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DISTRICT TUBERCULOSIS PROGRAMME - KEY ISSUES IN MANAGEMENT
K Chaudhuri®

The District Tuberculosis Programme(DTP) is designed to diagnose
the maximum number of tuberculosis patients reporting to the health
services and treat them effectively with the ultimate objective of
bringing about a reduction in transmission of tuberculous infection.
Since the tuberculosis ceses are equally prevalent in the urban and
rural areas and 80% of the population is in the latter, 80% of our
tuberculosis burden is also estimated to be among them. it s,
therefore, considered necessary to create a sguitable infrastructure
in the form of DTP to diagnose the patients reporting at the Kealth
facilities, wherever they exist, in order to reach the patientsg
distributed in nearly 600,000 villages in the country. It is only
through a high coverage of patients through general health services,
that it appears feasible to achieve the above objective of the programme.

A National Monitoring Cell was created at the National Tuberculesis
Institute{uTI), Bangalore, in recent times, to monitor the efficiency
with which the DTP is operating towards achieving its objectives. The
main activity which is being monitored is, of course, the efficiency
of the programme in tarms of distribution of the facilities (coverage
of services) and efficiency of diagnosis at the available centres;
and to a lesser extent treatment compliance. Ho doubt it is difficult
to study the issue indepth from reported data originating from the
routine service agencies. It nevertheless appears possible to
hypothesise that the diagnostic activity under DTP takes place only
at centres where the drugs are available and further that only such
are the centres who report their activities. Hence she efficiency
of case-finding could, in a way, be seen o be synonymous with the
total efficiency of the DTP reflecting that of treatment delivery as
well, It is generally believed that case-finding activity is more
amenable to improvement, since it is the health service which happens
to be responsille for the diagnostic activities. On the other hand,
the efficiency of treatment services reflects more or less 2 fixed

| kind of patient behaviour provided, of course, drugs are available

at the c'ntres concerned. It is believed that whereas better management
actions to tone up the system could and should result in higher
efficiency of case-finding, far difficult to render and less well defined
socio-economic inputs are called for in order to organise changes in
patient behaviour pattern. Consequently monitoring seeks to study
the case-finding efficiency more vividly to enable identification of
corrective actions.

2

*Director, Hational Tuberculosis Institute, 8, Bellary Road,
Bangalore-560003.

*Based on the address delivered at the WHO Group Educational
Activity, held at Bhubaneshwar in October 1991.
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The monitoring data is reviewed every quarter at the NTI, Bangalore,
and the reports are transmitted to the districts concerned ‘through
the central/state governments. A review of the programme in different
states gives us occasion for serious thought. Based on these, actions
to remove the deficiencies could be initiated by the programme
authorities at the national level as well as at the state level
concerned. In this connection, it is noteworthy that the NTI had been
discussing the performance of different states with the state level
authorities at the seminars conducted at HTY, Bangalore, every vyear
for quite sometime. Of late, however, the NTI has been visiting some
of the statés and discudsing the findings with the state as well as
district level health & tuberculosis programme administrators, in an
effort to inform them regarding the continual use of the data available
to them on performance of the programme. They are sensitised on some
operational aspects of the DTP, e.g., how to organise and process the
data already being produced by the, health services under them in a
routiné manner and how to derive action oriented conclusions from thes=
in an attempt to improve the programme efficiency. It is an effort
to make it possible for them to process and use their own data-source
themselves, instead of waiting for the WTI to transmit to them the
results of the analysed reports and expect them to act on them.
Discussed below are some of the aspects of the programme implementation
and possible corrections, as available from the periodic reports, being
compiled at the.NTI in an ongoing manner.

Table 1 shows the Indian population(estimated for 199G) with 438
districts and the available health facilities in them. The average
district population is shown to be around 1.88 millions. Of the
available districts, 378 have been covered under the DTP(85%Z). At
the expectation of one Primary Health Centre(PHC), supposed to be
available for 30,00C population, there could be 27,400 Peripheral Health
Institutions(Pfis)} in the country. It is understood that only 21,230
PHIs are in position in India, with 15,270 implemented under the
DTP(56%). Of the DIPs functioning, 38% arc covered under the Short
Course Chemotherapy(5CC). In the remaining, Standard Regimen(SR) is
available for treatment of tuberculosis.

Table 1 (Please see next page)

STANDARDS TO JUDGE PERFORMANCE OF DTP

Table 2 shows that a DTP is calculated to have a potential for
diagnosis of 2,500 smear positive cases in an average Indian district
naving 1.8 million population, today. These potentials are, howvever,
calculated on the basis of earlier NTI studies, wherein: prevalence
rate of culture positive cases was 4/1060{1501 of the prevalent cases
were supposed to be reporting to about 50 PiHIs in a district of about
1.5 million, population; 80% of these self-reporting patients were smear
positive; on an average 2.5% of the new out-patient attendance had
cough of more than two weeks duration and 10% cof them were expected
to be sputum positive. These potentials were worked out on the basis
of highly wmotivated research workers of the Institute working under
rigorous research discipline. However, it has been NTI's experience
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POPULATION AND INFRASTRUCTURE (INDIA-1990)

1.

Mid year estimated population (1990)
lo. of districts

Ho. of DTPs

implemented

Average district population

Health Institutions expected:
@ 1/30,000 population

Health Institutions available
PHIs implemented

Percent

Short Course Chemotherapy:
DTPs functioning

Covered under SCC

Percent

Percent of PHIs covered under SCC

:

27,400
21,230
15,270

56%

378
252
67%
38%

}mhat no DTP in any state has ever been able to approach anywhere near
this potential. Thervefore, it is considered that
nay even unreal, estimate of the potential fer the Dictrict Tuberculosis
s) to achieve! It could, on the other hand, be more
practicable tc consider the best performance figures achieved by au,
DTP anywhere in India to be the "expectation" for other performing
¢DIPs!  The performance of the DTPs are therefore matched against this

Centres(DTC

expectation.

be offered
operational

in India is shown to be 1,620:

ic

could be a stiff,

Those who would realise these expectations would then

the challenge of achieving the "potential" as per NTI
ctudies. In table 2, the "expectation” of an .verage DIP

1,120 for the PHI and 500 for the DTC.

It can be obseived that achievements of an average district in India
52% for the DTP as a whole, 40% for the PHI and 78% for
Table 2 also gives the treatment compliance which is about

in 1990 is
the DTC.
33% for SR.

Table 2 (Please see next page)

The potential presented for the DTCs are based on observations
at the Lady Willingdon Tuberculosis Demonstration Centre, Bangalore
(all symptomatics eligible for sputum examination and 25% to be positive
The expectation of sputum positivity is takem as per the

for AFB).
best that c

ould be achieved by any DIC{ie., 18%).
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Table 2
PERFORMANCE OF AN AVERAGE DTP

1. Case detection
Achievement
Potential Zxpectation
No. %
DTC 500 500 390 18%
PHIs 2,009 1,120 445 40%
DTP 2,500 1,620 . 835 52%
2. Treatment
SR Percent of patients completing Y 33.0
212 collections L ¢
SCC Percent of patiernts makfhg 75% s $6.0
or more collections - :

MEASUREMENT OF EFFICIENCY

i)  Sputwm examination

The efficiency of sputum examination, matched againsc th=

" expectation calculated on the above manner, is presented for the DTCs

and. PHIs in table 3. It can be seen that the efficiency of the DICs
for sputum examinations is high throughout, except in West Bengal and
Bihar. The same for PHIs is, on thc other hand, very low. Of course,
some states have achieved a high efficiency of sputum examination at
PHI (Utgiz_gzggggh:;ggz,ﬁhaharashtra-9l%, Punjab-73% and Tamil Nadu-66%
of expectation). So this singles out sputum 2zxamination at the PHIs
as one of the weeker points of the programme in most states.

Table 3 (Please see next page)

ii) Cate detection

s ﬁLfo Table 4 presents the efficiency of the case detection in the DTCs

o R

. and PHIs which again shows that most DTCs, except Assam, Bihar and

Tamil Nadu performed near to expectation. Some states performed very
close to the level of expectation (Sujarat, Haryana, Himachal Pradesh,

- Jammu & Kashmir-100%, Madhya Pradesh & Maharashtra-around 90%). With

regard to the efficiency of case detection at the PHIs, it can be seen
that while some states 1like Assam, Bihar, Himachal Pradesh, Kerala,
Madhya Pradesh & Rajasthan performed at the level of nearly 15% or

below, only Gujarat, Maharashtra & Uttar Pradesh performed beyond the
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level of 55% of the expectation. This really comnstructs a disturbing
scenario for us. Imagine ldadhya Pradesh performing at 94% of the
expectation at the DTCs, but only at about 11% at the PHI level. The
low efficiency of case-finding at DTP can thus be safely attributed
to the low performance of the PHis almost everywhere.

Table 3
EFFICIENCY OF SPUTUM EXAMINATION - 1990 (AVERAGE/DTP)

DTC : PHI 0P
Sl. | States/uUnion : : Effi- EFfi- | EFFi-
No. Territories Expec- | Perfor- | cien- | Expec~ | Perfor- cien- | cien-
tation | mance cy tation wmance cy cy

% b1 %

India 2800 3437 | 123 | 14500 8540 | 59 69

1 | Andhra Pradesh 4100 3508 86 || 21250 8551 4 43
2 | Assam : | 2130 | 1696 go | 8130 | 1236 | 15 29
3. | Bihar 3300 1671 51 6250 2958 | 47 48
4. | cujarat 3200 3853 120 | 25000 | 14137 | 57 54
5. vHaryana 2020 5962 295 10380 5034 \ 49 89
6. | Himachal Pradesh 520 2218 360 5630 1363 | 24 57
7. | Jammu & Xashmir 790 1497 189 | 3500 1435 | 41 58
8, | Karnataka 330 |' 2567 | 78 | 29750 7989 | 27 32
9. | Kerala 3140 3384 108 | 15530 7089 ! 45 56
10. | Madhya Pradesh 2070 2717 | 135 | 16880 2603 | 27 | 39
11. | Maharasitra 3700 5097 138 | 25380 | 23208 | 91 97
12, oviss; 3530 3123 88 | 21250 8891 | 42 48
13. | Punjab 2400 3036 127 | 10880 7910 | 73 82
14. | Rajasthan 2400 2226 93 10380 2169 21 34
15. | Tamil Nadu 5200 6555 126 | 33750 | 22461 | 66 75
16. | Uttar Pradesh 3530 3312 94 7500 9165 | 122 413
17. | ¥Yest Bengal 6050 1650 27 | 14000 3674 | 26 27

Nes cb f‘éu Aolo Acp,

{L{J\ﬁt— {/ »
g.QJ Q.
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Table 4
EFFICIENCY OF CASE DETECTION - 1990 (AVERAGE/DTP)

DTC PHI TP

Sl. | States/Union Effi- Effi- | Effi-

No. Territories Expec- | Perfor- | cien~ | Expec- | Perfor- | cien- cien=-
tation | mance cy tation mance | .cy cy
% % %

India 500 390 7 | 1120 a5 40 | 52
1. | Andhra Pradesh 730 544 75 | 1700 456 27 2
2, | Assam 380 122 32 550 38 6 16
3. | Bihar 590 124 | 24 500 63 13 19
4. | Gujarat 570 655 15 | 2000 | 1104 55 63
5. | Haryana 360 36§ _103 830 206 25 18
6. | Himachal Pradesh | 110 | 140 | 1220 | as0 st | 1| n
7. | Jammu & Kashmir 140 173 | 120 | 280 83 30 61
8. | Karnataka 590 299 51 | 2380 728 31 35
- 9. | xerara s60 | 33 60 | 1250 | 188 15 | 29
10. | Madhya Pradesh 370 346 9 | 1350 | 146 11 29
11. | Maharashtra 660 587 89 | 2030 (jitﬁq} )|
12, | Orissa 630 351 56 | 1700 387 23 32
13. | Punjab o 77 | 80 | 381 m | ss
14, | rajasthan 430 | 315 73| 80 | 116 “ | 3
15. | Tamil Nadu 930 M4 25 | 2700 734 27 32
16. | Uttar Pradesh 630 400 63 600 373 62 )| 63
17. | Mest Bengal 1080 152 16 1120 360 32 37

DECADAL TREND

Whexeas one has to be concerned about the low efficiency, as in

the earlier paragraph, a few points need t5 be taken into consideration
correcting some

while

according priorities

in

of

the

programme
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activities. The number of sputum examinations has increased from 4,500
to 12,000 in the last decade. But the number of cases diagnosed has
not been commensurate with this rise. Secondly, the proportion of
smear positivity out of new sputa examined has shown a declining trend

both at the DTC and PHI from 14% to 11.5% and 10% to 5.2% respectively
during the decade.

POSSIBLE REASONS & SOLUTIONS

The low case-finding activity in TP, assigned to be due to

deficient activity at the PHI, may possibly be attributed to the
following:

1. Improper selection of symptoms by the PHI medical
officer.

2. Improper smear preparation and under-reading by the
PHI microscopist.

3. Non-availability or non-maintenance of the microscopegw
(15-20% of the microscopes are estimated to be aut ]
of order at a point of time).

4, Attitude of the staff at the Piil.

5. Inadequate knowledge of the staff regarding the mode
of diagnosis and treatment.

6. Possible decline in the prevalence rate of smear
positive cases 1in the community and therefore the
low smear positivity among new patients attending
Pils.

Both administrative and technical acticas arc called for to solve
these problems.

ADMINISTRATIVE
- Administrative priority

Though .uberculosis is a single major infectious <disease and
recognised to be a public health problem under the 20 Point Programme,
it still 1lacks the requisite priority among major health .programues.
It cannot be ignored that some of the national health programaes tend
to work as powerful vertically oriented programmes, even thougb they
use the health infrastructure designed for an integrated healti: care
delivery. The malaria programme as well as the UIP can be mentioned
in this connection, not considering the leprosy and family welfgre
programmes which are vertical health programmes by.design, with various
xinds of incentives being offered to all concerned! It 1is litFle
realised that in the process, these programmes may in fact be weaken}ng
the fibre of general health care delivery system itself, by relegatlgg
its phtlosophy, objectives and activities to the background. It is
true that, in pursuit of targets set by a few of these programmes,
the medical officers of Pdls, in some instances, do not have the liberty

/.

o

e
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to accord a high priority even to out-patient care, which by all means,
should be his basic function! He may often be required to be absent
from his seaf at the PHI discharging other duties outside! This could
be undermining patients' faith in the institutions themselves to the
detriment of programmes like DTP, whose success hinges on utilisation
of the available services by the people! Moreover PHI staff seem to
take note of the incongruity, that other programmes except tuberculosis
have staff appointed specifically for the stipulated programme activities
at the PHI and are paid from out of the designated funds. Tuberculosis
programme, therefore, suffers in comparison. E=

The administrative action in this regard which should be taken
at the central and state level authorities, is to allot equal priorities
to all the national programmes, leaving out family planning, which
alone can be a special case. There should be acceptance of integration
as an operational necessity by all other national health programmes.
The district administrative medical officers(bMOs) should review the
family welfare programme as the last one in the list, sustaining interest
in programmes 1like tuberculosis, UIP, malaria, general health etc.,
and allowing these to occupy some of the discussion time at their monthly
review meetings. The 0iMOs should familiarise themselves with the
programme dynamics in a manner enough to review the performances and
display the required keenness.

The monitoring data reveals a serious lacuna in the activity of
supervision by the District Tuberculosis Officers{(DT0s) (Table-5).
It is usually put forward, as if as an alibi, that either the vehicles
are not available or the available vehicles are put to all conceivable
uses, other than for the DTP,

Table 5 (Please see nmext page)

The DMOs must rectify this situation urgently. Wherever vehicles
are available with the DIOs, the administrative authority must insist
upon the DTO to make the stipulated tours. Wherever vehicles are not
available, an effort must be made to locate spare vehicles for use
in DTP. Till that is done, several programme officers should be made
to tour jointly.

Though the concept of joint tours bv several programme officers
is a right step towards achieving optimum use of the vehicles and fuel
efficiency, yet it cannot be construed as a permanent solution. Each
programme officer has to get the PHI doctor to devote adequate time
to him separately in order to have an effective interaction during
the supervision visit. Several programme officers, all demanding similar
attention from a given PHI at the same time may not be conducive to
a good communication situation. However, the alibi of not supervising\
the existing programme and not implementing unimplemented Pills as given |
by the UTOs, should not be allowed to stand. The district administrative’
level officers have to somehow see to it that the DTOs carry out the
job for which they are largely meant for, ie., implementation and
supervision.
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: Table 5
SUPERVISION OF PERIPHERAL HEALTH INSTITUTIONS - 1990

l PHIs

Si. States/Union

No. Territorieslﬁt/ﬁ Imple- S?per~ 9
’ mented vised

India 15270 ¢ 6413 42
1. Andhra Pradesh 22350 595 49
2. | Assam 340 “129 38
35 Bihar 597 281 47
4. Gujarat 1190 547 46
Dls Haryana 310 127 41
6 Himachal Pradesh 376 128 34
7. Jammu & Kashmir 123 81 06
3. Karnataka 1720 740 43
2 Kerala 545 114 21
10. Madhya Pradesh 1877 432 23
s Maharashtra 1914 1225 64
12. Orissa 589 172 25
13. Punjab 325 39 12
14. Rajasthan 633 263 38
15. | Tamil Hadu 1345 | 525 39
16. Uttar Pradesh 1057 634 60
17. West Bengal 567 74 13

- - - - - - -

™

// Th. DTP requires some organised involvement of staff Loth at the

( PiI and DTC level. The DTC staff trains the PHI staff on their visit

~fo the respective PHIs. This is why in the previous para, a lot of
stress has been laid on the DTO and his team visiting the periphery
regularly. At all times, the implemented PHIs must have in position
the staff who have been trained by the DTO and his key team.

0~  However, it has come to light that for some strange reasons the
\J\\ DTCs themselves are not staffed by the NTI trained persomnel. It will
' “—be impossible for the district team to achieve the results if members
of their key staff themselves are not trained in the first place. NTIL
trains the key workers specifically for the programme administration.

No level of academic qualification attained by the DTO or his team
members could replace the training given at the NTI, since academic
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training does not train the staff to carry out the programme activities.
In some of the states the situation assumes alarming proportion, because
of non-availability of trained personnel especially at DTCs, for ex.,
in Orissa, where most of the DTOs are not trained at the NTI. It becomes
specifically difficult to comprehend the dynamics of this
non-availability of the key staff at DICs, since NTI runs two courses
\every year for all the programme personnel for years. It is for the
\states to utilise the training capability created for their benefit
Lknd manage the trained man-power in such a way that the centres are
" staffed properly. '

TECHNICAL

The reason why case-finding at the district level is not fallen
short. of the expectation, whereas the same at the PHI is very low,
probably rests heavily on the availability of a trained microscopist.
Apart from the administrative aspects of the issue for not posting
a microscopist at the PHI, it is possible that even when one is
available, he is most 1likely to be on the pay roll of the malaria
programme. More often, than not, he is not trained to carry out the
sputum examination: either it has got something to do with his initial
malaria service background or with the inefficiency of the DTC team
to convince or train him.

The district management should waste no time to arrange adequate
training to all microscopists working at PHIs to collect the sputum
samples and examine them properly. The medical officers themselves
should select the right persons for the sputum examination. The required
technical training has to be imparted both to the medical officers
and laboratory technicians by the DTU and his team during his supervisory
visit. The training aspect could alse be strengthened by the NTOs
with the active involvement of the Regional Family Welfare Training
Centres.

Microscope

Tuberculosis programme relies oaly on a simple microscope at the
PHI for diagnosis. It is as simple as that! Still it requires thz
required attention from time to time. The district laboratory sachnician
should help in servicing the equipment every now and then and train
the PHI microscopist in microscopy care. the BMO should take appropriate
action to replace or repair the same as the case may be.

o D - —— -

Possibility of non-achievement of the desired sputum positivity
at the PHIs could also be attributed generally to the dwindling of
smear positive case content in the community as per some reports. The
matter is being investigated by the NTI.

RECOMMENDATIONS

Only the wvery basic shortcomings in the performance under DTP
and the reasons for these are short-listed above. The following points
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need to be considered for action taking on related issues on a priority
basis. This cannot serve as a comprehensive list of actions to be
taken, but is designed only to underline the areas which can be improved
with a 1little effort and to create the necessary awareness on these
aspects among programme managers'!

Research

Since there can be a change in the action taking pattern of patients
and the proportion of smear positive cases in the community over the
years, there is a need to study these to have a better estimate of
the potential and expectation of other activities under the programme.
Knowledge, attitude and skill of the PHI staff also require a study

to find out the reasons for their preferential performance in some
or other areas, if any.

i. Cfforts are to be made to increase the coverage of available centres
by implementing the programme in them. Action is to be taken
,by the DTO in consultation with the UMO and to be monitored by

the State Health Directorate and the State Tuberculosis
Officer(STO).

ii. The states should strengthen the PHC by filling up all vacant
posts of microscopists and providing, if possible, an additional
microscopist for every PHC. The provision of the central programme
for imparting laboratory technician training of six month duration
for PHCs, should be taken full advantage of by the states. Action
is to be taken by the state level programme officer on minimum
needs programne(MyP) and the DMO. The STO and DTO may play
catalystic role.

iii. All programmes except family planning should get equal priority
and to be carried out in an integrated manner. Action is to bhe
taken by the central government in consultation with the sta.
governments in this regard.

iv. Health & Family Welfare Training Centres should be equipped to
impart training to the medical officers and Refresher Courses
are to b~ held by them at least every year.

Apart from these four lead areas requiring prioritised attention,
other points which can be identified as ueeding due consideration of
the state/central governments are:

a. Creation of a mcnitoring cell at the state level as well as at
the district fevel for all programmes including tuberculosis,
which would continually identify the deficiency from the regular
reports. The DTO may analyse the reports and regularly brief
his district chief utilising the statistical assistant’s services.
The Health Secretary and Director of Health Services should display
keen interest in the results of monitoring and take action on
the identified deficiencies, in consultation with the STO every
quarter (at least annually to start with).



b. A liaison is to be maintained with the district hospital specialists
or medical colleges in the area, if any. Misunderstanding between
participating units of the tuberculosis programme is more often,
than not, due to lack of communication. This can be bridged by
the DTO with the help of the DMO.

c. There is a long term need to develop the concept of supervision
on an integrated basis to benefit all the health programmes.
Research on this could be taken up at health research institutions,
eg., NIHFW {Delhi) etc.

d. Maintenance of supply line and repair services at the district
level calls for constant attention. The programme officers should
not underestimate the need for carrying out a proper planning
for procurement of drugs and materials in time and effecting as
well as maintaining the supply line of the participating units.

e. Initial and sustained publicity should be given through media
to create awareness among the public about the health facilities
that are available in their respective ‘areas, which can be made
use of by the beneficiaries.

CONCLUSION

Various are the problems which face the DTP today. This is expected
of a 1lively programme that changes with time in tune with the
requirements of the situation. The administrative perception of the
efficiency situation of the DTPs themselves keep on varying as a result
of the exercise of matching the achievements with expectation, taking
place within the system all the time. It is expected of the managers
of the programme to take stock of the situation and plug the loopholes
expeditiously, instead of allowing them to cumulate and acquire
frightening dimensions over time. '

The DTP in 30 years has achieved considerable success in coverage
of the population with the required services. In absolute numters
case~finding has also gone up considerably during the last decade.
Latest treatment facilities in the form of SCC is now available in
places where even a few decades back no anti-tuberculosis services
could have been expected. Still, we dwell here in this paper, mostly
on the deficiencies and not on success, so that we are able to remove
them and achieve the required potential. We endeavour to scale newer
heights one after the other methodically, even while realising that
the peak could still be far away.

AS THIS ISSUE IS 1IN PRESS, THE AUTHOR
DR  K.CHAUDHURI, RELINQUISHES THE CHARGE
OF OFFICE AS THE DIRECTOR, NTI, BANGALORE,
HAVING ATTAINED SUPERANUATION ON 31.1.1992.
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DISTRICT TUBERCULOSIS PROGRAMME - KEY ISSUES IN MANAGEMENT *

K Chaudhuri*®

"

The District Tuberculosis Programme(DTP) is desigred to diagnose
the maximum number of tuberculosis patients reporting to the health
services and treat them effectively with the ultimate objective of

" bringing about a reduction in transmission of tuberculous infection.
 Since the tuberculosis ceses are equally prevalent in the urban and

rural areas and 80% of the population is in the latter, 80% of our
tuberculosis burden is also estimated to be among them, It is,
therefore, considered necessary to create a suitable_,infrastructure
in the form of DTP to diagnose fthe patients report1ng at the health
facilities, wheraver they exist, in order to reach the patients
distributed in nearly 600,000 villages ‘in the country. It is only
through a high coverage of patients through general health services,

that it appears feasible to achieve the above objective of the programme.

A Wational Monitoring Cell was created at the Wational Tuberculosis
Institute{HTI), Bangalore, in recent times, to monitor the efficiency
with which the DTP is operating towards achieving its objectives. The
main activity which is being monitored is, of courses, the efficiency
of the programme in terms of distribution of the facilities (coverage
of services) and efficiency of diagnosis at the available centres;
and to a lesser extent treatment compliance. Ho doubt it is difficult
to study the issue indepth from reported data originating £rom 'the
routine : service agencies. It nevertheless appears possible to
hypothesise that the diagnostic activity wunder DTP takes place only
at centres where the drugs are available and further that only such
are the centres who report their activities. Hence the efficiency
of case-finding could, in a way, be seen ‘o be synonymous with the
total efficiency of the DIP reflecting that of treatment delivery as

well. It 1is generally believed that case-finding activity is more
amenable to improvement, since it is the health service which happens
to be responsitle for the diagnostic activities. On the other hand,

the efficiency of treatment services reflects more or less a fixed
kind of patient behaviour provided, of course, drugs are available
at the c'ntres concerned. It is believed that whereas better management
actions to tone up the system could and should result in higher
cfficiency of case- flndlng, far difficult to render and less well defined
socio-economic inputs are called for in order to organise changes in
patient behaviour pattern. Conseguently monitoring seeks to study
the case-finding efficiency more vividly to enable identification of
corrective actions.

*Director, iational Tuberculosis Institute, 8, Bellary Road,
Bangalore=-560C03.

+Based on the address delivered at the WHO Group Educational
Activity, held at Bhubaneshwar in October 1991.
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The monitoring data ig reviewed every quarter at the NTI, Bangalore,
and the Te€ports are transmitted to the districts concerned through
the central/state governments. A review of the programme in different
states gives ug occasion for serious thought. Based on these, actions
Lo remove the deficiencies could be initiated by the pProgramme
Authorities at the national level ag well as at the state level
concerned, In thig connection, it ig noteworthy that the HTI had been
discussing the performance of different states with the gtate level
_authorities at the seminars conducted at NTI, Bangalore, eévery vyear
for quite sometime. Of late, however, the NTI has been visiting some
of the states anpg discﬁééing the findings with the state as well ag
district level health & tuberculosis Programme administrators, in an
effort to inform them regarding the continual use of the data available
to them on performance of the Programme. They are sensitised on some
Operational aspects of the DTP, €.g., how to organise and process the
data already being produced by the health services under them in a
routine manner and hoyw to derive action oriented conclusionsg from these
in an attempt to improve the programme efficiency. it is an effort
to make it possible for them to Process and use their own data-source
themselves, instead of waiting for the HTI to transmit to them the
results of the analysed reports and expect them to act on them.
Discussed below are some of the aspects of the Programme implementation
and possible Ccorrections, ag available from the periodic reports, being
compiled at the NTI in an ongoing manner,

Table 1 shows the Indian population(estimated for 1990) with 438
districts and the available health facilities in them. The average
district Population is shown to be around 1.88 millions. 0f the
available districts, 378 have been covered under the DTP(85%). At
the expectation of one Primary Health Centre(PHC), supposed to be
avajilable for 30,000 population, there could be 27,400 Peripheral Health
Institutions(Piig) in the country. It is understood that only 21,230
PHIs are in Pesition in India, with 15,270 implewented under the
DTP(56%). of the DTPs functioning, 33% are covered under the .Short
Course Chemotherapy(3¢g). In the remaining, Standard Regimen(SR) ig
available for treatment of tuberculosis.,

Table 1 (Please see next page)

STANDARDS TO JUDGE PERFORMANCE OF DTP

Table 2 shows that a DTP is calculated to have a potedﬂialiifor
diagnosis of 2,500 smear Positive cases in anp average Indian district
having 1.8 million population, today. These potentials are, however,
calculated on the basis of earliar NTI studies, wherein: prevalence \
rate of culture Positive cases wag 4/1000; 50% of the prevalent cases |
were supposed to be reporting to about 50 Pills in a district of about[
1.5 million Population; 30% of these self—reporting patients were sgmear |
positive; on ap average 2.5% of the new Out-patient attendance had
cough of more than two weeks duration and 10% of them were expected |
to be sputum positive. These potentials were worked out on the basig-
of highly motivated research workers of the Institute working wunder
rigorous research discipline, However, it hag been NTI's experience



&4

Table 1
POPULATION AND IiIFRASTRUCTURE (INDIA-1950)

1. Mid year estimated population (159%0) 2 822 m
Hc. of districts : 433
Ho. of DTIPs ; 378
implemented : 85%
Average district population 3 1.88 m

2. Bealth Institutions expected:

@ 1/30,000 population : 27,400
Health Institutions available : 21,230
PHIs implemented : 15,270
Percent : 56%

3. Short Course Chemotherapy:

DTPs functioning : 378
Covered under S5CC : 252
Percent : 67% |3
Percent of Pills covered under 5CC : 38% -

that no DTFP in any state has ever been able to approach anywhere,K near
this potential. Therefore, it is considered that iiL could be a stiff,
nay even unreal, estimate of the potential fer the Dictrict Tuberculoais
Centres(DTCs) to achieve! It could, on the other hand, be more
practicable to consider the best performance figures achieved by au;
UTF anywhere in India to be the "expectation” for other performing
DTPs! The performarce of the DITPs are thercfore matched against this
expectation. Those who would realise these expectations would then
be offered the challenge of achieving the 'potential” as per NTI
operational ctudies. In table 2, the "expectation” of an .verage DIP
in India is shovn to be 1,620: 1,120 for the PHI and 500 for the DTC.
It can be obseived that achievements of an average district in India~
in 1590 is 52% for the DTP as a whole, 40% for the PHI and 78% for
the DTC. Table 2 also gives the treatment compliance which 1is about
33% for SR.

Table 2 (Please see next page)

The potential presented for the DTCs are based on observations
at the Lady Willingdoan Tuberculosis Lemonstration <Centre, Bangalore
(all symptomatics eligible for sputum examination and 25% to be positive
for AFB). The expectation of sputum positivity is taken as per the
best that could be achieved by any DTC(ie., 18%).
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Table 2
PERFORMANCE OF AN AVERAGE DTP

1. Case detection
[ Achievement
Potential Expectation
' No. %
DTC 500 500 330 78%
PHIs 2,000 1,120 445 40%
DTP 2,500 1,620 635 52%
2. Treatment
SR Percent of patients completing 33.0
212 collections ’
SCC Percent of patierts making 75%
; 56.0
or more collections

MEASUREMENT OF EFFICIENCY

i) Sputnm examination

The efficiency of sputum examination, matched againsc thz
expectation calculated on the above manner, is presented for the DTCs
and Pils in table 3. It can be s=zen that the efficiency of the DICs
for sputum examinations is high throughout, except in West Bengal and

Bihar. The same for PHIs is, on thz other hand, very low. Of course, -

some states have achieved a high efficiency of sputum examination at
Pill (Uttar Predesh-122%, Maharashtra-91%, Punjab-73% and Tamil Nadu-667%
of expectation). So this singles out sputum =2xamination at the PHIs
as one of the weeker points of the programme in most states.

Table 3 (Please sce next page)

ii) Cave detection

Table & presents the efficiency of the case detection in the DTCs
and PHIs which again shows that most .DICs, except Assam, Bihar and
Tamil Nadu performed near to expectation. Some states performed very
close to the level of expectation (%vjarat, Haryana, Himachal Pradesh,
Jammu & Kashmir-100%, Madhya Pradesh & Maharashtra-around 90%). With
regard to the efficiency of case detection at the PHIs, it can be seen
that while some states like Assam, Bihar, Himachal Pradesh, Kerala,
Madhya Pradesh & Rajasthan performed at the level of nearly 157% or
below, only Gujarat, Maharashtra & Uttar Pradesh performed beyond the

S vt
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level of 55% of the expectation. This really constructs a disturbing
scenario for us. Imagine ifadhya Pradesh performing at 947% of the
expectation at the DTCs, but only at about 11% at the -PHI level. The
low efficiency of case-finding at DTP can thus be safely attributed
to the low performance of the Pils almost everywhere.

Table 3
EFFICIENCY OF SPUTUM EXAMINATION - 1990 (AVERAGE/DTP)

0TC PHI DiP

1 8 States/Union Effi- | efri- | erri-

No. Territories Expec- | Perfor- | cien- | Expec- | Perfor- | cien- | cien-
tation | mance cy tation § wance cy cy
% % %
India 2800 3437 123 14500 8540 5% 69

1 Andhra Pradesh 4100 3508 36 21250 8551 49 438 .
2 Assam | 2130 1696 20 8130 1236 15 29

3. | Bihar 3300 1671 51 6250 2955 47 48
4, | Gujarat 3200 3853 120 25000 14137 57 94
5. | Haryana 2020 5962 295 10380 5034 49 89
6. | Himachal Pradesh 520 2218 360 5630 1363 24 57
7. | Jammu & Kashmir 790 1497, 189 3500 1935 a1 68
8. | Karnataka 3300 2567 73 29750 7939 27 .32
9. | Kerala 3140 3384 108 155630 7089 45 56
10. | Madhya Pradesh 2070 2777 134 16880 1603 27 39
11. | Maharas.tra 3700 5097 138 25380 23208 91 97
12. | Orissa 3530 3123 88 21250 8834 42 a8
13. | Punjab 2500 3035 127 10830 7510 73 82
14. | Rajasthan 24500 2226 3 10380 2169 21 34
15. | Tamil Hadu 5200 6555 126 33750 22461 66 75
16. | Uttar Pradesh 3530 3312 91 7500 9165 122 413
17. | Yest Bengal 60590 1650 27 14000 3674 26 27
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Table 4
EFFICIENCY OF CASE DETECTION - 1990 (AVERAGE/DTP)

DTC PHI DTP

Sl. States/Union Effi- Effi- | Effi-

No. Territories Expec~ | Perfor- | cien- | Expec- | Perfor- | cien- | cien=
tation mafice cy tation mance cy | cy
X ‘ % %

India 500 390 78 | 1120 445 40 " 52
1. | Andhra Pradesh 730 | a8 75 | 1700 | a6 27 | m
2. | Assam 380 122 32 650 38 5 16
3. | Bihar 590 144 24 500 63 13 19
4. | Gujarat 570 655 115 | 2000 | 1104 55 68
5. | Haryana 360 36§ 103 830 206 25 18

6. | Himachal Pradesh 110 140 127 450 51 11

7. | Jarmu & Kashmiv | 120 | 173 | 121 | 280 83 0 | 61
8. | Karnataka 590 299 51 | 2380 728 3n | 35
9. | Kerala 560 331 60 | 1250 183 15 | 29
10. | Madhya Pradesh 370 316 91 | 1350 146 11 29
11. | Maharashtra 660 587 89 | 2030 | 1450 7 76
12. | Orissa 630 351 56 | 1700 387 23 32
13. | Punjab 430 331 77 870 381 m | s
14. ! 2ajasthan 430 315 73 830 116 14 33
15, | Tamil Nadu 930 M3 45 | 2700 734 27 32
16. | Uttar Pradesh 630 400 63 600 373 62 63
17. | Mest Bengal 1080 159 16 | 1120 360 32 37

DECADAL TREND

Whereas one has to be concerned about the low efficiency, as in

the earlier paragraph, a few points need td be taken into consideration

while

according priorities

in

correcting

some of

the

programme
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activities. The number of sputum examinations has increased from 4,500
to 12,000 in the last decade. But the number of cases diagnosed has
not been commensurate with this rise. Secondly, the proportion- of
smear positivity out of new sputa examined has shown a declining trend

'both at the DTC and PHI from 1i4% to {1.5% and 10% to 5.2% respectively
during the decade.

POSSIBLE REASONS & SOLUTIONS

The 1low case-finding activity in OTP, assigned to be due to

deficient activity at the PHI, may possibly be attributed to the
following:

1. Improper selection of symptoms by the PUI medical
officer.

2. Improper smear preparation and under-reading by the
PHI microscopist.

3. Wom-availability or non-maintenance of the microscopes
(15-20% of the microscopes are estimated to be out
of order at a point of time).

4, Attitude of the staff at the Pil.

5. Inadequate knowledge of the staff regarding the mode
of diagnosis and treatment.

6. Possible decline in the prevalence rate of smear
positive cases in the community and therefore the
low smear positivity among new patients attending
Pllls.

Both administrative and technical acticas arc called for to solve
these problems.

ADMINISTRATIVE

Theugh _uberculosis is a single major infectious <disease and
recognised to be a public health problem under the 20 Point Programme,
it still lacks the requisite priority among major health programmes.
It cannot be ignored that some of the national health programaes tend
to work as powerful vertically oriented programmes, even though they
use the health infrastructure designed for an integrated healti: care
delivery. The malaria programme as well as the UIP can be mentioned
in this connection, not considering the leprosy and family wel?are
programmes which are vertical health programmes by design, with wvarious
xinds of incentives being offered to all concerned! It 1s 1it§1e
realised that in the process, these programmes may in fact be weakening
the fibre of general health care delivery system itself, by relegating
its philosophy, objectives and activities to the background. It 1is
true that, in pursuit of targets set by a few of these programmes,
the medical officers of Pidis, in some instances, do not have the liberty
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Lo accord a high pPriority even to out-patient care, which by all means,
should be his basic function! He may often be required to be absent
from his seai at the PHI discharging other duties outside! This could
be undermining patients' faith in the institutions themselves to the
detriment of programmes like DTP, whose success hinges on utilisation
of the available services by the people! HMoreover PHUI staff seem to
take note of the incongruity, that other programmes except tuberculosis
have staff appointed specifically for the stipulated programme activities
at the PHI and are paid from out of the designated funds. Tuberculosis
programme, therefore, suffers in comparison.

The administrative action in this regard which should be taken
at the central and state level authorities, is to allot equal priorities
o all the national programmes, leaving out family planning, which
alone can be a special case. There should be acceptance of integration
as an operational necessity by all other national health programmes.
The district administrative medical officers(bLi0s) should review the
family welfare programme as the last one in the list, sustaining interest
in programmes 1like tuberculosis, UIP, malaria, general health etc.,
and allowing these to occupy some of the discussion time at their monthly
review meetings. The DMOs should familiarise themselves with the
programme dynamics in a manner enough to review the performandes and
display the required keenness.

The monitoring data reveals a serious lacuna in the activity of
supervision by the District Tuberculosis Officers(DTOs) (Table-5).
It Is usually put forward, as if as an alibi, that either the vehicles
are uot available or the available vehicles are put to all conceivable
uses; other than for the DTP.

Table 5 (Please sec next page)

The DMOs must rectify this situation urgently. Wherever vehicles
are available with the DTOs, the administrative authority must insist
upon the DTO to make the stipulated tours. Wherever vehicles are not
available, an effort mnust be made to locate spare vehicles for use
in DTP. Till that is done, several programme officers should be made
to tour jointly.

Though the <concept of joint tours bv several programme officers
is a right step towards achieving optimum use of the vehicles and fuel
efficiency, yet it cannot be construed as a permanent solution. Each
programme officer has to get the PHL doctor to devote adequate time
to him separately in order to have an effective interaction during
the supervision visit. Several programne officers, all demanding similar
attention from a givan PHJL at the same time may not be conducive to
a good communication situation. Hlowever, the alibi of not supervi§ing
the existing programme and not implementing unimplemented Pills as leen
by the £T0s, should not be allowed to stand. The district administrative
level officers have to somchow see to it that the DTOs carry out the
job  for which they are largely meant for, ide., implementation and
supervision.
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Table 5
SUPERVISION OF PERIPHERAL HEALTH INSTITUTIOﬁS - 1990

| Pllls
Si. States/Union
No. Territories Imple- Super- %
mented vised
India 15270 6413 42
1. Andhra Pradesh 1215 595 49
2. | Assam 340 129 38
3. Bihar 597 281 47
4. Gujarat 1190 547 46
5. Haryana 310 127 41
6. Himachal Pradesh 376 128 34
7. Jammu & Kashmir 123 81 L6
3. Karnataka 1720 740 43
Qe Kerala 545 114 21
10. Madhya Pradesh 1877 432 23
11. Maharashtra 1914 1225 64
12. Orissa 589 i72 25
13. Punjab 325 39 12
14. Rajasthan 633 263 38
15. Tamil Hadu 1345 52> 39
16. Uttar Pradesh 1057 034 60
17. West Bengal 567 74 13

Th. DTP requires some organised involvement of staff Loth at the
PuI and DTC level. The DIC staff trains the PHI staff on their visit
to the respective PHIs. This is why in the previous para, a lot of
stress has been laid on the DTO and his team visiting the periphery
regularly. At all times, the lmplemented PHIs must have in position
the staff who have been trained by the DI0 and his key team.

However, it has come to light that for some strange reasons the
DTCs themselves are not staffed by the NTI trained personnel. It 'will
be impossible for the district team to achieve the results if members
of their key staff themselves are not trained in the ﬁirgt p}ace. NTI
trains the key workers specifically for the programme administration.
o level of academic qualification attained by the DTO or his team
members could replace the training given at the NTI, since academic
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training does not train the staff to carry out the programme activities.
In some of the states the situation assumes alarming proportion, because
of non-availability of trained personnel especially at DICs, for ex.,
in Orissa, where most of the DTOs are not trained at the NTI. It becomes
specifically difficult to comprehend the dynamics of this
non-availability of the key staff at bDICs, since NTI runs two courses.
every year for all the programme personnel for years. It is for the
states to utilise the training capability created for their benefit
and manage the trained man-power in such a way that the centres are
staffed properly.

TECHNICAL

The reason why case-finding at the district level is not fallen
short of the expectation, whereas the same at the PHI is very low,
probably rests heavily on the availability of a trained microscopist.
Apart from the administrative aspects of the issue for not posting
a microscopist at the PHI, it is possible that even when one is
available, he is most likely to be on the pay roll of the malaria
programme. More often, than not, he is not trained to carry out the
sputum examination: either it has got something to do with his initial
malaria service background or with the inefficiency of the DTC team
to convince or train him,

The district management should waste no time to arrange adequate
training to all microscopists working at PHIs to ,collect the sputum
samples and examine them prcperly. The medical officers themselves
should select the right persons for the sputum examination. The required
technical training has to be imparted both to the medical officers
and laboratory technicians by the DTO and his team during his supervisory
visit. The training aspect could alse be strengthened by the DTOs
with the active involvement of the Regional Family Welfare Training
Centres.

Microscope

Tuberculosis programme relies oaly on a simple microscope at the
PHI for diagnosis. It is as simple as that! Still it requires .tha
required attention from time to time. The district laboratory sechnician
should “elp in servicing the equipment every now and then and train
the PHI microscopist in microscopy care. the BDMJ) should take appropriate
action to replace or repair the same as the case may be.

e nm v D e . —— ——

Possibility of non-achicvement of the desired sputum positivity
at the PHIs could also be attributed generally to the dwindling of
smear positive casc content in the community as per some reports. The
matter is being investigated by the HATI.

RECOMMENDATIONS

Only the wvery basic shortcomings in the performance under DTP
and the reasons for these are short-listed above. The following points
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need to be considered for action taking on related issues on a priority
basis. This cannot . serve as a comprehensive .list of -actions: to be
~ taken, but is designed only to underline the areas which can-be improved

with a’ little effort and to create the necessary awareness 'on these
aspects among programme hanégers! i 2 i '

Research

Since there can be a change in the action taking pattern;of patients
and the proportion of smear positive cases in the community ‘over the
years, there is a need to study these to have a better estimate of
the potential and expectation of other activities under the programme.
Knowledge, attitude and skill of the PHI staff also require a study
"to find out the reasons for their preferential -performance in some
or other areas, if any.

Case-finding

i. Cfforts are to be made to increase the coverage of available centres
by implementing the programme in them. Action is to be taken
by the DTQ in consultation with the DMO and to be monitored by
the State iHealth Directorate and the State Tuberculosis
Officer(STO).

: itk (e

ii. The states should strengthen the PHC by filling up all vacant
posts of microscopists and providing, if possible, an additional
microscopist for every PHC. The provision of the central programme
for imparting laboratory technician training of six month, duration
for PHCs, should be taken full advantage of by the states. Action
is to be taken by the state level programme officer on minimum
‘neéds programme(MNP) and the DHO. The STO. and DIO may play
‘catalystic role. . pos L age_ne

ifi. All programmes except family planming should get equal priority
and to be carried out in an intecgrated manner. Action’ is to bhe
taken by the central government. in consultation with the sual
governments in this regard.

iv. Health & Family Welfare Training Centres should be ,equipped  to
impart training to the medical officers and Refresher . Courses
are to b~ held by them at least every year. = RIS Fe
Apart from these four lead areas requiring prioritised attention,

other points which can be identifijed as ueeding due consideratign.uof

the state/central governments are: Y ! " 2

a. Creation of a monitoring cell at the state level as well as at
the district level for all programmes including ' tubexculosis,
which would continually identify the deficiency from the regular
reports.'  The DIC may analyse the reports and® regularly brief
his district chief utilising the statisticalhassigtantfs gervices.
The Health B5ecretary and Director of Health Services sh@uld display
keen interest in the results of monitoring and take action on
the identified deficiencies, in :consultapion‘_wi;h the STC every
quarter (at least annually to start with). K ‘



b. A liaison is to be maintained with the district hospital specialists
or medical colleges in the area, if any. IMisunderstanding between
participating units of the tuberculosis programme is more often,
than not, due to lack of communication. This can be bridged by
the DTO with the help of the DMO.

€ There is a long ferm need to develop the concept of supervision
on an integrated basis to benefit all the health /brogtammes.
Aesearch on this could be taken up at health research institutions,
eg., NIHF {(Delhi) etc. '

d. Maintenance of supply line and repair services at the district
level calls for constant attention. The programme officers should

not underestimate the need for carrying out a proper planning’

for procurement of drugs and materials in time and effecting as
well as maintaining the supply line of the participating units.

e. Initial and sustained publicity should be given through media
to create awareness amoung the public about the health facilities
that are available in their respective areas, which can be made
use of by the beneficiaries.

/

CONCLUSION

Various are the problems which face the DTP today. This is expected
of a lively programme that changes with time in tune with the
reaquirements of the situation. The administrative perception of the
efficiency situation of the DTPs themselves keep on varying as a result
of the exercise of matching the achievements with expectation, taking

place within the system all the time. It is expected of the managers
of the programme to take stock of the situation and plug the loopholes
expeditiously, instead of allowing them to cumulate and acquire

frightening dimensions over time.

The DTP in 30 years has achieved considerable success in coverage
of the population with the required services. In absolute numters
case-finding has also gone up considerably during the last decade.
Latest treatment facilities in the form of SCC is now available in
places where even a few decades back no anti-tuberculosis services
could have been expected. Still, we dwell here ‘in this paper, mostly
on the deficiencies and not on success, so that we are ablc to remove
them and achieve the required potential. We endeavour to scale newer
heights one after the other methodically, even while realising that
the peak could still be far away. '

AS THIS [ISSUE IS Il PRESS, THE AUTHOR
DR K. CHAUDHURI, WELINQUISHES THE CHARGE
OF OFFICE AS THE DIRECIOR, WTI, BANGALORE,
HAVING ATTAINEDL SUPERANUATION OM 31,1.,1Y97,
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Tuberculosis in India began to engage attention as a public health problem,
from the early part of this century. Most of the early attempts to provide treat-
ment for TB patients which meant at that time isolating the patients, in far off
sanatoriums located in the hills etc. were made by various philanthropic Societies
and individuals on compassionate grounds. The first open air sanatorium for isola-
tion of TB patients was founded in 1906 in Tilaunia near Ajmer in Rajasthan,
followed by establishment of similar institutions at Almorah (U..P.), Pandara Road
(M. P.), Madnapalle etc. In 1910, Sir Pardly Lukis, the then Directer General of
Indian Medical Services highlighted for the first time the problem of tuberculosis in
the country and similar observations were made in the All India Sanitary workers’
Conference in 1912. During the same decade Dr. Lankaster also confirmed that
tuberculosis was a widely prevalent disease in the country and subsequently Dr.
Leonard Rogers on the basis of ‘analysis of postmortem reports concluded that
about 17 per cent of total deaths in Calcutta were due to tuberculosis. In 1920’s,
limited tuberculin surveys were carried out in some parts of South India and West
BEngal which showed a high rate of infection in the urban and semi ‘urban areas.
As a result of public opinion gathering strength demanding action to deal with the
increasing menance of tuberculosis, the first concerted effort was made through the
~organisation of the King George Fifth Thanks Giving Fund in 1929. With the funds
raised by this organisation, the Tuberculosis Association of India, a premier
Voluntary body organisation, was established in 1939. In 1944, the first-Health
Survey and Development Committee popularly known as the Bhore Committee after
assessing the overall situation recommended provision of comprehensive tuberculosis
services throughout the country. As a consequent to this recommendation and as a
first step, the office of the Tuberculosis Adviser was created in the Directorate
General of Health Services in the year 1948, to plan effective anti TB measures
throughout the country, and BCG vaccination was introduced for the first time. in
the country as a pilot project, in South India, in 1948, which was later extended as
a school vaccination programme launched in 1949-51. The mass BCG Vaccination
Caﬁpaign launched in 1951 gave the first indication that the problem of tuberculosis
in the rural areas could be as big as that in the urban areas.

*ADG, TB, DGHS, Nirman Bhavan, New Delhi 110 01,
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pidemiological scene of Tuberculosis in India

India is one of the few developing countries of the world, where epidemiology
of pulmonary tuberculosis has been studied fairly extensively and for a long time.
In most of the epidemiological studies conducted by different experts or by different
organisations and Institutions one or more of the 3 main epidemiological tools viz.
tuberculin test, Chest X-ray examination and bacteriological examination of sputum
have been employed to study the prevalence and incidence of tuberculosis infection
and prevalence and incidence of abacillary and bacillary pulmonary tuberculosis

The information regarding the mortality rates due to tuberculosis, has been unreli-

able because of the well known difficulties in notification of deaths and ascertaining
the exact cause of death in an individual under the existing situation in our country.
The first:National Sample TB Survey was conducted by the ICMR in six .Zones of
the country in the years 1955-58. Limited studies on the morbidil} pattern have
been conducted in localised groups of population in different parts of the country
thereafter in Delhi, Madanapalle, Thumkur area of Karnataka by National TB Insti-
tute Bangalore, Chingelput district of Tamil Nadu and the last one in Kashmir
Valley by ICMR in 1980-81. The findings of all these morbidity surveys have almost
'ﬁrﬁly indicated that the prevalence of tuberculosis remains almost the same through
all these years, though there are some indications that the problem may be showing
a slow downward trend, especially in these arcas where the services are well
orgainsed. In any case, it can be submised with a fair degree of certainty, that
there is no increase in the prevalence rate due to tuberculosis during all these three
decades. The available data indicates the following main epidemiological dimensions
of the problem of tuberculosis in the country viz., - 4

(1) The prevalence of infection as evinced by tuberculin test is 6f the order
of about 40 per cent in all age groups rising from about 2 per cent in the youngest
age group to about 70 per cent at the age of 35 years. Further, “the incidence of
infection is highest in the individuals between the ages of 5 and 20 years, and the
risk of the infection is about 2 per cent per annum.

(2) The prévalcncc of radiologically active TB disease of the lungs is of the

- order of about 1.8 per cent amongst the population aged 10 years or more, and of

these, about 1/4th i.c. 0.4 per cent are sputum positive or infectious. The annual
incidence of the new cases is estimated to be about 1/3rd of the prevalence rate.

(3) The prevalence as well as the incidence of the disease is higher in the
elderly age group and is comparatively more in the males as compared to females.

(4) The prevalence rate.of TB disease is almost the éé_rpc in the rural and
urban areas. As nearly 76 per cent of our total population lives in about 5, 75, 000

wexer I
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villages, the bulk of the TB patients would be found in the rural populace and thus
there would be at Jeast about 2-3 sputum positive cases in each of our villages with
an average population of about 70(_) each and about 8-12 persons would be suffering
from radiologically active TB disease of the lungs, at any point of timg.

(5) The prevalence rate of tuberculosis is higher in those groups of popula-
lation whose socio-economic condition is not staisfactory and who are living in
‘kutcha houses’ or in slums in congested localities under unhygenic conditjons,

(6) The non specific sensitivity is highly prevalent throughout the country
though it is definitely lower in areas located at higher altitudes.

(7) The mortality rate due to Tuberculosis are estimated to be about 80-100
per One lac population. In these areas where intensive anti-tuberculosis measures
have been introduced the rates have however significantly come down.

Thus, tuberculosis continues to be a major public health problem in the
country and it is estimated that at present there may be about 10 million persons
suffering from radiologically active TB disease of the lungs of which about 2.2 to
2.5 million would be sputum positive or infectious. :

Formulation of National TB Control Programme—1Its performance over the years

Way back in 1966, the controlled clinical trials conducted by TB chemotherapy
centre Madras, now known as TB Research Centre, firmly indicated that domiciliary
treatment of TB patients is as effective as sanatorium treatment and the role of
extra nutritious diet, absolute bed rest etc. in the management of TB patients is
hardly of any significance. With the morbidity pattern of Tuberculosis revealed
by National Sample TB Survey, conducted in the same years, when it was proved
that the problem of tuberculosis in the country is essentially a rural one, the Govern-
ment of India in 1959, established the National TB Institute at Bangalore to evolve
nationally applicable TB Control Programme which can possibly suit our require-
ments. After extensive field research, the institute evolved the ‘concept of Distri_ct
TB Programme for application throughout the country which was.rm_zge_nﬁdfto
the State Governments for implementation in_1962. . Basically, the District TB
Programme envisages a permanent country wide programme based on relevant
epidemiological, technical, adminjstrative and financial considerations and is integrat-
ed into the general health and medical services at ‘both the rural and the urban
levels. . Today 360 major districts of the country have been covered under the ambit
of District TB Programme and nearly 12,000 peripheral health and medical institu-
tions are involved in case finding and treatment activities, though not to the extent
to which we would have liked. More recently, with the implementations of health
workers scheme in the rural areas, the health workers of the primary health centres
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- ol Shave also been entrusted the task of ‘case finding, case holding and BCG Vaccination
(%% activitics. In addition, the recently formed cadre of village health guides, have also
,,.'7 ~ Dbeen involved in the basic aspect of health education of the community and other
essential activities under TB Programme. Simultaneously, the Primary Health Care
itself, is being strengthened by establishment of more number of Primary Health

Centres, Sub-Centres, Community Health Centres and Subsidiary Health Centres.

b o

Monitoring and Evaluation of the National Programnie |
The National TB Programme has the twin _obji:ctivcs, namely,

| (&) Long term objective—which is to reducé tuberculosis in the community
to that level when it ceases to be a public health problem i.c.—

(i) One case infects less than one new person annually;

(ii) the prevelance of infection in age group’ 14 years is brought down to
less than 1 per cent against about 30 per cent as af present.

r (b) Operational or .short term objectives—

(i) to detect maximum number of TB patients among the oﬁtpatients
attending any health institution with symptoms suggestive of tuber-
culosis and to treat them efTectively;

(ii) to vaccinate new borns and infants with BCG vaccination; and

T N e 1w L AP o St o 3 s S 1 s S e o, e 744 €y

R (iii) to undertake the above objective in an integrated manner through

‘ ’g all the existing health institutions of the country.

B

: ; For the success of any National Programme, monitoring and evaluation has

£ to be taken up concurrently. It is particularly important for the National TB Pro-

"\ gramme because of the long period of time required to achieve control of this
& disease in the country. The main purpose of monitoring is to keep a close watch

on the performance of various activitics of the Tuberculosis Programme as highlighted
above, so that wherever shortfalls are observed, necessary corrective action is
taken. There is a provision for two tier reporting system under the National TB
_ Programme, one from the peripheral health institutions to the district TB centres

% and other from the District TB Centres to the State Directorate, National TB insti-
tute Bangalore and the Directorate General of Health Services. The reports are
preparc‘d by the District TB Centres on a special design standard forms and are
submitted on .a periodical, regular and continuous basis. The reports provide
information on—

(i) the number of reporting centres vis-a-vis number of implementing centres.

(ii) position of the trained staff.

"
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l
(i) condition of various equipments available.
(iv) Diagnostic !md treatment activities undertaken at various levels, etc.

The performance of cach Centre is matched with expectanons and the reasons
for shortfalls are identified and the programme performance is far below the expecta~
tions, then the reasons for such shortfalls has to be gone into and necessary
corrective actions has to be taken.

There is no machinery at préscnt to study tuberculosis situation systematically
on a community wide and permanent basis cxceptmo three isolated surveys done
in different parts of the country from which inferences are drawn on the tuberculosis.
situation in the country. The National TB Institute is working on a meathodology
in which the mzasurement of a_ suitable index4s done at pre-determined intervals.
in order to study the trend of the disease in the community. It is proposed to-
organise repeated estimates of prevalence of tuberculosis infection in 0-9 years age
group in the community on a country wide basis at intervals of 5 years to find out

any possible decline in the trend of the disease in the area.
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M Main, |

. Epidemiclogical Perspective

- Prepared by "ARCH" Mangrocl
for 1985 GVHA Convention.

Like all other infectious diseases, T.8. has its ouwn
peculiarities and characteristics, Unless this is firmly grasped,
the adequate understanding of T.B. Control programme is impossible.
One of the ways these peculiarities manifest themselves is to
be seen in the fact that only in T.8. and Leprosy (which in many
respects is like T.B.) the control of the infection in the
community is very closely linked with treatment of individual
cases. In all other infections, treatment of individual cases
either has no place in control programme or has marginal role
in the over-all strategy of the contrcl programme. In T.B.,
treatment of individual cases deocminate the strategy almost
completely., This may create a misunderstanding in our minds
that T.B. control programme is, after all, curative medicine
with no preventive component.

. For a group that is committed to primacy of prevention
over cure, this state of affair may noct be intuitively satisfactory.
This note is also an attempt to dispel such misgivings, if they
are there.

1

(1) T.B. — infection and disease:

T.B. is unique amongst all the infectious diseases in
that,its germs, having entered the human body multiply in
the/ﬂungs and various organs, producing what is called
infection, but not overt disease in all the victims in
whom they have managed to enter. The Tuberculous germs,
thereafter, may be overcome by the body's defence system
and eliminated completely or may be forced to go into a
dormant state. 1In a small proportion of cases where the
body's defences are overwhelmed, Tuberculous disease is
manifested, which is the only portion of the total cases
of T.B8. infection that is apparent to our day-to-day common
perception. 1

The things get a bit more complicated, because the portion
T.B. infection in a community, which is dormant can get
reactivated any time during life, producing the ocvert
diseass T.B.. This gives T.B., infection an extraordinarily
large variability of incubaticn periocd. A person once
infected, and in wheose body the germs lie dormant, can
become diseased anytime during life.

Jhe spread of T.B. infpcEion:
* The spread of the T.B. infection occurs by
transmission of bacteria mostly from person
to perscn and in some cases from cattle to
human being, (bovine T.B.). The spread from
person to person occurs almost exclusively
through air.
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1 In a situation like ours there are 300 per 1000 who are infected
but only 4 to 6 per 1000 who are disgacasd



* All the infected persons cannot excrete
the germs in the air. QOnly those
infected and who have T.B, disease of
the lung and who are actively coughing
out the T.B. germs in the sputum are
the ones who spread infection. The
T.B. disease of crgans other than the
lungs (extrapulmonary T.B.) occcurs
through blood following primary infec—
tion. The proportion of extra pulmonary
T.B. disease is quite small compared tc
lung T.B. disease., Extra pulmonary
diseases are, therefore, of little
consequence in sc far as spread of T.B8.
infection is ccncerned.

Two important points, from the point of
T.B. control may be made here.

(a) oOnly lung cases who are coughing
cut T.B. germs in their sputum
(Sputum positive- open cases of
T.8.) are responsible for spread
of infection in a community,

(b) These open cases of T.B. arise at
different intervals and at diffsrent
rates from those who are infected
with T.B. germs.

T.B. infecticn is a very slow infection, " . Lo fhew
i.e. it spreads very slowly. A prolonged gt
contact with a case of T.B8. is necessary,

which explains ccncentraticn of cases in

families.

(II) Factors responsible for the spread of infection in families:

(a)

(b)

Infection in family ccntact is closely related to
the extent of disease and sputum positivity of the
sSOurce case.

Next in line is overcrowding- measured as cubic
feet per person and subjective assessment of intimacy
of contact -,

Surprisingly enough, the household income purse is
not of much importance, while what household
Furnishings the families purchase with their income
seems to be a factor of considerable significance.

Contrary to our expectations, nutrition is not a
factor of any importance in the spread of infection.

Infectiousness of T.B. patients decline rapidly

by adequate treatment. Thus a patient whco is on
chemo-therapy stops infecting others althcugh he
may still be sputum positive, This is so because
germs in the sputum do not remain viable once the
chemotherapy starts. This is, what is called,
‘Chemical isolation' - an important point from the
point of view of prevention of transmission in
practical tsrms.



(II1I) Factors responsible for manifestation of T7.B. disease:

Contrary to T.B. infections where the risk factors are
extrinsic, the risk factors in the development of the
disease are largely intrinsic.

(a) Differsnt infected populations develop T.B.
disease at very different rates. e.g., risk of
developing T.B. disease in Eskimos is 20 times
more than that in the infected, non-~urban
Danish population.

(b) Young, adult, infected women are at higher risk
of developing T.B. disease than young, adult,
infected males.

(c) Housing, including overcrowding and ventilation,
is of no importance.

(d) Importance of nutrition is also of a peculiar
character. 0Only those who weigh 10% or more of
their average expected weight are at lower risk
of developing T.B. disease., Those with louwer
weights have proportionately increased rate of
T.B. diseass.

(1Vv) Strategy of T.B. Control in the light of Epidemioclogical
Insights:

Theoretically to control the infectious disease in a
community the strategy should be directed at

i) source and reservoir of the infectious
geETMS

ii) the routes of transmission of the germs to
the susceptible human beings via media like
water, foed, air, insscts;

(iii) strengthening the defence mechanisms of
susceptible individuals against the invading
germs, €.9. — Vaccination -.

The most important components of T.B. control programme
are:

i) Case detection, and

ii) Case holding for the whole length of time
during which chemotherapy is instituted.
How does this strategy help control T.B. in
a community ?

(a) UWe know that the germs of T.B. theoretically
are to be found in all the open cases of
pulmonary T.B., in all the cases of eXtra-
pulmenary T.B. and in all who are infected and
have T.B. germs lying dormant in their bodies,
which can become active any time during the
life in a most unpredictable manner and
produce the disease. However the open cases
transmit the infection most and also T.B. germs



can be detected much more easily in the open
cases. It is also true that the suffering and
death is to be found only in T.B. disease,
pulmonary or extra-pulmonary, and not in the
third category in which the germs are lying
dormant., 1In the T.B. disease category, also,
overwhelmingly large proportion of the disease
is pulmonary T.8.

In practice, therefore, an attack against the
source of infection has to be confined to the
open cases of T.B., And as long as the detected
open casss are treated adequately, they are
effectively removed from the most active part
of the part of infection in a community. And
this matters most. This explains the emphasis
given in T,.B. controcl programmes to cass
detection and case holding. This also explains
why case detection is most reliable by micro-
scopic examination of sputum to detect T.B. germs
directly and unumportance of X-ray as a method
of diagnosis. (Screening of the chest is not
even worth mentioning.) This also explains the
apparent curative crientation of control
programme which, in fact, is the best available
means to check the transmission- the best
possible way to prevent T.B.

(b) The reason why T.B. control programme 1ignores
the classical, preventive measures like improving
sanitation housing etc. has also to do with the
peculiarities of its epidemiology. Improvement
in housing, specifically reducing the over-crowding
has an _influencing effect on T.B, infection.
But, it cannct influence sufferings and deaths.
It also cannot have any iniluence on the clsaring
of a huge backlog of existing infection in the
community which will continue to generats hundreds
of thousands of nsuw cases of T.B. dissase for many
decades to come. It is also of secondary importance
in checking the transmission of the infection of
T.B. germs, when compared with the chemical
isolation of active cases of T.B. disease in a
family. This, however, should not legad to an
interpretation that improvemsnt in housing should
be outside the limits of the strategy of T.B.
control, as is the case to-day. 1In fact, improve-
ment in housing does net only affect transmission
of T.B., but also cuts down transmission of many
other infections. No community health movement of
some worth can drop the demand for the improvement
of housing for poor.

(c) This brings us to the thrid ccmponent of strategy
of controlling infectious diseases in the community:
protection of all individuals against the infection
by vaccination. What is the role of B.C.G. vaccine
in T.B. control programme ?

6th Novembsr 1985
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48 1b Lost other countries of the wor 1@, the first anti-
tuberculosis messures taken in India were of an unplannegd adghoc
nature, coufined neainly to the esteblishient of hospitels zm
senetoria. ertly cue to leck of resowrces eng partly to
sredoccupation with epidemics such s Plegue, sc.ellpox, cholera,
etc. scant ettention wes 9cid to the cevelopment of & tuberculosis
policy. 1In rmogt Jleces, even rudiventery disgnostic facilities
were ebsernt.

an @D ('t

The cuie ept uvf control of tuberculosis in the country was
first wosted in 1920 ard efforts far coutrol were through the
orgenizetion of the Kirg George V Thanks Giving Fung. The Funds
80 cvllected were utiliseg throuvgh the Indian Hed Cross Society
Priverily for preventive cic ecucetionel &ctivities, establish-
et of cliuies, treivirg of neclth visitors end preperation
of heelth ecwetion retericl., In 1939, the Tuberculosis Associe~
tion of Indie wees esteblished with the “hbject of providirg ’

.expert advice, evolvirg standerc methods to ceel w ith the
discase, setting up of mocel institutions for traiving of tuber-
culosis workers, ccucction of Sublic regarding preventive
Leesures end orgenisirg Leetings erd couferences for scientifie
discussiuus. The eetivities of the 4ssociction at its inception
were to chelk out ACogreiies, encoureage establishuent of clinics,
cispers cries ¢id Scuaturia, uncerteke research in coi:unitywide
Oencgeent Jf tuberculosis enc to serve &8 en advisory bureesu.

kecognisirg the envriiity end conplexity of the diseese end
to Leet the rneeds of lerge nucber Of tuberculosis Detiernts, the
Tuberculosis 4ssocietion couceived the idea of comiciliary trect-
temt &8 early as in 1940G. It established the New Delhi TB Clirnic
(row known &s New Delki TB Centre) to try sut the efficiency of
domiciliary trectiait by offering collepse therepy fronm out-
patient cdepertient end to guicde petients a¢ their conteacts
regercig preveutive Lcesures. The rzethod wes f.oung acceptable
end appliceble cid the experinient sctie fyirg .

e ASsocietion esteblished LaCy Linlithgow Sapnatorium in
Keseuli, Sinla Hills, to deuonstrete rocel senetoriun services.
These institutions were elco cntrus ted with the responsibility of
treining tedicel eif pere recicel workers,

PLalNLiv oF GUNTRUL oF T Didpash

At the instence of the Centrel Governiemt, the Health
Survey en¢ Developreit Counittee heeded by Sir Joseph Bhore (1),
for the first tive, outlined & c.ouvent ione 1l phesed schere for
Lenggel.ent of tuberculosis in 1946,

For reesous of scarcity of resources acd icprecticebility,
tie sclieme could not be ipla.ested. The adrinistretor, however,
could Lot idguore the suffering of petients end the public cerend
for definite action, even though the fecilities for clagnosis
cod trectiewt were lacking. After independem e, in 1948, the
Tuberculosis Sub-Cotuittee of the Heelth Panel 0f the Netional
Planuirg Counission, crew Up & progreiie for dealimg with
tuberculosis enc suggested &pplication of BCG vacecingtion, which
was cons idered to be the oly ressure for prevention ema control
of the cdiscase ¢nd weas expected to yield good result s within the
resources cveileble in the foreseeable future. Following tle
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ceceptence Uf the Progosel by the Plenuing Counissian,a nation-
wice BCG progreiie wes Sterted in 19514. On the éssu stion thet
tihie Cisecse was priverily & proble:i. of thickly populated urhen
ereas, enc sluis, the progrerie wes Tirst introcucec ip cities
enc towns. Therecfter, the BCG tecrs were shifted to rurel
arcas. Us per conventionel Procecure, the puopulatisn wes
tuberculin tested prior to vacciretison to iceutify tuberculin
kon=reector eligibles for BCG veccinetion., The country-wide
tuberculin testirg revealed high prevelence of tuberculous
infeetion both in rursl (2) enc when arces whidr wes contrary
t0 the earlier irpressisiue thet tuberculosisw:es t.einly & problewn
o0f crowded urben crees. 4 country-wice tuberculosis searple
suwvey (3) to get irforietion on prevelence Of disease in
verisus strate of the country wes therefore consicCered necesseary,

Lo PIVALAUN oF Tag BAVSIY oF Yus YUBERCULUSIS ShuBLEM

4 lerge sceole Sai.ple survey wes concucted in six zows of
tie country coverily wheh a@ud rurel populetions uncer the
euspices of the Incieh Council of lecicel heseerch (3) in
1955-68 to (et cs recise en inforiction es Pussible ghout the
Legnitude 9f the tuberculosic 2roblew. iv the country. The
Suwvey coverec ¢ tutel 2oguletion of about 3,0C,C000 persors
resicdirg in urbean, seLi-urben ard rwel erees of the co untry.
The survey confirmed the iipression of Ligh prevelence of
tuserculosis Lorbidity iv rurel trees, et had earlier been
reveel ed by lerge scele tuberculinp testirg. It wes estimateq
thet of the elght wiliion People sufferiry fron tuberculosis
ebout 80% were it Tc rurel eroes,

TOULS 4l Yy S0LELLGUBS

The discovery of specific, potent, checp and reacdily
avelila bl cutituberculear crugs eaif the efficiency of doriciliery
tre:tlent proved by the New Delhi T8 Centre (4) enc Tuberculosis
Chclotherapy Centre, Kecres (5) corpletely chenged the outlook

. fx TB petients. The Srotebility of forrulk ting a couprehensive

ruserculosis progreiie to corbat the diseese on & corrunity-wide
besis scened possible.,

The controsl resswres #or tulberculosis could not be different
from those cori.only known for control of ary othcr infectious
cdiseese, i.e., preventive veccinction, ceSe-fincdine and treat-
lent . The evailable touls for the cuntrol of tuberculosis
consisted of BCG veccinetior or prevention, chest radiogr ephy
&nd sputuz Licrosecopgy fur ceseilndin: and echulatory doriciliery

t00ls. There wes o wide gep between Xnowledge enc its applica-
Gion. 4n objective &nc systeretic apiroach for fornmule tion of
sound poulicies for teckling the _robler of tuberculosis was

urg et ly neecded. Whet should bhe the Sreenisetion eng resources
in terus of treinec Persvhuel, equiprent, crugs ete. The ramer
the tools were to be aplied enc technigques to Be anployed were
SoLe of the questioms thet reicined to e enswereC., The National
Tuberculosis Imstitute (NII) wes esteulished in 1959 din Bangalore
Dy the Govermueut of indie U0 evolve & progracie whid would
answer these questions cng Je feasille and suitdhle for both
rurel and urban erees of te country. The Irs titute was given
the responsibility of treining tuberculosis Wrkersenc¢ conti-
nuing reseerch 1or rodification and evolution of the Profrerne

in the light of newer krowlecdge,

jchenothereapy for trectie nt. The Srobla: wes hog to apply these



- )(- e
“‘1"—} \“)

ALY

Sl
Al G2
2

8 [ *{)

5

L Cadeaddal.s sVouULLUN

The evolutivn £ the Netiohel Tuberculosis Prgrence (NTP)
was Lbéeésed on & nunber of fectors reletec to e,:ic‘.-en,ialoiice.l,
Sociologicel, crextiornel, technicel erc edirinistrative ce ects,
inforccetion on these tBpeete wae oLtc.ned frop studies com ucted
in cifferent pearts of the country whicd: were reviewed prior to
forimletion of the LLopraite, Ik adlition, the NII concucted
epiceriolu decl, sue ol.zicel enc operationel stucics tO cnun-
cicte suiteah il Letl odg for M;@_QAJ;}cati;n of BCG
vacecinition, ceSe~111€ ing etc cése-holding . Selient firding s
O sole of wic ctucices thet were nade uce of for 2lenring the
NTP ere reserted below.

SCibsMIVLGG AUAL 845 4S

Tac epideriologicel cete that were c.usiderecC were obteirea

Iro.. tuserculosic gsurveys coucuctec by iCliv (1955-58) (3).
Studics were elso undertela in Dolhi (6), Mecenepelie (7) enc
\ Sengelore (8). These ctwics reveeled tiet ixlfect:inz end
@) diseese were wides ree€. Out . f the tote populetion of the

country, alout 50% wice iufecte WL Lh M.tuberculos is and &b . ut
b\ 0.5% eged S yeers enc ebawve o uffared frxor beeillexry ciscese.
\the Ciseese wes cvenly cistributed in rurd emc urben erees enc
~WeS rore frequewt in o eleg, especiclly in tie hidh er ege grouzs,
d Jite ennuel i icence uf Qisessc wes f. unc T be 1-3 per thowsmd

9) i.c., 1/3r¢ of the,reveleme et en 20int of tite. There oM
) - \

€hes ¢ tine 1gg between iafection &uC Ceveloprent £ the cisesse
SUciestin, thet Lew ceses of tuberculus is woula continue to
develop fror the elreey infected wopuletion for Lany yeers
to coLe,

These epicdeiioly icel finCings dera ced thet tuberculosis
services be s o Xgenized €8 $O0 cover the entire country, on g
CJeri.cneit Led s siic e coses would continue to ari se oll he
tire, all over tle couLdry. Priority hac to be given to fincing
Sputua pusitive petience to frevent the spread of inf ection,

DVUIVLVGL Ol CUlidi Daia 'L IS

Socio-econonic cow itions in eny country have wice iopli-
cati us for Jrogrenre 2Jlenvere. e ingortence of the tule r-
culosis groblen fron the Suociel wigle hee to e cors iderea
in reletion to other hecl th &rd soeciel needs of the co un ry .
weeoureces exe the iein cotstreinte fur forrule tion of the
progrecie., ' :

& 8ociol  icel study (16) cordw ted ot the NTI hed shown

C)

Ll oV thet 959 of Soutur_pogitive patients were twere of the ¥ syrptors

2l

| &nd toat neerly helf of thay hed repirted et veriows heelth

~“ i® titutionsin scerch of rclief fuor their ch st sycptors . On

the lasls Of this infom. et ion it was estirated thet abou half
of Wic Totd 5000 irfectious ceses irn en averege cistrict with
& populetion of ghout 1.5 rdillion atteuced the gererd Ie clth
iw titutiors. vut of these aliout 2060 could be e&8ily discovered

thirougn sputun £icroScopy, ot the first Loimt of cortact in & ret
work of genercl heeclth Services.,

Ideelly, 11 the 5660 cases should be £ unc in the shortest
posBilLle tire bLut Operetiorelly this wes not €cars iderec likely,
Firding of 2006 ceses however, _cer district FLX yeer, it wes
thought, would be & Lvvd &achieveirent. Therr satisfecta y
treetient anc¢ esp.tun cow ersicn could Le ex.;ectﬁcﬂ to result
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in reduction of the tuberculosis probler within e few y ears.,
However, the Service, tu Le cffective, hes tu be Offerced meear
b0 the petients'resicernce.

Urnb 'l iv ey Guliol Lkl avis

Case-1i LCig s 60 Lrocquce eny irpect on the Jrobler of
tuberculosis Lieg t5 ve eited at Cigccovering o subs@@_i‘__a_lwnunbe:
Of cases per unit tile ELC WeS requirec to ne cerried .uwt hoth
in rurcl end urben crecs 2k & lope teriixeis rether than
¢5 & one-tite efiort. Operatiorsl stucies (II) for cese-firg in

AP - P, 2 - : ’ o B
ESHS R0 ugh mobile Tems y With or withouw tuberculin test, the use

of iess uinietwroe ¥aci Jrephy end exerirg tion of sputuc & one
or 10 variots corbinctiors werec erried out in villages, prirp Xy
acelt B centres ¢ at tic cistriet acad-quarters hospitels. The
epdicetion of tobile A-Y&y utits 1or tuse reculosis cese~-fim i
through s _ecicl isoe Jeri_etetic tulberculosis tea.s inp vill eges
WeS tound olercti Jkelly iiprectible &nd infructuous, The nurber
Of cases fUUTC Wes O Detter then thet fsurd et the Jricery
GJeclth centres el ot.er rural dis penser ies earc aospited, fror
ELongst thode who report by ther Selves for relief of th eir ;
elii et (12). Ox.erz.tigrxally, for ressos of POOr e&p rosh roggds
o villeges, inecequeacy or eusence of feciliti es for faint enamw.e
&IC Y epal rs, shorte e of X-rey filrs, en¢ steff to Operate the
X-reay unitseng exorbitent ronnibng cost, the @ e of robile ress-
Dinicture X-r&y uniss ior case-fincirg wes ot found feasinble .
Iz the NTP thc Lethocology recotr.enced for cesc—find ily wes
gXanir«.utian_sf-sf-u;;--ua; of _etients rep.rtirg with chest syr.ptorns
&t the institutiong of ¢ cniercl ke clth Services. This proceccure,
though siiiple, econoLicel CIC ep.liceble €11 over the count ry
wes found precticelle snc tech kied ly soung. !
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The rein ein of cese-fim irg is to treet patiems, tlleviet
uw.ielr sufferirg onc o put cown the tremsrission of inf ectiop.
The ;riority in tho 9P L&C ¥0 e ¢ ivento fim irg @& d treating
s putun suSldve Jetient S, siuce they constituted the irzed g té
Lublic he elth probhjer., The sputun Legative & tients, however,
Seelkdue relief unier rossure of syrptors hove L0t heen denigpd
the Den efit of cdigguos is eng curetive gervices, i

Tue"{pr e-recuicites of an effici el dolliciliesry treati;e;t Ser.
were f ound to He regular supuly of drugs as neer 6o patients
20Les &8 possible eng Sroper guidace there with regard to Pro—
1oig ed@ enc Yeguler treetient, Bfficecious regir cms free fromn
side efiects cue free eveilability of drws were 8ore uther
crucicl fectors for ChCwimg regular treatient eng itsconple tior.
D care wes takeu for Leetin. these requir er.ents, '

ey HAd p

4n operetional s tudy (13) op cese-filC ing wes com w ted

By the N'I. e sebiante residin. in villeges were divided int o
fow gvoupus, cech LIXOUY ceousistig of resicents Of adjacent
viliages. The cru:s for one crouy of detients were starec at th
aree heeclth centres. 7o stert wit, the cetiet s were taken to
“Mic he lth cemtre where they were introcuced t5 the Mecdical
Ufficer, g¢iven Ceteiled i tructiors t0 contirnue Yecub r treot-
et for ore yeer, given o fortnic ht's crug supoly en € were
adulsed to cullect Crus_ xg_b_gl_a_r,ly_ﬁmyyishdays for om frll
yeer. 1In enotier aree the Crig s were stucked with the vill ege

%a’eﬁﬂl_gyﬁ.t_ Leivexre, iLfter Lotivatiorn, the petients werea cdvised
%0 collecet drugs froi. the Pencleyet rewbers fTortnigh tlv., For
thc‘a thime gk
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trrowh the ville, ¢ level worlkers, curi L the cowse »f their
FegWar fatuip tiy vieits t- the villg €5, 5 T0 the fourth
Erou., tihe drugs were distributec, tur Jteh (&'specially el ol ed
heelth visitor, in the retiente hoLes foatnig tly. GShe
reukrity of crug inteale throwh £11 the fow channels was
siriler: herdly 30% to 40% o f _etients took the Crys. This

Was 80 cven il thac cEse vihere the pilis were cistributec ot

the coxrs of uie petients by the Speciel staff. 'The effic lemey
of the riLary Reelth cerre with re erd tv trestient regulkrity
being siniler to the Services _rovicee Dy specialised tue r—
culosis agercies, it wes concluced that the Jdicery reat h
Ceutres are &s well écceptable &5 centres for tule rculosis
Services. in the NE¥ | therefor €, tre generel imstitutions

were activatec, Cru 8 were stored end the treatient was ce-
centralisecto Le givern on élbulatory duriciliery besis . Drugs,
108tly for 'self—actx,.inistration, were Sug.lied free of cherge
necr tiie atients hole ,

LS L0 Iy

Soecielised services were fouud iigprecticebl as these
would cousure Sule tentiel Yo ortiomn of resources, degriving
ceveloJrent of essertid heelth progreri es tid social services
of their 'eheare. Furtier, teking into accourt the secubhr trem
0f tubsrculosis in the coutkry, the NYP has to cout inue for
ye&ars 0 cui.e, The Ciegnostic services (sputun Licroscopy)
Sicplified ai¢ curective Service standarcised for their ecesy
épslicability e11 over the c.untry. 'Thece Lesiges be iy sirnle,
were within the technicsal coLpeterce of gererd Practitioners.
The reraie, in orcer to Leet the alove remirere ot was
cornceived es arn iintegrel Lart of Overell ceveloprernm of &en eral
Services instead of fum tioniug in isoletion as & 8 _.ecialisegd
verticel progreéti.e for control of tuberculosis alome ,

BCG_VAUCLNAIUN (PhaVisiiis.iiui)

Prior to forruleti.n of N2 BCG vaccination in Incia was
Sterted in 1951 as & L.a88 ceLpaicn with # e help of sp:cial
BCG tears. fThese teris were (olilised Iroin area to area to
Set up teiL,oreary centres at a centrel plgce ip every locelity,
Those who attendec the centre were offered tuberculint est
at first atteudeice., BCG vaccination were civam to tuberculin
bon-reactors et secow vis its, after 72 asurs, Urly thos e who
ettended tr.e centres for reaClii, of the test at Secor vigit
could Le given BCG, 806 veceinatiorn coverege by thisprocedire
Wes 1nadegueite. Subsecuently, the 5CG vaccinat ion progrer e
was integratec with the curative services of the district
tubercuiosis sropreiie &s a part 2f the CoL..xr ehensive tube r—
culasis coutrol PTOETelle. Louse t2 house veccivation (14)
Wad recviuended at first, Later, in 1904, €irect BCG vacei-
netlou witaout tuberculin testing (15) restrictec to the age
grouy of 0-19 yecrs ornly was acdviscd. These modificatiors
il.oroved coverages zs well € output anc brought cdown the
cost of 8CG vaccirg tior, sYograiie, Cue to ele rdonig of pre-
vecciration tuberculir test, Further pocificetions ip BCG
vacciration JOEYES. € yecOileld ed were siiultaneows Sr.ellpox
atd BCG vaccimm tion (16) of the Lew-horrms it the cities arc
that of the school & e children ir schools. 411 these aired
et Leitteining high BCG vaccination COoverege. Simce 1977,
806G vaccite tion hes Ycen :ade an integrel pert of the expenrded
vrogratie of ir unization, to be Celivered by the cstaff of
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Eenerel hezlth Servicee thrs ugin Lultipurpose health Workers gij}
over tie ColLbry , eivin. et veccrietisn of all Lew=borns ip the
firet year uf thelr life,

Lo Lad 2ol OF Iy UL G ULV L & Lhovues Iy (uT&')

L perLanent Lye nevirg these features grg¢ & country-wide
COversde of vHitk tao LIS (47) ane (18) wes the unit , was
CoLveived ana evolveg in 1962 Ly the NYI, g Objective of the
A0eTalu.e weg Syste atic Teductioyn of tubercuiosig through
finding Lezirul nucher of sputun 20¢€itive ratients (L:robably
LOore then t.e Yeerly iL.cic’cme), CoLvertirg ther thr ough effective
treati e t, as well &g X event ion of large sroportion of t he
Susceptibles thirough BCG vaccinatior,

Briefly, the Priicicles (19) urC erlying the LT were (a)
Sociologiceal Leetig "felt-ncean of "ection takenn caticnto :
Y Oovision of Cerienent Service es rmear 10 peth pgs residence
&8 possible thr ouih integratior with ips tituw ions of Eereral
he al th Services (b) e,'-idez..iclog;icd: heltirg trensrissiop of
infectiop by findig &rd tree ig direct SrC.eer sputur Posit ive
Patients to bhe folloyeg by culture erc abacniory vuberculosig
satients, (c) edrinistret ive s the resowrce icputs to be ip
Cotsonants with Operationg] output ane Prograre efficiency,
a) vPeretionel, o 8tey within the Putlies lgig fop the
Progrers e allowirg Locificetions 1or locel sociologiical, adrii-
LiStretive czpg OPeretioregl vériations,

Un.(x.l..irlbx-ikui\: v Ei DR

The two rgsip COLpOlLients of the DY wihicp is & unit of the
LTP are (i) the i8trict tuberculos ig Cat re emd (ii) the
2eripheral cent s

C
e
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(1) L PsC? VUssnc Y 16 Galy Tl (DY

The erS—tw_h_iJ_eJubercul,osis clinics gt district he ed-quarters
Were recoiileniced to be ujgraced to LIC. Such Usgraded centres
% 8 i¢ es Continuing the ir ééifH?r‘a‘c‘tivi ties of :rovig itfg diegnostie
el curative “ervices, Leave Lleen entrustec with the additiorg 1
Tespotsibility of cFLenni iicletentatiof i _supervisi,p of
tuberculosis YO Terie tnr Ju(;jq.&ut_ihe‘dwstrict. The senior
Lecdic &l offi o (4B Secislise), the X-r gy techrician, g laboratory
techuician, & he glth Visitor, ¢ Statisticsl &Ssis taat m g the
8CG tegr leader of cady 45 clirie gre eiven i-service Job-origeg
brainig &t the Koi SO that tiey LEY Orgmise gpp Supervise tip
Lee jip 'u‘:.g.eir‘resk:ective cistricts, iy the wiger context of
Tesponsibilid o tii e upgreged YB clinics heve e en 2rovicded
adcitiore ]l Teciliti og likg trans_;ort, eddit ioral Cry s, recorg
forus eanc¢ ot C. hecessery iterg 0f equigrert &nd sup.ly, The
ti eine¢ iears &re respomsibie faor Visiting the seripherel health
iustitutions o culde the staff of Ecmerel Qeelth sorvices ir the
ciim:nostic, Curetive zrg proventive work reletig to tule reulos is,
They have to Cupervise the institutions I5r the £ereral he el th
Services regulerly t¢o eLsure Sa‘tis_f&ctury tochuiqgues Of case-
finding , diau;-os:is, trcattht, Yecorcing eng reportig . fhe
Cistrict centre rsviges Lecesseary iters of supcly like drugs,
Stelns, Tecore fors ete, :

(i1) Cai LES ks L Lokl Clihgs

«11 the i tigu ions run by the gereral eelth services
0l & cCistrict Cse¥ticipete ip thie LIP ¢ are designeted es ‘
'Periphersgl heclth Centres?', aﬁm.clm -W*‘~|~I-*"- T T s
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he ones done only sputucs stear ricroscopy is possible heve been
enmtrustea with recpoisibility of sputun exarinetion end are
decignated es 'llicroscopy centres'. Ot ers were peit er X—-Tey--:
LOr riicroscopes are avc—iilehlc, eére cutrusted with the r esSponsim--
uility of coll ecting spute fropn syLptoLatic x tients of Preparig.--
St.eers and scrfirg then 0 the Leerlly irstitutions heviig ricro-
~Cope8 I Srieer exelirction: such irs titutions have been
degigneted a8 'weferreal celtres!. These centres are advised

10 sernd tients %0 the ik crest X-rey centre if the ir Spute are
begative or ticy ere uneable to sroduce sputum. All the shv e 3
categvrics uf perigherel centres trect the patients on actinle® 1y
Gowniciliery bhesis., 'The druge for their treatient arec Supgoiied
Ny tae District Tuberculosis Centre,

Tt

The District Tuberculos ie Ufficer aund hie teeu Imve I» en
iade resyorsible for treining, co-ordimtion of work, arrenging
Supoly, supervision crg Ccul.piletion of thhe regorts in respect of
the workin. of tiie tuberculosis PYOogrenre in the emtire ¢istrict.

£ostliy, I socciclised cteff ot thie peripherel cemre for
autituverculosis worlz hes 80 fer ot beenr ecori.ended &8 the
estireted additiornel expeiCituwe ou sgecial staff ¢id not appeer
to Le courensurcte with- the cquantuwn of work loed. :

LoViaW UF Waiuled 1§ UG ULUL I £LhVGiAiuis

The regular rceports on tue perforience of LTP, compilegq
uarterly by the Director Geuercl of Heglth Services, at the
netvionel level reveal th et the echievesent recardéine casoo
findivg rrd cese-holding aspcects ere about 30% of vue eapcche=~
tions, ‘
(Ol (T

4 review of the ¥, wes uncertekm by the ICME Expert (!
Conmittee in 1976. The Conrittee highlighted sone inacequecies’ ,
regardirg Cperctionel asypects, the slrost cori, lete absece of
Supervision uy tioe steff of LYC, the District end State health
acr.inis tretion, the incdeguecy o1 posting of steff end suppliesty
Leck of interest in the JrOogreaviie et il levels wes cliso reported.
Suvice corrective ections were &l suggested, the resulis of whi%h
8til1 rerein to bhe Seel. i

ANVOLVELaN Y OF CURLUNINY rl s TH GUILES /4D WHE ILULTI_PURPOSE

@kuhﬁhﬁ

In order to bridge the tey between expectations arm et ieve-
Lent atterpts ere nuw been Lede tO evell of the services of the
Lewly set up infre-structw e of Lulti-purpose health workers and
comiiunity hneelth guidec uncer the "Priiory Heelth Care prograrre
of tue count ry. '

Tuberculosis cese-fincding which was of & surewhat pessive
natwe earlier can now be carried out Lore actively with the
involveneut of Lulti-pur pss e heslth workers. During the iv
routine beat in villeges for heelth activities they can question
the poupulestion for resew ¢ of chest symptoms e d idert ify those
wno heve c.ugh of two weelts ur Lore dureation. They can ¢ ollect
sputuz speciiens froiL. s uch PeYSuns , reke sreers cm Send these to
tie frilery Heclth Centre fa Licroscoipy. Tais stret~ o i1l
&l Lent tuberculosis ccse cetection o consicerahbly. 4 receud ly
corcuctec study (20) frow NYL heo shown thet Lulti-purpos ¢ he elth
workers cean perfuri thie function elong with their o& er cuties
curirn thelr routine visits 4o the howehvlcs. Al ough in the
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first three wonths or ss the wark loac woule & subs tentiel,
after the cow.letion Of the initisl o I two rouunds o>f

it ensive cese-finding, the workloec cur i S ubseguert Vi 8i ts
wili becone Lenegeahle iDVJlViné, on ern &verege, 2-3 sre ers
Ler week Ler rulti-pur_ose kealth worker. By this rethad the
cese detection will be aug Lented comsicerebly,

The rultipurpuse wrkere cen glso be traie ¢ for case-
holdinmg. Durivg the routine visits to their e&rcas they cen
Stoervise end guice thepatients b ut treatient reguk rity,
retrieve the Cefeulters enc Lotivete ther. to continuve treltrent
regulerly., It is expected thet their involverent inp the progrenie
will Cefinitely ilgrove the reg udqrity enc cor letion of treatnent ,

Lulti-_ urpose Workers urCer the expenced progreri.e of :
iriunizetion are entrusted with tihe res s08ibility for BCGvecei-
Bevion elory with Jbher vecciis tiong, 411 infents between 3 to
9 ronths uf €ee Will Le vaceim tec by thew in the villeges om e
in ¢ ycer.

The progreiie _erf. Tidic ¢ end potentiel studies (21)
heve shown tiet the OPD vI tiie cenerel nheclth institutiors is
ceoeinle ciscovering in une Yoer 46% of the entire povl Of inf ect-
ivns ceses in the Cistrict, sbout one erd @ helf tiues the
chnnuel incidere ¢ 1.e." 65% of the Sputum siecr CO08itive cases,
L8 Tepards the cese-nolcing <vtentiel L infectiong petian ts, 65%
NeeoLe suutuL begetive, 20% cuntinue to retein positive et the end
VI Ohe yeer of trectuent eng 10% Lis. e ectual perforranc e _
fell Corsliderably short of the potent ial, Specially in reg cot \
of Case-fircig ,

fThe ohjectives, Principles Potemtial arg perforrances of
the NI pgke it ep Outirue ,rograrie. Although Ssriverily g
Governient PFOsrelie it neecs &ctive co-operction &nc assistence
of thie voluntery e enisetions, Jrivete heelth ips titutions and
srivete necdical Zectitioners. vnly then cean it hope to achieve
its Objectives SpeeCily anc effect ively,



