GeneXpert is a WHO endarsed new technology to diagnose tuberculosis (TB). It is a PCR - based assay which detects
TE bacteria (Mycobacterium Tuberculosis) and Rifampicin resistance in sputum specimens within 2 hours. The many
features of this system, including sample decontamination, hands-free operation, on-board sample processing, and
ultrasensitive hemi-nested PCR, enables to create a low-complexity assay with a sensitivity and specificity of 93%
and 99.2% respectively as compared to culture method.

MNTP, Bangladesh has introduced Xpert/ MTB-Rif in 2012 and is now available in 38 NTP/ GF supported centres, and
icddrb supported machines are available in 7 sites (List given below).

List of GeneXpert Sites (NTP/ GF supported)

NTRL, Dhaka- 2 machines . CDCBogra . CDCB.Baria
COC Shyamoli . CDC Comilla 7. CDC Gaibandha
RTRL, Chittagong . CDH Faridpur 28. CDC Thakurgaon
RTRL Rajshahi . COC Patuakhali
CDC Khulna . CDC Rangamati
CODC Jessore . COC Chankharpool
CDH Sylhet . CDC Sunamgan)
CDC Barisal . CDC Cox'sBazar

. CDC Kurigram

. CDC Kishoreganj
. CDC Chuadanga
. CDC Gopalganj

i
2.
3.
4.
=
6.
7.

9. lalchatra, Tangail
. Metrokona TB Lab {DF)
. CDCFabna
}. CDC Rangpur
. CDC Kushtia

Public facilities icddr,b facilities

BSMiMLU

22, Gazipur Sadar Hospital

33. CDC Chandpur
34. CDC Satkhira

MTLCP Hospital, {(Shambhuganj)
. COC Noakhali

BIRDEM hospital i
Bangabandhu Sheikh Mujib - CDCBhola
Medical University (BSMMU) 37. CDC Bandarbaon

UHC Shremongal

icddr.b supported sites

Maohakhali TB Screening Centre

1
2. 5ir Salimullah Medical College . Dhanmondi TE Screening Centre
3

COC Shyamoli- 2 machines

Golapbagh TB Screening Centre
lcddrb Mycobacteriology Laboratory
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Abbreviations
ACSM Advocacy, Communication and Social Mobilization
AFR Acid - fast Bacilli
AHI Assistant Health Inspector
AlDS Acquired Immune Deficiency Syndrome
BRAC Bangladesh Rural Advancement Commitiee
CoC Chest Disease Clinic
CDR Cage Detection Rate
CMR Case Notification Rate
5 Civil Surgeon
CGHS Directorate General of Health Services
DaT Directly Observed Treatment
DROTS Internationally recommended strategy for TR control
LsT Drug Susceptibility Testing
ECA External Quality Assessment
LSP Cssential Services Package
FoA Fluorescent diacetate staining
FOiZ Fixed-dose Combination
GFATM Glokal Fund to fight AIDS, Tuberculosis and Malaria
GLC Green Light Committes
HEED Health, Education and Econamic Development
HI Health Inspector
Hiv Human Immunodeficiency Virus
HMPSP Health, Nutrition and Population ector Program
HRSP Health and Population Sector Program
HPNSDF Health, Population, Mutrition and Sector Development Program
HRD Human Resources Development
ICCDR,B International Centre for Diarrhoeal Disease Research, Bangladesh
LAMB Lutheran Aid te Medicine in Bangladesh
LEPRA {Gritish) Leprasy Relief Association
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LPA
MBDC
MDG
MDR T8
MO
MoH&FW
MO (TE/Lep)
Mol
NATAB
NGO
NIDCH
NTP
NTRL

PO

PPM
RDRS
RTAL
SEARD
TE

TLCA
TLMB
IUATLD
UHC
UH&FPO
UPHCP
UPHCSDP
URC
USAID

WHO

Line Probe Assay

Mycobacterial Disease Control

Millennium Development Goal

Multidrug Resistant Tuberculosis

Medical Officer

Ministry of Health and Family Welfare

Medical Officer [Tuberculosis and Leprasy)
NMemorandum of Understanding

Mational Anti-TE Association Bangladesh
Mongovernmental Organization

Mational Institute of Diseases of the Chest and Hospital
Mational Tuberculosis Contral Program

Marional Tuberculosis Reference Laboratory
Frogram Organizer

Public-private or Public-public Mix

Rangpur Dinajpur Rural Service

Regicnal Tuberculosis Reference Laboratory

WHO Regional Office for South-East Asia (New Delhi)
Tuberculosis

Tuberculosis & Leprosy Control Assistant

The Leprosy Mission, Bangladesh

The Union {International Union Against Tuberculosis and Lung Disease)
Upazila Health Complex

Upazila Health and Family Planning Officer

Urbyan Primary Health Care Project

Urbian Primary Health Care Service Delivery Project
University Research Corporation

United States Agency for International Development

World Health Organization
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1. Summary

Tuberculosis [TB) 1s a majar public health prablem in Bangladesh since long. Under the Mycobacterial Disease
Control (MBDC) unit of the Directorate-General of Health Services (DGHS), the Mational Tuberculosis Control
Program (MNTP) is working with a mission of eliminating TB from Bangladesh. The goal of the programme is to
reduce morbidity, mortality and transmission of TB until it is no longer a public health problem while its present
abjective is ta achleve universal access te high quality care for all peaple with TB

The WTP adopted the DOTS strateqy and started its field implementation in Movember 1993, By 2007 the DOTS
services were made available throughout the country including the metropolitan cities. Now the NTP is providing
tuberculosis-control services all over the country under the Stop TB strategy that is being implemented since 2008,

Since the introduction of DOTS in 1993, remarkable progress in TB control has been made. The program crossed
the tarqget of B5% treatment success rate of the new smear-positive cases in 2003 and has been maintaining over
9% since 2005. The program has successfully treated 94 % of new smear-positive cases registered in 201 3.

The Case Motification rates per 100 000 population in 2014 were 68 and 122 respectively for new smear- positive
and all farms (new and relapse) of TB cases. Mumber of all types natified TB cases increased in 2014 with a
substantial increase of the extra-pulmaonary cases, compared to 2013 (37406 vs 33705), Child TB [amang new cases]
also increased from 5051in 2013 to 6262 in 2014

As of 31 December 2014, countrywide & total of 3702 MD-R TB patients were enrolled for treatment incduding 946
in 2014, Among the 946 patients in 20014, 716 are under 24-month regimen and rest 230 arc under 9 manth
regimen.

This report cavers the activities related 10 TE contrel performed in 2014, case finding in 2014 and treatment
outcomes of cases registered in 2013

MTP thankfully acknowledges the support and contributions of all partners including NGO, Development and
Daonor Agencies,
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2, Introduction: History Of The National Tuberculosis Control Program

luberculosis {TB) is a major public health problem in Bangladesh since long, The history of tuberculasis in
Eangladesh has different stages.

In 1965, tuberculasis services were mainly curative and basad in TB clinics and TE hospitals. TE services were
expanded to 124 upazila health complexes (UHCs) during the Secend Health and Population Plan [1980-88), and
were operationally integrated with leprosy during the Third Heallh and Population Plan (1986-31) under the
Mycobacterial Disease Control (MBDC) unit of the Directorate-General of Health Services [DGHS).

The revised NTP adopted the DOTS strategy during the Fourth Population and Health Plan [1992-98) under the
project "Further Development of TB and Leprosy Control Services™. The MTP started its field implementation in
Movemnber 1993 in four thanas (upazilas) and progressively expanded o cover all upazilas by mid-1998. In July
1998, the NIP was integrated into the Cammunicable Disease Control compenent of the Lssential Services
Fackage under the Health and Population Sector Program (HPSP). In 2003, HPSP was renamed as "Health, Mutritian
and Population Sector Program” [HMPSF), (2003-2011). Now Ministry of Health and Family Welfare IMOHFW) has
been implementing the Health, Population and Nutrition Sactor Development Frogram (HPNSDFR) for a period of
tive years from July 2011 to June 2016, with the goal of ensuring quality and eguitable health care for all citizens in
Bangladesh by improving access to and utilization of health, population and nutrition services, In all the sector
programs tuberculosis contral has been recognized as ane of the priority programs.

In 2002, DOATS services were expanded to Dhaka Metropolitan City and by 2007 the services were available
throughout the country. The country is implementing Stop TB Strategy since 2006.

The program achieved the initial target of 70 case detection rate of the new smear-positive cases in 2005 and
treating successfully 85% of them in 2003 and has been maintaining over 90% since 2005,

The NTF started Programmatic management af drug resistant TE with 24-manth regimen in (August) 2008 in
HIDCH, Dhaka and by end of 2013 this service has been made available in COHs Chittagong, Khulna, Sylhet and
Fabna. The COH, Rajshahi has been managing drug resistant TB since May 2005 with 9-month regimen under
acperational research,

The Government of Bangladesh, together with its many and diverse partners from the puklic and private sectors, is
committed to further intensify the TB control activity in order to sustain the achieved success and to reach the TB
control targets linked to the Millennium Development Gaals (MO Gs)

This report cavers the activities related 10 TE control performed in 2014, case finding in 2014 and treatment
outcomes of cases registered in 2013. The country's estimated population for 2014 based cn the projected
population of 2071 census of the Bangladesh Bureau of Statistics (BES) is 15,67 54,757,
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3. Tuberculosis Scenario

3.1 Global TB Scenaric

In 2074, an estimated 9.6 {9.1-10) million new TE cases occurred globally and 12 [11-14) million people were
suflering from active TB disease. Among the 9.6 million incident cases 3.2 million were women and 1 million were
children. An estimated 1.2 million (12%] of the 9.6 million new 1B cases were co-infectad with HIV. In this yvear an
estimated 1.5 million died from TB (including 400 000 deaths among HIV-positive TB patients). Among the 1.5
million deaths 480 000 were women and 140 000 were children,

The majority of cases worldwide in 2014 were in the South-East Asia (41%], African [28%) and Western Pacific
(17%) regions {fig 1) India and China alone accounted for 23% and 10% of total cases, respectively.

Fig. 1. Proportion of estimated incidence of all forms of TB by WHO Region

Americas
Europe 2.9%
3.5%
E Medi
7.7%
SEA
41.4%
W Pacific
16.6%

Africa
28.004

Sovrce  Global Tubercwlosis Control, WHO, 2075

In 2014, about 63% (6.3 million) of the estimated 9.6 million people who developed TE were notified as newly
diagnosed cases. Glabally (for the TH patient registerad in 2013), the treatment success rate was 86% armong all new
TE cases.

The Stop TB strategy is the approach recommended by WHO to reduce the burden of TB in line with global targets
set for 2015,

! Accarding to "Global Tuberculasis Control WHC, 2015" repart.
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Stop TB strategy at a glance

Vision ; & TB- free world

Goal : To dramatically reduce the global burden of TE by 2015 in line with the

Millennium Development Goals and the stop TB partnership targets.

Ohjectives : Achieve universal access to high-gquality care for all people with TB
Reduce the human suffering and socioeconomic burden associated with TH
Protect vulnerable populations from T, TE/HIV and drug resistant T

Suppaort development of new tools and enable their timely and effective use

* * 9 @& 9

Protect and promote human rights in TB prevention, care and contral

largets: MDG 6. larget 6. Halt and begin to reverse the incidence of 18 by 2015
Targets linked to the MDGs and endorsed by the stop TB partnership
o 20 5:reduce prevalence of and deaths due to TB by 50% compared
with a baseline of 1850
o 2050; eliminate T8 as a public health prablem (defined as the glabal

incidence of active cases <1 per 1 millicn population per year).

Components of Stop TB strategy

1. Pursue high quality DOTS expansion and enhancement

a. secure political commitment, with adequate and sustained financing

k. Ensure early case detection and diagnosis through quality assured bacteriology
et Provide standardized treatment with supervision and patient support

d. Ensure effective drug supply and management

o Monitor and evaluate performance and impact

2. Address TEB/HIV, MDR-TE, and the needs of poor and vulnerable populations
a. Scale- up collzaborative TB/HIV activities
b, Scale- up prevention and management of multi-drug resistant TB (MDR-TR)
o Address the needs of TB contacts, and of poor and vulnerable populaticns

3. Contribute to health systems strengthening based on primary health care

a. Help improve health pelicias, human resource development, financing, supplies, service delivery

and information
ba. Strengthen infection cantrel in health services, other congregate settings and households
Upgrade laboratory nelworks, and implernent the Practical Approach to Lung Health (PAL)

d. Adapt successful approaches from other fields and sectors, and foster action on the sacial
determinants of health
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4. Engage all care providers

a. Involve all public, voluntary, corporate and private providers through Public-Private Mix (PP
approachas
h. Promote use of the International Standards for Tuberculosis Care [I1STC)

5. Empower people with TB, and communities through partnership

a. Pursue advocacy, communication and social maobilization
k. Foster community participation in TB care, prevention and health promotion
b. Fromote use of the patients’ charter for tuberculosis care

6. Enable and promote research
a. Conduct program based aperational research

b. Advocate for and participate in research to develop new diagnastics, drugs and vaccines

3.2 South-East Aisia Regional Scenario®

Tuberculosis continues 1o rernain one of the major health and developmental problems in the South-Fast Asia
Region of WHQ. With 26% of the world's population this region caries over 41% of the global TE burden. &n
estimated 4 million new TE cases and 460 000 TE deaths occurred in 2014; and about 5.4 million people were
sulfering from the active TE disease in thal year, Five of the 11 Member countries in the region are among the 22
high burden countries while India alone accounts for 23% of the wortld's TR cases, (The WHO South-Fast Asia
Region includes the following countries: Bangladesh, Bhutan, DPR Korea, India, Indanesia, Maldives, Myanmar,
Mepal, Sri Lanka, Thailand and Tirmor-Leste (High burden).

3.3 Bangladesh Scenario®

In Bangladesh, the estimated incidence and prevalence rates for all forms of Tuberculosis in 2014 were 227 and 404
per 100 000 population respectively. An estimated 571 per 100 000 people died of TB in the same year. The
estimated incidence rate of HIV positive TB cases increased from 0.26/100,000 In 2013 ta 0.36/100,000 in 2014, The
propartion of multidrug-resistant tuberculosis (MOR-TB) among new TB cases was 1.4% and that among re-
treatment cases was 29%. (| Takle 1)

Table 1:Estimated population and TB Burden, Bangladesh- 2014

o  Population: 159 million

o Mortality rate (excluding HlV+ve TB): 51/ (37-68) 100000 pop

0 Mortality rate (HNV fve 1B only: 0.17 {0.05-0,14)7100 000 pop
0 Prevalence rate [ including HiV+we TB]): A0/ 211-659100 000 pop
a Incidence rate (including HIV4+we TR): 227 0199-257)A1 00000 pop

o Incidence rate (HV+ve TB only); 036100000 pop

o Proportion of new TE cases with MOR-TB 1.4%

o Proportion of retreatment TB cases with MDOR-TB: 295,

*Ref:Global Tuberculosis Report, WHO, 2075
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4. National Tuberculosis Control Program (NTP)

4.1 Vision of NTP
Tuberculosis is eliminated from Bangladesh as a public haalth problam (ie, incidence of TB disease is less than one
new case per million population per year).

4.2 Mission of NTP

The MTF aims to strengthen the effort of TB contral through effective partnerships, mobilization of resources and
ensuring quality diagnostic and treatment services under defined DOTS strategy. The NTP strivies to make services
erjually available to all peaple in Bangladesh irrespective of age, sex, religion, ethnicity, social status ar race,

4.3 Goal of NTP
The overall geal of TB control is to reduce morbidity, mortality and transmission of TB until it is no longer a public
health problem.

4.4 Objectives of NTP
The initial cbjectives of NTF were:

= lo sustain the glebal targets of achieving at least 70% case detection and B5% treatment success
among smear positive TB cases under DOTS for the country as whole;

in order to then

=  Halve the TB death and TB prevalence rates towards and to have halted and "begun to reverse the
incidence' as stated under rarget 6.c, Goal 6 of the MDGs set for 2015,

= The present abjective is to achieve universal access to guality TB care for all TB patients.

4.5 Services of the Programme

Tha NTP introduced the CCTS strategy in 1993 and since 2006 NTP has been implementing the Stop TB Strateqy. The TB
diagnostic and treatment services are available free of charge all over the country. The common places where free-of-
charge diagnostic and treatment services for TB are available are given below:

All Upazilla Health Complexes

Al Chest Disease Clinics and Chest Discase Hospitals

The Mational Institute af Riseases of the Chest and Haspital INIDCH]), Dhaka

[he Government Leprosy Hospital in Milghamari

Cistrict Sadar Hospitals.

Urban health centre's in all metropolitan cities (GO0 and NGOs)

Public and private medical college hospitals

Work places

Prisaons

e w0 M R Ma R S % R

Combined Military Hospitals and other defense hospitals
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4.6 Major Events /Achievements
The major events/achicvements during 2014 are as follows:

L Completed TB Epidemiclogical and Impact &nalysis- 2014

& Ceveloped (Revised) National Strategic Flan for National Tuberculosis Control Programme (2015-2020)
° Conducted sixth National TB Program review through Joint Monitoring Mission (JWMM]

[ ] Gevelopad and submitted Concept Mote for Glabal Fund TB Grant under NF

] Mumber of microscopy lab were increased from 1089 to 1104

e Mumber of centre with Gene-Expert Machine increased from 12 to 27

™ Observed World 18 Day 2014 and published Fact Sheet on Tuberculosis {In Bengali}

* NTF made MOU with BEKMEA to provide TB control services program in Knitting industries

o MTP slarted implementing WHO-approved rapid diagnostics (WRD), employing molecular technigues
for the diagnosis of TB

P In align with WRD, NTP introduced rew disease classification, new definitions and new
recardingreporting taols from July 2014, (Related circularis attached as Annex-7a)
® Finalized the protocol of National TB prevalence Survey and conducted field testing

o Developed protocol far sherter MDR regimen

4.7. Major Challenges:
] Sustaining the quality DOTS
a Further strengthening laboratory services including expansion of culture and DST
] Further improving case notification of smear-negative, extra-pulmanary TB cases
& Impraving capacity for diagnosis and management of child TB cases
o Scaling up management of MOB-18 patients
® Ensuring un-interrupted supply of quality drugs and logistics.

] Ensuring adequate space and ideal conditicn for storage of drugs and logistics

Continuation of assessing quality of anti-TB Drugs

e Sustaining partnerships with MGOs, private sector, academic institutes and work place in 18 Cantrol
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5. Progress In TB Control

since the intreduction of DOTS in Bangladesh in 1992, remarkable progress in TE control has been made in terms
of DOTS coverage, diagnosis and treatment of TB cases,

5.1 DOTS Coverage
Bangladesh adopted the internationally recommended DOTS strateqy in 1993, DOTS services were made available
to all upazilas by June 1998 and by 2007 NTP reached the 100% DOTS coverage.

CHITS coverage refers to the population living in areas where DOTS services are available,

This does not mean that all people have equal access 1o diagnostic and/or treatment facilities

5.2 Case Motification

Case notification rata:

Case Notification rate [CNE) is delined as the number of cases registered ond reported to NTP per one hundred thousornd
population per year,

After the introduction of the DOTS strategy in 1993, the overall progress in case finding was slow and steady until
2001 to reach case notification rate for new smear positive cases of 21/100,000 population, From 2001 onvards,
case notification accelerated to reach 46/100,000 in 2004 and further increased to 61/100000 in 2005 and
F3/100,000 in 20046, In 2009, the case notilication was [urther increased ta 74,100,000, In 2010 the: number of
reported T8 cases were [ower (70.5/ 100,000 cases! than that in 2008, and in 20071 N5P 1B case notification rate was
further decreased to 65/100,000 population. As a result of additional effort addressing detection of smear negative
and child TB cases with special attention to hard to reach areas through social support for ultra-poor group case
notification increased to 707100 000 population during 2012, along with overall increase in notification of all
farms of TB cases; from 51,100 000 population in 2001 to 108100 000 population in 2012, During 2013 the
notification af new smear negative cases increased significantly while that of new smear positive cases decreased
slightly; as a result though overall CMR increased te 119/ 100 000 population, the CMR of New smear positive cases
slightly decreased to 687100 000 population. However, in 2014  the case notification rate of new smear
paositive/bactericlogically confirmed cases remains same (68100 000 population) as 2013 while case notitication
of smear negative and extra-pulmaonary cases increased to reach the notification rate for all forms of TR cases to
1227100000 population in 2014 (Fig 2).

Case detection rate:

Case detection rate is defined as the number of cases detected expressed as a percentage of cases estimated to
occur during a pericd of one year, Mow Waorld Health Organization (WHO] is not providing any estimate for new
smear positive cases, rather praviding combined estimates far all new and relapse TE cases. Accarding to this
estimate the number af all farms (new and relapse] TB cases is 224 per100 000 population in 2003 and the case
detection rate is about 53%, Considering the same incident rate the COR for 2104 is over 54%; will be revised after
getting Global TB report 2015,
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5.2.1 Nationwide Case Motification

A total of 196797 (191166+ 5631 cases including 5631 combined cases of return after failure, return after default (loss

to follow up) and others have been reported to MTP in 2071450 the overall case naotification rate excluding those 5 631

cases was (1224 100 000 population). Among the total 196 797 cases, about 85.1% were reported through the upazilas.

Over 54% of the casss were new smesr-positive [Bacteriologically conformed] and only 2.1% were relapses, New

smedr-negative and extra-pulmonary cases were 21.78% and 1901% respectively. Proportions of extra-pulmaonary

rases reported through metropalitan cities and C0Cs were significantly higher than those thraugh upazilas {Table 2),

Tahle 2: Case notification by type of reporting unit, 2014

-é FJ|rWrIEgg{F€:]h$;|‘:§i:d|h" Puimanary Clinkcaly Clagresed Extra-Pulmerary T -
A e e e I

o

Upazile | 95706 | 5747 [ 2027 | 121 [ 35346 [ 2171 634 | 041 | 2785 | 1659 161 [ @10 | 4622 | 276 | W6FAX | BROT7
LLT 9585 |33 &A1 133 | Sbed | 2204 184 055 | Hiad | 324 144 043 | %15 355 | 29881 1305
0o 1438 | 39.01 o A7 351 23,04 2 a3 | 1AM | 325 fi 0ia 94 255 3 h36 1.87
Total | 106,739 5424 | 2,989 | 1.52 | 42860 (2076 &463 | D449 | 37406 [19.01 02 | D6 | 5631 | ZBE | 196,797 | 10000

Ower 399% of the total 198 797 notified cases were female; (MiF=1.55:1) In case of new smear positive/pulmaonary
Lacteriolegically canfirmed and new smear negative/pulmaonary clinically diagnosed cases proportions of female
cases were 30% and 37% respectively;where as in case of extra pulmaonary cases it was nearly 52% [Table 3.
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Table. 3. Case notification by type of cases and sex, 2014

Male Female
sl Total M/F Ratio
Cases Number [%5) Mumber [%a)
Pulmonary
Bacteriologically 68,119 G382 38,620 36.18 106,739 1.76
Confirmed
Fulmonary
Clinically 26,971 6293 15,889 3707 47 Ba0 1.70
agnosed
Extra 17,993 4810 19,413 51.90 37,406 0.93
Fulmonary
Relapses 2,506 69.34 1,255 N6 4,161 2.32
Treatment after : ; =" :
faiturs LI10 F3.07 88 2693 698 2N
Treatment after 208 79.69 53 30.31 261 3.92
loss to follow up
Others 2,959 63.33 1.713 1667 1672 1.73
Total 119,666 60.81 T7131 39,19 196,797 1.55

Age sex distribution of new smear positive pulmonary bacteriologically confirmed cases

Among the notified new smear positive/pulmonary bacteriologically confirmed cases the number of male
patients was higher in all age groups except in under-15 children, where TB cases amang girls are nearly two
times higher than that amaong boys. Over 67 percent of the reparted cases belong ta 15 - 54 years age qraup,
who are economically most active. This proporticn is comparatively higher ameng females than that among
males (77%vs 62%). About 15% of smear positive TB cases belong to age group of over 64 years and in this
age group proportion is higher in males than in females [19%uws 8%). The overall male-female ratia in these

notified cases is 1,76 and the ratio increases with age. In old people (=684 years), there are over 4 tlimes mare

men nctified than women (Figure 3, 6.

Age sex distribution of new smear negative clinically diagnosed cases
Figures 4 and 6 shows that the number of notified new smear negative cases was almost equal in both sexes up to
age 24 years, From 25 years and onwards the number of male cases was higher in all age groups and male-female

ratio increases with the age to reach 2 .88 in the age group of over 84 years (fig. 4, &}

Age sex distribution of new extra-pulmonary cases
In the age groups ranging from 5 to 44 years the number of female cases is more than that of male cases. In the
age group 45-54 years the reported numbers are almost equal in beth the sexes. And in all other age groups the

number of male cases is higher than that of fermale cases. [Fig 5,6).

Mationwide case notification trend in absolute number is shown in ligure 7.
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Fig. 3: Notification of new smear positive/ pulmonary bacteriologically confirmed TE by age and sex, 2014
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Fig. & Notification of new pulmonary clinically diagnosed TB by age and sex, 2014
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Fig.5 Notification of new extra- pulmanary TB by age and sex, 2014

6000
5000 e
4000 / A
b
1%}
3 3000
L
[=]
T
-E 2000 —i— mHIE _‘\’-_-_-___-_-‘.
=
- 1000 / —=— female \\
/ -
0
0-4yr | 5-14 | 15-24 25-34 | 3544 | 4554 | 55-64 65+
P 333 1337 | 3564 4220 2693 2268 1847 1711
ST 1524 | 5207 5065 3009 2263 1313 831

Fig. 6 Male- Female Notification Ratio by age group: new pulmonary bacteriologically confirmed, new pulmonary
clinically diagnosed & new extra-pulmonary TB cases, 2014
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Fig. 7. Mation wide yearly case netification (all forms); abselute number; 2001-2014
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5.2.2 Division-wise Case Notification; New Pulmonary Bacterialogically Confirmed Cases
Ot of seven divisians, five divizsions showed new pulmaonary bactericlagically confirmed TB case notification rate
(CMR) of more than 70 (72-90) per one hundred thousand population in 2014 while the nationwide CMR weas 68
A00 000 population. For all forms of TB cases the nationwide CTHR is almost 122/100 000 population, except
Rajshahi all the divisions are showing CNR above the national rate; while Sylhet having the highest | 154/100 000
population) CHR (Table 43,

Table 4: Division-wise new pulmonary bacteriologically confirmed (PEC) &

all forms of TB cases by type of reporting unit

Number of reported cases Estimated | NewP8C | Allforms

Diivitic Upazila Metra chC Total an]e:tqla-d CNR CNR

New | Al | New | All | New| Al | New all | Pepulation | (100000 | /100000

PBEC | forms | PRC | forms | PBC |forms| PBC | forms | ©F2014 | population | population
Barisal 7,584 11,484 140 339 58 130 7,748 11,953 8699173 8965 13740
Chittagong | 20644 | 33688 | 2338 | 5922 i) 26 23,081 39839 | 31034938 7431 12837
[thaka 2455 | 40879 | 5956 | 15868 | 454 | 1,087 30,875 3,548 b4.201, 406 S48 12213
Khlna 13,203 13,995 437 9lé 218 498 13,858 21409 16,625 468 8335 12877
Rajshahi 0174 16210 203 3038 401 891 10,778 17,609 19,236,631 5406 BB.32
Ranopur 12,112 15,900 M7 633 123% TG 17065012 7219 11497
Sylhet 7544 15576 481 1,223 24 110 8049 16,909 11,002,825 i Y 153,68
Total 95,716 | 162,798 | 5,585 | 24,776 | 1,438 | 3,592 | 106,739 | 191,166 | 156,754,787 63.09 121.95
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5.2.3 District-wise case notification rates (CNR)

The district wise case naotification rates of each division in 2004 are shown in Figure 8 and details of case

notification by district are shown in Annex- 1

Fig. 8 District-wise CNR of New Pulmonary Bacteriologically Confirmed {PBC)
and all forms of TB cases in 2014
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5.3 Treatment Outcomes
All diagnosed TE patients are regularly registered for treatment. The treatment lasts for six months [new cases) to eight

months [retreatment cases). At the end of the treatment, the patients are evaluated with regard to treatment
outcomes, The possible outcomes are: cured (only applicable to smear-positive cases), treatment completed, died,
treatment Tailure, defaulied (loss 1o Tollow up) and transferred out, "Cured’ and "treatmeant completed” are also
grouped as "treatment success” or treatment with favourable outcome while "died", "treatment failura®, "defaulted”
and "rransferred out" are consider as unfavourable outcomes. In the same way as case finding, treatment outcomes are
also analvzed by the central MTF unit at three levels: national, divisional and district. This report includes the cutcomes
ofthe treatments in TB patients reqistered during 2013 from all sources {upazilas, metropolitan cities and COCs).

Definitions of treatment outcomes
Cured; Full course of treatment received with negative smear at the end of treatment
Treatment completed: Full course of treatment received but no proof of negative smear at the end of

treatment

Died: Died due to any cause during the treatment
Defaulted: Interrupted treatment for two consecutive months or more (now it is known as lost to follow up)

Treatment failure: Rernaining or again becoming smear-positive after at least five (new cases) or eight

manths (retreatment) of treatment
Transfer out: Patient moved to anather registration unit and no known treatment autcome

5.3.1 Nation-wide Treatment Qutcomes

Treatment success rates under DOTS have been consistently high from the beginning and cressed the global
target of 85% in 2003, After strengthening DOTS and ACSM activities the unfavourable outcomes have been
remarkably reduced. As a result, this treatment success rate has impraved further te reach 89% for the cases
registered in 2004. The NTP has bean maintaining ovar 91% treatment success rates since 2005 (Figure 9). In fact
the NTP has successfully treated 99 140 [94.07%) of the 105 390 new smear-positive cases registered in 2013, The
default rate was 1.12% while 3.53% of the patients have died during treatment (Figure 10},
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Fig. 2: Trends in treatment success rates, 1993-2013 cohorts
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Fig.10: Treatment outcomes of new smear-positive cases registered in 2013
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The treatment success rate of new smear positive/Baclericlogically conflirmed TB cases is highest (>94%] amaong
the cases registered in upazilas followed by amaong cases registered in metropalitan cities (93%) and the lowest is
among those registered in COCs [B7%); (Table 5). This vear the proportion of transferred out cases has been
reduced compared to the previous yvear in metropolitan cities resulting in improving treatment success rate. The
proportion of loss to follow up and transterred out cases are higher in CDCs (Figure 11) resulting in lower
treatment success rale, In order to further improve the trealment success rate, emphasis is Lo be given on delaulter
tracing and getting feedback of transferred out cases with special attention in urban setting. |
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Table 5: Treatment success by type of registration unit {2013 cohort)

Typeof Mumber of cazes Treated
reqistration unit teiisterad elecesafilly
Upazila 94,607 85175
(54, 265%)
Metropolitan city 9,786 8,655
[93.25%)
CC 1,497 1,308
(B7.24%)
Total country 105,390 99,140
(94.07%)

Fig. 11: Unfavourable treatment outcomes of new smear positive cases
by type of registration unit (2013 cohort)
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5.3.2 Division-wise Treatment Dutcomes

Table & shows that all seven divisions have successfully treated more than 92% of the new smear- positive cases
registered in 2013 with overall treatment success rate of over 94%. Division wise unfavourable outcomes are
showen in fig 12 The patients died in the divisions during TB treatment varied from 2.8% to 5. % while the failure
rate varied from 0.17% to 0.88%. The default rate among those patients varied fraom 0.28% to 1.79%:. Data shown in
Figure 12 include also metropelitan cities and COCs.
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Table 6: Division-wise treatment success rate of new smear-positive cases registered in 2013

Division Number of case Cured Treatment Successfully

registered completed treated

Rajshahi 10,400 9,568 34 8602
92004 (.33% 92.33%

Rangpur 11,806 10,214 40 10,956
92.46% 0.34% 02.80%

Khulna 13,454 12,663 138 12,801
94,1 2% 1.035% 95.15%

Barisal 8,357 7,887 103 7,995
94.38% 1.255% B5.67%

Chaka 30,996 284490 328 28,768
97.75% 1.064% 02.81%

Sylhet 7,895 7,551 42 7,503
95.64% 0.53% 96.17%

Chittagong 23483 21,306 14 21,425
94.7 7% 0.53% 95.30%

Total country 105,390 98,331 BO9 99,140
93.320% 0.77% 94.07%

Fig. 12: Unfavourable outcomes of new smear-positive cases by division, 2013 cohort

I- Died ®E Failed @ Defauled O Trans. Out 0 not ava

i

Hajdhahi Rangpur Khulna Earishal haka Sylhat Chittagong

Treatment outcome [(9%)
O = N Wbk O N e O

Division

2.3, 3 Ristrict-wise Treatment Qutcemes
The treatment success rates of new smear positive cases in each district for the new smear positive cases
registered in 2013 are shown in Figure 13, Almaost all the districts (except 4) are showing > 20% treatment success

rates.
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Fig.13 District-wise treatment success rates of new smear-positive cases for each division; 2013 cohort
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5.3.4 Treatment Outcomes of Relapse, New Smear-negative and Extra-pulmonary (new) Cases

In 2013 a total of 2 B53 relapse, 42 221 smear-negative and 33 608 extra-pulmonary TE cases were registered. The
treatment success rate of relapse cases was 85.41%, and treatment completion rates of smear negative and extra
pulmeonary cases were 92.29% and 90.3%, respectively, During the course of treatment 162 (5.67%) relapse, 2 181 (5.17%)
smear negative and 1 337 [3.98%) extra-pulmenary cases had died; over all death rate of these three categories was 4.68%,

6.Drug Resistant TB

Crug Resistant TE (DR-TB) poses a significant threat to control of TE worldwide. Globally, an estimated 3.3% of new cases
and 200% of previously treated cases have MDR-TE. In 2014, there were an eslimated 480,000 neve MDR-TB coses and
approximately 190 000 deaths from MOR-TE worldwide, (Ref:WHO Global TE report 2015,

MTP Bangladesh has canducted cauntrias first nationwide drug resistance survey in J0710-2011, According to this survey
report the proportion of new TB cases with MDR-TE is 1.4% and that of retreatment cases with MDR-TE is 28.5%.0n this
assumption the estimated total numbers of MOR-TB casesin 2011 to 2014 in the country are shown in Table-7.

Table 7. Annual estimated number of MDR-TB cases in Bangladesh {2011-2014)

Year Among new PTE Amang retreated (including Total
AL FPulmornary relapse] TH cases

20m 1700 2100 3800

2012 1850 2300 4150

2013 2001 2435 4496

2014 2094 2703 4797

For diagnesis and management of multidrug resistant TE (MDRB-TE], 2 National TE Heference Labaratory (MTEL) has been
established in Mational Institute of Dissases of Chest and Hospital (MIDCH], The NTRL started functioning since 27th
June 2007 for culture and Drug Sensitivity Test [DST). it is linked with supranational reference laboratory (SEL) in
Antwerp, Belgium. In August 2008 NIDCH started enrolment of MORTR patients with GLE approved 24 months regimen
and supported by the Glabal fund, By end of Decermber 2074 a total of 1748 confirmed MOR-TB patients including 447
in 2014 have been enrolled. As a part of Programmatic Management of Drug resistant TE (PMOT) plan NTP established
one Regional TE Reference Laboratory (RTEL) at chest disease hospital [CDH), Chittageng in 2011 and alse managing
MDR-TE patients from that year.In 2013 NTP has alse started managing MDR-TE in CDH of Pabna and Khulna.

[he MR 1B patients are also managed in the COH of Rajshahi division and in three other hospitals of Damien
Foundation at Jalchatra under Tangail District, Cnontopur under Metrokona District and Shambhugan] under
Wlymensingh District with a shorter regimen of % months and supported by Camien Foundation, Bangladesh under
operational research. Since May 2005 this centre has been managing MORTE patients, and by end of December 2014 &
total of 1393 patients including 230 in 2014 have been enrclled. A regional TB reference laboratory (RTREL) has been
established in the COH, Rajshahi in May 2008,

Detalls of MDR-TE patients' enrollment by the CDHs {5 shown in Table 8,

Suspect criteria for MDB-TE [Presumptive DR-TB cases):

Failures of Category land Il

Non-converters of Category | and I

All relapses

All return after default

Close contacts of MER- 18 patient with symptoms.

All HIV infected patients

Others: Any Smear Megative or EP TB patients clinically not improving in spite of proper treatment.

oooodooo

The MOR patients diagnosed and enrolled for management are shown in the Table below.
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Table 8 5Summary, MDR TB Enrolment for Treatment

GLC approved 20-24 months regimen Non-GLC (DF)

Yi including coH, | Srand

" | Nipcu | €PH, | CDH, | CDH, | CDH, Total el r Total

CTG | Pabna | Khulna | Sylhet Rajshahi

2005
Wi [6?+629;— ; 06) = -
2007

2008 107 107 129 234
2009 172 178 181 360
2010 183 183 154 337
2011 212 41 253 137 3840
202 290 als] 3’6 129 505
2013 230 120 i 14 495 121 6346
2014 447 123 31 &1 54 716 230 44
Total 1748 370 &2 75 54 2309 1393 3702

Treatment outcome of MDR-TB patients under GLC approved 24 months regimen:
Liagnosed MDR-TB patients are enrolled for treatment. The treatment lasts for 20-24 manths, Initially hospital
duration was 6-8 months and rest period patients were treated in the community, From 2012 managemeant
rmodality has been medified with initial hospitalization for 2-3 months followed by community management for
the rest period, At the end of the treatment, the patients are evaluated with regard to treatment outcomes.

The overall trend of treatment success rates of MOR-TB patients is increasing. The treatment outcomes af the
patients enrolled during 2008- 200 2 under 24 months regimen are shown in Table 9.

Table 9: Treatmant Outcomes MDR TB. NIDCH, 2008 - 2012 cohorts

Qutcomas Abs # Qutcomes Percontage
= 4 - Ll
hia] ] i = I e & =
3| 2 B ° £ T - £l & g
= T = ol o= P = = = 5 £ = W =
sl el ele(2|1513| | el el=|lz]2]|2] = E
gFle|S|B|&[x|B|E|3|8|&|x]|°C|&] B E
- i 3 o = b=l .E =
= 2 = = =| 2
Year = i = o -
2008 |wr|wa| e | 6| 1 |28] 8| 0 |se7]| sa]| 10| 28| 77| 0| eaaz | Afterds
manths
= After 36
2009 | 179 | 167 | 104 | 9 3 | N 0 | 623 | 54 | 18 | 180 | 126 | 00 | 6766 | _ Sp0
= : ; : : ; ; After 36
2010 | 183 | s | 99 | M 0 35 |27 | @ | 586 | 137 | 00 | 143 | 154 | 00 | 7020 | o
p T ! 3 ) s = . 3 Aftar 36
2011 2523 | 240 153 | 15 4 34 | 34 v} 63.75] 6.25 1.7 144 | 142 L1 7000 maonths
2012 376 | 372 236 | 35 3 B0 | 42 5 63,4 o4 0.8 134 ] 113 | 1.3 | 7285 f‘nf::ﬁ.lrrig
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Treatment outcome of MDR-TB patients under DF supported 9 months regimen:
Under an operational research NTF in collaboration with OF Bangladesh has been managing MDR-TE Patients with
9 months regimen since 2008 and showing a good success with treatment success rates af 74% to 82% | Table 10)

Table 10: Treatment outcome of MDR-TE patients under 2 months regimen

Cutcomes Abs # Cutcomes Percentage

5 | =
| = g g T| B =
e 3 L o e A = = = 2
g | an | e ) ] e 1] o | | e | = 2l = | 5| & =
ol El 2] :l2lEl2l 2 2l (%2128l 5] &
ElE|S|B[E|€[|z| 3| S|SB =] 2| =

= 15k ] = = 0 o =

h 2 T = 5

Year = i VS e
2008 [ 20 |120 |03 | o | 3 [12]6 |5 7984 0 |23 | 93 | 465 |3.876] 79.84 a:‘j;f‘
2009 | 181|181 [138 | s | 2 |16 | 11| 9 |7624]275 | 1.1 | 884 | 6.08 |4.972] 79.01 “"Efdr:
2000 {154 154 |25 |2 | 2 w7 |8 | o a7z 13 |13 | 11 |519| 0 |8247 a:t:arr'l
2011 | 1a7F | asEr oz | o 9 |22l 4 | o |7ea5| o0 |es |161 | 282 0 | 7445 "‘Sfa";

2012 |129 120 [ or | 2 | 2 |18 |16 | 0 |7054|1.55 |1.55 (1395 124 | 0 | 7209 HSE?arr‘

2013 | 191 191 | 152 | 1 4 g | 23 3 [FR5R | 052 [209 | 409 | 1204 1.57 ] B0 a?ﬁfar;

7.Laboratory Activities

7.1 Sputum Microscapy and Quality Assurance

CGuality assured smear microscopy services which are essential part of TB contrel program are available through a
large laboratory network in Bangladesh, During 2014, sputum microscopy under NTP was performed in 1104 (in
2013 it was 1082 laboratories across the country and sputum samples from a total of 16 99 798 presumptive TR cases
were tested for AFE, cut of which 113 081 were sputum smear positive (pasitivity rate 5.65%) As fallow up of
treatment a total number of 3/2 806 sputum slides were tested; out which 4.0% were found pesitive. (Detailed lab

report for the year 2014 is shown in Annex -3)

In 2014 number of LGA lab remain same as of 2013 ie, 40, All 1104 laboratories were brought under the quality
assurance network of the LOA centers. Assessment reports had been received from these EOA centers (List of EOA

centers shown in Annex -4}

Lot quality assurance sampling method was used for guantifving the number of slides to be rechecked. Each month
five slides were selected fraom each labaratory. Slides were blindly rechecked by a first controller. A total of 64 081
slides were rechecked. This sample contained approximately the same distribution as the poal from where they were
selected i.e. 4 029 {6.29%) positive, 789 [1.23%) scanty and 59 263 [92.48%) negative. In comparison to the year 2013,
microscapy quality has been improved in 2014, For comparison the error rates (%) found in 2013 are also shown the

same table below (Takle: 11)
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Table 11: Result of blinded rechecking of AFE smears

AR
Total False positive by MCs 34 Q.75 1.16%
Higgh false positive 15 1374 (.38%
Low/scanty false positive 19 0.3%% N.38%
Total False nagative by MCs 294 0.50% 0.41%
High falsa neqative 167 d.28% 0.29%
Low/scanty false nagative 127 Q.25 0.12%
Quantification eror (OE) by MCs 152 3.15% 2.70%,

7.2 National Tuberculosis Reference Laboratory (NTRL)

On 27th June 2007 the National Tuberculosis Reference Laboratory (NTRL) formally started functioning. MTRL is the
WHO¢The Union recommended TB reference laboratory of NTE It is the anly Mational level labaoratory for GLC-
Approved project. Along with previous microscopy (£-M stain, Fluorescent Stain, and FDA staining), Culture and
OST (conventional culture and identification, conventional OS5T by proportionate method and slide DST); new
diagnostic techniques such as GeneXpert and LPA (line probe assay) were introduced in 2012, Genexpert
machines are used for detection of MTE and RRE TE and it services assist MTP in two ways: (i} diagnosis and follow up
of drug resistant forms of TR and {il) Monitaring drug resistant trends through periodiczlly conducting drug
resistant surveys. LPA was intreduced through Expand TB project at NTEL under MTRE By December 2014 this
project was phased out and related activities were handed over to NTR

Table: 12. Performance of GeneXpert Mcachines in detecting DR-TB

Sy Number of Genxp:ert Presumptive-DR TB .RR TB
Installed (Cumulative) Tested Diagnosed
2012 12 1733 388 (22.4%)
2013 26 11852 B11 (6.8%)
2014 39 43360 904 [2.3%)
Table: 13, Performance through LPA in detecting DR-TB
s p.-:;.,_!r mptive- Drug Resistant TB
ested Sensitive TB HR R H
2012 705 220 213 18 32
2013 Eag 265 180 43 49
2014 320 154 48 12 21

Liguid culture alsa started in 2013 for culture and first line DST at NTEL. In 2013 a total 3130 samples were
inoculated and 410 (12%) MTE were isolated, and in 2014, 214 (28.2%) (TR were isolated from 2599 samnples.

7.3 Regional Tuberculosis Referenced Laboratory (RTRL) in Rajshahi and Chittagang

On 10th May 2008 Regional Tuberculosis Reference Labaratory was formally inaugurated in Rajshahi Chest Disease
Hospital. Damien Foundation is providing technical support for this laboratory. Culture and drug susceptibility Test
(05T for Tuberculosis are done within shortest duration by this lahoratary. The RTRL in Chittagang has started its
function since October 20110, Renovation and installation of instrument in Khulna RTRL are almeost completed in

2014, {This RTRL was formally inaugurated on June 30 2015),
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8.TB/HIV Co-infection

TEHIN co- infection denotes two diseases inane body, HV/AIDS and TB are so closely connected that the term "co-
epidemic”  "dual epidemic" or "twin epidemic” is often used ta describe their relationship. The two diseases
represant a deadly combination, since they are mare destructive together than either disease alone HIV affects the
immune system and increases the likelihcod of people acquiring new TB infection. It also prometes both the
progression of latent TB infection to active disegse and relapse of the disease in previowsly treated patients. On the
other hand presence of 1B bacteria in the body of a HIV infected people accelerate the progress of HIV infection to
AlDS. TBis one of the leading causes of death in HIV-infected people,

Diagnesis of TB/HIV Co-infection

The diagnosis of TB means that a patient has symptomatic disease due to lesions caused by M. tuberculosis. The
definitive diagnosis of HIV infection rests on a positive HIV test,

Diagnaosis of TE in HIV patients

The diagnosiz of tuberculosis is more difficult in HIV-positive peaple. Even then sputum smear examination for AFE
remains the cornerstone of diagnosis to identify infectious patients so that transmissicn can be stopped by
treating with anti-TE drugs. However according o new policy, HIV infecled persons with symptoms/signs of TB
should be referred for GeneXpert test. Support of X-Ray and other diagnostic methods may also be taken for
diagnosis of other types of 1B cases.

Practical points
@ TBisharder ta diognose in HiV-positive people,
TB progresses faster in HiV-infected people.
TR in HiV-prasitive peaple (s almost certain to be fotel I undinognosed or left antreated.
TE is the leading cause of HIV related morbidity and martality

HiV is the maost important factor fuelling the 76 epidemic.

TB/HIV Activities:

Table:14: HIV among Diagnosed TB Patients in 2012-2014

2012 2013 2014
o & &
Ca o £ m g & =) &2 m
tegory of TB Patients M [ EnE g | Ee s eEy | B EEE G
"I—LEE It O e W= M T <X oo = e o B Qe S
aL-g [ mpuEg [ BDOAF O | wece (DE=-d | mug o
TR S e ST Sl B S R S
gLEs  SE3s | BOEDB| o35 | oES )| o E23 S
2055 £S2570¢|28a58 | 2glg|&8a53 (2620
e T '-H-.gﬂ’.: HETo (#2085 | #HET S =H:S.ID:
Mew pulmonary 244 ) 62l g 330 1
bacteriologically confirmed
Mew pulmonary clinically 238 2 1 2 m i
diagnosed
Mew Exlra-pulmaonary 347 0 758 2 150 4
Al re-treatment 132 1 53 1] 38 s
MR 147 ] 175 1 140 ]
Total 1798 9 1358 5 769 7
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Table:15 :TB among PLWHA in 2012-2014

# of PLWHA tested for # of PLWHA found AFB
Year AFB positive Remarics
2012 433 15 From Ashar Alo Society only
2013 651 24 From Ashar Alo Society, PIME
SISTER and KMSS only
2014 746 7 Fram Ashar Alo Society and
PIME SISTER cnly

9.Training Courses And Workshop

The development of skilled health staff in NTP is a prerequisite for a successful pragramme. NTP being primary
respansible for training, plans all aspects of training and workshop with government and non-government entities
to determine training content, develop materials, identify health staff to be trained, ensure training course
implementation, follow up and maintenance of training. Tables 16 and 17 give an cverview of the activities related
to training and workshop! meeting on TB control performed by NTP from January to Decemiber 2074, Besides
thase, 76 monitaring meetings in each quarter were arganized at 64 districts.

Table 16:Tuberculosis training activities-2014

i Funding Source and
Course EJ[.:: ';" Category of participants No. of Participants
Y GFATM GOB USAID
Training of Lab.staff on 14 Microbiclogists & Medical 6
culture and DST Technaoloegists (Lak)
Training & refresher 14 Medical Technologists (Lah) 24 234
training on LED
MMICIOSCOpRY
TB management training & Medical Officer (GO) and 411
of newly recruited Clinic Manager from NGOs
Medical Officers
Training on X-Ray, ER 1 Medical Officer (G0 and 256
PMOT,IC, TB/HIN for Clinic Manager from NGOs
Medical doctors
Training of Dactors an 3 Medical dactors fram 102
diagnasis of Child TB Cistrice, Upazilla & Medical
Colleges
Training of Doctors an 3 Medical doctors fram COCs 15
PA| & UHCs
Conduct training course 3 MA, Pharmacists, TLCA 510
for mid-level staff on from District & Upazilla
PMOT, IC, TB/HN
1T e > | statisticians, Program 74 236
divisional and distric (rganizers & TLCAS from
level staff on data entry Cistrict & sub-district
and management
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TOT for community clinic Meadical doctors fram COCs, a?
heath care providar District & UHCs
Training of Paramedics Paramedics 150
on PAL
Conduct orientation and GO- HI, AHIL HA, TLCA, 3000
training for field workers NGO Counselor, Senior

service promoter and

Service promoter
Conduct training on TB Community Health Care 5470
care for Carmmunity Provider (CHCF)
Health Care Frovider
Conduct origntation with Doctars of Private Hospitals 249
private hospitals in Metro
Orientation at Medical Doctars from Medical 150
College & Hospital college & Hospital
Ambulatary Management UH&FPO, MO, Consultant Q20
of MDR-TE COC, Field workers GO -

NGO
Dr.ientation ':'F Graduate Private Practitioners 555
Private Practitioners
Orientation for Members of community 102000
coprmunity cllnic clinic management group
management group
Train and retrain HIV HIV Counselors & other S0

counselor and other staff
to identify and refer TB
suspects

staff

Training on QuanTB and N1P Manager, NGO 18

prepare stack status Farlners

report 21

Basic Training for T8 LMIS NTF Manager, TLCA, NGO Staff

TOT on e-TE Manager NTP Managers, TLCA, Stafl 23
from NGO partners

Basic tra[ning on e-TB Gewearnment Tl [.-J"L, 374
Government Statistcian and

Manager

4 NGQ T8 staff from UHCs
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Table:17 Workshap and Meeting related to TE control-2014

No. of participants by

Duration
Subject (Days) Participants Category funding source
GFATM GOB USAID
Workshop with 1 Members of Professional 520
Professional Associations
Associations
Meeting to establish 1 Managers, Officers, NGO 39
linkages bhetween TB and personals involved TB/HIV
HIY MGOs activities
Workshop with civil 1 civil surgeons, chest it
surgeons, chest consultants, MOs
consultants, MOs
Workshop to revise 1 Managers Officers, MGD 14
TB/HIV quidelines persenals involved TB/HIY
activities
Advoracy workshops for 1 Trade Union Leaders a0
trade union leaders
Conduct workshop with 1 staff of military, port, 330
staff of military, port, railway hospitals and
railway hospitals and academic institutions
academic institutions
Six monthly coordination 1 GO-NGD personals 15

mesating

involved TR cantrol
program
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10. Collaborating Partners of NTP With Area of Collaboration

A number of nongovernmental organizations [NGOs) and institutes have been recognized as official partner of
MNTR The relationship between NTP and mest of these partner agencies is governed through a memorandum of
understanding (MOU), Following are short profiles of partner agencies, listed in alphabetical order.

10.1 Ashar Alo Society [AAS):

Ashar Alo Society is a community based registered organization werking for support, care and treatment,
empowearment and greater involvement of pecple living with HV/AIDS in Bangladesh. It started as a picneer self
help group with 10 PLHIV in 1998, In 2000, Ashar Alo Society was formally established as & formal entity of PLHIV
under the umbrella of Advocacy Program, CCOB. In 2001 AAS qot regional recagnition, received fund from UNDP
Regional HIV and Development pragram. Then Ashar Alo Society started working as the first independent
erganizaticn of PLHIV in Bangladesh since 15t January 2002 with the assistance of FHI IMPACT.

Bangladesh is a low HIV prevalent country with high-risk situation. PLHIV is also facing different kind of stigma and
discriminagtion. Besides care and treatment service, Ashar Alo Society (AAS) is involved in other activities such as:
Voluntary Counseling and Testing (VCT), Help line services, Frovide information and counseling for positive living,
Impart training and Counseling for affected family members, Provide life skills training for PLHIV, Provide treatment
for different Oppaortunistic infections { Cls) , Antiretroviral therapy, TB screening & treatment, organize Sacial Day
for sharing among positive members, arrange vocational training, advocacy, networking and wvarious
communication activities to remove stigma and discrimination.

AAS provides treatment, care & support to around seventeen hundreds PLHIV in Bangladesh through its service
center in Dhaka, Chittagang and Sylhet and fram these centers it covers almost whole Bangladesh. Total number of
registered members (PLHIV] is 1726 till May 31, 2014, OF them in Dhaka: 816, Sylthet; 585 and Chittagong: 325, Total
male: 1080, female: 542, children: 90 and TG (Hijra): 14,

Since 2005 AAS has Tripartite Mol with WTF and NASP about TE and HIV co infection management. AAS collect=TE
medicine and distribute to Chaka, Svlhet, Chittagong, and other two organizations {CAAP & MAB) and collect
report from them and after compiling the report send to NTR AAS provides guarterly national data of TB and HIV
co infection tm NTR

AAS also received funding fram GEATM Round -5 since August 2000 to establish peripheral lab in Dhaka, Sylhet and
Chirtagong and ACSM activities with different NGOs in Dhaka and continuing GFATM Round 10 grant.

10.2 BRAC

Qibrac

In 1972 BRAC began its journay in Bangladesh with a vizsion of making the world free from all forms of exploitation
and discrimination where everyone gets the opportunity to realize their potential. Sver the years, the organization
has evolved and grown, guided by the principles of innavation, integrity, inclusiveness, and effectiveness. BRAC is
the Principal Recipient (FR) for TB grant leading the NGO consortium in Bangladesh, A Memorandum of
Understanding (Mal)) was signed between the Tuberculesis Control Program (NTF] and BRAZ, in 1994 far rural
areas and in 2001 far urban areas.

Under the stewardship of NTF, currently BRAC covers 297 sub-districts (Upazilla) of 42 districts with a population of
93 million, including Chittagong hill tracts, 41 prisons, 31 academic institutions, 406 peripheral laboratories, 2 port
authority hospitals, EPZ (Chittagong, Karnatully, Comilla) and 7 city caorporations, BRAC started its TB control activity
in 1984 with its innovative community based approach which is operated by the Shasthya Shebikas (55),

Shasthya Shebikas play the pivotal rele of connecting individuals with TE control services during household wisits
and health forums. Each shebika receives a basic training and a one-day refreshers training every month. During
household wvisits, Shasthya Shebikas identify TE symptomatic and refer them to the Upazilla Health Camplex or
nearby BRAC laboratory services for sputum examination. To increase the accessibility of diagnostic facilities,
cutreach sputum collection centers have been established at the union level (3 union s comprised of a few
villages). Sputum samples are collected and smeared at the cutreach centre. Individuals diagnosed as TB patients
are given Directly Observed Treatment (DOT] by Shasthya Shebikas, usually at her house, under the guidance of the
field level staff of BRAC and 2 government or BRAC medical officer,
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BRAC focuses on community-level education and engagement through orientation programme, mass meadia
campaign and community maohilization. ACSM activities are reqular part of this TB project that make the community
aweare and reduce stigma regarding TB, The arganization involve different stakeholders of the community like cured TB
patients, local opinion and religious leaders, girls' quides and scouts, other NGO warkers, village doctors, pharmacists,
and graduate private practitioners to engage them in effarts to identify patients, ensure treatment adherence. BRAL is
conducting different types of advocacy warkshaps, round-table discussions, conferences and talk shows on TV with
policy makers, media persennel, implementers and civil society representatives 1o enhance awareness and knowledge
ahout TR. Infarrnation an TR also disseminates through radia, TV and articles and repart in both print and electronic
media, Street drama and folk songs are arganized in remote areas by lacal popular entertainment group. These
aclivities have shown marked involvement and responses from the community members regarding T8 contral and
hawe led to increased referral of presumptive and thereby hetter adharence to treatment.

BRALC is providing diagnostic support to poar presumptive specially smear negative, extra pulmanary, child TR and
MOR-TB. Moreover nutritional suppaort is given to MOR-TB and TB-HIV co-infected patients.

In addition to its original shasthya shebikas model, BRAC has forged partrnerships with a variety of providers,
industry partners, and other government authorities to create a portfolio of innovative strategies to provide
referral networks and expanded access to vulnerable patients in diverse settings, and this has provided the
programme a strong technical base. Currently, there are 42 NGOs participating as sub-recipients of PR-BRAC under
the Mational 1B Control Frogramme. (Annex-6)

10.3 Damien Foundation foundation
damient
BANGLADESH

Damien Foundation, a Belgian NGO has been active in Bangladesh since 1972, The organization was engaged
primarily in leprosy elimination in & districts. Later on the organization included Tuberculosis in its agenda
considering the disease burden and expanded its working area, The oragization now covers 14 districts (111
upazilas) of which 13 districts {102 upazilas) are for combined TB and leprosy control. The arganization has set up
150 cambined TB-Leprosy centres including 5 in medical colleges and 1 in workplace (DEPZ). Besides, 3 daily & 7
intermittent centres are engaged in leprosy service only,

The organization also runs three own hospitals with a tetal 255 beds to guarantes quality services tor complicated TR
{including MDR TE} and leprosy patients. A total of 590 national staffs including 8 doctors are engaged with CF in
providing service in Bangladesh. A total of 24,480 TR, including 230 MDR TE and 384 new leprosy cases wete detectad
and treated by the crganization during 2014, The organization conducts several operational rescarches which
contribute in the national and international policy decision making. The shortest 9-month Bangladesh regimen for
IADR TB, which is being tested now by many ather cauntries, was developed by Damien Faundation Bangladesh,

Village Doctor Training

—_—
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10.4 HEED Bangladesh

HEED's Background

HEED Bangladesh (Health, Education and Economic Development) is a non-profit, non-paolitical and non
governmental arganization (NGD) committed to participate and pramote national development thraugh
upgrading the socio-economic candition of the disadvantaged and underprivileged peaple in the society. The
organization, as a national non-governmental organization (NGO), was formed in 1974, by national Christian
leadars and several western partner organizations in response to the post war needs in Bangladesh, Since 1974,
HEED Bangladesh has been warking in the fields of health, education, agriculture, aquaculture, livestock, forestry,
environment & natural resource management, bio-diversity conservation, disaster managemenl, socio-economic
development of marginalized and under privileged people, micro finance, nutrition & Hygiene education, water
and sanitation, HIV/&10%, rural development, awareness raising, arsenic, wamen, street children, etc.

HEED's Mission

Ensure basic Health and Medicare =ervices for the target (agreed) communities in need, within the specific
operation locations, delivered through awareness rising, demand creation, institutional development, building of
community capacity, linking with GO-NGO service delivery points.

HEED's Coverage
HEED Bangladesh is working at 120 Upazilas under 32 Districts with 132 offices. Sector wise projects and Programs
with their man focus are given below:

For TB il is working on 24 Upazillas under Moulovibazar District
10.5 icddr, b

6—'-' .) i C d d rr b

icddr.b is an international health research institution located in Dhaka, Bangladesh. With unique proximity to the
health challenges of the developing world, both urban and rural, icddeb provides cutting-edge research that is
relevant, rigorously tested, and scalable in resource-limited settings. From discovery of oral rehydration solution o
innovative methods for treating severe malnutrition, icddrb's researchers have developed some of the most
important health inmerventions of the past century, [ts scientists, ane of the largest malti-disciplinary cohorts in the
developing world, collaborate with dezens of international academic, research, and development partners o
develop and share knowledge abour global lifesaving zolutions.

The centre  has established a comprehensive programme of research, with particular strengths in infectious
disease and vaccinology, reproductive health, neonatal and child health, malnutrition and food security, and other
areas. |ts scientific workforce comprising of nearly 200 scientifically trained staff is organized into ten Centres
focusing an key health issues.

luberculasis, an important health problem in Bangladesh remained a focused area of research in icddrb. icddrb
respects and values all national guidelines and policies and maintains a very highly esteemed partnership with NTR

The current research focus areas are: Improving TR situation in selected urban areas of Bangladesh, effect of
nutrition education and micronutrient supplementation on the biochemical and immunclogical markers and
guality of lite of pulmonary TE patients, documentation of DOTS delivery strategies in selected wban clinics in
Dhaka city, scaling up management of childhood tuberculosis In Bangladesh, strategies to Increase TB case
detection by addressing the inequities in 1B service utilization and reducing delays in 18 diagnosis in rural
Bangladesh, scaling up screening, detection and management of tuberculosis in prisons of Bangladesh, feasibility,
usefulness and cost effectiveness of GeneXpert in MDOR-TE surveillance, pulmonary and extra-pulmonary case
detection in selected regional and specialized hospitals, identification of risk factors of 18 and its transmission,
operational research-a sustainable social enterprise mode| for increased tuberculosis case detection and treatment
in the private sector using mass screening, A-ray and Genexpert MTB/RIF scale-ug approach in Bangladesh, and
surveillance of MOR and XDR Tuberculosis. icddeb's Mycobacteriology Laborataries (B5L 2 and 3) have been used
in a variety of programs and studies and also working as a key resource in diagnosis of TR in the private sector.
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Additional activities (2014):

icddr.by has established enhanced case-finding aclivities under an innovative public private mix (FPM] initiative
which also includes referral, follow-up and reporting of newly identified cases ta the NTP from the private sector. In
the private sectar, a netwark of maore than 1,000 physicians {general practitionsrs, medicine and chest specialists)
has been established to identify and refer presumptive TB cases at three newly established TB screening centres to
screen using true digital radiology integrated with CADATRE and confirmation by GeneXpert. icddrb has also
initiated research activities to investigate the epidemiology of extra-pulmonary TB in some large hospitals of
Drhaka, Anather study to look into the external guality assurance of recently rolled out GeneXpert machines all
over the country is also underway,

10.6 100

IOM-0IM
M Bangladesh Providing Migration Health Assessments since 2006

Since Its inception in 19571, the International Organization far Migration (IOM) is the anly inter-governmental
organization with a mandate focussed exclusively on the field of migration. Committed to the principle of orderly
and humane migration benefiting society 10M as "The Migration Agency”, actively participates in the global
debate an the social, ecanomic and palitical implications of migration in the 21st century,

Bangladesh became a member state of 1OM in 1950, following [OM's assistance to Bangladeshi migrants during the
Persian Gulf crisis, where |OM repatriated around 63,000 migrant workers ta Bangladesh.

Given the high volume of migration in Bangladesh, the health assessment service far migrants is one of the core
services provided by 10M in the country, The service focuses on identifying and addressing conditions of public
health cancern in order ta promaote safe migration and mitigate the impact of the migrants' disease burden on
national health ar social services. The program alsa seeks to address the migrants' specific health neads in order to
facilitate integration with the host community,

In Bangladesh, IOM's Migration Health Division (MHD) has been providing health assessment services for
prospective migrants since 2005 to assist the United Kingdom Tuberculosis Detection Programime. Ta this end 10M
has three Migration Health Assessment Clinics (IMHACS), located in Dhaka, Chitlagong, and Sylbhet, The 1QM clinics
are managed by dedicated national and international staff, with high standards and inbuilt quality assurance and
quality cantrol system based on globally accepted guidelines. When necessary the clinics alse benefit from
technical support from Regional/ Headguarter level to maintain the programme integrity,

The services provided by the IOM Clinics include the diagnosis of TB cases through chest x-rays, sputurm smears,
and culture far AFB as well as the physical examinatian of the applicants.

100 Clinics in Bhaka and Sylhet have been designated by the National Tuberculosis control Programme (NTF] as
Directly Cbserved Treatment (DOT) centres in 2010 and 2012 respectively. This means that the clinics refer TB
patients to their nearest NTF treatmment centers in addition to providing direct treatment for some of the cases.
Since 2005, 1OM has provided health assessment to more than 200,000 beneficiaries, detected more than 223 (B
cases and successtully treated 32 TB patients through the clinics,

Besides MTF approval, MHAC Dhaka has been designated by Centers for Disease Control (COC), Global Health
Australia, and the Regional Medical Office of Canadian High Commission as the only referral centar in Bangladesh
for TB laboratory workup, TB treatment and follow up and Chest specialist consultation service in Bangladesh, In
addition, the IOM clinics are also working as an approved panel sites for the health assessment of Australia, Canada.
Mew Zealand UK and the USA bound visa applicants,

10 MHD Dhaka has also been working on the health promotion for migrants through a comprehensive rights-
based approach, in line with WHO Assembly resolution 61.17 Health of Migrants.With a vision of "healthy migrants
in healthy communities”, |OM has responded to the specific health needs of migrants and their families
throughaut the migration cycle to address their health valnerabilitics arcuse from a wide range of social
determinants of health and to contribure towards the sustainable social and econamic development of their origin
and destination communities.
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TB cases diagnosed and treated in IOM clinics in 2013 and 2014

Wezar 2013 2014
' TB Cases diagnased ' 23 ' 26

TE Cases (SM+/Culture +) registerad with 10OM for treatment 12 11

(Do)

Murmber of ‘treatment completed' armong the registered cases (6} -

MNumber of 'cured’ amang the registered cases 12 =

Treatment success rate 100%

10.7 LAMEB Hospital

Lutheran Aid to Medicine in Bangladesh (LAMB] works to improve the health of the poaor in Marth-west Bangladesh
for a population of well over & million people, The main site is 2 km west of the town of Parbatipur, about 24 km
east of the district city of Dinajpur.

LAMB was started in the early 1970s by missionaries of the World Mission Prayer Leaque who saw the absance of skilled
medical care in the area. Initially LAMB provided mabile clinics and healthcare teaching. LAMB has grown to includs;

&  A50 bed capacity general hospital fully equipped with modern diagnestic facilities and maternal and
child health focused. Besides it runs integrated programs that includes obstetric fistula, disability
program, club food and cleft lip repair.

& Mursing Institute, where government approved Diploma in Nursing Science and Midwifery course is offered.

®  Community Health and Develepment Pregram working in Dinajpur, Rangpur and Nilphamari districts
in the health field focusing mether and child. The major activities include; Adolescent Reproductive
Health, TB Control Program, Disability services, Disaster Risk Reduction, Community Based Organization
development, Women And Their Children's Health (WATCH), Reliable Health Services(RHS), Man
Communicable Disease(MCD), Women's Healthcare though Community Mobilization{WHCM),
Community Managed Health Care (CMHC), Beliable Reproductive Health Service (REHS). Warking in
callaboration with Bangladesh Government and PLAMN Bangladesh,

& A large health focused Training Center with residential accommaodation for trainees offer courses for
different levels of communily health workers, health volunteers, communily midwives, nurses,
paramedics from LAME and other national and international arganizatians,

¢ LAME English-Medium School where are taught by experienced teachers - national and expatriate.
They follow the English Mational Curriculum. C-levels are certified by Cambridge Intarnational
Examinations through the British Council, The school has a multicultural environment, thus bath
national and foreign students broaden their understanding and skills, learming from each other,

@  MIS-R collects and processes data from the haspital and community areas for research purpases, and
for provisian of information 1o management, gavernment and daonors.

LAME TR Contral Program is working in 4 Upazillas, Parbatipur {one pourosova & one union), Chirrbandar and Khansama
upazilla under Dinajpur district and Saidpur upazilla under Nilphamari districts covering approximately 788,529 people,

10.8 LEPRA Bangladesh

Lepra Bangladesh is an UK based medical development organization began its activities in Bangladesh in year
2000, and works directly with the Government Health department through Upazila Health Complexes in four
districts; Sirajgonj, Pabina, Bogra and Matore, The main objectives of the pragram are Control Tuberculosis, and
eliminate Leprosy.

Lepra Bangladesh is covering 7691463 populations for TB control pragram in three districts {Sirajgonj, Pabna, and
Matore) and funding support is mainly from GEATM Round 10 with additional support also from USAID TE CARE I
and LEPRA Health in Action UK, Government health department of Bangladesh provides logistics support such as
anti-TB medicine and laboratory reagents.

Annual Report 2015




10.9 NATAB

Maticnal Anti-tuberculosis Association of Bangladesh (NATAB) oldest of the TB arganizations that was established in 1948
in Sylhet as an extension of the Assam Bengal TB Association of British India, During Pakistan era it was East Pakistan TB
Association. NATAE primarily provided support for TE patients when 1B services were non-existent in the then kast
Pakistan. Under the ever changing demands of times, NATAR took the present day identity of a major TB organization.

MATAD was the constituent member of The Union {International Union against TB and Lung Disease). In 2010
MATAR was elected as the Chairman of south East Asian Region of The Union. NATABR continued and maintained
this hanorable position with utmost commitment and sincere service till 2074,

To execute and conduct the field level activities nationwide, at national level NATAE has one (1) central executive
committee, sixty four (64) district committees and thus thousands of voluntears from all walks of socio-ecanomic
strata and civil society groups that makes the base of NATAR.

In 2004, MATAB signed the memorandum of understanding with the Ministry of Health and Family Welfare and
BRAC and became a partner of the Mational TB Cantrol program funded by GFATM. Since then, NATAB has been
warking as a civil society advacacy agency to identify different groups by voration, professian, religion, ethnicity
and other possible classification and to turn the variations into strength.

Each quarter, NATAB organizes district level advocacy meetings in all 64 districts of the country with civil society
members. At the sama time, NATAR also organizes upazila (sub-district] level advacacy meetings in 64 upazilas.
MATAD celebrated the World TB Day 20714 with NTP & partner NGOs at central level. At peripheral level, in 54
districts NATAB's concerned district committee celebrated this day through colortul rallies, discussions, meetings
etc. with the help of project field staffs, and local govt. health sector staffs,

Since 2005, NATAB has been canducting "Annual Conference on 18" that has become a very revered event for the |B
workers where specialists, general physicians, health workers, NATAB volunteers and media persons engage in the
mutual learning process in the daylong event. The last such annual conference was held on 14 March, 2013, In 2014,
"The 2nd Conference of The Unian South-East Asia Region (SEAR 2014)" was organized by NATAB and successfully
completed at the Hotel Pan Pacific Sonargaon Dhaka, Bangladesh. The conference duration was 9- 12 March, 2014,

ACSM activities of NATAR in the year 2014 (January - December) 1At 2 glance
B /534 participants were oriented and aware through 256 District Advocacy Meetings at District Level.
B 5374 participants were oriented and aware through 256 Upazila Advocacy Meetings at Sub- district Level,
B 1375 civil society members were covered in 25 Advocacy Workshops at divisional level,
B The Ind Conference of The Union South-Last Asia Region (SLAR 2074) was attended by 556 delegates
from 12 countries.

e journal "FIGHT TB 2014" was published.
B World TE Day 2014 was celebrated in 54 districts with a total of 54590 participants attending therein.

10.10 NGO Health Service Delivery Praject (NHSDP|
s, S
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The NGO Health Service Delivery Praject is an USAID and DFID funded project implemented by Pathfinder
International in Bangladesh. The NHSDF suppaorts the delivery of primary health care by providing Essential Service
Package (F5P) through nationwide "Smiling Sun’ or 'Surjer Hashi' [SH) network of 26 national NGOs, 330 static
clinics, 8550 satellite clinics and 6666 community service providers {C5Ps), NHADP has approximately 22.2 millicn
service contacts, in &4 districts of Bangladesh through SH NGO network. The project is designed to complement
the Government of Bangladesh's {GOB) efforts to maximize the reach to poor and underserved populations in the
country with quality health services at low or no cost.

NHSDP contributes to National Tuberculosis Control Program through Surjer Hashi clinics in Dhaka, Chittagong,
Rajshahi and Khulna City Corporations. Eight SH MNGOs- Bamaneh, CWFD, PSTC, Swanirvar Bangladesh, Image,
Mishkriti, PKS and Tilottoma implements DOTS thraugh 58 SH clinics, 33 of which have microscopy centers and one
with External Quality Assurance (EQA) services.
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In addition to diagnosing TE and MDR TB cases and ensuring treatment under directly abserved treatment, SH
network NGOs organize Advocacy, Communication and Sacial Mobilization (ACSM) activities, implements DOTS in
warkplace and industries, engage graduate and non graduate private practitioners far referral and diagnasis and
treatment, work with cured TB patients and empower community by engaging community, cpinion and religious
leaders, teachers and HW/AIDS workers. To Intensifying smear negative, child TB and EPTB cases and improving
quality DOTs services, NGOs also provide social support to TB patients and their families.

10.17 PIME Sisters

In 1986, the catholic congregation of the PIME Sisters began their activities for the prevention and cure of Hansen
Disease In the year 2007, when NTP started DOTS implementation in Khulna City Corporation, the PIME Sisters’
leprosy network was made available for TB control activities also. The PIME Sisters run twelve DOTS centres in
Khulna city including the jail. They have a small referral hospital for both TB and leprosy and in this hospital a there
is a central laboratory, They conduct field activities in slum areas as well as other parts of Khulna city,

They are regularly conducting advocacy meetings for private medical practitioners, pharmacist, religious leaders,
teacher and ather community leaders. in slum, bazar etc.

10.12 Rangpur-Dinajpur Rural Servies

Rangpur-Dingjpur Rural Service (RDRS] Bangladesh, a leading development NGO, has been working in the
narthwest region of Bangladesh for over three decades, It was formally established in 1972 as the Bangladesh field
Programme of Lutheran Waorld Federation/Department for World Service (LWF/TWS), Geneva 1o provide relief,
rehabilitation and development assistance ta the poor. At the same time, there was a shift in the facus of RDRS
development endeavaors s that community-level organization and groups, women, and micro-finance and skills
training for livelinood activities gained in importance. The RDRS Covers 57 Upazilas (sub-district) of 11 Districts
{Panchagarh, Thakurgacn, Dinajpur, Nilphamari, Rangpur, Gaibandha, Lalmaonirhat, Kurigram & Jamalpur-are in the
narth-west & Hohigan] and Moulvibazar in the north-east).

The impartance of proper nutrition, clean water, latrines and family planning are among the issues we discuss with
cur clients and among the wider community to raise living standards. In the Community Health Programme, we
also provide preventive and curative care to supplements health, leprosy and TB, STD and HIV/AIDS and eye care,

From 1596, RORS as a collaborating partner of the National Tuberculosis and Leprosy Control program took the
responsibility for the care of TH patients in 5 Upazilas of Lalmonirhat and 9 Upazilas of Kurigram District through 47 clinics.

10.13 Salvation Army

The Salvation Army Urban Health and Development Project is a part of the organization- integrated Community
Health Development Project, Mirpur. In 1972 a mobile Medical Relief Team was established. The development
programme was added to the health programmes in 1980, Agreements were signed with The Leprosy Mission in
19492 and in 2001 to conduct leprosy activities, The Salvation Army was a signatory of the Mol) between NTP and
the Leprasy-1B Coordinating Committes and was made responsible for supporting 18 control activities in Mirpur,
Dhaka.The project area is mostly inhabitad by Bihari (Urdu speaking) refugees living in unhygienic slum conditions
with scarcity of water supply. The Salvation Army's integrated approach of services delivery alang with leprosy and
TB control is striving hard to uplift the quality of life Lo the people,

10.14 SIAPS
@USAID SIAPSH

Systems for Improved Access to Pharmaceuticals and Services {SIAPS] program implemented by Management
Sciences for Health (MSH); funded by USAID supports to the MOHEW, DGER, DGDA and DGHS incuding other key
entities to strengthen the ability of policy makers, health care providers and institutions to improve commaodity
management, with an emphasis on governance, procurement, institutional capacity building, management
information system and other system strengthening initiatives, aimed at ensuring continuous availability of
commaodities required Lo supporl healthcare delivery and the limely availability of reliable data to support
evidence hased decision making.
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SIAPS have been mandated by USAID under a cooperative agreement to work with NTP 1o strengthen
pharmaceutical management system of Tuberculosis. The agreement has been started since 23 September, 2011
and will be ended an 22 September, 2016, Regarding e-TE Manager, NTP has also signed an (OL with MSH
previously. SIAPS is warking with NTP with the following two main objectives-

1. Improve TB program performance through strengthening management information systems in
collaboration with WHD, URC and other key stakehalders,

2. Provide support to the TE program to develop a comprehensive supply chain management system to
support, forecasting, quantification, supply planning, procurement management and distribution of TB
commaditias.

Activities of SIAPS in 20714

Training on QuanTE and prepare stock status report
Basic Training for TB LMIS
TOT Training on e-TB Manager

Basic e-TB Manager Training

Workshop on POM of MOHFW and e T8 Manager and SOP for TB supply Chain Management.
{Divisional and District Health Autharities from all 7 Divisions)

Workshop on routine reporting requirements of DR TG for NTP

Participated and Sponsored in the 2nd South-East Asia Region Conference (SEAR 2074) at Hotel
Fan Paditic (Symposium)

10.15TB CARE |l Bamgladesh

musmo TBCARE |

munm:.ﬂ.mm.mws BAMNGLADESH

I—]RC TB CARE Il Bangladesh Project

Advancing Global Health Initiative (GHI) in Bangladesh

TB CARE Il Bangladesh project seeks to advance the goals of the USAID Global Health Initiative (GHI) strategy by
supporting Gavernment of Bangladesh (GOB) abjective to prevent and contral TR. Aligned with the GOR's TR strategic
plan and the USAID/Bangladesh TB strategy, the project aims to reduce mortality and morbidity due to TB by
impraving universal access ta TB diagnasis and treatment, providing high quality DOTS through all levels, and
increasing access to prevention, diagnesis and treatment of Multi Drug Resistant TE (MDR TB). The TB CARE |
Bangladesh project is implemented by University Research Co, LLC [URC), in partnership with Partners in Health, Warld
Health Qrganization, Canadian Lung Assaciation, Furo Health Group, and Clinical and Laboratory Standards Institute,

Strengthening health system is the strategic focus of the TE CARE Il Bangladesh praoject. The project has made
significant progress in increasing access to diagnosis and treatment of MOR TE in the last twe years. In 2012, the
project introduced GeneXpert MTERIF which has now become the first line diagnostic toal for detection of MTB
RIF cases. The tests is also used for detection of smear negative cases, Over the last lwo, the GeneXpert test has
enabled NTP to mare than double the detection of MTBRRIF and significantly increased detection of smear negative
cases. The project has also initiated an m-Reparting system that enables immediate communication of the test
results through mobile phone text messages.

The community based model introduced by the project for treatment of MOR-TB patients was a major
breakthrough in increasing access to treatment. MOR TC patients are now transferred to community for treatment
after hospital stay for about 2 months, The treatment has been decentralized with upazila-based Outpatient DR 16
leams trained to provide clinical support to patients being treated at home.
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The strategy has eliminated the backleg of patients waiting for enrollment to treatment and significantly reduced
delay in treatment initiation, m-Health and m-DRDoc are two ether new innovative ICT-based interventions
started by the project, Most of the ¢PMDT patients are enrolled in to mHealth which allows real time monitoring of
daily DOT administered by the DR TB DOT providers. The recently started m-DRDoc allaws remate cansultation of
MDR-TE patients with physicians at chest disease hospitals.

Through local NGOz, the project supports a grants program aims at complementing the Global Fund supported
cammunity TB activities ta increase access to and quality of TR services at the cammunity level. Currently, the
project has been suppeiting 13 local NGOs which have contributed 1o detection of thousands of additional T8
cases, mostly smear negative and EPTR, The project alse developed a partnership with the Diabetic Association of
Bangladesh which has resulted in to manifold increase in detection of T8 among diabetes patients through
BIRCEM hospital and other affiliated outdoor diabetic facilities at the district level,

10.16 The Leprosy Mission Bangladesh

The Leprosy Mission Bangladesh [TLMB) is parl of The Leprosy Mission International, g Christian service
organization founded in 1874 TLM started working in Bangladesh in June 1991 initially for leprosy and since 1994
al=o for TBE. TLM is supporting to the Mational Leprosy Elimination Programme through working in Dhaka,
Chittagong, Chittagong Hill Tracts, Gaibandha, Jaypurhat, Rangpur, Milphamari, Thakurgaon and Panchagarh
districts. TLM is supporting NTP in TR cantral implementation in ten upazilas of Thakurgacn and Panchagarh
districts. This international NGO is strengthening the health systern by inteqrating its Leprosy & TR cantrol services
in Governmeni Health facilities. In addition, TLM foster networking between the Government service praoviders and
community-based supporters including private practitioners, village dactaors, local elite, NGO waorkers, nan-
graduated private practitioners and cured TB patient.

10.17 Urban Primary Health Care Service Delivery Project (UPHCSDP)

UPHCP

Urban Primary Health Care Services Delivery Project supporied by Development Partners and executed by the
Local Government Division of the Ministry of Local Government, Rural Developrment and Co-Operalives is
implemented by the Health Departments of the six City corporations (CCs) and five municipalities. Urban PHC
system comprises both Primary Health Care Centre (PHCC) and Comprehensive Reproductive Health Care Center
{CRHCC). UFHCSDE is a new innovation of providing basic health care services to urban population. Project delivers
a package of preventive, primitive, and curative health care services to the poor in all the six city corporations of
Dhakas, Chittagang, Khulna, Rajshahi,  Sylhet, Barisal and five municipalities of Gopalgon], Camillz, Sirajgon],
Kushtia, Tongi and Gazipur. The praject continues to contract out PHC services o nongovernmental arganizations
(MG0Os) through partnership agreements and on average yearly 1 core clients recelve services

The specific project ohjectives are ta improve: (i) access to and use of urban PHC services in the project area, with a
particular focus on exiending provision to the poorest, (i) the quality of urban PHC services in the project area, and
{iii} the cost effectiveness, efliciency, and institutional and financial sustainability of PHC ta meet the needs of the
urban poor. The overall goal is

P Toimprove the health status of the urban population, especially the poor, through improved access to
and utilization of efficient, effective and sustainable Primary Health Care (PHC) services.

B Under the project, at least 30% of each service will ke provided free to the poor,
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TB Centrol activities

As an essential part of ESP service under communicable  disease TB Control services started in UPHCP are in 2004
with support from awn resources, From 2005 GFATM 3rd round, then 5th round & 8th round, lastly 10th round
supported Human resource supply, also drug, training logistics in addition te large GOB support through other staff &
information. Presently UPHCSDP has been implementing in 13 area of urban city like Dhaka , Rajshahi, and Khulna
through 13 NGO's The NGO's are Population Services and Training Centrel PSTO), Khulna mMulkt Seba Sangastha i
KMS5), Assaciation for Prevention of Septic Abortion of Bangladesh{ BAPSA}, Mari Maitree, Unity Through Population
Services [ UTPS), Dhaka Ahsania Misson (DAM) and Resources Integration Centre { RIC) cover 3.4 Million population.

10. 13 The World Health Organization (WHO)

%{%’“\:“ World Health
"’1,— oy Drganlzatmn

Country Office for Bangladest

WHO collabarative activities for TB Control Programme in 2014
WHO is providing support to increase efforts for detection of TR cases; diagnostics and laboratory strengthening; maintain
high cure rates; imprave the quality of the coantral services and strengthen major critical compaonents of the service
delivery system; address the issues of drug resistance; setting up norms and standards; assisting te take evidenced based
policy decisions; mohilizing partnerships far TB control, and supporting research, monitoring and development.

Major activities performed in 2014 with the technical support of WHO were:

.  Epidemiological and impact analysis: An epidemiclogical and impact analysis was carried out from 01-15
March 2004 to assess current national TB surveillance and vital registration systems with particular attention
1o their capacity to measure the level of and trends in TB disease burden. A comprehensive report was
subrmitted to NTP addressing a) whether TR control interventions have cantributed to changing the course of
the TE epidemic; bl whether the burden of disease is different in specific gecgraphical areas, subpopulations
or sectors that warrant increased attention; and c) investments needed to improve evidence about trends in
disease burden in future,

. Joint Maonitoring mission (JMM]): NTE with support of WHO, has conducted the sixth National TB
Programme Revicw from 30 March to 10 April 20014, which is is routinely done in every there years, Hovever,
the ath IMM was a pre-reqiusite Tor the development of "cancept nate” under GRATM's NFM, © A detailed
report with challenges as well as recommendations to face those challenges was prepared..

lll. Revision of National Strategic Plan {(N5P): The N3P was revised covering the period 2015-2020 in line with
WHO's post 2015 "End TE Strateqgy” with costing by an external technical assistant through WHO.

IV. Development and submission of a concept note under NFM for 2015-17: NTP developed a concept note
for the period of July 2015 to December 2017 with external technical support from WHO that aims at
addrassing the problems that Bangladesh is currently facing, including the cost as per revised NSP 2015-2020.
MTP successfully submitted the cancept note aon 12 June 2014,

V. National Tuberculosis Prevalence Survey, Bangladesh 2014-15: Bangladesh decided to conduct a
national TB prevalence survey to determine the prevalence of bacteriologically-confirmed pulmonary TB
caused by Mycobacterium tuberculosis [TB bacillii and ways to enhancedimprove TB control, The
recommended international standard method is followed. The Institute of Epidemiclogy, Disease Cantrol and
Research (IEDCR), in collaboration with the Mational Tuberculosis Reterence Laboratory (NTRL] and with
technical support from WHOS, the Supranational Reference Laboratory (SEL), Antwerp, Belgium, COC Atlanta
and RIT lapan agreed to carry out the survey,

Major accomplishments during the reporting peried: a} Protocol finalized and draft S0P developed with
technical suppart fram WHO, RIT lapan and COC Atlanta; b) exchange wisit 1o Indanesia; o) technical service
agreement (154) approved; d) recording and reporting forms and cards developed; el Procurement of major
equipment completed; ) Table top exerdise conducted to incerporate feedback into the 50Ps; g) recruitment of staff
completed and have been appointed; and h) field testing conducted using all survey procedures before piloting,
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VI. Development/Revision and printing of Guidelines and Policy documents:
The following guidelines were printed after revision and endorsement by NTP:

a)
a)
o)
d)
i)

Revised national guidelines and operational manual for TB control [5th edition)

Mational guideline for Frogrammatic Management of Drug Resistant TR (FMDT) (2nd editian)
Expansion Plan for Programmatic Management of Drug Resistant TE

TB Infection Control (TE-IC) guidelines for field level health care workers in Bangla

Report of the &th Joint Monitoring mission 30 March -10 April 2014

Vil. External technical assistance to support NTP on different components of Stop TB Strategy:

al

)

Global Drug Facility (GDF) Monitoring Mission: The purposes of GDF mission was medicine data
revievy, verification and quantification of FLMs and 5LMs.

Deliverable: The mission report was submitted with recommendations on inventory management, bar-
code labelling, e-TB manager and Quan-TB, quantification and forecasting for 2014-15, coordination with
partners and GOF and procurement & supply management system.

Preparation for the finalization of the protocol for shorter MDR-TB regimen: Technical suppart
provided to MTE for the finalization of the draft protocol for shorter regimen for the management of
drug resistant TB and completion of required documents needed far implementation and endorsement.

Deliverable: The draft document has been submitted to MTP for endorsement.

Regional Green Light Committee (rGLC) mission: The sixth rGLC monitoring mission was held from 23-
27 Mowvernbrer 2074 by MO GTE,WHO HO

Deliverable: the missicn concentrated on the outcome of the recent NFM concept note application, the
transition from TBCARE [ to Challenge TE in 2015, and their implications on the planned expansion of FMOT,

Vill. Capacity Building:

al

)

)

d)

&)

f)

Scale up &-TE Manager for elactronic ragistration of TB Data: WHO supparted NTP to pilot TE data
registration of individual patients in six selected sites using "e-TB Manager” software. WHO provided
technical suppert to field level participants for 15 days on basic computer skills to run the software,

TOT for PMDT: WHO conducted TOT to support the implementation and scaling up of community based
BMDT programme, following the revised guidelines.

"Orientation of childhood TE for paediatricians and senior level doctors In different medical
colleges": WHO provided resource persons to a one-day orientation on childhood TE organized by TB
CAREI for senior level doctors of different medical colleges.

PSM: WHO recruited a short-term international staffl to strengthen the PSM system (o and develop the
managament capacity of the staff of the PSM unit of NTR

TB laboratory services: WHO provided technical support for the development of a2 manual an
labaratory biosafety and arganization of labaratary biosafety training, external quality assessment [EQA)
workshaps and training on LED microscopy.

TB/HIV: WHO provided technical support to the crganization of a stakeholder meeting on the revision of
the existing TBHIV quideline and to establishment of effective referral mechanisms for management of
TB-HIV co-infection.

IX. Internaticnal trainings/workshops/meetings: WHO supported the participation of Government and
partner NGOs in different international trainings/workshops/meetings to improve the managemaent capacity
for the implementation of TB control activities at country level

X. Monitoring and Evaluation:

al

Maonitoring implementation of TB activities in the field: WHO technical staff reqularly monitored field
aclivities and provided technical support and en-site training during these field visits to ensure quality
of services in different areas of the Stop I8 strategy

TE data and Report: WHO supported the collection, validation and finalization of data te be submitted
to donors and supported the preparation and finalization of different donor reports, annual report at
national, global and regional level,
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Annex- 4

Contd,
List of EQA Centre: 2014
Location of Coverage # of MCs
Division | EQAID ECQA 1st Control Centre Organizatlon {district] Coverage
1 L Hogra RHAL Bogra ]
2 COC Dinajpun BRAC laipurhat B
Matare 1
) - & LEPEA, Sirajganj LEFRA Pakna 16
Rajshahi TR ;
Sirajogan) 15
Mawgaon 12
s COH/DE Rajshahi DF Mawabgan) &
Rajshahi 19
1 LI Bodqra BHAL Caibandha 19
2 COC Chinajpur BRAC Dinajpaur i
: : : Milzharmari 15
] CIM Bangour BEAC
’ Rangpur i1
Rangpur
Panchagarh &
4 [LIEE Thakurgaan ILME
Thakurgaon 10
KuFigran 15
5 ROAS Lalmonirhat RORS il e
Lalrionirhat [
Jessore 20
B CDC Jessore BRAC
Marail ]
i6 CDC Bagerhat BRAC Bagerhat 17
2] 1 Khulna BRAL Khulna 24
11 P I { -
Khula 40 CDC Satkhira BRAC i:l.l: 'III: : 15
"Nalde 124
10 COC Magura BRAC naes
Magura a
Chuadanga 9
11 CO0 Meherpur BRAC Fushtia 13
reherpur £
12 CDC Barisal BRAC Garisal 25
3B CDC Bhola BRAC Bhola 15
Barguns 14
Barisal 13 CDC Patuakhali BRAC s il
Patuakhali 13
Jhalakati Q
14 CDC Pitjpur BRAC SN
i pu 11
5 i 15
1% €D Sylhet BRAC miluallict ) -
Sylhet lurban)
Sylhat 16 HELD Karnlygonghdaulvibesr HEEL Sylhet (rural] 15
Habi i 12
17 CDC Moulvibazar HEED 2o
Moulvibarar 12
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List of EQA Centre: 2014

18 BRAC, Dakkinkhan BRAL Chaka (Perl urban) 14
[Urban; 32
19 kA5 Pallabi Extention LIPHCS0R [ Frwaka-urbsar, 4
UPHESDP area ;
20 CWFD Tejpan MHSP [Zhaka-urban, -
RHSOP araa
M TE Contool & Training Instrute ok [ ka-wrban 1
22 L0 Shyameli Gok Cihva ka-urban
o runshigan, 11
23 L Wunshigan) BHAL :
Marayanganj 14
Dhaka Lazipur 13
e : i Pelanikigan] 0
A4 L il C
ymr—*n"lnt_] Sherpu[ 9
Mivrmansingh (urban) 11
Mlymansingh Crural) T4
25 [P Myrrensingh [k _? 4 LRI
Kisharoga rj 19
Farido 12
Gopalgan] e
] [k Fandpur [k Madaripur &
Riinjbarri ]
Shariatpur 7
Jarnal 15
27 DF Tangail DF kil L
Tangail 0
i [F Metrakona LF Metrakons 12
i) COC Brahmanbaria BRALC Marsinghdi 12
i C¥ Brahmanharia BEAL Erahmanbaria T
30 COEZ Comilla BRAMAC Comilla 33
31 U1 Cox's Hazar EHAL Cox's Barar 17
39 C5 Olfice Bandarban ERALC Gandarban 25
Chane 17
37 €0 Chandpur BEAC EEEp L
: Lakalimipur 14
Chilkagong :
g A ’ Chittagong rural 34
33 CI Chittgong BHAL _
Chittagong-urkan 26
Feni 11
34 L0C Noakhali BHAL th
Moakhali 20
35 L Rangarmati ERAL Rangamat 42
a7 CO¥ Khagrachar BRAC Fhagrachari M8
Total 1104
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Contd.
TE diagnostic and treatment services affiliated to NTP in metropolitan cities
sL | WardMo. |  Agency | Address | servicefacllity | Remark
Dhaka Metrapolitan Area
1 1 Nurthi LIPHESOF-CAN, Mgz Shasig S, Mot h-sast comer ol Graveyard, Roed 10067, Sectard, Uiiar, Mieriecapy &TOT
EhS Dhaza- 1230, Molbe: 41 724-048535 / OT823-025081
2 T Horth LIPHCSDF-CAN, Nagar 51zstho Kendra, House £ 52, Road v 12 Sactor-10, g e, Oneka- 1230 LT
MG Mohie: 077 70-352537 0191 6603444
3 1 Morthi LIPHUS0F- D hogar Shasth o 4endm, 137 Ashkana, Medital Foad, s rermak, Utsar, Chaka 1230, Microscopy & DO
A oliie: 07 217-60R624 £ 01951431577
1 1 Mt LIPHCSDR-CAN | Magar Shastho Kedbe, 135-238 Darogabas, Modbdho para Chourasta, Fapadabe d Uttara, Lot
EAS Dhaka- 1230, Mokl 001770 252537 /0191 5 551442
5 & ‘Marthi NHSLP-RSTE urjzr Hashi Clinle. Houses &7 Seetlan-13 Mirplr, Chaka-1216, Ted 9205275, Klerascamy & DO
Mobfe: 2140 1220103
] £ Mot MHSDP-PETT | Surfer Hazhi CEo'c, Bersbudh Bazar, Lalmatia, Bavanabadh, Bloc s £, Miroo=1 1, Dhake=1221, | Microscepy &DOT
fobile; 01714-220504
7 G Marthi UPHISDFEMSS | kagar Shestho kendrs, Houses 16 Baad# 5, d-arbagh, Sectien 7 Kirpur, Chaka- 1216 (k]|
Fid Teel: 3003714
8 & Morthi LIPHZSDP-EMSS Mager iatri sadan, Housed 1278, Pallaki Extension, Mirsur, Dhaka-1215 Microscopy & DOT
Fihvd Teb 505750
g 7 Merthi UPACADF-EME3 Magar Shastha Kzadro, Poused 14, Aveque-1, Block-a, Secticn-2 M pur, Dhaka-1216 CaT
B Tel: 8051 B&1
15 & Morthi LIPACRDF-EMSS shahid Comemnissionzr Saidur 3s benan Mewton Megar Shastho Sendig, Block- F Foae-4, KicrosLopy & LOT
EAA Sartinn-1, Wirpur, izka-1216, Tel 9015540
1 9 Morthi HH50R- surjsr Hashi € linie, Ciry Carporation Buiding. Golartek inear shanid Souddijt’ seharsthan), | Microsoopy & 007
BuAninmr Minpas=T Degha, Mohils 01819-8389E8
12 13 IMorth; UFHCEDE-UTRS Magar Srigsthe Kardr, Meby Earir Tel, Horiranp o foas, 2 Colery, Szotor 1, Mirpur, Microeopy &DOT
=3 Ohaka 1216, ek -B05395G
| 17 IRtk | LFHCSOR-LTPYS Hing ar hasthe Kan dre, House® 57, Razde 10, Kallaganpur, Chaka-1207, ]
EAS Tal: 5054372
14 11 (Marth! UFHCEDe-UTRS Waoar Bhasthc Herc, 19201, Midd'e Fisesere, Mircus 7, Diaka=1215, Lot
EA G Tk qus419
15 12 IMarth, HHS0F Surjer Hashl Clinle, 2578, Anammad Hager (ear Kasem s shap), Mirgur-1, Dhake, L
Jnaninar Mobile: 2177 2893321
1€ 13 Horth; HHA0- Surjer Heshi Clinie, 24001, Wadise 2 eibagh (Mear Paka Masgua), Dheds, Microscepy & DOT
wanirmar fobiie: 01 77a-[Rlas
17 14 IMorth; HHSDE- Surjer Hazhi Chnic, 674, West Showra cara, Kacha Bazar ol Mirou s, Dhakz, Microsccpy & DOT
TWANIrar Mobile: 21715402333
18 18 (Marth UPHCSDR-UTRS Mager anasthg Beadro, 366, Munshibar Sarak, Utter brzhimpur, Dhaka- 206, 0T
A Tal B757425%
15 14 IMarth; UPHCERP-UTPS Mages Shastha Kendra, 5757, Litar 4efrul, DRaks Cantaxment, Dhaks -1 206 Microssopy & DOT
A3 Tel 7AR0433
X 17 Morthy | UFHCSDA-UTRS Megar Shaste <encro, Ka-131/4, Rzzi Zai Wosaed Aoag, Kuril, Dreka Microssopy &DOT
FAS N e 0] 7345 232540
M A IWarth; LFATSER-Nar Hagar vnesthe Kandrn GATRA, Amtala, Mohakhall Shasa- 1712, Kigraseopy & DOT
Waires P41 Tal: 8531132
1 21 IHurth, LFHCSDFMari Magar Shasthes Bendeg, 177 Dacdga, Dhaka=1205, Hicroscopy & DOT
Malrze P lak FRS0ERd
H 22 IMarth) HHELP-HRTE aurjer Hashi Clinie, Fzt 5, Black B, Wain Rooe, Aftak Megar, Daka 1219, Fieroscapy & DO
Tal: s8604.1, Motzie: J1847-293483
H 23 [Morlh, MHALP-R5TT Surjer Hashi Clinic, B3¢, Khilgaon, Tallole. Thake-1219, LT
Tel. 7251185, Mokl 077 25- et ke
25 25 IMorth; HH502 Smlling Sun O i, House- 46607 Shahinkagn, Makhe para, CaT
Bamaren Tejoacn, Dhake-1215
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Contd.

5L | Ward Mo, | Agency Address Service facility | Remark
Dhaka Metropolitan Area
% 2 Morth] HH507- Surjer Heshi Clinic, S22, West Faja Bazae, Indira Road, Fzrmgats, Year fonods Farmacy, Microscopy & DOT
Swaninmr Dt ka, Mahilz A1710-527300
n A Morthl | LFHCSCE Mar Mager shasthe Keadeo, 58, Wiest Agarsaan Mear Dnzka Bactian Comes ssior, Sraand ]
Malea PA 2 flerar, Chaka 1200, Pr 8155032
18 H Horth! HHS02- Suder Raskl Clirlz, ADB Clinkz Bu¥Arg. Block- F Baoer foac, Chader Bat shaer Math, Microscepy &DOT
Swaninsar Izhurimezhala, ks, Mobile: 00 190-7259299
2 ¥ Marth] MH502- Surer Hasni O mic, Houses 324, Azzd ¥ 3, Baitul Aman Housing Sodety, Yaar Adaber. Lo
Fwaninmr Moharrmaapr, Mobile: 11775-343350
30 31 IHorth LFACSTF-Nar | Megar Shasths fende, 65-0, Koaja ban Roed Mohamme doar, Dhake-1207, T2E 9144107 noT
Wairze P4 2
k] 31 IMorth; LFACDF-Nar | Mager hastho Berdro, 778 besides watzr tank), Sainullzh Road, WMokammadpur, Dhaks- | Microscopy & 00T
Majtree Pa 2 1207, 1el:R125771
Er 32 IMarth; LFHCRIR-Mari Magar 35esthe Kendro, 579, Humagu o Snad (B8ar Zeteva Cemp), Gronsd flaor, CaT
Mairze PA 2 Mchamrredpur, Dheka-1207, Teb 214958
13 H Horth, LFACSLR-Nar | Magar shasthe Berdrs, 1167, Fooloar (Hatizla), Rayer Barar, ¥ohammadpor, Chaa-1207, | Microsecpy & 001
Majtrge P 2 lek 2133215
H H kot LEACSEF Nard | Magar Shastha Kzndeo, PalSarminie Macsat, Sula ngon], Fayer Bazer, Moha mmacplr, Chasa LT
Maitrze PR 2 1200, Tel: 5143576
35 35 IMorth, LFACSLR-Nar Nagar Shasthe Kerdro, S99 Barn Moghbazar Dhake-121 7, Tl 8360754 Microscepy & DOT
Malrze P
¥ 3 IMorth, LPHCSEF-Nari Mazar Shasthn Kardro, 58404, Modhubagn, Moghhazar, Dhake-1277, T2l B3674A7 T
Maitrse Pa |
37 24 [Horth, LFAZADF-Mar Remgar Wt Sedan, heyatole Green Wey Soac, reer Magatola Parkh, Boro Woghoazar, Microscopy &DOT
Matrez P [raka-121 2, Tak yasiery
38 T iSauthk LPACSDF-RETC Wzgar Shasthe Kenana, Hooses 1083, Blocs &, Tilpz2para, Khilgaon, Dhaka-1215, Microscepy & DOT
P s Te=T21E343
3z 2i5authh LPACSDE-25TC Waigar 51z stho Kendro, Housed 325 South Goan, Dhaca1219 LT
st s Te-r 215954
45 £Thauthi KHSDE-CWEE Surjer Hashi Clinic, Housed 1, Heada 9. 3leck B, Sectier-12, Palizbl, Microezcpy & DOT
Mobile; J1192-597347
41 3i5cuthk L PZSOF-RETC Magar 5 nestha Kendra, Housed 3301, Mes dia Ma'n Rnad, Werad ia, Knigaon, Eal]
EAS Dhzka-1219 Te-T 218352
43 4 (5auth MHADP-FETL Surjer Heshi Clinig, 43, Mad nya Beshebo, Dhata-1314, ot
Tel:-721 0RO, Michile: 01216-21 0953
43 5 i5authe LPHCADE-RETE | Maggar Shastie Sencri, 12202 (rear Kanalepor Bocdtao Marddicl, Alenedtzegi, Ghasa, Te- Microeoopy & DOT Micnmicy s el
i TARME0 funztcaing
4+ £ ihauthh LIPS 0F- 250 Nazar Shastha Kanero 45/1-F, Mo Mugda, (Iheelpar), Bhzka, Kirroscopy & D071
Bad Tak 7272018
45 Fr5outht MHSDP-PETE Surjer Hesti Clini, 23, Maniknggern, Chaza-1203 LT
Tel: 2292974, Mok fo: 07 B18-98:048
4z Biauthh | LPHCS0R 2SI lvagar Shasrho Kendria, 12301, ootk Kamlazus, Dhaka. L
B Tek 2354802
47 S iguthi LIPHCSDE-2ET Mazar Shasthe Kend i, 133, Aram bag b s Tao), Draka, a)|
EAd Tak /194562
4 10 5authy | LPHCSDE-PETC b ar Shestho kerdra, © 7, Baitul Memur Jame Mosid Market Gan floarl, 568 Colony, LT
FAd Wiatijheel, Cihaka, Tel: 3350532
) 1i50thy | UPHCSDE-2STC | Magar Shestho Kerdro, Bagichatrear Bagicha Mosjd), Merth Shahjahencur, Dhakz, Tel- Microsccpy & DOT
Fivd G548,
52 12 5puth) | UPACADE-25TC Meaar Shasto Kendos, Howsed 962 Gulbagh (rear new Gu2aah mosous) Malibagh Microscopy & DOT
AR Dhaka- 1717, Te-A357 462
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SL | Ward Mo, | Agency Address | Service facility | Remark
Dhaka Metropolitan Area
51 13 |aith) NHEDP-RSTL Sufes dashi Clinic, 124, Pirsanehsr Gali, shantinagar, Dhaka 1317, L
Tek-E362°52, Mobile D1 718-225473
34 14 15 wth) K HSOR-CWEDE Suner Hazhi CEws, 113 Gz el Begribagh | Bagsbraser, Mivrossopy & DOT
Tl 3611 E86, Mazlie; 01731- 9551
] 15 [outh! WHADE CWEE aurfer Hashi Clinic, £40 Manisdi Bazar, Dhaka Cartanmant, Microscopy & 20T
Mobitedl 715283035
ET 1o Sath! NHEDP-PETE Suner Hashi Chrdz, 2337, Free Schog Street, Kathalagan, Thaka-1200, LT
Tel, 9enugas, Mokl 07 913-242800
55 17 |5 th) WHADP PITC Surjor Hazhl Clinle, 183, Green Road. Dhaka 1305, Microscopy & DOT
Tel: 31 34057, Mabla: 07 712-FEAI0E
5 18 Eouth) KESDE-CWFE Lurizr Hashi Clinic, 7z lash Vila, Ga-1 2 Shzhjadour, Gulshan, Microscopy & DOT
Wi e 00 712057307
57 19 |Eauth) NHADP-PSTT surer Hashi Clinic, 30, Shahid Sanooadik Saling Panesn Sarak [ Ch 103, kew Clroutar Microscepy &DOT
Aoad) Drghe-1217, Tel 9351472
58 22 (Sputhy | LPHCSDP-BAPSA Mader Matri Sacen Hezz ritanh Perh, Naar Comrissiorer's Ocfice, Hazaribagh, Microscopy & DOT
Dhaka-1 205, Makie: J1965- 120850
53 72 Sauthy | LFHOSOR-BAPSA Nagar shasthe Kenden, B2 niad Hazaisagh fara Masque, Kausagar. Dnaka- 1205, CaT
Ted: 9657275, Mok Te; 01914-734435
[ 235tk | JPRECICPBAFA Mager Shastbo Kerd o, Agrmpur (Mear new graveya 2, Dleaka=1 205, [
Tel 9654324, Mab los 07 7 54-250043
Gl 23 15uth | JPRCIOF-BAREA hegar Shastn o Ken dr, Mawabgani Bazer, BMF Club, Chaka- 205, LT
obile: 0191 2- 70758
¥ 24 sauthy | UPRCAOP-BAFSA Magar shasthe Kard ra, Shakeed Magar Comrmu ity Canter, Stahezd Magar, Lalbagh, L
Dhakas! 217, Mobie; 0157 5-030286
LT 245tk | JPRIACPBAF A Megar Skastro Kedre, Boubagar, Basice Garibadh, Shabeed Nagar, Lalbag, Microecopy & DOT
Dhaka-1 211, Makle: G924 872823
™ 24 1sath; KRS0E-LWRE Surjer Hashi Clinic, & oirstanil, 234 F, Sunipesa Hagey Hames Lid), Tejzan? Mirrosocpy b D0
[T G
68 | &S0 [ KHSDRE-CWED Sunjer Hazhi Chinic, 35, Sheikh Sheheb Bacar, Lalbagh Road, Tel: 4518533 Microscepy & LOT
65 | BEMGSauh [ UPHISCP-BARSA Magar Srasto Kendr, Besida of Balkshi Bazar, Aliz Madrasa, Bakshi 32237, LT
[haka-! 211, Tel: 8622052, Mabi= 01743-203280
67 | MEsuth) | PHISOPBAFSA | Rana Shastho Kandro, Opposice to power sup oly office, beside Blam bagh common ity LT
cantar, | abazh. Dhaka-1211, Mohilz: M9 3796021
QR 295 muthy JPECRTIPRARSA Magar Shasto kendre, Chadnighas, Iglanha;h_ I alhaqh, Dhaka- 1311, Microscopy & DOT
Mobile; 01731-523378
65 | 30(5auth! JFHCSDP haqar Shastho Kendro, 47 Magola, Imemganj, Dhake, Tel; 7330007 Microscopy & DOT
ANES FAE
T 3 |5outh) LFHCR DR Manar 3restha Keadrn, 15 Mo Rasar Comimonite Center, 3echararm Deod, Dhaka, Tel CaT
NS PA 2 AN
71| 3253305t WFHCSLP Hacar brasiha Kendro, 26 Majes Sardes doad, Dhaka Mo 0 745852596 Microscopy & DO
SRS RE 2
T2 34 15 mth) UFHLS P Kagar Srasiin kendro, 257 Aga sadek Boad, Bhaka, Mehile: 00 S80-107968 (A
AMES P 2
M| A5k 365t} UEHCELP Magar Shasio bendra 17, Hee Merrocdin Boad, Meltasl 5wt point of ]|
AMESPAZ Hewmh-South Boad, Dhaka, Tal; 25847702
B T B 8 F R T JFHCSOP Mazar Shasthe Eendro, Lakhut', Farasgon], Thata, Mobile 017171337349 Microscopy &DOT
AMES PR 2
M| W& Sk | KHSDE-CWED Sumar Hashi Clric 2 Joy Kali Mencir Road, 'Wari Te= 123463 Microszopy & DOT
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Contd.

5L | Ward No. |

Agency

Address

Service facility |

Remark

Dhaka Metrapolitan Area

T4 39 |Suth) MHEDP-RETT 'ler_-FrHaEI‘iE limie, 17 & M. 075 Lane, Tikatu |, Dnzka-1203, Wiokilz: 0106 7-520457 T
i 400 15t KHSOFCWEE Sunpar Hashi Chiaie, 25, Dovagen) More, Coyagoe], Mobi e 07 55 630280 Microeocpy & DOT
T $2545urh) | KESDE-DWELR Surler Hashi Clinic, 33, 2equmigan Lane, Be gy mgan], W oblls; 2191 3394545 T
TE 43 |Sauth) KES0E-DWHE Surjer Hashi Clinic, 11401, Distillare Boad | Chupkhol: Matn]. Gandariz, Tel: 7448373 Microecopy & DO
o 4G otk | UPECSDPRSIC R Kagar Shasho kendro, 37, seshol Benacee Road, Lehamaoal, Samacue, Dhaks 1204 L
1 Tel41600]
a1 47 Southy | UPECSDPRSTC P Hegar Shasla Keacqc, Balur Bath, Shatnig Magar, Gandaria, [haka-1204, Microscepy & DOT
1 Tel 743003
a2 43 (S outh) MHSDP-PSTC Surjer FaslCinic, Jamakar (Mrth comer g2kl Cy comperatizn bullding, Dhaka-1203, Tel: DT
7452235, Mobkile: 01 F18-085595
43 49 |Sauth) NHEDP-PETC Surjer Hzshi Chinic, Grewnd foer i Chalpur Materity, Cha pur, Dhasa-1205, Microecopy &DOT
Tel: 75440601, Mazie; J1771-027978
& A9 [Sath) FOE Saidebad Clinic, Saidebad, Phe 7545502 Microscopy & ROT
85 S0 Saihy | UPHISDPRSTC PR Mager Shas o beodeo, 1783 Scuth Jatrabar, faule Pare, Jatiabar, Dhaka 204, LT
1 Tek 7348261
sl 51 |5auth) JRRCSIDPRNTT PO Mznar shasho Kendng, T0VLE Wesk Obosipar, (@trabari, Ohakz-1204 Mirroscepy & DT
| Tah 7445794
a7 S2isouth) | UPECSOPPSTC Pa Mager shasthg K2 nd o, RE Diowdbaryg Hosgiital, Wasa Road, Mew lurin, oo
1 [haka-T 204, Tel: /447945
35 53 South) KESDE-CWIL Swejer Hashi Clinic, Cellepa Road | Cast Jurain, Tel: /420242 Wicroscepy &0OT
83 5415outh | UPHCSDPPSTE P Nazar Shasthe Kersd ro, Karimiulizghbagh, Fostag oz, Dhaka, Microscopy & QOT
1 Tek Faqviog
% | Peri-urban (it Gaover ment Qutdoor Dispersary, Sommangirchar )|
a1 Per-urban R Heuse 7 Read 16,5ec0r 10, UHara inaar Kamzpara bus standh L
93 | Per-urban ERAL House 3, Roed 7, Lnarkhan Ceg sl Housing Society, Witars pat
93 | Peri-urban ERAL Mear Dalgnin K en Bagzar, Dekkhin Kian, Utara Microsoopy & DOT
99 | Peri-urban e 220408, 2nd Colorw, Sector 1, Mirgyr Microszopy & 00T
a5 Peci-urkian ERAT AR Ol Kl ke Cantonment Mt
08 Peri-urhian EFR&T 13007 Kl Rishi Sod, S Ban Mosigae Lane, Jagonrathpo Microes oy B DOT
97 | Ped-urhan FRAT ouse § #3031, Hassnuddin Foge, Puraten Thana Aoad, Horth Fadda Kicroscopy & ROT
98 Peri-urban FRAL 3140, Road -4 Barnsrd Proje o, Bl Goran, Madartek Microesopy & DOT
93 Perd-Urban FFRAL 27 Aigatada. Mear Bital Mahram h'ln‘]ﬁj:n‘i. Dhanmardi LT
100 | Ped-urhan FRAL 36 2arlda Mager (r=ar Hammrbach Pard, Bhanalpur Kirroscopy & DO
1m Per-urban BRAC baousz 77, Asnrafabuc Mz thani, Kameang nchar Kicroscopy & 0O
108 | Peri=urban ERAC 522 Krea Manjil, “hairmarnbari, 1 Mear WAPDE Mosouel, Raslpor DT
103 | Peri-urban ERAC 60500 th Basaboo, 1Besice Health Ak Hospital % Bhoodha Mondii, LT
Alish Dipankar Road, Szbujbeqh
109 | Per-urban BRALC 167801 Dz Math Sen Road |Mear 3adhate Owehadhaloy), G2 ndaria, Sutrapur LT
105 | Per-urban ERAT Toik A Bk 2egicha, Morth Jatrelzer T
106 | Ped-urhan BRAC Yuradpur Hear Muradpur Bus Sand), Shampur, Kicroscopy & DOT
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Contd.
SL | WardNo. |  Agency | Address | Service facility | Remark
Dhaka Metrapolitan Area
107 | Perd-urhan BRAL animultali | zns, Mast of police = 1. naar Knnapasa fus stand, *amsi|, Cemea Kirroscapy & DOT
108 | COTS Comer Gog KIDCH, Mohaoizli Microecopy & ROT
109 | DO Ceerer Gk Chest Diseases Cinie, Shyamal, Fho-5117E97 Mirroscopy & DOT
119 | DOTS Comer GoE TE Contral and Trainng Instivote, Zhankherpoc!, Tal 9550334 Microscopy &DOT
111 | LTS Comer Gob JCTS Zonwr, Dhake Communivy Hospitel 180601, Baro fog ihasr, Wighass Rail Zate, Microescpy &DOT
Ph,-5051T00-1, 837484
112 | LOTSComer Gok COTS Comar, [salaton Ward, ¥ ediczl Unit, Zomb mad Milisary Hosptal, Cantonmart Microscopy &DOT
113 | LOTS Comer GoE Dikzkz Central (zil Hospita, Maziry &2in Road Microscopy & DOT
114 | COTR Comer Lk [EITS Covir, Palice Hospital, Fazarbiagh Fadice Lne Micraseepy &DOT
115 | COTS Comer BRAL Shaheed Monsur All Mecical Collegz Hospizal, Szctar 811, Road & 12, LUrtara, Dhake (T3 Microscepy & DOT
[<3TS Comer. Aoomi 6. O tdoerd
116 | DTS Comer BREALZ Warren medical college and Hespica, Secio-01 foad 53,9 Blot-Be Loara, Dncka, Microscopy &0DOT
ITB DOTS Cormer, Boemil 32, Genac Cwidocr,
117 | LTS Camar BrAL East Wese Meiea) Collene Haspal. Talbala, 2shulic Faad, Tarsg, Dhaks. Boam 3 26, Cutdzce) Mirreszapy & OO0
118 | [OTs Comer BRAC Srahzed Sharowzrd Hospital, Dhaka T3 DITS Carrer, Room- 20, Block -2, Outdoar LT
119 | DOTS Comer BREAL Ehishu Hospital, Diakz Microecepy & DOT
130 | C{3Th Comer BRAL Eanzladesh Medical Callege Rospital, Dhanmaond, Dnoka- 1209, [
T3 DTS Correr, Room? 118, Qute 201
121 | ROTa Comer BRAL Ninakz Medical Collaze Hosoital, Thaka (TR TOT5 Comer, Anamié 10, Cimdosr, Microssepy &DOT
122 | COTS Comer BRAL Farcabzndhy Shekh Muff Medlze! University, Sazhias, dhaks- 190, TR DETS Comer, © 2 ook Curdag] Microzoopy & DOT
123 | DTS5 Comer AT EROEN Hasplsal, shehbach, Dhaka 1300003 D00 Corner, Mazr RooeP 127, Madid e Dutdaar) Microecopy & ROT
124 | LT Comer ER&E Sir Salimullah Madical O lece Hospimal, Dhaka .73 00T Corner, Eaomb 130 Madizine Duidoor) Micreesapy & LOT
125 | DOTS Comer ERAL Dfiaba Metiuns] Yarical Tolope dus ote, 5302 Lnsor Bowd “hae T3 0TS Cover, Roo e 130, Duldoor, Micrzscopy & DOT
126 | LTS Comer BRAL noitae of Trikdand Matma e IKMH, Matui, Dhatz T8 DOTS Comer, Mesr “esard Rocm Sutaon Micrassepy & 0O
137 | DOTS Comer RRAT Kurmitola GrnarEl Hnspitzl, Drzka Centonment, Room © 337, 3o Floor iOot Danr Mirroscopy & DOT
128 | DTS Comer fRac Hohy Family fed Crescant iéedical Colzqa dospial, Mogbezar Room 24, 15t Flaoe (ut Coor) 24
128 | DTS Comer | eawebachvaberds LOTAErme, Bowehachaya Neoar Beepital, Ha e 10, Boed &, Knanmaod 30, Fh-B81720, 9675507 Kirroseopy & ROT
130 | DOT Comer | Salestion iy Heose 3537, Avenue 2. Bleck A 52et0an 17, Mirpur Mieraseapy &ICOT
131 G Frescription Poing Lid, House ¢ 105, Road # 12, Block E Banzni Dhakz- 1213, Microscopy & COT
T2l 9897232, AE33349, 9592518 (Ext. 1590,
132 BEES 309G, M alibagh, Chowchoregara, Dbaka, (el 8371124 Kicroscopy & DO
133 BGIES Alat 2 &, foac £5, Milkvita Boad, Mirour- 7. G haka, Wobiles 0171 2-57 7567 Kicroscopy & DO
134 EGIEA Elon A4, Block & BAA, FISCT Colture, Howsin g & Family Cooperelive SoZely, Shamoli, Microscopy &DOT
Chaia, Te 9120852
135 EGIEA SR KN, Hieise 63, Beck @ Mkt Bsters Haudng L, Guishan 1, Chada T2l 9853540 Kierascapy & COY
136 BGIEA Housa # 165, Rozd ¥ 16, Sector # 4, Uttzrg, Dhaka, Microscepy &0OT
Tel RA50F0&
127 {FHE 650, Ziganela, Dhzka- 1205, Microsccpy & DOT
138 il TE REATE 3 PPM Indtiaties] Bl st Ly 1
icddrby, 59 Shatread Tajuddin Aqired Sacard, Mobakhali, zonie o agrased ind
Dhakz-12° 3, Mohile: 397751 00100 riged oy rvine
Fractitiorsrs of O aka
WetropalizznQty
139 LOC Seutk) Chat Wt anager Gz neral Hespical, Mavabazar, Dhaks- 1100 Microscopy & DOT
Tak 7350860
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SL | WardNo. |  Agency | Address | Service facility | Remark
Chittagong Metropolitan Area
1 1 MHAEP - mage Kashem Mansinr st Fzon Hathazan Road, Arrar Bazar, Sauta Panartali, T
Phcns & 031-2581733
1 F] MHELP - image 16 Baizid Boslami B8, Jalz labad, Phone 2 0315815904, 2581/ 26 Maigscopy & 00T
3 ] (R Gowamment Lrban Dispensary, Shersha Calany, /Blalebad (L
4 k| oo City Lorporation d soensacy, Fanchlaish L2
5 k| ol Gowe rnieac Urban Discenzany, Rowtzoad, Panchizish Dot
] q il Government Liten Dispersasy, Gaus |l dearn, Chandgaon [
7 4 MHECP ‘mage Mariurn W, Ml Pukur Par, Chandgaon, Froae ¥ 037 672352 Mimascooy &DOT
8 ] ARALC OIS Certre, Kalurghat 1'%, Hagi Dulardsh Foad, Nezumish Bat, Yonzra oo
4 H BRAL DT Corar, Chitlagorg Med <2l College Fospilal Mangscopy &00T
0 £ HATAZ MATAR BRahan, 57 Karalgan] Pancalaien Memascony R DOT
i 5 it Geernment [rizan Gisaersany, Hoh Pabactsli. Coanshat T
12 4 Gal Geverimen | Urban Dispancary, Meath Pabartoli, Fareeshah [T
1 5 NHEDR-M ke nkrity Fatizue Chowadhury Bhaban, Mew Morsurassd, Sakarsl iorgscopy &0OT
14 0 ERAL L5 Cantre, Fouzdarhat 148 DT
18 10 MHEEP - mage Feshar Champa Rhakar, Hazrat Bmanblizh mad, Mor Katfsl, Pz hartali, 0aT
Phons 7 031-2770213
16 1 Gal Goveenenl Ursan Disperaay, Haishar, Scuth Kaltal Dot
17 1 i Chadu chowd hury Primesy Health Care Centre, Chd o Chowdburg Boes, Custom Aoczmy, L
Sauth Kaval
18 17 AN City Corperztion dspensan CC0), Saraipara DT
1% 13 TAERAA TS 3&0e0, Flora Pass Roed, amcegan, Fahartall, Crarageng. ok d2: 01711 903338 e
i 1% MHALH - mage Saleh Manision, 2204 23k rnossa n Boad, best Masiabad, Fhone £037-615725 Imiscooy & 001
K| 14 o City Corporation dispeisay (00D, Lalkhan Bazar 0T
b 14 TASRAGT Bagar kama: shacan. sa am uiding, €, Chawdmar «ocd Lalthan baza, Cheadorg, <hona 031505404 Maorascooy & D31
kS 14 IR JCTS Carner, Ralkeay Hosoital Mimgscooy & 00T
M 18 TRANATA 27 Betar] Soll, Bagere nisar, Chittagong. kablle 01711903395 mar
i I s C v Carpostion dispensany (CC0) Ward Carivissiorer's 07 e, Chawsharzar naT
26 17 MHEDO-M b by Farmnan Menson, RBarattarpool, West Baka ia Mangsooy 00T
b 17 aall Government Urbzn Zispz asary, Wes! Bakalia, Panchlaish (L8}
ki 16 o Ciiry Coaporeton dispeasary, Ward Commizsioners Office, sala Meeh Bazer, [as1 Bakalia [T
0 19 o Uity Cnnavation dispensary, Munil (slam Maternity Hospital, Sauth Bakilia 17
0 il i City Corporation dispensasy, Ward Comaissior er's Office, Dewan Bazar [T
i | HHEDE-Mis nkrity | 79, Jarral Kran by lans (north side af 00 Hill Ierescooy & DOT
3 ] TREMSA T Hmin Mansizn, Flot Ko-S82060% Bateli 3aad, Enayet Bazar, Crttagong Mok e 0187 7757929 o
i i} o ity Corzaratian dispznsary, Werd Commissianer s Dice, Cowe nzt, Utear Pathantoly Dar
£l 24 NHEDP-M i nkrity 271¢ Worth Agrabac (Mollasera morz), Bongizera o
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Contd.
SL | WardNo. |  Agency | Address Service facility | Remark
Chittagong Metropolitan Area
5 M LIAMATA Famwa & Para, Haddi Comga rir Woor, North Agrahad. Crittazona, ahile: T1913-618787 T
i 26 =B Gowemment Leoen Dispersay, Agrebad ivagid Calomy, Morth Hadhahar [
37 7 oo ity Corporation Diepersary. 50017 Agrabad | Dok emoaring, DT
kL bl 2B 40n & VI Haspital ot Agrabid erasenay & 001
39 ko ANALT DETS Correr, Mz C Shishu Cens 2| Hespltal Iongscooy & 03T
40 b A D075 Certre, Ward Commissioner's Orfice, Fathantaly Do
41 L cC Cite Coroovation ciepersa sy, Ward Zommissicrer's Gl ce, West Mada rbarl Miargscooy & 00T
4z U faiare A7 Mgl ol By Lans @ 7 West Madarban, Chitagnn g, Phore 2031-2514451 s oy & 00T
EE EH] LS City Corperetion d speasary, Younls iia, Ward Cormnissione's Clice, Exst Madarbari Do
44 N ARAL Knelaghaor Ashor, Alkaren DT
45 B R Caest CEszase Clinic, Andackills Mienasenny & DOT
6 33 o City Corporation cizpersaey, Ward Commissione's Sifee, Firingee Eazar [T
¥ i HHEDP-H ity fa61. Poe azi hazrul slam Road, Firinges Bazar, Kotowali 0or
1 kL dRAL D015 Centre, Fathargheata H)
LY 35 AR&LC DOTS Centre, (il Haspital, Diwe mineant L-ban T spencany, Besdrnat emascony & DOT
50 ¥ NHEDRE-M e tikrily Borapol: Morth Biddke Hal shabae [T
k) 40 ARAC POTS Comer, C2FE Hospital, South Halis nehar g scooy & DOT
52 o 3RAC 0TS Corner, Port Hospital, South Halishabar Micrgseopy 00T
53 39 il Covernmers Jrban Dispensary, Seamer Hostal, South Falishahar [T
5 i) TAARASTA Kamatz Cfrir Baitush Shami Bhahar, Tahtals, Bandaila, South Helishzhar Chitzgong, Mionascooy e DOT
Pl res 08 1-TE0475, Mokile; J19M 470753
55 40 faurgone Ld feungane Lol Hospital, CEPZ. Morth Patznge M oroscooy & OOT
56 3AC D375 Carrer, Chest Diseass Hospital, Fauzderhat Iiorgscooy & DOT
57 AAAT DTS Centre, Karnapoli 18 T
56 ik [WCTE Corner, LM H C2ntchment Mimascooy & 00T
5 at! D074 Corner, CMH BN Patenga M icruscooy & 31
£0 il aovernment uroan [ spensary, Medne Acedamy [T
£1 3RAC [OTA Corner, REPZ Hospital Mangscooy & 00T
& FGAER, RCMIER Hospital, Sehge v Rzl Crossing, 527 mens Hostel Gate, South Hz Eshabar, Randar M inescopy & DT
Chittagarg T2l 031-740814, Mool 0181 3277530
Khulna Metraopolitan Area
1 a NEDP-PRS Mahieshvzipasha Daulatpur, LRHIP Breban, Bhalza [T
2 el HEHOP PR TE Hos tal Boad, Virerdangs, UPHOP Bhabas, <hulra [
3 02 ik DTS Cerrer bor It ustria | Center, Khwilea, iLoceted ot BRAC office at =u Bavigate grag) Iimgseopy & AT
4 3 FIiZ 2 5stars PIME Aistars DRLIT, 3707, Kedamnath Koad, Falligane, Maheshwarseshe, Ceuletg on Khulna a7
5 4 HEHD PEE Sevang,Douletpe, UPACE Bhabsr, <hulra 0T
L 05 FitdE 5sters iduhsin Woa Sasthya Kzndrz. Dauatper 3azar. Daulatpur, Khulna, noT
7 6 NEHDP -TRE 02 CossRoad, Pablz, Daulztpor, UPHCP Bhaben Kholna Miongscooe & 0OT
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SL | WardMe. |  Agency Address | Service facility | Remark
Khulna Metropolitan Area
k] 07 Ml 2 5 ler Haz vyt b S, Surobas, Ko ra DT
4 o7 K, 00 FRCC-E, W Bashipur, Bhalishoor, Kb lna, Miorgsgopy & 03T
0 o [ 5t Sandar Hewzital DOT Carrern, <hung T
11 b s HEE PRCC-3, Kralistpar New Market Roac, Sha Bshpor, £hulns T
I ] = 5 sters Rz Sister DTS Cenver. Toatrar roracall hare T
B o FE5, RCC PHCC-1, Bzstuhara it eer &b Maser Fospital), Rhulng oo
14 10 FIE sters PIME Sisters, Lal Hospzial, £ha dshpur, Khunz [T
18 0 i PRCC-2 Nayatzet, Khal shpur, keer Worder Lz rgl, Kha ina DaT
16 1" FIEE 5 stars EFanjahan &1 Datobo Fealth Zenter, Lobanchara, Kwina DT
17 i A ol PRCC-3, Rralisngor Mow Market Boas, <ha Bhpur, £hulna. DaT
18 12 SSHOE FRE 103 Central Block.Eidga b 40ad <halkhpur Tel.2 763318 Ehulng Maonoscony & D31
19 13 HeZ: 5 sters FIME slstars, Missearizs afCharlty, Duttapars, Khalishpur, shulna. (L
kil 13 Kl L FRCC6, Charernat, <hadshpur, Shulaa, L
A 14 HE & 5 sters PIME 5lsters. Daspara Hoad, Boyea. Ehulra. Tel ¢ 767 782 irascony & 001
b 14 b, RIC PACL 4, frer Mizhol Qoyra, Khulra, LW
5 1% K, RO FRCC6, Chareriet, $ha i shpur. holb. LM
3 16 HEE 5 slers Cemien Clinic, 51 Daszara koad, Bayra, kholra L
i3 17 BRALK RAL (075 Cormer, Khulra Medcal Sollzge Hospital, Mioroscooy & 021
I 17 aat Chest Zlinic, Lover Jessore Roed, Khulna.Te ¢ 731105 iMicrgscony 02T
w 16 FINE Ssters FUME Sistess, ENL/DA House, South of Bus Terming|, Sonzdanga, Khuina, Dot
P 1@ NEHDP -FKE Islarmzbad (Faipare) Commun iy Center, Infront of Eidgah, UPHCP Bhaben, Ehulna oaT
L a0 HEHDP FRE atgikpara Bazar, Sha'khzara UFHCP Ehaban, Kb ma 0T
0 A IR E Sesters shulrz Prisan. 0ar
i | FIIE Sslers PIME Sistars. DOT3 Corner, 150 Sedded G2 neral Hospitg, Khulnz, o
1z i EHDP -FRE Musnizara, Zusic M Grat, b utcn Bazar, Rupshe nor
3 23 FINE Ssters Sadar Fespitz, Khulng Dot
34 kL WEHDP -FRE Dighirpar, Mirala WA Road 200, UPHCF Bhakar, shulng DaT
LS LT FIEE 5 sters Majrghet Aroan Dispansary, Wes: Bariya Mo, Soncdarga, Khulnz Dot
£l h I E Ssters irbagen - Mazirghar Barcbard, Mazirahar Bod. halz DaT
37 7 WO -FEE Iskarn e Roadd, Tarer Pukoe, UPHOT Bhaban. <hulra Wmnsropy & DOT
ki ki HEHDP - Surjes Hashi € linie, Taotpar: [HIT
0 L) MEHDP PR 47 Lenth Central Road, Khona Tel # 730024 Memasenoy & DOT
an m FIb = 5 sters ELLIF S5TERS, Sistérs Ashrem Chares De Faveald. 2364, Fist Ling Rnad Taomana ghuls: [T
4 L FIl = b sters FINME Sisters. Talmlz Hospital, Tnotpara, Khelna. [T
4z ki FIL = osters kran lahan AliCharitahle Disaensasy. Laoon Chara kizin Road, K1uina M7
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SL | WardMe. |  Agency Address | Service facility | Remark
Rajshahi Metropolitan Area
| I UM CEDR-RIC Kasiazanga, Rajsahi. 0T
2 23 UM ZEDR-RIC T Eara Homgren neten pa e, fegehani DT
3 45,6 HESOP-Tholtann Erjer Hashi Clinic, Bulurgsr, Rajshahi Court imgscopy &DOT
4 L7 il Rajshahi Chest iseass Hespital, Lasmiz e Micmascapy & 0T
q 7 HHEIP-Thittama Surjer Hashi Clin'e, Saresra mpor T-nadk, Rejsha b Dot
] H Drmie 17 andaticn Azjshati il oo
7 < ] Chest Diseass CFniz, Hossenigen| iomgscooy & OOT
] 0 Dl vF 3zt DTS Carrer, Rajshahl Meakzal Colleqe Hosplar, Lagmipur Mimescooy &00T
g 1" NESDR Thittams Surjer Hashi Clinle, Hatcmkhan, Rajsteh DaT
10 12 UFHIEDR RIC Fudkzzrz, FaJshah DT
1 £ H LIFHCEDERIC <adirzon], Chess to BCC bullding, Fajs1ahl Maonoscony & D31
12 14,15 WFHCEDE-RIC Soeara Garosar, Bajshahl (L
13 16 HESOE- | htrama surer Hashl Clinde, foyerdara, Rajshahl L
14 17,19 NESDE- T Isttama “urier Hashi Cilnke, Monh Mecdapara. By Mare Nocaram Azjshe 1, Grgankzatizn's own Eulidig irascony & 001
1% 14,15 WEHIEDR RIC Chatoborgram, Bajshaki LW
16 | N335 | UMRCSeFsIl FHEC1, Panchobotl, Shoramara, Bealia, Bajshabi LM
17 6 LPHCS ST PHCL-5, Meberchandi Modddho parg, Boalia, Ha shahi. L
18 DB UPHCA[FETL PHLL-2 Kade. Mctiner, Fajshahi, Microscozy
19 b UPHCSDRFSTE FHICC-3, Tashman, Bnod pur, Rajshabi, nor
i 30 UPHCEDAPETE PHIC-, Fotun budhpara, Motinr, Azjshani Lor
Earisal Metropolitan Area
| £l Cnest Disease Cliniz, Amanatgan| Mimgscooy & 03T
1 daAl 1304 Corre, Sher-e-lang @ Mecica Co'lege Hospital Wimuscopy & U1
] i 3RAL Barisal Jal Mrgscony & 03T
4 520,20, 22 3AALC Gereral Hospita Maorgscopy & 00T
5 12,3, 5%, AL COTS Contre, Ba ol Sadar Offlee, Kashipur Marasenoy & 031
13,39,30
Sylhet Metropolitan Area
1 anal 200 Carmer, MA D, Cimani Media] College Hespita Mimresenny & 001
? 456789 3AA7 DOTS Cerer, bilslabard Ragit Rabega Mestical Dollege Bespia), Sathanula Wmnsropy & DOT
3 M A TS Carrer, Korte-Fas: Medical Collegs Hogeial Sekhahat, Telinaar Miornstony & 00T
4 14 ARA7 [HITa Carzr, Sylhet Frissn Iemascnoy & 0T
5 1815, 20, 27 ml et Disesse Clinie, B2 bichar, 2ahi Fidgah Morestomy & DOT
[ 13T ARAL NOTACnrner, BRAT liskan Cfics, Shahjalel dpashater Mimasrooy & QKT
7 [} eci-did haart Cente, Snuth Cargeh Gare JMe2riinar, Dnroah Winhalls, Svlhet 3100 M iorasenpy & DOT
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Name of the SRs under GFATM Round-10 Grant (Total 5Rs working-42)

Group

Mame of the Sub-Recipiants

Remarks

LTCC Partners

e T Ll e

Cramien Foundation
TLMI-B

RDES Bangladesh
LAME

HEED Bangladesh
Lepra Bangladesh
PIML Sisters

Total 5B-7

LUPHCSDP and
Fartners

W0 P9 NI AN e Rl B

PO P ARy P |
Fu b bt = 2

LUPHCSOP

PSTC DSCC PA-T

KM55 DSCC PA-2

BAPSA DSCC PA-3

PSTC DSCC PA-4

PSTC DSCCPA-S

MNari Maitree DNCC PA-1
Mari Maitree DNCC PA-2
LITPS DNCE PA-3

. KMSS DNCC PA-4

. Dhaka Ahsania Mission[DAM) DNCC PA-5
. Resource Integration Centre(RIC) RCC PA-1
. PSTCRCCPA-2

. KMS5 KCC PA-1

Tatal 5R-14

MHSDP Partners

£0 - W B s N

CWED

BAMAMNEH

Swanirvar Bangladesh
PSTC-MHSDP
Tilettama

IMAGE

Mishikriti

FES Khulna

lotal SE-B

PPM MGOS

1. MAMATA
SAJIDA Foundation
LIFE

TMSS

YP5A

Total SR-%

Since luly 1, 2015 only
MAMATA existzas asSRin
MFM. Other 4 SRs in this
group were drepped from
MEM.

TE-HIV NGOs

| A R

Ashar Alo Society(AAS)
HASABR

VARD

Light House

lotal SH-4

Since luly 1, 2015 anly AAS
exists as a SR in MEM. Other
3 %Rsinthis group wers
dropped fram NFN.

Others | resaarch,
civil saciety
movement, and
corporate sector)

e bt b T e L D

ICDDR.B
MNATAR
BGMEA
BEMEA

Tatal SR-4
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Contd.

Mational Guidelines and Operational Manual for Tuberculosis Contral- 5th edition: What is new?

Sample: Sputum samples for AFE Diagnosis will be 2 (Spot and early morning] instead of 3.
Patients with single smear positive [at least with one clear AFB) will be considered as smear positive TR

Table 1.Case definition/terminology:

5l No. New Old Remarks

1. Presumptive TB case: Cough for 3 | TB Suspect less judgmental language

2 Bacteriologically-confirmed TB case | Combination of Sm+, Culture + and | To fit with the new
Apert+ (Mth +ve and RIF sensitive] | diagnostic tools

3 clinically-diagnosed TB case Sm negalive and EP Cases disgnosed on | active TB bul who does not
the basis of ¥-ray abnormalities and fulfill the criteria to be
suqgaestive histolagy without a considered bacteriologically-
labaratory confirmation. confirmned

d. Treatment after loss to follow-up Treatment after default patients less judgmental language

patients (Reregistered Case)
5. Lost to follow-up (rreatment outcome) | Defaulter/defaulted less judgmental language

Why revision of previous case definitions, the categories used to assign cutcomes, and the reporting framawork for T8 are nzeded?

NTP has started implementing WHQ-approved rapid diagnostics (WRD), employing molecular
techniques for the diagnosis of T8, and will gradually replace conventional bacterioloay for diagnosis in
many settings, WRD results did not always fitwith the previous case definitions and treatment
outcomes. Patients diagnosed with rifampicin-resistant TB using Xpert MTB/RII need to be enumerated
separately and there was no provision in the previaus recording and reporting decuments to do so.

WHO has decided to have less judgmental language, =o the term defaulter has been replaced by Lost to
feallewve-up and TR suspect by presumptlive TB case,

Revised definitions
1.Case definitions

A presumptive TB case is one who presents with symptoms or signs suggestive of TB (previously known as a TB suspect).

A bacteriologically-confirmed TB case is one that is positive upon sputum-smear microscopy, culture or WRD
(WHO-approved rapid diagnostics such as Xpert MTE/RIF).

A clinically-diagnosed TB case is ane who is started on a tull reatrnent for active TB but wha dees not fulfill the criteria to be
considerad bactericlogically-confirmed. This includes pulmonary and extra-pulmonary cases diagnosad on the basis of X-
ray abnormalities or suggestive histology without a laberatory confirmation. Clinically-diagnesed cases subseguently found
to be bacteriologically-positive (before or after starting treatment; should be re-classified as bacteriologically-confirmed,

Cases of TB are also classified according to:

@ anatomical site of disease
@ history of previous treatment
® drug rasistance (Ref PMOT Guidelines-2nd edition)
®  HINV status
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1.1 Classification based on anatomical site of disease
These claszsifications are the same as previously published: Pulmonary and Extra pulmanary

1.2 Classification based on history of previous TB treatment (patient registration group)

Mew patient have never had treatment for TB, or have taken anti-TB drugs for less than 1 month.
Freviously-treated patients have received 1 month or more af anti-TB drugs in the past, They are further
classified by the cutcome af their most recent course of treatment as follows: (all previously treated patients
should be referred for geneXpert test)

Relapse patients are previously treated for TB, were declared cured or treatment completed at the end of
their most recent treatment episode and are now diagnosed with a recurrent episode of TB [either a true
relapse or a new episode of TB caused by re-infection),
"Treatment after failure" patients are previously treated for 18 and were declared treatmment failed at the
end of their most recent realment episode,
"Treatment after loss to follow-up patients" are previcusly treated for TB and were declared Lost to
follow-up after interruption of treatment for two or more consecutive months at the end of their most
recent treatment episode, (Thase were previously known as Treatment after default patients),
"Other previously-treated' patients arc previously treated for TB but with an undocumented outcome for
their moest recent treatment episode,
Patients with unknown previous treatment history are to be considered as new patients
1.2 Classification based on HIV status
HIV-pasitive patients have @ documented HIV-positive result (eq. there is documented evidence of enrolment in
HIY care such as enrclment in the pre-ART register or in the ART register once started on ART) ar have a positive
HIV result from testing conducted at the time of T8 diagnosis.
HIV-negative TB patients have a documented negative HIV result conducted at the time of TB dizgnasis. HIV-
negative TB patients subseguently found to be HIV-positive should be re-classified as HIV-positive TB patients.
HIV status unknown TE patients do not have a documented HIY test result,
Treatment outcomes for drug-susceptible TB patients

Table: 2 Treatment outcomes for drug-susceptible TB patients

Outcome

Definition

Cured (applicable far
Bactericlogicaly
confirmed pulmonary
cases)

A pulmonary TE patient whose sputum is bacteriologically-confirmed at the beginning of

treatment and who was smear- or culture-negative in the last month of treatment and on

al least one previous oocasion.

Treatment

completed
{applicable for
Bacterialogicaly
confirmed & Clinically
dingnosed cases)

ATE patient who completed treatment without evidence of failure BUT thereis no

record to show that sputum smear or culture results in the last month of treatment and

on at least one previous accasion are negative, either because they were not done or

because results were not available.

Treatment failed

i} il Abactericlogically confirmed T8 patient whose sputum smear or culture is positive
at month 5 or later during treatment.

i} A clinically diagnosed Pulmonary TB patient whose spulum smear becomes
pasitive at month 273

i} iii) Non converter: & Bact confirmed 1B patient whose sputum smear ar culture
remains positive at manth 2/3 should be sent for GeneXpert test. If Xpert test shaws
Rif resistant (RR) should be placed on adequate 2nd line

Died A TE patient wha dies for any reason during the course of treatment.

Lost to follow-up | ATR patient whase treatment was interrupted for 2 consecutive months or mone.

Not evaluated ATH patient far whom no treatment outcome is assigned. (This includes cases
“transferred out” to another treatment unit and whose treatment cutcome is unknown).

Treatment success | The sum of cured and treatment completed.
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