPP- Fixed is established in a PVT. Hospital (e.g. PVT Maternity Homes, Hospitals,
Nursing Home etc.)

PPP- Mobile is established in a Mobile Van funded by the PVT SeCiganzation

Stand AloneFixed ICTC is established under NACO in a Govt. Hospital wioenenselor

and technician are appointed (It includes PPP Performing 3 Testes).

Stand Alone-Mobile ICTC established by NACO funds where counsellor and technician

are appointe

Anti -Retroviral Therapy Centre (ARTC):

Anti-Retroviral Therapy Centre is a place where all HIV Positive clients are being referred for

further counseling, testing anthnagementnti-Retroviral Therapy (ART) includedrugs, which

act at various stageg the HIV life cycle in the human body. These drugs act by interrupting the

process of virus multiplication and hence reduce the number of CD4 cells that are deStieyed.

delaythe progression of HIV diseas&RT darted at the righttime candelay disease progression
and death
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Functions of ART Centre:

Functions of ART centre are categorised as medisgkhologicaland social as indicated below:

Medical Functions

1 To diagnose and treat Opportunistic Infections.

1 To screen PLHIV for eligibility to iitiate ART.

1 To monitor patients on ART and manage side effects, if any.

1 To provide inpatient care as and when required in linkage with other hospital departments.

1 To facilitate linkages between other service providers.

1 To facilitate easy accesstospecislt 6s care as necessary.
Psychological Functions

1 To provide psychological support to PLHIV accessing the ART centre.

1 To provide counselling for adherence to ARV drugs.

1 To educate PLHIV on proper nutrition.

1 To advise for risk reductiobehaviorincluding tsage of condoms.

1 To provide problem solving and other counselling services.

Social Functions

1 To facilitate PLHIV to access available resources provided by government and NGO
agencies.

1 To facilitate linkages between other service providers and patidkkatgducational help for

the children and Income generation programmes.

1) Link ART Centers: 1086Link ART Centres primarily established for dispensing ARV
drugs, monitoring side effects and treating minor Qlgprovide a range of services for HIV
infectedpersons in the community

2) LAC plus: Amongthe LACssome LACshave been upgraded as LAC plus centres to
provide Pre ART services additionallgounselorswvorking at certres designated as LAC plus,
havethe additional task of PreeART Cae. This includes esuring CD4 checking every @nonths
which deermineswhen a @ientneedsto begin ART.

3) Care & Support Centres: Careand SupporCentreis anational initiativeto provide
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expandedand holistic care and support servicefor PLHIV.CSC expandsaccessto essential
services, supportseatment adherence, reduce stiganddiscrimination,andimprovesthe quality
of life of PLHIV acrossindia. The overall goal of CSC isto improvethe survival and quality of
life of PLHIV.

Specificobjectivesof theprogrammaencludethefollowing

w Early linkages of PLHIV to care, support and treatment services:The

CSCwill supportPLHIV in early linkageto care support andreatmentservices.

w Improved treatment adherence and education for PLHIV: Adherence

educatiorand supportan hép PLHIV sustairandmanageheir treatment regimes.

w Expanded positive prevention activities: Early testingand diagnosis will be
encouraged through appropriate counseléing peer support. All wharetestedwill be

supportedo engageheir sexualpartrers, family memberandchildrento wardtesting.

A Improved social protection and well-being of PLHIV: The CSC will
facilitate linkage to the excisingsocial welfare and protectionscheme sundetifferent
line departmentsgorporatesector,public sector udertakings, faitibasedorganizations,

and civil societyorganizations.

w Strengthened community systems and reduced sigma and

discrimination: To ensurearobustsystemthatsupports therogramgoalandensures

reduced sigmand adiscrimination freeaccesgo quality services.

2.2 Organizational structure and functions of RNTCP

The structure of RNTCP comprises of five levels: National level, State level, district level,

subdistrict levelandperipheral health institution level.

National Level

Central TBDivision (CTD) of Directorate General Health Services (DGHS) is the technical arm
of the Ministry of Health and Family Welfare (MoHFW). CTD, under the guidance of DGHS,
manages the National TB Control Programme for the entire country at the centrtirdevgh a
National Programme manager, Deputy Director General TB (DDG TB). The financial and

administrative control of the programme is managed by the Joint Secretary from the
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administrative arm of the MoHFW. The CTD is supported by 8 national instithtesonal
Institute for Research in Tuberculosis (NIRT), Chennai, National Tuberculosis Institute,
Bangalore, National Institute of Tuberculosis and Respiratory Diseases (NITRD), Delhi,
National JALMA Institute, Agra, Regional Medical Research Centre, Biediavar and
BMHRC, Bhopal, and by National Task Force of Medical Colleges and a National Expert
Committee on diagnosis & management of TB (comprising of renowned TB experts of the
country from all sectors). Central TB Division has different units to mavageus programme
activities. These units are headed by the Additional ODB) and assisted by other technical

and secretarial staff.
State Level

The States have total ownership and accountability for the TB control in their state. State Health
Society o its equivalent under National Health Mission of the state manages the TB Control
Programme. A fultime State Tuberculosis Officer (STO), trained at national level and based at
the State TB Cell (STC), is responsible for planning, training, supervisidgremnitoring the
programme in all the districts of their respective states. STO is administratively answerable to the
State Government, technically follows the instructions of the CTD, and coordinates with CTD

and the districts and is assisted by othehmécal & secretarial staff.

State TB cell is being supported by State TB Training and Demonstration Centre (STDC) in
many states through its three unitsa training unit, Supervision and monitoring unit and an
Intermediate Reference Laboratory (IRL) sogmg an effective Quality Assurance system of
the Sputum smear microscopy network and C&DST work in the State.

Each state also has oranéfor each 50 million population at least) fully operational State Drug
Store (SDS)It is responsible for effectivenanagement of medicines and other logistics and
ensuring uninterrupted supply of good quality &s2nd line antiTB medicines for adults and
pediatric population.

The structure of RNTCP at State level, district legal] sukdistrict level is shown iflow chart

below:
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Organizational structure of RNTCP

Central TB Division, Deputy Director General -TB
DGHS, Mo H& FW Chief Medical Officers
National institutes gﬂm'%%“%'ﬁ'\’l
(NTI, TRC, LRS, |« National DOTS Plus committee
JALMA) INTF for medical colleges, National
OR commitiee
State TB Training and — State TB Cell STO, Deputy STO, MO,
Demonstration centre / Secretarial
SDS/IRL -\J DEO., Accountant, IEC Officer,
Nodal centre for TB »| District TB Centre t——— DTO, MO-DTC, DEQ, support
control in the district staff. District TB-HIV & DOTS
i Plus Supervisor
One per 5 lakh
population /1 per25 ——» Tuberculesis Unit | MO.TC, STS, STLS
lakh in tribal, hilly and
difficult areas

A

population / 1 per 0.5 Microscopy Centre
lakh in tribal, hilly, desert

and difficult areas i

Peripheral Health
Institutions

District Level

The key level for the management of primary health care services is the district. The Chief District
Health Officer (CDHO) / Chief District Medical Officer (CDMO) / Civil Surgeon or an equivalent
functionary in the disict is responsible for all medical and public health activities including
control of TB. The District Tuberculosis Centre (DTC) is the nodal point for TB control activities
in the district. A fulttime District Tuberculosis Officer (DTO), trained at natiblevel & based at

the DTC, is responsible for planning, training, supervising and monitoring the programme in the
district. DTO is assisted by other teatal & secretarial staffThe primary role of the DTC is a

managerial one.

Sub-District Level (Tuberculosis Unit Level)

Integrating the TB control programme with the health system increases effectiveness and
efficiency of TB <care and c o hasrbeeh mainstreaineda 6 s
efficiently with National Health Mission (NHM).

A major organizational change in RNTCP is the creation of adigtrict level (Tuberculosis Unit

- TU). The TU is the nodal point for TB control activities in the-gligirict. TUs are based mainly

in NHM health blocks with the overall aim to align with NHM BlockoBramme Management

Unit (BPMU) for optimum resource utilization and appropriate monitoring. In urban areas the TUs
have been created based on a population of 1 per 200,000 (rarigg4l&kh). The Tuberculosis

unit (TU) consists of a designated MediCdficer-Tuberculosis Control (M C), as well as one

full-time supervisory staff- Senior TreatmentLaboratory Supervisor (SLS).1 Senior
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Tuberculosis Treatment (STS) will continue to béilakh population.In Urbanareas,TUs will

be aligned with UrbacHC.

The Block Chief Medical Officer under NHM also functions as a-WO who is trained in
RNTCP at a state level institution. MOTC has the overall responsibility of management of TB
Control Programme at the TU and is expected to undertake supervistsyfaisseven days in a
month. The team of STS and STLS are under the administrative supervision of {h€ lsii@l the

DTO. Ideally, the TU will have one Microscopy Centre for every 100,000 population (50,000 in
tribal, desert, remote and hilly regions) reéel to as the Designated Microscopy Centre (DMC).
Microscopy Centres are also located in Medical Colleges, Corporate hospitals, ESI, Railways,
NGOs, private hospitals, etc.

The TU is responsible for retime casebased welbbased online registration oBTpatients under
ANIKSHAY 0 , who have been diagnosed and initiat
notificati on ONIKSHABO ctalsa®ts hawWer bdien di agnosect
private sector. This surveillance system is used toysisabf programme performance, improve

the management of cases, local monitoring of the programme and estimation of the disease burden

The functions of the TU team are given in the RNTCP Technical and Operational Guidelines.

There is one RNTCPesighated Microscopy Centre(DMC) for every 100,000 population under
a TU (50,000 in tribal, desert, remote and hilly regions) to ensure lab services. DMCs are also
established in Medical Colleges, Corporate hospitals, ESI and Railway health facilities, NGOs,

private hospitalsetc, depending upon the requirement.

Peripheral Health Institutions (PHIS)

For the purpose of RNTCP, a PHI is a hed#hility, which is manned by at least a medical
officer. At this level, there are dispensaries, PHCs, CHCs, refeospitals, major hospitals,
specialtyclinics, or hospitals (including other health facilities), TB hospitals, and Medical colleges
within the respective district. All health facilities in the private and NGO sectors participating in
RNTCP are also consded as PHIs by the programme. Some of these PHIs also function as
DMCs. Peripheral health institutions undertake tubercutss findingand treatment activities as

a part of the general health services. In this regard, they are supervised by thetréicticn

paramedical staff (STS and STLS). In situations where more than one MO is posted in any of the
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peripheral health centres, one of them may be identified and entrusted with the responsibilities of
the RNTCP. There ar e arogranmuThd Gaedbiles d? $idff ihwlved n d e
in TB control at PHI level and their principal responsibilities are given in the RNTCP Technical

and Operational Guidelines.

Structure of RNTCP Laboratory network:

Central TB Division National Reference Lab
‘ ‘ ----------------------- .e National IEVEI

Lab Commiftee

"
F -
Il

State TB Cell F Intermedia?Beferem:e lab e

District TB Centre ™
. o
: y: : District level
TU TU TU Staff concerned with

> sputum microscopy
EQA: DTO, STLS and
Lab Technicians

Mc1 || mMc2 | ] Mc3

Fiqure 2.4 Different Levels of Laboratories unér RNTCP

The services of the laboratory are utilized for diagnosing TB &TBRcases and for monitoring

of treatment of these patients. The Laboratory network under RNTCP 4ig8ea $/stem for
provision of diagnostic services and maintaining its qualitye peripheral laboratories are
situated in all health facilities within the district in the public sector like the dispensaries, PHCs
CHCs, referral hospitals, major hospitals, specialty clinics / other sector hospitals / TB hospitals /
Medical collegesnd in the private/NGO sectors. Most of the health establishments have facilities
of quality assured sputum microscopy (ZN method or LED FM), HIV testing, iHagdr
examination etc. For establishment of microscopy centre in a lab, it must have adégsiia p
infrastructure, Binocular microscope and a trained LT. Apart from it, many of these bigger
hospitals and medical collegesll be having the facility of digital Ray, rapid molecular test
(CBNAAT & LPA), FNAC, histo-pathology, and culture & DST faliagnosis of a TB patient.
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Some of the labs may not be having facility for sputum microscopy and may function as a sputum
collection centre, which may also be established in areas such as the tribal, hilly, desert and
difficult to reach areas of the aotry for improving the access to diagnostic services. Sputum
collection centreszan also be established at sidmtres, private practitioners, private hospitals,
anganwadis, schools, pharmacies and any other location as identified by the programme. Sputurr
samples collected at these centes immediately transported to microscopy centres or labs with
culture & DST facility.

At the state level a nodal laboratory is designated as (IRL) which is usually situated in the State TB
Training and Demonstration Cea (STDC). If a state is not having a functional STDC then a
Public Health Laboratory or Medical College Laboratory is identified and designated as IRL. All
these IRLs have facilities for culture & DST fost& 2nd line anttTB medicines using WHO
endorsd, in-country validated Phenotypic (SolidLJ & Liquid Culturei MGIT) and Genotypic
technology (LPA & CBNAAT) platforms The main functions of IRLs are monitoring of lab

services across the state and maintenance of its quality through external gsatanees

At the centrallevel, there are six designated National Reference Laboratories (NRLsS) namely
National Institute for Research in Tuberculosis (NIRT), Chennai, National Tuberculosis Institute,
Bangalore, National Institute of Tuberculosis and Respiy Diseases (NITRD), Delhi, National
JALMA Institute, Agra, Regional Medical Research Centre, Bhubaneshwar and BMHRC, Bhopal.
NIRT is also a Supr®eference Lab (SRL) for World Health Organization (WHO) and NH
Centre of Excellence in SRL networkhese NRLs are mainlgesponsible for External Quality
Assurance of Lab network, drug resistance surveillance, training and research. NRLs, IRLs, Labs
of Medical Colleges and bigger hospitals are also subjected for NABL certific&dioality
assured labmatory services: RNTCRas established aationwide laboratory network of over
DMCs, which are supervisday the IRLs at thestate leveland the NRLs and Central TB Division

at the nationalevel. The RNTCP aims to consolidateits laboratorynetwork and oganize a

definedhierarchy forconducting sputurmicroscopywith external qualityassessment (EQA).

Sputum collectionCentres:

To improve access to diagnostic services in areasasitie tribal, hilly, difficult to reach are as of
the countrysputum collection centresmay be established. Collection and transport of sputum
samples should besperthe RNTCP guidelinesEachdistrict shall identifysuchareasandplanfor
establishment of the sputum collection centRsvate practitioners in urban andrabiareascan

also collect sputum samples and semthenearest DMC .
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EXERCISES
1. List threelevels of coordination mechanisms in RNTCP and NACP

iii.
2. The role of DAPCUs Three Fold

3. List five major responsibilities of
a. STO

c. MOTC/MO TB HIV at subdistrict/Block level

iv.

V.

4. List three levelof Laboratory Network in RNTCP concerned with EQA
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Chapter3: LABORATORY DIAGNOS IS OF HIV& TB AND
QUALITY ASSURANCE

3.2 DIAGNOSIS OF HIV

HIV infection is diagnosed largely by the detection of antibodies against HIV in the blood of

infected patients.
There are three main types of HIV antibody tests:

A Rapid HIV tests
A ELISA
A Western bloassay

Most tests have sensitivities and specificities of over 99% and 98%, respectively.
Advantages:

A Quicker to perform.

A Do not require batching.

A Do not require specialized equipment or trained personnel.
A Results delivered on the same day.

National Guidelines onHIV Testing

Currently,threetestpolicy to confirm the HIV status of the patient is being follow€&de
blood samples collected at one timand testedvith the HIV first test kit. If it is reactive
thensample igetested sequentially with tlsecond and thirtestkits. The inference of the

result is interpreted as Positive, Negative or Indeterminate as per HIV testing algorithm.
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HIV testing algorithm

Window Period:

The window period represents tperiod between initial infection wittHIV and the
time when HIV antibodies can be detected in the bloddZ6weeks). A blood test
performed during the window period may yield a negative test result for HIV antibodies.

These cases may require further testing after 12 weeks.
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