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Introduction

Tuberculosis is a major public health problem in
Bangladesh.

Daily, about 880 new TB cases and 78TB deaths
occur in the country.

Globally, two billion people are infected with
mycobacterium tuberculosis.

More than nine million people develop active TB
every year and aboutwo million die.
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Introduction (cont.)

In 1993 the World Health Organization declared TB as
a global emergency.

In 1993 a standard strategy for control of the disease_
LI e O 4-5¢ | 0O $E07 A
recommended.

National Tuberculosis control program adopted DOTS
strategy during fourth Health and Population sector
program (19921998).



Distribution of tuberculosis in the world
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TB Burden (2007 New'€stimates) ==

/

Population:

Adult pop. infected with TB:
ncidence (all cases):
ncidence rate (all cases):
ncidence (ss+):
ncidence rate (ss+)
Prevalence (all cases):
Prevalence rate (all cases):
Mortality:

Mortality rate
Rank among 22 HBC

(Ref. WHO & NTP)

143 million

50%

318,817/yr

223 [100Kpop / yr
142 967/yr

100 /100Kpop / yr
553 283

387 / 100K pop
64 335

45 / 100K pop / yr
6



TB Burden (ZOOW’
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Population:

Adult pop. infected with TB:
ncidence (all cases):
ncidence rate (all cases):
ncidence (ss+):
ncidence rate (ss+)
Prevalence (all cases):
Prevalence rate (all cases):
Mortality:

Mortality rate
Rank among 22 HBC

(Ref. WHO & NTP)

145 million

50%

323 973/yr

223 /100K pop / yr
145 279/yr

100 /100K pop / yr
562 230

387/ 100K pop

65 376

45 / 100K pop / yr
6
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{Control iIn-Bangladesh:-Before /& After
DOTS

Pre-DOTS Era

« Vertical program

« Clinic/hospitals based
« Individualized regimen

DOTS Era
- 1993 Introduced DOTS Strategy
- 2006: Adopted the STOP TB: Strategy



/

/

= Vision and Mission of NTP

X VISION':

To eliminate Tuberculosis as a public health
problem from Bangladesh



= Vision and Mission of NTP

X MISSION:
NTP aims to strengthen the effort of TB Control through

Effective: partnership

Mobilizing » resources
and

Ensuring-quality: diagnostici& treatment services
under defined DOTS strategy.

The service should'be equally available - to all people
irrespective

of age, sex, religion, ethnicity, social status and race.
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Goal of NTP

The overall goal of TB: control is to reduce
Morbidity
Mortality and
Transmissionof TB

until itis no longer a public health problem
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Objectiveg of NTP

To sustain the global targets of achieving at
least /0% case detection and85%treatment

success among smeapositive TB cases under
DOTS.

Reach the interim target of having TB death and
prevalence rates (compared to 1990) towards
achieving a reduction of TB incidence  as stated
under the MDGs by 2015.
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Activities of NTP

Developing policies, strategiesand guidelines for TB
control.

Planning and budgeting for TB control activities.

Developing human resourcesfor TB control including
training .

Promoting early detection of smear positive patient.



“Activities of NTRont)

Implementing quality assurance system for smear
MICroscopy.

Diagnosing smear negative, extrgoulmonary and
childhood TB.

Ensuring DOTS through community participation
and involvement of government and
nongovernmental health care providers.

Ensuring uninterrupted supply of drugs, laboratory
equipments and consumables and others logistics.
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Activities of N Tfont.)

Implementing standardized recording and reporting
systems.

Involving academic medical institutes and hospitals,
private practitioners, special services like prisons,
defense, industries and other corporate sectors in NTP.

Strengthening cooperation and collaboration between
the government of NGOs involved in control of
tuberculosis.
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Activities of N Tfont.)

Conducting regular supervisions, monitoring and
evaluation of NTP thus measuring impact of
Intervention.

Ensuring program management of drug resistant
TB.

Establishing linkage for management of TBHIV co
Infection.



Activities of N Tfont.)

Maintaining liaison with development partners
and establishinginter - sectoraland inter -
ministerial collaboration

Carrying out operational research related to TB
control.
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NTP Strategy

NTP started DOTS Strategy in 1993 targeting (by 2005)
- 85% treatment success (achieved2003)

« 70% case detection rate (achieved2006)
« 100% DOTS coverage (achieve@006)

Now adopting STOP TB Strategy

Aiming to build on.and enhancing DOTS
« To meet the TB related MDG
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- DOTS Strategy: 5 basic.components

Government Commitment:

Ao ensure necessary political and financial support.

ACase Detection through sputum microscopy :

Kost effective diagnosis

Kocus on smeaipositives

Aoassive case finding

Alirect microscopy of sputum for AFB
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~—DOTS Strategy: 5 basic components
fShort-Course Chemotherapy :
AShort-course
AStandardized

AMulti -drug
Mirectly observed treatment (DOT)

ACure is the best prevention
ASupply System:
Ao ensure uninterrupted supply of drugs and lab reagents.

ARecording and Reporting

Ao follow the patient and monitor the progress of treatment by
standard forms, cards and registers, cohort analysis
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STOP 1B Strategy

Pursuing high -quality DOTS expansion and
enhancement

Contribute to health system strengthening
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STOP 1B Strategy

Empower people with TB, and communities



Progress in NTP

TB CONTROL:

P —

Since the introduction of DOTS in Bangladesh,
remarkable progress in TB control has been made in

terms of
- DOTS coverage
. detection of TB cases

- treatment success especially among new smear -positive
cases.
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Progress in NTP

DOTS Coverage:

Bangladesh adopted the WHO recommended DOTS
strategy and field implementation was piloted in
November 1993 in four upazilas.

An expansion plan was designed and coverage of all
upazilas was achieved by June 1998.

Expansion to include also the metropolitan cities took
place subsequently and since 2003.
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In areas where DOTS services are available.



Progress in NTP

Case Detection

P —

After the introduction of the DOTS strategy in 1993,
the case-detection rate for new smear -positive cases
Increased gradually and reached 28% in 1998.

Until 2001 only marginal progress was achieved in
terms of further increasing the case -detection rate.

This may possibly be explained by the health sector
reforms with virtually disappearance of TB as a
separate national program as well as uncertainties in
funding.
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Progress in NTIEoft)

From 2001 onwards, case detection accelerated to
reach 46% in 2004 and further increased to 61% In
2005 and 71% in 2006, thereby reaching the global
target.



—  Progress in NTIoft)

Treatment outcomes:

All diagnosed smear -positive TB patients are
automatically registered.

The possible outcomes are:
Cured (only applicable to smear -positive cases),
Treatment completed,
Died,
Treatment failure,
Defaulted and
Transferred out.



~Achievements of NTP

DOTS coverage: 100%

—

PROGRAM available throughout the country
All Upazila Health Complexes,
All Chest Disease Clinics & Hospitals,

Urban Health Centers,
Medical College HospitalszBoth Public and Private,

Defense Hospitals

Work Places: EPZ, BGMEA and other industries

Prisons



NTP

Partners/Implementing
agencies

Responsible Persons of NTP:
(2)Director- MBDC & Line Director-
TB/Leprosy (2) Deputy Director-
MBDC, (3) Assistant Director MBDC,
(4) Program Manager-TB, ( 5) DPM-
TB, (6) Medical Officers

Central Level

Responsibilities: Policy formulation,
coordination with partners, technical
HRD, ACS, quality assurance,
procurement and supply of drug and
logistics assurance, reporting,

supervision, monitoring & evaluation and

research .

Responsible Bodies: Public and
Private Hospitals, Academic Institutes,
NGOs, Corporate sectors, Defense,
Other ministries and Professional
Associations,
Responsibilities: Civil society and
private sector involvement, HRD, ACS,
reporting, monitoring and evaluation,
research.
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Divisional
level

Responsible Persons: (1)
Divisional Director and (2)
Deputy Director, Health
Responsibilities: Supervision and
monitoring according to NTP
guidelines,
Coordination with NTP and
partners.

Responsible Bodies: City
Corporations, NGOs, Chest
Hospitals, Academic Institutes,
Corporate Health Services, Private
Sectors, Prisons and Professional
Associations.
Responsibilities: Implementing
DOTS, management of referred
cases, training, ACS, reporting,
monitoring and evaluation.
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District
Level

Responsible Persons: (1) Civil
Surgeon
(2) Consultant-Chest Disease
Clinic
(3) MO & PO, TB-LEP.
Responsibilities: Supervision,
monitoring and evaluation,
quality assurance, training,
technical guidance, coordination
with NTP partners and
implementing DOTS.

Responsible Bodies: Academic
Institutions, District Hospitals, Chest
Disease Clinics, NGOs, Private
Hospitals/clinics, Work Places and
Professional Associations.
Responsibilities: DOTS Implementation,
management of referred cases,
supervision, monitoring, quality
assurance, training, networking with
private providers, ACS, reporting,
indenting for drugs and logistics.
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Upazila
Level

Responsable Person: (1) UH&FPO,
(2) MO (3) LTCA
Responsibilities: Implementation of
DOTS, supervision, monitoring and
evaluation, training, reporting,
coordination with NTP partners.

\

Responsible Bodies: UHC, NGO
partners, Graduate and non-
graduate PPs, Pharmacists,

Private Diagnostic Facilities, Work

Places and Community Leaders

Responsibilities: Identification of

suspects, sputum collection and
examination, training, ACS,
provision of DOT, absentee

tracing, supervision, recording
and reporting, and indenting for
drugs and logistics.
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