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1. SUMMARY

Bangladesh, a nation in South Asia, has been classified by the World Bank as a low to medium income country.
The country aspires to become a middle-income country by 2021. However, Bangladesh is facing a dual burden
of disease, with an increasing incidence of non-communicable diseases alongside a persistent or even resurging
prevalence of communicable diseases. Of these communicable illnesses, tuberculosis (TB) remains the most
common cause of morbidity and mortality, and thus represents a significant public health threat in Bangladesh.
Under the Mycobacterial Disease Control (MBDC) unit of the Directorate-General of Health Services (DGHS),
the National Tuberculosis Control Program (NTP) is working with a mission of eliminating TB from
Bangladesh.

To date, NTP policies and strategies have been informed by World Health Organization international standard
infectious the directly observed treatment, short course (DOTS) plan adopted in 1993 and the Stop TB Strategy
that underpinned the Global Plan to Stop TB 2006-2015. New multi-sectoral strategic approaches and new
international targets for the post 2015 period have been approved by the Sixty-seventh World Health Assembly
in May 2014 resulted in the formulation of WHO’s End TB Strategy in 2015. Under this strategy, new ambitious
yet feasible global targets are proposed for 2035. These include achieving a 95% decline in deaths due to
tuberculosis compared with 2015 and reaching an equivalent 90% reduction in tuberculosis incidence rate from
a projected 225 cases/100,000 in 2015 to 10 cases/100,000 or less by 2035.

DOTS has achieved tremendous progress in TB control since its inception in 1993. The program achieved the
initial target of 70 % case detection rate of the new smear-positive cases in 2006 and successfully treated 85% of
them since 2003, which has been maintained over 90% since 2005. The program has successfully treated 95% of
bacteriologically confirmed new pulmonary TB cases registered in 2022.

The Case Notification rates per 100,000 population in 2022 were 81 and 152, respectively, for bacteriologically
confirmed new pulmonary and all forms (new and relapse) of TB cases.

The topics covered in the main chapters of the report are brief introduction of National Tuberculosis Control
Programme, Tuberculosis scenarios of Global, Region and of Bangladesh, Progress in TB Control — activities
related to TB control performed in 2022, case finding in 2022 and treatment outcomes of cases registered in
2021, laboratory activities, training, workshops and brief on NTP collaborative activities with description of
significant achievements, lessons learned and challenges.

The report’s annexes describe; district wise case notification rate 2022, district wise treatment results, new
pulmonary bacteriologically confirmed cases registered in 2022, laboratory report of year 2022 etc.

This Annual Report of NTP is a living document for the country to review progress in its TB response and
make adjustments to accelerate progress towards ending TB in Bangladesh by 2030 in line with national and
global commitments. The Annual Report 2023 represents data, information and progress made by NTP and its
implementing partners, including technical and development partners, from 1 January 2022 to 31 December
2022.
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2. INTRODUCTION: HISTORY OF THE NATIONAL TUBERCULOSIS
CONTROL PROGRAMME

The journey from a primarily curative service focus to a comprehensive, strategic, and multi-faceted TB control
program highlights the country's commitment to combating this public health challenge. The transition through
various health plans and the adoption of the Directly Observed Treatment, Short-course (DOTS) strategy
signifies major milestones in the fight against TB. This document outlines the progression of TB control
measures, the integration of services, the pivotal role of the National Tuberculosis Program (NTP), and the
collaboration with national and international partners to enhance the effectiveness of TB control in Bangladesh.

Historical Overview and Strategic Shifts

Initially, TB services in Bangladesh centered around curative measures, with an infrastructure comprising TB
clinics and hospitals. The scope of TB services expanded significantly during the Second Health and Population
Plan (1980-80), extending to 124 Upazila Health Complexes (UHCs). A noteworthy shift occurred with the
integration of TB and leprosy control under the Mycobacterial Disease Control (MBDC) unit in the Third
Health and Population Plan (1986-91). The adoption of the DOTS strategy under the Fourth Population and
Health Plan (1992-98) marked a critical milestone, significantly enhancing TB control efforts in the country. The
expansion and accessibility of TB services achieved national coverage by 2007, illustrating remarkable progress
in reach and capacity.

National Tuberculosis Control Program and Governance

The Directorate-General of Health Services (DGHS) within the Ministry of Health and Family Welfare
(MOHFW) oversees the National Tubetculosis Control Program (N'TP), which is instrumental in managing TB
services across Bangladesh. The NTP’s responsibilities encompass policymaking, planning, coordination,
training, supervising, monitoring, and implementation of TB services. The MBDC directorate, comprising the
NTP and the National Leprosy Elimination Programme (NLEP), is structured under the leadership of two
Deputy Ditectors and a Director. Collaboration with national and international partners is emphasized to
prevent duplication of efforts and optimize the impact of TB control initiatives.

Cootrdination and Collaboration

To address the challenges of TB control, particularly Multidrug-Resistant TB (MDR-TB), the establishment of
various technical working groups and committees has been pivotal. These include the TB Technical Committee,
Technical Working Group on PSM, Child TB, Laboratory, ACSM, PPM, and TB/HIV, in addition to a national
MDR-TB management coordination committee. The Country Coordination Mechanism is critical in liaising with
the Global Fund to fight TB, HIV, and Malaria. Implementing partners and NGOs are crucial in supporting
health facilities and community-level interventions. This collective approach underscores the government's
dedication to eradicating TB as a public health issue in Bangladesh, which is in alignment with the WHO's End
TB Strategy.

The evolution of TB control in Bangladesh reflects a dynamic and evolving strategy that has significantly
contributed to the management and reduction of TB within the country. Through strategic planning,
collaboration, and the implementation of innovative approaches, Bangladesh continues to make substantial
progress towards the elimination of TB as a critical public health problem.



3. TUBERCULOSIS SCENARIO
3.1 Global TB Scenario'

Tuberculosis (IB) continues to be a significant public health concern wotldwide. In 2022, it was the world's
second deadliest infectious disease after COVID-19, causing more deaths than HIV/AIDS. Annually, over 10
million people contract TB, necessitating urgent global efforts to end the epidemic by 2030, a target set by the
United Nations and the World Health Otganization.

The disease predominantly affects adults, accounting for about 90% of all cases, with a higher incidence in men
than women. TB primarily attacks the lungs but can also affect other parts of the body. Without proper
treatment, the death rate is about 50%. However, current WHO-recommended treatments, which involve a 4—6-
month course of anti-TB drugs, have a cure rate of approximately 85%. For TB infection, shorter regimens of 1-
6 months are available.

The global recovery in TB diagnosis and treatment in 2022 marked a significant turnaround from the setbacks
caused by the COVID-19 pandemic. The reported number of people diagnosed with TB in 2022 was the highest
since WHO began global monitoring, indicating a backlog of cases due to COVID-related disruptions. Despite
these improvements, the global death toll from TB in 2022 was around 1.3 million, a slight decrease from the
previous two years but still high.

From 2015 to 2022, the global number of TB deaths decreased by 19%, which is far below the WHO's target of
a 75% reduction by 2025. The overall TB incidence rate saw an 8.7% reduction during the same period, against a
target of 50%. Significant disparities exist in progress across regions, with the WHO African and European
regions showing better improvement.

Estimated number of incident TB cases in 2022, for countries with at least 100 000 incident cases®
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* The eight countries ranked in order from first to last in terms of numbers of cases, and that accounted for about two thirds of global cases in 2022, are
India, Indonesia, China, the Philippines, Pakistan, Nigeria, Bangladesh and the Democratic Republic of the Congo.

Globally, in 2022, 10.6 million people developed TB. Thirty high-burden countries accounted for 87% of the
wotld's TB cases, with two-thirds of the total cases concentrated in eight countries: India, Indonesia, China, the
Philippines, Pakistan, Nigeria, Bangladesh, and the Democratic Republic of the Congo.

" According to “Global Tuberculosis Report, WHO, 2023”.



Regarding multidrug-resistant TB, about 410,000 people developed this form in 2022, but only a fraction
received treatment. The economic burden on TB patients remains high, with around 50% experiencing
catastrophic costs.

Despite improvements in treatment success rates, global efforts are still falling short of targets. The 2023 UN
high-level meeting on TB aimed to revitalize efforts, setting new goals for 2023-2027. Comprehensive data
collection from most of the world's population and TB cases in 2023 indicates a commitment to better
understanding and addressing the TB epidemic globally.

3.2 South-East Asia Regional Scenario *

Geographically, in 2022, the bulk of tuberculosis (TB) cases were predominantly found in three areas: South-
East Asia (45.3%), Africa (23.6%), and the Western Pacific (17.9%), as shown in Figure 1. Less percentages were
observed in the Eastern Mediterranean (8.1%), the Americas (2.9%), and Europe (2.2%). Within these areas,
India, China, Indonesia, the Philippines, Pakistan, Nigeria, Bangladesh, and South Africa were the top eight
countries, contributing to two-thirds of the global total. Alongside these, 22 additional countries from the World
Health Organization's list of 30 high TB burden countries represented 87% of global TB cases.

The region of South-East Asia reported the highest number of new cases, accounting for nearly half of the
global total and over 45.3% of the overall burden. In 2022, the world saw approximately 4.8 million new TB
cases and 606,000 TB-related deaths.

Fig.1 Proportion of estimated incidence of all forms of TB cases by WHO Region; 2022

Americas
Europe 2.9%

o
E Medi 22

/
8.1% \/-‘1 ‘—-\

W Pacific
17.9% \

Africa j

mSEA = Africza?"S%W Pacific *EMedi = Europe ™ Americas

Source: Global Tuberculosis Report, WHO, 2023

At present, numerous regions and countries worldwide are falling short of the 2021 benchmarks set by the End
TB Strategy. From 2000 to 2018, the global rate of tuberculosis (IB) incidence decline was a mere 1.6%
annually, achieving a total reduction of only 6.3% between 2015 and 2018, significantly below the targeted 20%
decrease. Furthermore, the global decline in TB mortality was just 11% during the same period, rather than the
aimed 35% reduction by 2022.

Between 2015 and 2019, the worldwide TB incidence rate saw a 9% decrease, missing the 2020 goal. Similarly,
the reduction in global TB deaths was 14% between 2015 and 2019, failing to meet the established milestone. In
2022, there were 10.6 million reported TB cases globally, with an 88% treatment success rate for new & relapse
cases.



3.3 Bangladesh Scenario*

In Bangladesh, the estimated incidence rate for all forms of Tuberculosis in 2022 was 221 per 100,000
populations. An estimated 25 per 100,000 people (HIV negative) died of TB in the same year. The estimated
incidence rate of HIV positive TB cases decreased from 0.45/100,000 in 2018 to 0.43/100,000 in 2022. The
incidence of MDR/RR-TB was 2.9/100,000 population, decteased from 3.7/100000 population in 2018 (Table
1). The total number of notified cases was 2,62,731 which is 69% of total incidence cases of 2022 (3,79,000).

Table 1: Estimated population and TB Burden, Bangladesh- 2022

* Population 171 million

* Mortality rate (excluding HIV+ve TB) 25 (16-35) 100,000 Population
e Mortality rate (HIV+ve TB only) 0.1 (0.06-0.14 100,000 Population
¢ Incidence rate (including HIV+ve TB) 221 (161-291) 100,000 Population
* Incidence rate (HIV+ve TB only) 0.43  (0.22-0.71) 100,000 Population
* Incidence of MDR/RR-TB 2.9 (0.99-4.4) 100,000 Population

*Ref: Global Tuberculosis Report, WHO, 2023

The End TB Strategy

NTP policies and strategies are aligned with the WHO’s End TB Strategy in 2015. Building on the End TB
Strategy’s Three Pillars

L INTEGRATED, PATIENT-CENTRED CARE AND PREVENTION
1I. BOLD POLICIES AND SUPPORTIVE SYSTEMS
111 INTENSIFIED RESEARCH AND INNOVATION)

following the key principles of government stewardship and accountability, strong coalition with civil society
organizations and communities, protection and promotion of human rights, ethics and equity, and adaptation of
the strategy and targets at country level, the NSP 2021-2025 describes key interventions and activities that will
enable the NTP to achieve the End TB Strategy’s Milestones for 2025 (75% reduction in tuberculosis deaths and
50% reduction in tuberculosis incidence rate) and targets for 2035 (95% reduction in tuberculosis deaths and
90% reduction in tuberculosis incidence rate). A summary of the End TB Strategy’s components is provided in
the table below:

END TB STRATEGY FRAMEWORK

VISION A world free of tuberculosis
— zero deaths, disease and suffering due to tuberculosis

GOAL End the global tuberculosis epidemic



MILESTONES FOR 75% reduction in tuberculosis deaths (compared with 2015)
2025 50% reduction in tuberculosis incidence rate

(less than 55 tuberculosis cases per 100 000 population)

— No affected families facing catastrophic costs due to tuberculosis
TARGETS FOR 2035 95% reduction in tuberculosis deaths (compared with 2015)

90% reduction in tuberculosis incidence rate

(less than 10 tuberculosis cases per 100 000 population)

— No affected families facing catastrophic costs due to tuberculosis

PRINCIPLES
1. Government stewardship and accountability, with monitoring and evaluation

2. Strong coalition with civil society organizations and communities
3. Protection and promotion of human rights, ethics and equity
4

Adaptation of the strategy and targets at country level, with global collaboration.
PILLARS AND COMPONENTS

1. INTEGRATED, PATIENT-CENTRED CARE AND PREVENTION

A. Early diagnosis of tuberculosis including universal drug-susceptibility testing; and
systematic screening of contacts and high-risk groups

B. Treatment of all people with tuberculosis including drug-resistant tuberculosis; and patient
support

C. Collaborative tubetculosis/HIV activities; and management of comorbidities

D. Preventive treatment of persons at high risk; and vaccination against tuberculosis
2. BOLD POLICIES AND SUPPORTIVE SYSTEMS

A. Political commitment with adequate resoutces for tuberculosis cate and prevention

B. Engagement of communities, civil society organizations, and public and private care
providers

C. Universal health coverage policy, and regulatory frameworks for case notification, vital
registration, quality and rational use of medicines, and infection control

D. Social protection, poverty alleviation and actions on other determinants of tuberculosis

3. INTENSIFIED RESEARCH AND INNOVATION
A. Discovery, development and rapid uptake of new tools, interventions and strategies

B. Research to optimize implementation and impact, and promote innovations



4. NATIONAL TUBERCULOSIS CONTROL PROGRAM (NTP)

4.1

Vision of NTP

TB Free Bangladesh: Zero deaths, disease and suffering due to TB.

4.2

Mission of NTP

The National Tuberculosis Program (NTP) has set its goal to enhance TB control efforts by creating effective
partnerships, mobilizing essential resources, and ensuring top-notch diagnostic and treatment services in line
with the END TB strategy. Moreover, the NTP is dedicated to providing equal access to services for all
individuals in Bangladesh, regardless of their age, gender, religion, ethnicity, social status, or race.

4.3

Goal of NTP

Goal (related to End TB Strategy): End the Tuberculosis epidemic aiming to achieve a target of 10 new cases
/100,000 /year in 2035. (Projected 2015 baseline 225,/100,000)

44

Objectives of NTP

The present objective is to achieve universal access to quality TB care for all TB patients in order to achieve the
End TB targets.

4.5

Increase annual case detection of all forms of TB to more than 90% of all incident cases by 2022 (from
baseline of 57% in 2015) with childhood TB contribution of 8% by 2022 (from baseline of 4% in 2015).
Maintain a treatment success rate of at least 90% in all forms of detected non-MDR TB cases and ensure
quality-controlled treatment services at all implementation sites.

Increase annual case detection of MDR-TB to 4100 cases (from baseline 800 in 2015) and child MDR
case detection to 112 cases by 2022 (from baseline on 0 in 2015) and improve management of MDR-TB
Cases through countrywide implementation of the shorter MDR-TB treatment regimen.

Ensure that no TB affected families facing catastrophic costs due to tuberculosis by 2022.

Ensure that 100% of TB service facilities receive regular supervision and monitoring with appropriate
feedback resulting in remedial actions by 2022.

Ensure the long-term availability of 100% of required funding for activities at all program levels through
effective planning and partner co-ordination and the continuing increase of GoB contributions to the
NTP budget.

Ensure adequate support for operational research to foster innovation.

Programme Implementation

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



= All Chest Disease Clinics and Chest Disease Hospitals
= District Sadar Hospitals.
= Public and private medical college hospitals

= Specialized Hospitals Urban health centre’s in all metropolitan cities (GO and NGOs)

4.6 Major Events /Achievements:

The major events/achievements during 2022 are as follows:

* The battle against TB in the nation has seen significant progress, evidenced by the notable decrease in
TB-related deaths, which fell from 66,000 in 2015 to 42,000 by 2022. This substantial reduction reflects
the effectiveness of the strategies and interventions implemented over these years.

* Since 2005, the country has consistently achieved a Treatment Success Rate exceeding 95%. This
remarkable accomplishment underscores the efficiency of the TB treatment protocols and patient
management strategies that have been in place, ensuring a high percentage of patients successfully
complete their treatment.

* In a strategic move to bolster the fight against TB, the procurement of First-Line Drugs (FLD) began
locally from 2022. This shift towards local manufacturing aims to enhance the availability and
accessibility of essential TB medications, ensuring timely treatment for patients.

* The nationwide expansion of Molecular Diagnostics technologies, such as GeneXpert and TrueNat,
alongside the rapid expansion to 429 sites equipped with 470 machines, marks a pivotal advancement in
TB diagnosis and management. This significant increase in diagnostic capacity enables rapid and accurate
detection of TB and drug-resistant strains, crucial for the timely initiation of appropriate treatment
regimens.

* The country has made significant strides in scaling up TB Preventive Therapy nationwide. This initiative
is crucial in reducing the risk of developing active TB in individuals at high risk, thereby contributing to
the overall reduction of TB incidence.

* The introduction of the e-TB Manager, a 100% electronic recording and reporting tool integrated with
the government's electronic reporting system, DHIS-2, represents a leap towards digital health in TB
management. From 2022, the e-TB Manager facilitated papetless reporting for all TB patients, marking a
significant advancement in digitalizing TB patient management and reporting processes. This platform
ensures efficient, accurate reporting of TB cases, enhancing the TB control program's monitoring,
evaluation, and real-time data analysis.

* The introduction of ASPECT, a digital reporting tool specifically for GeneXpert sites, further enhances
reporting efficiency and accuracy. By providing a specialized platform for data management at these
sites, ASPECT supports the timely diagnosis and treatment of TB.

* Additionally, the country has been recognized through events on the C1I9RM Award, highlighting its
achievements and ongoing efforts in TB control. These acknowledgments serve as a testament to the
dedication and progress made in the fight against TB and underline the global commitment to ending
this epidemic.



4.7. Major Challenges:

* According to the 2022 notification data, 31% of all tuberculosis (TB) cases remain undiagnosed,
indicating a significant gap in the detection and reporting of TB cases. This statistic underscores the need
for enhanced surveillance, improved diagnostic capacities and broader outreach to identify and treat all
individuals affected by TB, reducing the pool of undetected infections.

* Addressing TB in urban environments and hard-to-reach areas, including interventions in prisons,
presents unique challenges. These settings often harbor higher rates of TB transmission due to
overcrowding, limited healthcare access, and specific socio-economic factors. Tailored strategies to
improve detection, treatment, and prevention efforts in these areas are crucial for controlling TB spread.

*  The diagnosis of child TB and extra-pulmonary TB from district to upazila levels faces particular hurdles
due to the often-non-specific symptoms and the difficulties in obtaining samples for diagnostic tests.
Strengthening the healthcare infrastructure to better recognize and diagnose these forms of TB across all
administrative levels is essential for ensuring timely and appropriate treatment.

* The engagement of the private sector plays a pivotal role in the TB control program. By involving
private healthcare providers in TB care, the reach of diagnostic and treatment services can be
significantly expanded. This collaboration is vital for achieving universal access to TB care, facilitating
early detection, and ensuring adherence to treatment guidelines.

* The funding gap, approximately 40% of the National Strategic Plan (NSP) requirement, represents a
major obstacle in the fight against TB. Securing additional funds is crucial to sustain and scale up TB
control efforts, including the procurement of medicines, diagnostic tools, and the maintenance of
healthcare infrastructure. Bridging this funding gap is imperative to meet the objectives outlined in the
NSP and effectively combat TB.

* The maintenance of laboratory equipment is essential for the accurate and timely diagnosis of TB.
Regular maintenance and calibration of diagnostic tools ensure the reliability of test results, which is
fundamental for initiating the correct treatment regimen. Investing in the upkeep of laboratory
infrastructure supports the overall effectiveness of the TB control program by ensuring diagnostic
services are always available and accurate.

4.8 Key Massages

* The TB program's growing needs demand an increase in financial support, both from national
contributions and ongoing assistance from international partners.

* Embrace a sense of urgency in eradicating TB by adopting a comprehensive yet forceful strategy for
screening individuals for TB, employing highly accurate and detailed tests to determine the pathogen's
resistance profile, and administering effective treatment protocols to all identified cases.

*  With the transition to locally produced anti-TB drugs, it's critical to confirm their bioequivalence
through studies, ensuring their effectiveness. Additionally, the drug storage system must be refined to
guarantee the medications remain effective until they reach the end-users.

* Prioritize the prompt and complete detection of TB in children, aiming for zero child deaths from TB by
2025.

* Further the proactive involvement of the private sector to expand and enhance the quality and reach of
TB care.
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* Tackle TB-related comorbidities, such as diabetes, malnutrition, and smoking, which significantly
contribute to the prevalence of TB in Bangladesh.

* Maintain the strategies responsible for achieving high cure rates in TB cases, regardless of drug
sensitivity or resistance.

* Start addressing overcrowding in healthcare facilities, especially in major medical colleges, to implement
strategies that reduce the risk of airborne infections like TB, COVID-19, Influenza, and others.

* Advocate for a more localized TB response through initiatives like SDG localization, while
strengthening coordination and collaboration across ministries and stakeholders using a multi-sectoral
coordination and accountability framework.

* Implement TB interventions through an integrated approach that spans the entire health system,
focusing on both community and healthcare facility levels.

5. PROGRESS IN TB CONTROL

Since the introduction of DOTS in Bangladesh in 1993, remarkable progress in TB control has been made in
terms of DOTS coverage, diagnosis, and treatment of TB cases.

5.1 DOTS Coverage

DOTS coverage, defined as the proportion of population living in administrative areas with access to DOTS
services.

Increased steadily from 1995 onwards, almost the entire population of Bangladesh had access to DOTS by the
end of 2007 (100 % DOTS Coverage).

DOTS coverage refers to the population living in areas where DOTS services are available. This does not mean
that all people have equal access to diagnostic and/or treatment facilities.

5.2 Case Notification
Case Notification Rate:

Case Notification rate (CINR) is defined as the number of TB cases registered and reported to N'TP per one hundred thonsand
population per year.

Since 2005, the number of TB cases notified in Bangladesh has been on a steady rise. Between 2005 and 2006,
there was a rapid increase in bacteriologically confirmed pulmonary TB cases due to enhanced case-finding with
the establishment and scale-up of the DOTS program. By 2007, full coverage was achieved in all districts of
Bangladesh. From 2007 to 2014, bacteriologically confirmed pulmonary case notification remained relatively
constant except for a decline in 2011 due to a gap in GFATM funding. The increase in bacteriological confirmed
notifications in recent years may be attributed to the expansion of GeneXpert diagnostics and referral of
samples to GeneXpert testing hubs. As of 2022, the notification of all forms of TB cases reached to
152/100,000 population and bacteriologically confirmed new cases reached to 81/100,000 population.

11



~
wv

w
o

CNR /100,000 population
N
[9,]

Reported Year

—o—CNR NSP/Bact+ve —e—CNR All Forms

Fig 2. Nationwide case notification rate/100 000 population: NSP/Bact +ve and all forms of TB; From 2005 to 2022.

Case detection rate (CDR):

Case detection rate is defined as the number of cases detected expressed as a percentage of cases estimated to occur during a period of
one year.

Now World Health Organization (WHO) is not providing any estimate for new smear positive cases, rather
providing combined estimates for all new and relapse TB cases. According to this estimate the number of all
forms (new and relapse) TB cases is *221 per 100,000 populations in 2022. The case detection rate decreased up
to 69% from 82% in 2022 (*Ref Global TB teport 2022). The trend of CDR from 2001- 2022 is shown in
Figure 3.
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Figure 3. TB case detection rate (all forms): 2005-2022
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Figure 3. TB case detection rate (all forms): 2005-2022

5.2.1 Nationwide Case Notification

A total of 262731 3,07,561 cases were notified in 2022 (Among the total 262731 307,561 cases, 84.10% were reported
through the upazilas, where 57.01% were new pulmonary bacteriologically confirmed cases and 2.73% were relapse.
At the same time New PCD and EP cases were 17.47% & 19.32% respectively. Proportions of EP cases
reported through Metrpolitan cities and CDCs were significantly higher than those reported through
upazillas(Table 2).

Table 2: Case notification by type of reporting unit, 2022

Relapses Relapses

Upazila 125981 57.01% 6026 2.73% 38611 17.47% 5290 2.39% 42689 19.32% 1764 0.80% 607 0.27% 220968 84.10%

M:;yo' 12021 31.33% 1404 3.66% 4774 12.44% 542 1.41% 18627 48.55% 868 2.26% 133 0.35% 38369 14.60%
CDC 1136 33.47% 143 4.21% 595 17.53% 42 1.24% 1376 40.54% 68 2.00% 34 1.00% 3394 1.29%

Over 43.83%of the total 262731 notified cases were female; (M:F=1.28:1). In case of new pulmonary
bacteriologically confirmed and new pulmonary clinically diagnosed cases proportions of female cases were
41.21% & 41.78% respectively; where as in case of new extra pulmonaty cases it was 53.41% (Table 3).
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Table. 3. Case notification by type of cases and sex, 2022

Type of cases

New Pulmonary Bacteriologically Confirmed
New Pulmonary Clinically Diagnosed

New Extra Pulmonary

Relapses

Treatment after failure

Treatment after loss to follow up

Others

Total

Number
81795
25605
29208
10412

377
64
114
147575

Male

%)
58.79%
58.22%
46.59%
64.48%
73.20%
75.29%
65.52%
56.17%

Female
Number (%)

57343 41.21%
18375 41.78%
33484 53.41%
5735 35.52%
138 26.80%

21 24.71%

60 34.48%
115156 43.83%

Age sex distribution of pulmonary bacteriologically confirmed cases

Total

139138
43980
62692
16147

515
85
174
262731

M / F Ratio

143
1.39
0.87
1.82
2.73
3.05
1.9
1.28

Among the notified pulmonary bacteriologically confirmed cases the number of male patients is higher in all age
groups except 5-14 and 15-24 where female cases are higher. 54.62% of the reported cases belong to 15-54 years
age group, who are economically most active. Over 19% of new pulmonary bacteriologically confirmed cases
belong to age group = 65 years. The overall male—female ratio in all age group is 1.43:1. In old people (= 65

years), there are about 2.77 times more men notified than women (Fig; 4 & 7).

Age sex distribution of Pulmonary Clinically Diagnosed

Figures 5 and 7 focusing on the number of notified pulmonary clinically diagnosed cases was almost equal in
both sexes up to age 44 years. where male are 3 times higher than female > 65 age group. (Figures 5 & 7).

Age sex distribution of new extra-pulmonary cases

In the age groups ranging from 05 to 54 years the number of female cases is more than that of male cases. And
in the remaining other age groups the number of male cases is higher than that of female cases. (Fig 6 & 7).

Nationwide case notification trend in absolute number is shown in figure 8.

Fig. 4: Notification of pulmonary bacteriologically confirmed TB by age and sex, 2022
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Fig. 5 Notification of new pulmonary clinically diagnosed TB by age and sex, 2022
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M/F notification Ratio

Fig. 6 Notification of new extra- pulmonary TB by age and sex, 2022
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5.2.2 Division-wise Case Notification; New Pulmonary Bacteriologically Confirmed Cases

In all division Al showed new pulmonary bacteriologically confirmed TB case notification rate (CNR) of more
than 80 (84.4%- 149.86%)per one hundred thousand population in 2022, while the nationwide CNR of New
PBC was 103.27438/100,000 population. For all forms of TB cases the nationwide CNR is 147.73/100,000
population. For all forms, Rajshahi having the lowest (124.674100,000 population) and Barisal having the
highest (186.73/100,000 population) CNR (Table 4).

Table 4: Division-wise new pulmonary bacteriologically confirmed (PBC) & all forms of TB cases by
type of reporting unit

Upazila Metro CDC Total

New PBC All forms New PBC All forms New PBC All forms New PBC All forms

Barisal 10043 10351 172 190 23 23 10238 10564 8,825,347 149.86 186.73
Chattogram 25582 26638 2979 3299 165 190 28726 30127 35,357,632 97.32 138.07
Dhaka 23416 24898 7045 7899 270 300 30731 33097 46,856,548 94.41 159.48
Khulna 18832 19315 458 494 164 198 19454 20007 17,498,860 125.55 154.78
Mymensingh 8223 8887 0 0 121 130 8344 9017 14,130,646 88.31 131.05
Rajshahi 13947 14697 582 651 287 326 14816 15674 21,962,991 84.4 124.67
Rangpur 14104 14664 0 0 76 79 14180 14743 18,935,345 112.41 141.43
Sylhet 11834 12557 785 892 30 33 12649 13482 13,130,688 129.27 168.83



5.2.3 District-wise case notification rates CNR

The district wise case notification rates of each division in 2022 are shown in Figure 10 and details of case
notification by disttict are shown in Annex- 1

Fig. 10 District-wise CNR of New Pulmonary Bacteriologically Confirmed (PBC) and all forms of TB

cases in 2022
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5.3 Treatment Outcomes

All diagnosed TB patients are regularly registered for treatment. The treatment continues for six months (new
cases) to eight months (re-treatment cases). At the end of the treatment, the patients are evaluated for assessing
treatment outcomes. The possible outcomes are: cured, treatment completed, died, treatment failure, lost to
follow up and transferred out. “Cutred” and “treatment completed” are also grouped as “treatment success” or
treatment with favorable outcome while “died”, “treatment failure”, “lost to follow up” and “transferred out”
are considered as unfavorable outcomes. In the same way as case finding, treatment outcomes are also analyzed
by the central NTP unit at three levels: national, divisional and district. This report includes the outcomes of
the treatments in TB patients registered during 2017 from all sources (upazilas, metropolitan cities and CDCs).

Definitions of treatment outcomes

Cured: A pulmonary TB patient with bacteriologically confirmed TB at the beginning of treatment who was
smear- or culture-negative in the last month of treatment and on at least one previous occasion.

Treatment completed: A TB patient who completed treatment without evidence of failure BUT with no
record to show that sputum smear or culture results in the last month of treatment and on at least one previous
occasion were negative, either because tests were not done or because results are unavailable.

Died: A TB patient who dies for any reason before starting or during the course of treatment

Lost to follow up: A TB patient who did not start treatment or whose treatment was interrupted for 2
consecutive months or more.

Treatment failure: i) A bacteriologically confirmed TB patient whose sputum smear or culture is positive at
month 5 or later during treatment. ii) A clinically diagnosed Pulmonary TB patient whose sputum smear

becomes positive at month 2/3.

Transfer out: Patient moved to another registration unit and no known treatment outcome.

5.3.1 Nation-wide Treatment Outcomes

Treatment success rates under DOTS have been consistently high from the beginning and crossed the global
target of 85% in 2003. After strengthening DOTS and ACSM activities the unfavorable outcomes have been
remarkably reduced. The NTP has been maintaining over 91% treatment success rates since 2005 (Figure 11). In
fact, the NTP has successfully treated 186009 (97.72) out of 190357 new pulmonary bacteriologically confirmed
cases registered in 2021. The lost to follow up rate was 0.20%% while 1.56% of the patients have died during
treatment (Figure 12).
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Fig. 11: Trends in treatment success rates (PBC New), 2005-2021 cohorts
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Fig.12: Treatment outcomes of new pulmonary bacteriologically
Confirmed cases registered in 2021

The treatment success rate of new pulmonary bacteriologically confirmed TB cases is highest97.84% among the
cases registered in upazilas followed by among cases registered in metropolitan cities 96.54% and the lowest is
among those registered in CDCs 92.69%; (Table 5). This year the percentage of TB cases died has been reduced
compared to the previous year 1.56% vs 2.21%y resulting in improving treatment success rate. The proportion
of died, failure, lost to follow up and transferred out cases are higher in CDCs (Figure 13) resulting in lower
treatment success rate. In order to further improve the treatment success rate, emphasis is to be given on getting
feedback of transferred out cases with special emphasis in urban setting.
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Upazil 172006
pazila 175807 9783}
Metropolitan city 13428 . (9162?32;0)
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Table 5: Treatment success rate of PBC cases by type of registration unit (2021 cohort)
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Fig. 13: Unfavorable treatment outcomes rate of new pulmonary bacteriologically
Confirmed cases by type of registration unit (2021 cohort)

5.3.2 Division-wise Treatment Outcomes

Table 6 shows that all eight divisions have successfully treated more than 93% of the new pulmonary
bacteriologically confirmed cases registered in 2019 with overall treatment success rate of over 96.49%. Division
wise unfavorable outcomes are shown in fig 14. The patients died in the divisions during TB treatment varied
from 1.53% to 3.87% while the failure rate varied from 0.14% to 1.24%. The lost to follow up rate among those
patients varied from 0.08% to 1.91%. Data shown in Figure 14 include also metropolitan cities and CDCs.



Table 6: Division-wise treatment success rate of new pulmonary
Bacteriologically confirmed cases registered in 2021

Registered Case Successfully Treated
14671 14300 (97.47)

Chattogram 40228 39502 (98.22)
Dhaka 37767 36780 (97.40)
Khulna 32436 31997 (98.65)
Mymensingh 9765 9287 (95.10)
Rajshahi 19788 19156 (96.81)
Rangpur 18508 18115 (97.88)
Sylher 17194 16872 (98.13)

Fig. 14: Unfavorable outcomes rate of new pulmonary bacteriologically confirmed cases by division,

2021 cohort.
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5.3.3 District-wise Treatment Qutcomes

The treatment success rates of new pulmonary bacteriologically confirmed cases in each district registered in
2021 2020 are shown in Figure 15. Almost all the districts are showing over 90% treatment success rates.
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Fig.15 District-wise treatment success rates of new pulmonary bacteriologically confirmed cases for
each division; 2021cohort
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5.3.4 Treatment outcomes of relapse, new pulmonary clinically diagnosed and extra-pulmonary (new)
cases

In 2021 a total of 14922 relapse, 190461 new pulmonary bacteriologically confirmed, 45325 new pulmonary
clinically diagnosed and 55,994 extra-pulmonary TB cases were registered. The treatment success rate of new
pulmonary bacteriologically confirmed cases was 97.66%, and treatment completion rates of new pulmonary
clinically diagnosed and extra-pulmonary cases were 96.73% and 93.42% respectively. During the course of
treatment 336 (2.57%) relapse, 1318 (2.69%) pulmonary clinically diagnosed and 1,368 (2.35%) extra-pulmonary
cases had died; over all death rate of these three categories was 1.92%.

6. DRUG RESISTANT TB

Drug-resistant TB threatens global TB care and prevention, and it remains a major public health concern in
many countries. The Global number of MDR/RR —TB cases notified in 2022 was 43%% of the estimated
410,000 RR/MDR incident (Ref: WHO Global TB report 202 3).

Globally in 2022, 73%of people with bacteriologically confirmed TB were tested for rifampicin resistance, up
from 51% in 2019. Coverage of testing was 73% for new and 79% for previously treated TB patients. A global
total of 176.6 K people with MDR/RR-TB were detected and notified in 2022.

According to Global TB Report, the proportion of new TB cases with RR/MDR-TB was 1.6% and that of
previously treated cases with RR/MDR-TB was 29% up to year 2017. In 2018, that proportion changed to 1.5%
and 4.9% for new TB cases and previously treated cases respectively. Finally, from DRS survey, the proportion
of new TB cases with RR/MDR-TB found 0.7% and that of previously treated cases with RR/MDR-TB found
11%. On these assumptions the estimated total numbers of MDR-TB cases in 2011 to 2022 in the country are
shown in Table-7. In 2022 the notified new cases were 245793 and previously treated pulmonary TB cases
were16147.
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Table 7. Annual estimated number of MDR-TB cases in Bangladesh (2011-2022)

2011 1700 2100 3800
2012 1850 2300 4150
2013 2071 2425 4496
2014 2094 2703 4797
2015 2512 2507 5019
2016 2714 2571 5285
2017 3011 2557 5568
2018 3093 521 3614
2019 1572 1402 2974
2020 1534 1292 2826
2021 2918 758 3676
2022 2704 888 3592

For diagnosis and management of multidrug resistant TB (MDR-TB), a National TB Reference Laboratory
(NTRL) has been established in National Institute of Diseases of Chest and Hospital (NIDCH). The NTRL
have been functioning since 27" June 2007 for culture and Drug Sensitivity Test (DST). It is linked with
supranational reference laboratory (SRL) in Antwerp, Belgium. In August 2008 NIDCH started enrolment of
MDR TB patients with GLC approved 24 months regimen and supported by the Global fund. As a part of
Programmatic Management of Drug resistant TB (PMDT) plan NTP established one Regional TB Reference
Laboratory (RTRL) at chest disease hospital (CDH), Chittagong in 2011 and also managing MDR-TB patients
from that year. In 2013 NTP has also started managing MDR-TB in CDH of Pabna and Khulna. In CDH
Khulna, an RTRL has been established in 2015. Recently Shyamoli 250 bedded TB hospital has been included in
managing MDR-Tb patient which was inaugurated on 21 September 2021.

The MDR TB patients are also managed in the CDH Rajshahi and in three other hospitals of Damien
Foundation at Jalchatra under Tangail District, Anantapur under Netrokona District and Shambhuganj under
Mymensingh District. A regional TB reference laboratory (RTRL) has been established in the CDH, Rajshahi in
May 2008. The programme has been initiating around 900 patients consistently over past 4 years. Following the
endorsement of Shorter MDR treatment regimen WHO in May 2016 the NTP Bangladesh initiated shorter
regimen and scaled up all over the country by end of 2018.

As of 31 December 2022, countrywide a total of 12426 MDR TB patients were enrolled for treatment including
1267 in 2022. Among the 1267 in 2022, 111 are under longer regimen and 1156 under shorter regimen.

Criteria for Presumptive DR-TB cases:

O

Failures of Category I and retreatment

O Non-converters of Category I and retreatment

Q All relapses

O All return after loss to follow up

QO Close contacts of MDR-TB patient with symptoms.

O All HIV infected patients

O Others: Any Smear Negative or EP TB patients clinically not improving in spite of proper treatment.
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The MDR patients diagnosed and enrolled for management are shown in the Table below:

Table 8: Summary, MDR TB Enrolment for Treatment

2005

May- (67t69+106) 242 242
2007 -

2008 107 107 129 129 236
2009 179 179 181 181 360
2010 183 183 154 154 337
2011 212 41 253 137 137 390
2012 290 86 376 129 129 505
2013 330 120 31 14 495 191 191 686
2014 447 123 31 61 54 716 230 230 946
2015 430 121 26 43 60 680 200 200 880
2016 461 113 21 60 95 750 168 168 918
2017 145 114 24 62 81 426 211 279 4 494 920
2018 102 67 13 1 4 187 237 489 57 13 71 93 960 1,147
2019 12 104 3 0 4 223 249 478 52 5 106 130 1,020 1,243
2020 94 2 0 0 5 101 202 393 104 8 69 93 874 975
2021 65 2 1 5 0 7 80 326 541 19 144 13 118 133 1294

2022 75 17 7 1 7 1 108 285 437 39 136 10 135 121 1163 1271

The summarized data on multi-drug-resistant tuberculosis (MDR TB) treatment enrollments in Bangladesh from
2005 to 2022 highlights significant trends and changes over the years. Initially, enrollment for MDR TB
treatment was focused under operational research, with 242 patients recorded between 2005 and 2007.
However, as the need for more extensive treatment options grew, several hospitals began to participate in the
treatment programs. These included the National Institute of Diseases of the Chest and Hospital (NIDCH),
Shyamoli 250 Bed TB Hospital, and various Combined District Hospitals (CDH) in locations like CTG, Pabna,
Khulna, and Sylhet. By 2022, the total number of patients enrolled in the longer regimen reached 4,864, with the
highest annual enrollment of 750 patients occurring in 2016.

The adoption of the short regimen for MDR TB treatment began later, with data available from 2017 onwards.
This regimen saw a rapid increase in enrollments, indicating its growing importance and effectiveness in the
treatment of MDR TB. The short regimen enrollments were recorded separately under operational research and
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at NIDCH and Shyamoli 250 Bed TB Hospital. By 2022, the total enrollment under this regimen reached 7,566
patients under operational research and 2,617 at the NIDCH #we-hespitals. The peak year for short regimen
enrollments was 2021, with 1,294 patients, followed closely by 1,163 patients in 2022.

Treatment outcome of MDR-TB patients under GLC approved 24 months regimen:

Diagnosed MDR-TB patients are enrolled for treatment. The treatment continue for 20-24 months. Initially
hospital duration was 6-8 months and test period patients were treated in the community. From 2012
management modality has been modified with initial hospitalization for 1-2 months followed by community
management for the rest petiod. At the end of the treatment, the patients are evaluated to assess treatment
outcomes.

The overall trend of treatment success rates of MDR-TB patients is increasing. Table 9 shows the treatment
outcomes of the patients enrolled during 2008- 2020 under 24 months regimen.
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Table 9: Treatment Outcomes MDR TB, 2008 - 2020 Cohorts

2008

2009

2010

2011

2012

2013

2014

2015

2016

2017

2018

2019

2020

107

179

183

253

376

495

716

680

750

426

186

226

130

69

34

167

175

240

372

495

716

680

750

494

220

226

130

153

236

333

233

324

467

288

111

26

24

35

27

27

198

79

42

63

50

28

45

36

24

21

21

27

42

59

109

78

93

51

21

30

20

01

22

23

/11

58.7

56.6

63.3

67.3

325

623

583

50.45

38.50

20.00

5.8

5.4

13.7

6.3

9.4

55

37.8

133

16.0

19.09

27.88

38.46

Treatment outcome of MDR-TB patients 9 months regimen:

0.8

0.2

04

25

22

273

2.65

0.77

26.9

14.3

142

10.3

10.2

82

7.6

9.1

16.36

10.62

16.15

7.7

126

154

142

11.3

11.9

152

11.5

124

10.3

9.55

13.27

1538

0.0

0.0

0.0

0.4

44

32

0.7

28

0.45

38.50

9.2

64.42

67.66

70.29

69.58

72.85

7273

70.39

76.76

75.60

74.29

69.55

66.37

58.46

After 36 months

After 36 months

After 36 months

After 30 months

After 30 months

After 30 months

After 24 months

After 24 months

After 24 months

After 24 months

After 24 months

After 24 months

After 24 months

Under operational research, NTP, in collaboration with DF Bangladesh, has been managing MDR-TB Patients
with a 9-month regimen since 2008 and is showing good results, with treatment success rates of 74.19% for the
cohort registered in 2021 (Table 10). NTP already enrolled 1298MDR-TB patients in a shorter regimen during
the year 2021.

Table 10: Treatment outcome of MDR-TB patients under 9 month’s regimen
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2008 129 129 103 0 3 12 6 5 79.84 0 23 9.3 4.65 3.876 79.84 after 1 year

2009 181 181 138 5 2 16 11 9 76.24 276 1.1 8.84 6.08 4.972 79.01 after 1 year
2010 154 154 125 2 2 17 8 0 81.17 13 13 11 5.19 0 82.47 after 1 year
2011 137 137 102 0 9 22 4 0 7445 0 6.6 16.1 292 0 74.45 after 1 year
2012 129 129 91 2 2 18 16 0 70.54 1.55 1.55 13.95 124 0 72.09 after 1 year
2013 191 191 152 1 4 8 23 3 79.59 0.52 2,09 4.19 12.04 1.57 80.1 after 1 year
2014 230 230 195 2 7 16 10 0 84.78 0.87 3.04 6.96 435 0 85.65 after 1 year
2015 200 200 165 2 6 13 12 2 825 1.0 3.0 6.5 6.0 1.0 83.5 after 1 year
2016 168 168 146 0 1 7 14 0 86.9 0 0.6 417 8.33 0 86.9 after 1 year
2017 494 69 425 296 8 28 53 33 7 69.65 1.88 6.59 12.47 7.76 1.65 71.53 after 1 year
2018 960 33 927 622 75 35 100 67 16 67.01 8.09 378 10.79 7.23 1.73 75.19 after 1 year
2019 1029 17 1012 524 231 24 117 73 12 49.16 26.07 3.96 112 714 0.99 75.22 after 1 year
2020 869 31 838 404 223 21 98 81 3 48.21 26.61 2.50 1.16 9.66 0.35 74.82 after 1 year
2021 1298 41 1257 613 350 31 108 107 7/0 47.23 26.96 239 8.32 8.24 0.54 74.19 after 1 year

7. LABORATORY ACTIVITIES

7.1 Sputum Microscopy and Quality Assurance

Quality-assured smear microscopy services, which are an essential part of the TB control program, are available
through a large laboratory network in Bangladesh. Under NTP during 2022, sputum microscopy was performed
in 1119 laboratories across the country and sputum samples from a total of 2,25,4,409 presumptive TB cases
wete tested for AFB, out of which 92567 cases were sputum smear positive (positivity rate 4.11%). As a follow-
up of treatment, a total number of 522213 sputum slides were tested, out of which 2.42% were found positive.
(Detailed lab report for the year 2022 is shown in Annex -3)

The number of EQA labs in 2022 was 40 . All 1119 laboratories were brought under the quality assurance
network of the EQA centres. Assessment reports were received from these EQA centres (List of EQA centres
shown in Annex -4).

Lot quality assurance sampling method was used for quantifying the number of slides to be rechecked. Each
month five slides were selected from each laboratory. A first controller blindly rechecked slides. A total of
60,087 slides were rechecked. This sample contained approximately the same distribution as the pool from
where they were selected ie. 2,474 (4.18%) positive, 987 (1.64%) scanty and 56,626 (94.24%) negative. For
comparison the error rates (%0) found in2017, 2018 2019,2020,2021 and 2022 are also shown in the same table
below (Table: 11).

Table 11: Result of blinded rechecking of AFB smears
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Total False positive by MCs 39 1.13%%  0.62% 0.77% 0.75% 0.79% 0.94%
High false positive 18 0.52%  0.19% 0.26% 0.33% 0.07% 0.17%
Low/scanty false positive 21 0.61%  0.43% 0.51% 0.43% 0.72% 0.77%
Total False negative by MCs 86 0.15%  0.15% 0.25% 0.22% 0.26% 0.34%
High false negative 13 0.02%  0.02% 0.05% 0.07% 0.06% 0.13%
Low/scanty false negative 73 0.13%  0.13% 0.21% 0.15% 0.20% 0.21%
Quantification error (QE) by 61 176 % 2.29% 2.53% 2.36% 2.19% 2.44%
MCs e

7.2 National Tuberculosis Reference Laboratory (NTRL)

On 27" June 2007 the National Tuberculosis Reference Laboratory (NTRL) formally started functioning. NTRL
is the WHO/The Union recommended TB reference laboratory of NTP. It is the only National level laboratory
for GLC-Approved project. Along with previous microscopy (Z-N stain, Fluorescent Stain, and FDA staining),
Culture (conventional culture both in solid and liquid media and identification) and DST(conventional DST in
solid media, AST in liquid media by proportionate method); new diagnostic techniques such as GeneXpert and
LPA (line probe assay) were introduced in 2012. GeneXpert_machines are used for detection of MTB and RR
TB and this service assist NTP in two ways: (i) diagnosis and follow up of drug resistant forms of TB and (ii)
Monitoring drug resistant trends through periodically conducting drug resistant surveys. LPA was introduced
through Expand TB project at NTRL under NTP. By December 2014 this project was phased out and related
activities were handed over to NTP.

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

2012 12 1,733 388 (22.4%)
2013 26 11,852 811 (6.8%)
2014 39 43,360 994 (2.3%)
2015 39 3,9176 893 (2.28%)
2016 39 47,141 980 (2.08%%)
2017 96 77,560 944 (1.22%)
2018 192 69,329 135,695 1,228 (0.60%)
2019 223 78,977 214,555 1,373 (0.47%)
2020 265 53259 201286 1046(0.41%)
2021 479 63246 689450 1496(0.19%)
2022 533 75312 525654 1387(0.23%)

Table: 13 (B). Performance through LPA in detecting DR-TB

2012 705 220 213 18 32
2013 869 265 180 43 49
2014 320 154 48 12 21
2015 428 403 53 10 30
2016 105 104 12 1 10



2017 315 255 56 1

2018 853 548 108 10
2019 1248 764 97 8
2020 736 547 64 5
2021 1079 693 119 8

8. TB/HIV Co-infection

TB/HIV co- infection denotes two diseases in one body. HIV/AIDS and TB ate so closely connected that the
term “co-epidemic” “dual epidemic” or “twin epidemic” is often used to describe their relationship. The two
diseases represent a deadly combination, since they are more destructive together than either disease alone. HIV
affects the immune system and increases the livelihood of people acquiting new TB infection. It also promotes
both the progression of latent TB infection to active disease and relapse of the disease in previously treated
patients. On the other hand presence of TB bacteria in the body of a HIV infected people accelerate the
progress of HIV infection to AIDS. TB is one of the leading causes of death in HIV-infected people.

Diagnosis of TB/HIV Co-infection

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

Diagnosis of TB in HIV patients

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

Practical points

e TBis harder to diagnose in HIV-positive people.

o TB progresses faster in HIV-infected people.

e TBin HIV-positive people is almost certain to be fatal if undiagnosed or left untreated.
e TBis the leading cause of HIV related morbidity and mortality

e HIV is the most important factor fuelling the TB epidemic.

TB/HIV Activities:

Table:14: HIV among Diagnosed TB Patients in 2017-2022
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New pulmonary

bacteriologically 2,001
confirmed
New pulmonary clinically 479
diagnosed

New Extra-pulmonary 1,123
All re-treatment 285

Total 3,888

1,421

306

716

276

2,719

5,013

1,403

1,851
866

9,133

4636

1133

1743

766

8,278

12754

2229

3449

1220

19,652

39169

11044

16312

4698

71,223

23

44
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9. TRAINING COURSES AND WORKSHOP

Developing skilled health staff in NTP is a prerequisite for a successful programme. NTP, being primarily
responsible for training, plans all aspects of training and workshops with government and non-government
entities to determine training content, develop materials, identify health staff to be trained, ensure training
course implementation, and follow up for new hires and maintenance of training. Tables 16 and 17 give an
overview of the activities related to training and workshops/meetings on TB control performed by NTP from
January to December 2022. Besides these, 77 quartetly monitoring meetings are organized at 64 districts.

Table 16: Tuberculosis training activities-2022

. Number Categotylof Funding S<.)u.rce &
Subject of Participant No. of participants
Batches articipants GFATM | GOB

3 day Training on Gene Xpert Testing 28 Medical Technologist 333 -

6-day refresher training on LED 16 Medical Technologist 186 -

Fluorescence Microscopy

3 Days Management Training for District

Surveillance Medical Officers (DSMO) 3 DSMO n )

- Divisional TB Expert &

2 Days training of TOT on TPT 6 DSMO 144 -
Divisional TB Expert,

1 day training on TOT for ASPECT 1 Microbiologist and NTP 30 -
focal person

5 DaysTraining on X-Ray, EP, PMDT, IC,

TB/HIV for Medical doctors z BAIEIESS [Dioitoiis 58 )
UH&FPO, DSMO,

Training on TB Data Analysis 5 TLCA, NGO 116 -
Representative

1 Day Training on TB Care for

Community Clinic Health Care Provider 130 CHCP 3623 -

(CHCP)

1-Day Orientation and training for field -

workers on presumptive TB identification, 57 HA/ HI/AHI 1615-

referral and DOT

3-Day Training of doctor on diagnosis of -

Child TB 3 MBBS Doctors 66

One day orientation for working group in -

every treatment centre of LTBI involving UH&FPO, MODC,

GOB and implementing partners at district 91 TLCA, NGO 2283

level on LTBI including filling up Representative

recording and reporting format.

+

1 Day training in data entry by Aspect 26 MT Lab 521

1 Day orientation on TB at Medical 5 MBBS Doctors 100

College

1 day Orientation on Sputum Collection

and Transportation from Petipheral 5 49

Laboratory to Gene Xpert Centre
(NTRL/RTRL)
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