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PREFACE

Tuberculosis is commonest opportunitistic infection (OI) in persons living with HIV
(PLHIV) & foremost cause of death among people living with HIV. To mitigate the effect of
dual burden of HIV and TB co-infection the Ministry of Health and Family Welfare,
Government of India through its National AIDS Control Organisation (NACO) and Central TB
Division (CTD) has been undertaking joint collaborative efforts as per the National Framework
for HIV TB collaborative activities in India. Supervision, Monitoring and Evaluation of TB-HIV
activities are of utmost importance for strengthening the quality of the services.

s

NACO BSD and Central TB Division, Ministry of Health and Family Welfare,
Government of India developed a guide to ensure best Supervision, Monitoring and evaluation
practices that promote discipline, accountability and efficiency and also incorporate the revised
indicators at Global and National levels for monitoring TB/HIV collaborative activities. An e-
consultative process was initiated to seek inputs and help to develop Guide in order to meet the
uniform pattern of monitoring as Global and National data requirements.

The Guide of Supervision, Monitoring and Evaluation, includes comprehensive material,
detailed performas and annexures containing checklist /tools, details on monitoring and
evaluation for ready reference to support the effective supervision and monitoring and
evaluation.for the state , District RNTCP-NACP staff and other who are assigned with the
responsibility of service delivery and supervision and monitoring.

I aapreciate - the coordinated efforts made by RNTCP-NACP technical team and
everyone involved in its initiative. This Guide of Supervision, Monitoring and Evaluation will be
valuable guidance for Program managers at various levels focusing on implementing
Supervision, Monitoring and Evaluation strategies to strengthen quality of TB /HIV
collaborative activities services.

Use and application of the Guide to Supervision, Implementation and Evaluation by the
responsible and efficient officers will help in the effectiveness, efficiency and sustainability of
Government of India’s response to TB/HIV, through strengthened co-ordination, improved
Supervision, Monmng and Evaluation thereby quality of care.

(DS M

Deputy Director General (TB) Deputy Director General (BSD)
Central TB Division National AIDS Control Organization
MOHFW, GOI MOHFW,GOI

New Delhi New Delhi
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Chapter-1: Background

Tuberculosis (TB) is one of the most common causes of morbidity and leading cause of mortality in
peopleliving with HIV (PLHIV). India has second highestrdan of HIV /TB cases in Worldio
mitigate the effect of dual burden of HIV and TB-iofection the National AIDS Control program

and Revised National TB Control progrdRNTCP) of Government of India has been undertaking
joint collaborative efforts as per the National Framework for HIV TB collaborative activities since
2001.

RNTCP and NACP both aim f@romoteaccess to TB care in all HIV Patients and HIV care to all TB
patients.To achieve this, it is necessary to ensure early detection of either infection among all co
infected cases and to ensure early initiatioff Bftreatmentfollowed by ART and completion of TB
treatment with good drug ompliance. The community must have fukccess to TB and HIV
prevention, care and treatment, including children, elderly, migrants and people living with HIV and
with other clinical risk factors.

1.1 Components ofTB/HIV Collaborative Activities:

The goal of collaborative TB/HIV activitieis to decrease the burden of TB and HIV in populations
affected by both diseases by expanding the scope of TB and HIV programmes and of their partners.
These collaborative activities will be more successful in the presence of effective implementation of
national HIV and TB control strategies that are basetbonpronged strategyummarised below is
foundation of strong collaboration between NACP and RNT&PNational Framework 2013

f Prevention Early Detection of TB/HIV \

1. Isoniazid Preventive Treatment 1. 100% coverage of PITC in TB patients
2. PITC in presumptive TB cases

2. Air Borne Infection Control
. . 3. Rapid diagnostics for detection of TB andTER
3. Awareness generation among patients| i, pi qrv

healthicare provider 4. ICF activities at all HIV settint@TC, ART, LAC
and TI settings

TB/HIV ceordination to reduce mortality

Management of special TB/HIV cases

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

Existing HIV/TB collaborative activities

1. Strong NACPRNTCPcoordination mechanisms at national, state and district level

2. Joint monitoring and evaluation with standardized reporting shared between NACP and
RNTCP

3. Joint training of key programme and field staff in HIV/TB activities

4. Operational research to strengthmplementation of HIV/TB collaborative activities



5. Implementation of basic infection control measures at ART centres e.g. fast tratkingst
symptomatics
6. Specific service delivery coordination activities are as follows:

Activities to reduce burden d HIV among TB patients:

a) Provider initiated HIV testing and counselling (PITC) among TB patients

by Provision of cetrimoxazole preventive therapy (CPT) for HIV infected TB patients

c) Provision of AntiRetroviral Therapy (ART) for HIV infected TB patients

d) Provision of HIV prevention education for patients with presumptive or diagnosed TBcases
Activities to reduce burden of TB among HIV infected individuals:

a) Intensified (TB) case finding (ICF) at ICTC

b) Intensified (TB) case finding (ICF) at ART centres anckLART centres

c) Air borne infection control measures for prevention of TB transmission at HIV care settings
d) Implementation of Isoniazid preventive treatment (IPT) for all PLHIV (On ART +AR®E)

Collaborative TB/HIV activities aim taecrease the burden of disease and are critical for universal
access to diagnostic, care and prevention services for people living with HIV an&kefBlar
supervision, monitoring and evaluation (S,M&E) of TB /HIV programme in country is needed to
improve the quality, effectiveness, coverage and delivery of services,identify the gaps, develop
solutions and bridge the gaps in service provision.

1.2: Aims and (hjectives of Supervision Monitoring & Evaluation Guide
Aim of this guide

This guide toSupervision, Monitoring and Evaluation (SM&E ) has been developed to assist the
program managers and staiff RNTCP and NACP programmes at various levels @&ffectively
implement collaborative T8IV activities. It is intended to facilitate thguality implementation of

TB HIV collaborative activities, @lection of standardized datand help in the interpretation and
dissemination of these data for programme improvement. It also aims to ensure uniformity across all
stakeholders involved in FBIIV collaborative activitiesand harmonisation of data collection at
various leveldy developing a core set gfobally acceptedstandardized indicators for monitoring

and evaluating programme performance. The data collected using these standardiaéuorsndill

provide further evidenctr policies related taollaborative TB/HIV activities.

Objectives

1. Facilitate effectivesupportiveupervision and monitoring of TBIlV collaborative activities to
reduce morbidity and mortality due fBB -HIV throudh prevention, early detection and
prompt management of Tahd HIV.

2. To ensure that activities are implemented as planned, and that tHéVT@éata recorded and
reported is accurate and valid

3. Incorporate a system @inalysis, supervision and reviewvhich leads to remedial action to
improve performance and improve indicators.

4. Serve as a tool to facilitate following:



Commitment of higher authorities at different levels.

Integration of HIV & TB supervision and monitoring with General healthsystem
both in the state and the district.

1 Streamline new programme activities related t&B-HIV, Engagementof all care
providers iPublic and Private, other government healthfacilitielsfedical
collegss NGO,CBOs etc

= =4

5. Ensure equitable provisionof services to all sections of the community including targeted
populations (high risk groups) such as female sex workers, men having sex with men,
injecting drug users, migrangsmd Bridge poulations .

6. Understand the concept and applicability of supervision and monitoring at different levels

using standerdised checklist.

Serve as ready reference for different stake holders.

Provide a set of standardized tool for supervision and monitoring for basiceserglated to

B & HIV

© N

Target audience:Administrators, Program Managers, General health system staff, other stake holders
and key program staff from NACP and RNTCP at various levels



Chapter -2 : HIV/TB Program Supervision

2.1 Concept of Supervision

Supervision is a systematic process for increasing efficiency of the health personnel by developing
their knowledge, perfecting their skills, improving their attitudes towards their work and increasing
their motivation.

Supervision iscarried out in direct contact with the
health personnel. It is a twgay communication Support
between supervisors and those being supervised. It

should not be a fault finding exercise but a supportive

,collaborative effort to identify problems and find _
solutions. Help Advice
It must also be realized that health personnel at all

levels need ongoing support for solving problems and . . J
to overcome difficulties. They also need constructive Guidance | Assistancs
feedback on their performance and continuous

encouragement in their work.

a) Objectives of sugrvision

i) To ensure equitable provision of services to all sections of the community

i) To build capacity of the health staff to implement the program procedures correctly.
iii) To increase the involvement and commitment of staff at different levels.

iv) To provide timely and actionable feedback

v) To address human resource capadgityding needs

vi) To ensure winterrupted supplies of logistics

vii) To ensure accurate and valid data recording and reporting

2.2 Supportive supervision

Supportive supervisiofrom National, State and District level to institutional /facility level is an
essential element of routine Supervision, monitoring and evaluation of the programmes. Good
supportive supervision includes assessment of quality of services delivery fopentiesses related

to Client /patient related services, validation of recording and reporting...Periodic systematic review
of the routine monitoring systems may be carried out by the supportive supervision team. This should
ideally involve members of bletthe NACP and RNTCP programmes. Activities may include:
validating the group cohort report and analysis; validating the quarterly report; conducting additional
register tallies and taking a systematic sample of patient cards to measure quality of valtilated

core indicators such as TB status assessed and recorded at last visit. Finally, TB and HIV district
supervisors can reconcile HIV and TB register data to abesk registration of TB patients into

HIV care or ART and of HIV patients into TB &ment. Supportive supervision should detect and
discuss dficulties in data managemeand to provide an opportunity for learning. Simple supervision
tools such as score cards or certificates of excellence awarded for good reporting and recording
delivered at time of supervision for accurate recording and reporting may be used to motivate health
workers.



The supportive supervision approach emphasizes on:

i Constructive feedback,
i Joint problem solving, and
i Two-way communication between supemis and those being supervised.

b) Supervisory Protocol& Tools / Checklist

1. Supervisory protocol at all level falifferent categoies of Staff is annexed at
Annexure 1
Program Supervision tool in FBIV at State Leveis annexed aAnnexure 2
Supervisory Checklist for Designated Microscopic Centre (DM@gmnexed at
Annexure 3
Supervisory Checklist for ICT@ annexed alAnnexure 4
Supervisory Checklist at ART Centrissannexed aAnnexure 5
31 6s Project Super vifermisanexet aonexure 6 s t
Supervisory Report Format is annexedanexure 7

w N

No ok

d) Prerequisites for effective Supervision

Plan ahead: Advance Tour Planning (ATP ,folljonetocol)

Inform about your visit

Acquaint yourself with baseline dataarkea/facility to be visiteeUse job aides and
checklists

Set examplé demonstrate correct practices

Record important observations of the vigtommunicate the observations to staff and
appropriate authoritiesgeep track of actions taken on the recomdaion

<< <K<

Process of Supervision

Set Expectations

Monitor & Assess

Take Action Performance

|dentify Problems &
Opportunities

Systematic cycle of expectations and evaluations

Source : RNTCPTraining Module,GOI



Elements of Supervision

ANSWERS QUESTIONS

2.3 Joint HIV/TB Supervisory V isits

To strengthen implementation of collaborative activigsdifferent levels joint supervisory visits
should be undertaken by a national team (NACP&RNTCP) to at least one state per quarter. Similarly

state teams (SACS & STC) should visit at least orteicti®very month. These states and districts are
chosen based on key HIV/TB performance indicators. Observations made in joint supervisory Vvisits
should be discussed in review meetings at various levels. A copy of the observations and
recommendations madshould also be submitted to highestherities and the Institution facility
visited.

To aid in joint field visits and review meetings NACP and RNTCP jointly developed monitoring
indicators and targets. Performance indicators and targets for HIV/T&oddtive activities target
are shown in Anex 15.

Preparing for supervisory visits

wReview previous reports
wAnalyze trends in key indicators
wReview previous supervisory visit reports

Review Previous

Reports

» TB /HIV performance indicators

Slalelfliaslsjizls) » Epedemiological
0 Situations

wOrganize the required information in the form of

Use checklist s
wThe checklist should be refferd




Chapter -3: Monitoring and Evaluation

3.1 Concept of Monitoring and Evaluation and its Importance:

Monitoring is the process of observing whether an activity or service is occurring as planned and to
ensure they are on coursersrhedule in meeting the objectives and performance targets. It implies
systematic and purposeful observation, aiming to iffeany diversion from the planned course of
actionand to achieve expected resulisis facilitates the most effective and efficient use of hugman
financialand otheresources for the achievement of maximum health benefit for the population served
I which is especially relevant in areas where resources are limited.

Monitoring is theroutinetracking of service and programme performance using input, procespg and
outcome information collected on a regular and ongoing basis from policy guidelinese n@aibrel

keeping, regular reporting and surveillance systems, and occasional health facility observatipns and
client surveys. This helps in identifiyg the need for more formal evaluation of activities and find
timely solutions to the problems.In a wdksigned M&E system, monitoring will contribute greafly

to evaluation.

Evaluationis theepisodicassessment of results that can be attributed to programme activities; |t uses
monitoring data and often indicators that are not collected through routinenatfon systems
Evaluation allows exploration of the causes of failure to achieve expected results on sshedh&
mid-course corrections that might be necessBrgcess evaluatioassesses progress in programne
implementation and coverag@utcome andimpact evaluation measure the effect of programnje
activities on the target population.

3.2 Monitoring and Evaluation Framework

Monitoring in TB-HIV programs is of utmost importance for ongoing program planning and
implementation. A good monitoringtrategy moves beyond the widely used case detection and
treatment outcome indicators and applies the concept of input, process, output, outcome and impac
indicators as a M&E framework for measurement and achievement of key program abtipities.

swch as money, staff time and policies, must resutiutputs, such asefficient supply systems, new

or improved services, trained staff. These outputs are often the result of spexmiissessuch as
training sessions for staff, that are key activitd®ed at achieving the outputs. If these outputs are
well designed and reach the populations for which they were intended, the programme or project is
likely to have positive shoterm effects ooutcomes such as an increased number of people living
with HIV screened for TB symptoms or of TB patients tested for HIV. These positivetsimart
outcomes should lead to changes in the lotgen impactof programmes, reflected in fewer new
cases of TB or HIV.



Monitoring and Evaluation Framework
Context
Environmental, cultural, political, and socio-economic
INPUT PROCESS OUTPUT OUTCOME IMPACT
Basic Programme Results at the | Results at level | Ultimate effect
resources activities programme level of target of project in
necessary (measure of population long term
programme
activities)
Policies, Training, Services, serviceg Behaviour, safen TB incidence,
people, logistics, use, knowledge practices HIV prevalence,
money, management, morbidity,
equipment IEC/BCC mortality
Monitoring/Process Evaluation Outcome/Impact Evaluation

Source: Adapted from Development of health programme evaluation: report by the DiG=neral.
Geneva : World HealthOrganization;1978(document A31/10).

The independent M&E systems that exist for TB and HIV programmes may not adequately capture
the programme effort expended on collaborative TB/HIV activities or may result in duplication of
effort, conflicting data collection requirements, and difficulties Valeating the performance of
collaborative activities as a whole. Therefore a core group of simple indiGgomcommended
including those to trigger actions, is essential for the programmes to work effectively together.

3.3 Rationale for Monitoring and Evaluation for Collaborative TB/HIV A ctivities

Monitoring and evaluating TB/HIV collaborative activities provides the means to assess the quality,
effectiveness, coverage and delivery aimprehensiveservices and ensure continuogsality
Improvemenbf servicess

Effective M&E for TB/HIV collaborative activitiesill facilitate the crosschecking, reconciliation of
data between the two programmesvatiouslevels and also facilitate accountability for resources
allocated for activities

The M&E system is structured to ensure the most efficient use of resources to generate the data
needed for decisiemaking. It guides data collection and analysis to increase consistency and enable
managers to track trends over timEstablishing standard indicasrreporting and recording
mechanisms support the streamlining of M&E processes



3.4: Methodology of Monitoring & Evaluation of HIV/TB Collaborative A ctivities

There are variousuggestednethods by which monitoring and evaluation of TB /HIV actiatgurs.
The major ones are listed below.

a. Routine monitoring mechnisms in HIV TB

Similar to othemationalprogrammeRNTCRNACP uses the data collected routinely for patient care

to inform programme management. BotRNTCP and NACP use program standerded
records/registeras the information source for disease speaifilicators monitoring In RNTCP, the

patients records antiB registers are used to prepapederly reports which provide information on
patientregistrationand progressduring the quarter, and treatment outcome using cohort analysis of
groups of all patients starting treatment during previous specified time periods. These reports are
analysed locallyreferably in conjunction with supportive supervision or meetings aeadhen sent

to district , state and national levels for further aggregation, analysis, dissemination and management
of the programm&. hi s i s presently strengt hene@dlectogic NI K
reporting system.Similarly NACP uses recohdsyisters at different facilities like ICTGJETC,ART

etc andmonthlyreports are semlectronicallythrough theStrategic Management Information System
(SIMS),online reporting systenat various level TB HIV reports are standerdised and integrated in

the RNTCP and NACP reporting systems based on records/registers at various facilities ,and
submitted online at various level without duplicating the efforts

b. Surveillance and Surveysonducted by NACP & RNTCP

HIV Sentinel Sureillance in India, sinds inception in 1998, has evolved into a credible and robust
system for HIV epidemic monitoring and acclaimed as one of the best in the world. Sentinel
surveillance provides essential information to understand the trends and dynamics of HIV epidemic
amongdifferent risk group in the country. It aids in refinement of strategies and prioritisatioousf fo

for prevention, care and treatment interventions under the National AIDS Control Programme
(NACP). HIV estimates of prevalence, incidence and mortalityelbgped based on the findings from

HIV Sentinel Surviellance enable the programme in assessing the impacts at a madrodevyelre
important tools to measure disease burden such as the prevalence ah#iivberculosis. These are
either separate starmlone surveys undertaken periodically or sentinel surveillance from selected
treatment sites.NACO has guidelifesrecording and reportintpese activities.

c. Country situational analysis

This important tool brings together all the available infororathn disease epidemiology (including
surveillance and survey data), and programme structure, function, output and impact within the
context of the overall health system. The analysis identifies strengths weaknesses and gaps in the
programme and is ofteragiedOout as part of planningycle in preparation of a strategic multi year
programme plan.

d. Joint Program Reviews RNTCP and NACP

NACP& RNTCP conduct regular review meetings at national and state Jeirglnationalreview of
HIV/TB activities should be done with participation of state programme managers of both
programmes. This meetingheld jointly by NACO and CTD.



Review Checklist for TB/HIV activities at state level is place at AnnexSifilar joint review
meeting should be held at state level by adding one additional day to one of the quarterly RNTCP
review meetings, inviting all district nodal officers for HIV/AIDS or DAPCU officer and SACS
officials. The joint review meetings should be organised in closedomation by SACS and STC. The
schedule of joint meetings should be communicated to NACO and CTD and representatives from
CTD or NACO should patrticipate in the same.

e. External programme reviews

External programme reviews.g. Joint MonitoringMission(JMM) , Common Review Mission
(CRM), usually lasting one to two weeks, are organized at the request of the programme, often in
preparation of a muHlyear strategic program plan. It usually involves forming a team of international
and national expé&s on programme management or technical aspects of the programme, with local
implementation partners, Ministry of Healffirogramme staff, civil society and donors are also
represented. The team meets at national level for one to two days, to be arertate preprepared
situational analysis, and to agree on a review methodology. The reviewers then travel throughout the
country in subteams to observe the programme at all levels (national regional district health centre
and community), using agreedols to examine records, observe activities, and interview key
informants including health staff, clients, other care providers and civil society All this information is
then synthesized and brought together at national level to inform the final repokieyitindings and
recommendations to government and stakeholders. Usually a summary of key findings is presented to
ministry of health senior representatives prior to the teams departure.

One specific issue to note for TB/HIV activities should be a phtioth TB and HIV programme
reviews, preferably bringing key staff from both programmes together. Reviewers should ensure that
review findings are shared with and owned by both TB and HIV programmes.

3.5 Program Evaluation

a. Internal Evaluation Protocol

Internal Evaluation forms an integral component of RNTCP & NACP supervision and monitoring
strategy. It acts as a tool to evaluate if good program practices are adopted and quality services are
provided to the community. Teeevaluations also offer an opportunity for program managers to look
into all aspects of program critically anecommend corrective actionhese activities help program
managers in understanding determinants of good as well as poor perfornegficaion of good
practices and take appropriate measures for improvement.

Objectives of Internal Evaluation

1. To provide a systematic framework for assessment of program performance, financial
& logistics management, recording and reporting, and quality ad peceived by
patients

2. To give recommendations for improving the quality of program implementation and

performance with a realistic action plan and time.line

3. To monitor efforts to improve and maintain program quality and performance over
time.

10



3.5.1) Centrally driven Internal evaluation (CIE): Onestate per montis selectedor evaluation

of program activitiesbased on the performance so that all big states are visited once in every 2 years.
In the selected state at least 2 districts are evaluated. CIE provides an opportunity to review
performance in select district and to review overall performance of the, gtedgrammatic
challenges. It facilitates the centre to understand, address and support actions for improving quality of
HIV/TB collaborative activities in the state and its implementation. The CIE team consists of
representatives from NACO, CTD, WHO,SB8@G s Of fi cers from other st:

3.5.2) State Internal Evaluation (SIE): To deliver effective TB HIV service at all level the RNTCP
involving State team including State AIDS Control Society (SACS) under takes state Internal
evaluation (SIEs) of two distts in a quarter to review the performance in the districts.

Selection of districts: Upto 30 millioh 2 districts per quarter; 3000 millioni 3 districts per quarter;

>100 million i 3-4 districts per quarter. Aim to cover all districts at least omc&4 years. In
States/UTs with 4 or less districts, 1 district or TU per quarter may be evaluated alternating selection
between a well performing district and an under performing district.

State Internal Evaluation team members

a State TB Officer or Dguty STO
b STDC Director / representative (where STDC exists)

C. One DAPCU & One DTO of a district other than the one being evaluated
d. WHO RNTCP consultants

e Medical college representative

h Consultant from other programmepartners (IMA, CBCl etc.)

I State Accountant

J- State IEC Officer

K. State TB HIV Coordinator

Selection of DOT Centres:

A The team should visit the DOT Centres attached to each of the 5 selected DMCs (and Medical
College conveniently selaad) Colocated with ICTC/FICTC.

A Also identify and visit 5 more DOT Centres in the district with unique characteristics such as
those attached to a medical college where DMC, ICTC & ART Centres are collocated.(other than the
one conveniently selected for visit)., Selection of patients:

A In each of the 2 DMCs with low case load 4 New Sputum Positive (NSP) patients are selected
randomly and one previously treated case conveniently (5 X 2= 10 patients)

A In each of the DMCs at DO & 2 TU level DMC, 4New Sputum Positive patients are selected
randomly and 1 patient each of the types Relapse, TAD and Failure are conveniently selected. Also
select 1 TB/HIV patient and RRTB patient.

Selection of ICTC/FICTC:
5ICTC/ FICTC are selecteaut of these as follows:

1. Two ICTC/FICTC that are screening and referring higher numbgsresumptive TB cases
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2. Fourth and fifth ICTC/FICTC is selected randomly from remaining ICTC/FICTC (preferably
from different TU)

Selection ofART Centres:

A The team should visit the ART Centres attached to each of the 5 selected ICTC/FICTC (and
Medical College conveniently selected).

A Also identify and visit 5 more ART Centres in the district with unique characteristics such as
those attachetb a medical college (other than the one conveniently selected for visit).

Activities performed in Internal Evaluation:

==

Triangulation of data, for all the TB Units in the district

Visits to ICTC, ART centre, DMC, DOT Centre, Medical College etc. Patiente visit for
interview

Compilation of the report

Communication of Key observations to district authorities

De-briefing of the findings to NACO& CTD staff

Knowing best practices and challenges in implementation of services and recommendations

=

E BE B

Submission of IE report to BSD/NACO and STC / CTDBoft copies are sent to Basic services
Division/NACO and CTD by member secretary of SWG electronically as soon as possible and the
hard copies, with cover page signed by allmembers, by courier nothateatweek. * All relevant
formats included in annexures.

NACP & RNTCP have jointly made incredible progress with regards to ensuring quality diagnostic
and treatment services, but therein lies the risk of complacency creeping into the program. Further the
program has expanded to involve all health care providers thorough strategy, TB/HIV collaborative
activities, provision oDRTB services etc.

b. Internal Evaluation Formatre annexed #nnexure30

C. Internal Evaluation Field Visit Repoare annexed annexure31
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Chapter 4: RevisedCaseDefinitions, Recording & Reporting:

4.1: CaseDefinitions

Bacteriological confirmed TB case (Definitive TB Casejefers to a presumptive TB patient from
whom a biological specimen is positive for acid fast bacilli, or positive for Mycobacterium
tuberculosis on culture, or positive for tuberculosis through Quality Assured Rapid Diagnostic

molecular test.

Clinically diagnosed TB case (probable TByefers to a presumptive TB patient who is not
bacteriologically confirmed, but has been diagnosed with active TB by a clinician on the basis of X
ray abnormalities, histopathology or clinical signs with a decision to tregiatient with a full course

of Anti-TB treatment.

Bacteriologically confirmed or clinically diagnosed cases of TB are also classified according to:

1 anatomical site of disease;
1 history of previous treatment;
1 drug resistance;

Classification based oanatomical site of disease

Pulmonary tuberculosis (PTB)refers to any bacteriologically confirmed or clinically diagnosed case
of TB involving the lung parenchyma or the traclimonchial tree A patient with both pulmonary

and extrapulmonary TB should bkassified as a case of PTB

Extra Pulmonary tuberculosis (EPTB) refers to any bacteriologically confirmed or clinically
diagnosed case of TB involving organs other than the lungs such as pleura, lymph nodes, intestine.

genitourinary tract, joint and bes, meninges of the brain etc., is called as gxh@onary TB

Milliary TB is classified as PTB because there are lesions in the lungs. A patient with both pulmonary
and extrapulmonary TB should be classified as a case of PTB.

Classification based ohistory of previous TB treatment
New case

A TB patient who has never had treatment for TB or has takefTBrdrugs for less than one month

is considered as a new case.
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Previously treated patientshave received 1 month or more of afB drugs in the pds
Recurrent TB case

A TB Patient previously declared as successfully treated (cured/treatment completed) and is
subsequently found to be bacteriologically confirmed TB case is a recurrent TB case.

After Treatment failure patients are those who have pressly been treated for TB and whose

treatment failed at the end of their most recent course of treatment.

Treatment after loss to followup patients has previously been treated for TB and was declared lost

to follow-up at the end of their most recent ceuo$ treatment

Other previously treated patientsare those who have previously been treated for TB but whose

outcome after their most recent course of treatment is unknown or undocumented.

Transferred In: A TB patient who received for treatment in a Tuhdosis Unit, after registered for

treatment in another TB unis considered as a case of transferred in.
Classification based on drug resistance

Mono resistance:A TB patient whose biological specimen is resistance to onelfiretantt TB drug

only

Poly drug resistance:A TB patient whose biological specimen is resistance to more than one first

line anti TB drug (other than both isoniazid and rifampicin).

MDR TB case: A TB patient whose biological specimen is resistant to both isoniazid and rifampicin
with or without resistance to other first line drugs, based on the results from a quality assured

laboratory.

Rifampicin resistance (RR): resistance to rifampicin detected using mbtgpic or genotypic

methods, with or without resistance to other-dmidrugs.

Rifampicin Resistant TB not be defined independent from MDR TB and recommended its inclusion in
the definition of MDR TB

XDR TB Case An MDR TB case whose recovered M. tuberculosis isolaaedstionallyresistant to
a fluoroquinolone (ofloxacin, levofloxacin, or moxifloxacin) and a sedov&linjectable antirB drug

(kanamycin, amikacin, or capreomycin) at a quality assured Lalpprato

Probable Peadiatric TB is a case diagnosed based on the presence of abnormalities consistent with

TB on radiography, a history of exposure to an infectious case, evidence of TB infection (positive
14



TST) and clinical findings suggestive of TB in childrém event of negative or unavailable

microbiological results

Lost to follow up (Earlier termed as Default) : A patient after treatment initiation has interrupted

treatment consecutively f@2 months.

Not Evaluated: A TB patient for whom no treatmermtutcome is assigned this includes former
it r an st anotheptreatndent unit as well as cases for whom the treatment outcome is unknown

to the reporting unit.

4.2: Recording and Reporting

The RNTCP and NACP programs use standardised records and reporting system, ( Paper based &
electronic) at different levels and these reporting systems are used for monitoring.

Level of Monitoring in NACP & RNTCP

NACP RNTCP
NACO - 5 Central TB )
«—— Nivisinn <

l T State‘ITB Cell :
= - =
| 1 T

A

- s
DNO/DAPCUs } — { District TB Office ]7
l I TU/Block
S AICTCs, TI — N " J
NGO

) =
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Data Flow , Feedback & Data Use irStrategic Management Information System (SIMS)

Data Flow [:::::>>

Direct reporting if no
DAPCU

"

DAPCU
(District
Level)

NACO
(National

Reporting
Unit (Sub
District

Level)

Level)

Monitoring
and Data

Monitoring
and Data

Monitoring
and Data

Qually Quality Quality
Feedback Feedback to
to DAPCU SACS
and/or RU Use data to

Use data to

inform

evaluate resources
performance allocation
against the

Use data to
assess
districts level
trends

<::::::::j Feedback

Use data to
assess state level
trends and high
priority districts

targets
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a. Recording and reporting mechanisms:

The forms, registers and reports presented in this document are designed fdragagdarecording
and reportingystemsRecords and reports amanexed apage nol64173

HIV/TB Records Maintained at Different Facilities

S.No. Name of the Register | Register to be Timeline Data Entry
register maintained | maintained for entry into
at by SIMS
1. ICTC HIV-TB SAICTC ICTC Daily in regular| Section E
Collaboration Counsellor coordination SIMS
activity register with Senior
Treatment
Supervisor, TB
program
2. ART Centre ART Centre | Staff Nurse al Daily Monthly
TB/HIV Register ART Progress
Report
3. RNTCP Sputum Designated | Lab Daily NIKSHAY
Microscopy (Lab) | Microscopic | Technician
Register Centre
4. RNTCP PMDT District TB| Sr. DRTB & Daily NIKSHAY
Refferal for Culture| Centre HIV
& DST Register for Coordinator
Diagnosis & FU
Cultures (Alll)
5. RNTCP TB Registell Tuberculosis| Senior Daily NIKSHAY
Unit Treatment
Supervisor
(STS)
6. PMDT Culture & C & DST| Lab. Daily NIKSHAY
DBT Register (A Lab Technician C
V) & DST Lab
7. RNTCP Drug Stock | State  Drug Pharmacists o] Daily/Regularly | Stock Reports
Register Store /| DDS, SDS as per Indent & excel
District Drug Supply INIKSHAY
Store
8. NACP Drug Store | ART Pharmacists Daily Inventory
Register Management
System(IMS)
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Details of records &eporting regarding RNTCP &MDT reports please refer RNTCP Training
course ofpprogram managers and PMDT guidelinggy 2012

Following table clarifies the reportifg®ORMATS USED BY nacp & rntcp w.r.t. TB/HIV

Essential HIV/TB recording and reporting

HIV/TB coordination
activities

Quarterly report on HIV/TB collaborative activities by SACS sent to
NACO/CTD Minutes of State Coordination Committee meetings sent
centre and reported in RNTCP state PMR

Minutes of state TB/HIV working group meeting senhational level .
Minutes ofDistrict Coordination Committee meeting sent to State TB (
and SACS and reported on RNTCP District PMR
Minutes of Monthly HIV/TB meeting sent to State TB Cell and SACS [
district

Intensified TB case finding &
ICTCs /LAC

Monthly line-list of ICTC referrals of presumptive TB cases and TB
diagnostic outcomes jointly prepared by ICTC counsellor and STS
Monthly ICTC TB-HIV Report

Consolidated state ICF at ICTC monthly report

Intensified TB case finding &
ART centres/LAC Plus
centre

Monthly line-list of ART referrals of presumptive TB cases and TB
diagnostic outcomes jointly prepared by ART centre staff nurse and
RNTCP STS.

Monthly ART centre TBHIV report as a part of-page monthly report of
ART centres

TB/HIVregister at ART centre jointlynaintained by ART centre staff
nurse and RNTCP STS Consolidated state ICF at ART centre monthl
report

HIV -testing of TB /DR TB
patients

RNTCP Quarterly Reports (Case Finding Report)), PMDT reports
INCLUDING cbnaat reporting formats.

HIV -testing of presumptive
TB cases

RNTCP laboratory register, RNTCP Quarterly Report (Programme
management report PHI, TU, District and state)

Provision of CPT to HIV
infected TB patients

RNTCP Quarterly Report (Results of Treatment Report)

Provisionof ART to HIV-
infected TB patients

RNTCP Quarterly Report (Results of Treatment Report)
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4.2 1: Electronic & web based case based system for reporting.

a: Strategic Management Information System(SIMS)

The strategy ensusehigh quality of data generation systems £ _ g
through surveillance, programme monitoring and research; ~
strengthening systematic analysis, synthesis, development fand o e

SIMS Live

dissemination of knowledge products in various forms; emphasis SINS Tining

on knowledge translation as angartant element of policy making HIV SENTINEL SURVEILLANCE
and programme management at all levels; and establishment of —
robust evaluation systems for outcome as well as impact evaluation
of various interventions under the programme. —

The Strategic Information Management Unit (SIMUxomprises
of Monitoring & Evaluation Division, Research Division,
Surveillance & Epidemiology Division and Datanalysis &
Dissemination Unit.The divisiongenerates and manages cruciSIMS A web based electronic

information on theentire spectrum of the HIV epidemic and i"ePorting system has been developec

control including HIV vulnerabilities and risk behaviours,level® National AIDS Control Organizatic

trends and patterns of spread of HIV dadtors contributing to it, disease progies, requirements

and regimens, planning anchplementing interventions, monitoring servidelivery and tracking
beneficiaries, effectivenesand impact of interventions. Another key functmnSIMU is to promote

data use for policynaking, programme [@anning, implementation and review Bational, State,
District and Reporting unit levels.SIMS is an integrated -wabed reporting, data management &
decision support system, with monthly reporting from over 20,000 Reporting Units (RUs) across the
country, covering all programme components

Modules in SIMS

AThis module covers the following aspects of SIMS
AReporting Unit management (creating new reporting units, deleting
1. defunct ones etc.)
Administrator AUser management (creating and modifying users for the reporting units)
Module: and managing access to users at different levels)
AUser access management (control the user access at different levels of
the hierarchy)

AManagement of all data entry formats
AManagement of data validation in the data entry formats
ASearching for data and exporting data

A Output reports
AData entry status
AActivated/ Deactivated status of reporting units
AData Status
AData item report
ACustomized output reports

3. Management

Information
System Output:
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b: PPTCT and ART Linkage System(PALS) :

PALS is the ETracking tool forPPTCT continuum of cardpllow up of mother and baby for >24
months. Itis a reporting cum tracking tool which collects, retains and updates individual wise details
of all HIV positive pregnant women who attend the facility during Antenatal period or Directly In
labor or during Post Natal periodhe information related to TBases among pregnant women
screening & linkages to ATIART is included in PALS.

N OPPICT ART | inskag o (PALS)
.\‘%;)wn T ART tinksge System (PALS) LL o i

Type o *
ANC Details Beforral SpoaseFamdy Dvtails Delbvery Detalls €30 Teating Datails 108 movth Trsing  Doath Dotas e o
AN
T — T
* Rlunsdy knvoen HIV positve woman Date o vt 1 ICTC durimg e comed peoguamcy”
Lot Mrmstrwal Pooedil MPY date ©
Waether detected Gotatonsd age in weeks 2t he Some ol reghiaton
Pregaast wianin 1
State* — S
Talangias : Expected Dite o Delinry 00§
Dot 008200
Adabad . Whether teginered ot ATY
CTC maoe * e "
A MANCHERIAL Pyt , Whethet sa 20T2
Yo e

L Derasn.
-

Fiest Nama Middle Nama Lot e Whether symyuimaicaly resned postive bor TH?
Date of MV conficmatery et ohe g
Ideniicativa Caed tpp 2010
Date of post st covmelling Waether tested lod 87
Aadhar sumbet o .
deaniativa cad wembar = -
Route of vommenica of MV
Rl of B Vel
MCTS Mothes and Chid Teaching System) Nother 1D 1. Reulan partnes pouse n .
PIC Namber Year Sariad Mo
Madile numbar PWSAL TC TOAOE00 1] i
Whether stated on ha Tabescuboss Treamest81T)
p Ve L
Ondes o pregnancy Whethet beted s Syphin”
1 " Yes e

Whathar ahen sinals dass VP shrvan bn tha srvsdaim wsanancy

C: NIKSHAY (RNTCP) ‘ REVISED NATIONAL TUBERGULOSIS GONTROL PROGRAMM

(MINISTRY OF HE; GOVERNMENT OF INDIA)

RNTCPIn collaboration with National Informatics Centre
(NIC) undertook the initiative to develop a Cdsesed

Web online applicatiorfiNikshayd sinceMay 2012with LA\ oo rrce
componentss illustrated in the followindiagram : I Ini odo, o deth accar very three inates fom tuber

deaths can be prevented. With proper care and treatment, T8 patien
battie against T8 can be won.

ond
oa)

[}
%, ”“’ Tuberculosis (T8) is an infectious disease caused by a Bacterium, Mycoba
e | spread through the air by 3 person suffering from T8, A single patier

n
Sign in to Project Nikshay people in a year,
1

e India has a long and distinguished tradition of research in T8, Studit
& - Research Centre in Chennai and the National Tuberculosis Institute in
knowledge to improve treatment of T8 patients all around the world.
Signin

Because treatment is of such 3 long duration and patients fesl better af
1nz4 because many TB patients face other problems such as poverty and une
often interrupted

Password: Modern anti-Te treatment can cure virtually all patients. It is, howe
treatment be taken for the prescribed duration, which in every case is

( Therefore, just providing anti-T8 medication is not sufficient to ensure
The DOTS strategy ensures that infectious TB patients are diagnosed a
cure, by ensuring availability of the full course of drugs and a syste

NIKSHAY is a web based electronic repori
system has been developed by RNTCP witt
support of National Informatic Centre
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P
\Components : Master management
User details

TB patients registration & bdetails of diagnosis, DOT provider, HIV status ,
follow up, contact tracing , outcomes

Details of solid and liquid culture & DST,LPANGBT details
DRTB patient registration with details

Referral and transfer of patients

Private health facility registration and TB natification
Mobile application for TB notification

SMS alerts to patients on registration

SMS alerts to program officers

Automated periodic reports

Case finding

Sputum conversion

Treatment outcome

TU and District level Program management

HIV/TB activities are implemented with close coordination between two national programmes having
different reporting systemsData quality is ensured aghe software does not itself generate
information and almost all information is digitized from the seuwhich exists in the program; the
inherent quality of data of the program is transferred. Transcription erergheckedNikshay
already has internal validations for most of
To ensure qualtcase management, notification of all TB casehunling private sectdlikshay is an
incremental step to close the gap of missing TB cases in India.

Details of records &reporting regarding RNTCP &PMDT reports please refer RNTCP Training course
of progran managers and PMDT guidelines ,May 2012.

d: Inventory Management System(IMS)

NACO undertook strenthening of national HIV commoditie$eco ¥ T v sy
distribution by designing and deploying the Inventory Managen | Sri=ymyympm.
System (IMS)programme across suppliers, state warehousestand

CST (also called ART) centres in India. After an extensive pilot in WO

states from De&eb 2014, NACO decided to implement the solution s W e et
across the entire supply chain.

> Daly Ivertoy Repott

In IMS, inventory is tracked sttimg from the supplier level to
dispensations made to patients at POC facility level.-tost bar code
and webbased technologies have been leveraged to provide a scalable
and asset light solotion. NACO continues to refine IMS to accommodate
user feedbacland is poised to upgrade the existing system to more _ ,
powerful, versatile and robust system in coming months. =

Other Reports
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Chapter 5: Monitoring and E valuation I ndicators

5.1: Indicators

An indicator is a variable used to measure progress towards the stated goals, objectives and targets c
the programme, allowing managers to assess progress towards benchmarks. It is a specific measure «
programme performance that is tracked over timehbyntonitoring system. The value of an indicator

in itself is usually of limited use but rather unexpected values or changes in the indicator suggest the
need for further investigation.

1 Performance indicators

91 Logical framework approach
1 Formal surveys

1 Rapidappraisal methods

1 Impact evaluations etc

Figurebelow lists standard selection criteria for judging the relevance of specific indicators.

Valid

Reliable
Specific
Sensitive
Operational
Affordable
Feasible
Measurable

Comparable

5.2: Categorization of indicators for collaborative TB/HIV activities
The National Framework for HIV TB collaborative activities in Ind@early outlines the key

set of activities essential for addressthg challenge of HIVTB.The indicators included in
this guide for monitoring anelvaluation of implementation of these collaborative activities.
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5.2.1 Core indicators for global and national monitoring and reporting
Systematic measurement and reportingheke indicators provide insights into the progress in
implementation, covelge of services and impactof collaborative TB/HIV activities. This
information can be used in the processpoficy development, programme planning, and
resource mobilization and allocation. The data elements requiretbéoimentation of these
indicatorsshould be routinely captureahd should be periodically reported to national and
state level and consolidateannually for globaland nationalevel reporting.

5.2.2 Core indicators for only national-level monitoring and reporting

A set of core indicators is required for routine monitoringof implementation of collaborative
TB/HIV activities at national level, particularly the quality of care provided.Ongoing
monitoring of these indicators is necessary for effective programme manggainmational,

state and facility level, as they help in identification of weaknesses in programme
implementation and thusfacilitate improvement. Data required to measure these indicators
should be an integral part of management information system &NRE€P and NACP, and
captured systematically on a regular basis.

5.2.3 Additio nal indicators for use at national level

Additional indicators that facilitate the monitoring of activities that contribute to quality of
services, gain efficienciesand avoid duplication of effarts used at national an8itate and
facility level depending on the local epidersituation and availabiltof resources.

Disaggregation by age and sexTo seek information disaggregation by age & sexergver
possible, indicators relating to collaborative TB/HIV activittesbe disaggregated by age in
adults (aged 15 years and above) and children (agedrd 514 years) and bygex

5.3: Summary of indicatorsin addition to the existing indicators in the program:
A. Core global and national indicators
Essential indicators to monitor and repgmrogress at both global and national lewatlude:

A.1 Proportion of registered new and relapse TB patients with documented HIV status

A.2 Proportion of registered new and relapse TB patients with documentepddiNve status

A.3 Proportion of peoplving with HIV newly enrolled in HIV care with active TB disease

A.4 Proportion of HI\/positive new and relapse TB patients on ART during TB treatment

A.5 Proportion of people living with HIV newly enrolled in HIV caaad screened negative for TB,
started on TB preventive therapy

A.6 Mortality among HIVpositive new and relapse TB patients

A.7 Risk of TB among health care workers relative to the general population, adjusted for age and sex
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B. Core National Indicators

In addition to the core dicators in section A, the following are also core indicators essential for
nationatlevel monitoringand reporting. They have been grouped into various categories

Indicators to measure the cascade of intensified TB case finding

B.1 Proportion of peopliving with HIV who are screened for TB in HIV care or treatment settings

B.2 Proportion of people living with HIV who are TB symptom screen positive out of those who are
screened for TB

B.3 Proportion of people living with HIV who are tested for TB outhaise who are symptom screen
positive

B.4 Proportion of people living with HIV diagnosed with active TB out of those who are tested

B.5 Proportion of people living with HIV who are started on TB treatment out of those diagnosed as
having active TB

Indicators to measure access to TB diagnostic test for people living with HIV

B.6 Proportion of people living with HIV having TB symptoms who receive a rapid molecular test as
a first test fordiagnosis of TB

B.7 Proportion of people living with HIV having TB sytoms who receive a TB culture test as a first
test fordiagnosis of TB

Indicators to measure access to early ART for HIVpositive TB patients

B.8 Proportion of HIVpositive new and relapse TB patients who are started on ART within 8 weeks
of TB diagnosis

B.9 Proportion of HIVpositive new and relapse TB patients having profound immune suppression
(CD4 cell count < 50) who are started on ART within 2 weeks of TB diagnosis

Other indicators

B.10 Proportion of HIVpositive new and relapse TB patients detected notified out of the
estimated number ofincident Hipositive TB cases

B.11 Proportion of HIVpositive new and relapse TB patients who receiv&iotoxazole preventive
therapy

B.12 Proportion of health care facilities providing services for peopiegliwith HIV that have TB
infection control practices

B.13 Proportion of people living with HIV who complete a course of TB preventive therapy
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C. Additional Indicators

These are additional indicators that have been grouped into various categories

Indicators for expanded intervention or measurement

C.1 Proportion of presumptive TB patients having documented HIV status

C.2 Proportion of people living with HIV currently in care who are detected as having TB during the
reporting period

C.3 Proportiorof people living with HIV currently on ART who develop TB disease

C.4 Proportion of people living with HIV in care who ever received a course of TB preventive therapy

Indicators to measure diagnosis and treatment of HIV associated TB in specwituations

C.5 Proportion of patients having multidrogsistant or rifampiciresistant TB with known HIV
status

C.6 Proportion of HIVpositive patients treated for multidrugsistant or rifampicikresistant TB who
are also on ART

C.7 Proportion of HIVpositive TB patients on protease inhibiHmased ART regimen receiving
rifabutin-containing antiTB treatment

Indicators to measure integration and optimization of services for implementation of
collaborative TB/HIV activities

C.8 Proportion of TB basic magement units providing HIV testing and counselling services

C.9 Proportion of health facilities providing TB services that also provide ART services

C.10 Proportion of facilities providing TB services that also provide HIV prevention services

C.11 Propaion of HIV care and treatment facilities that also provide TB prevention and care services
C.12 Proportion of maternal and child health care facilities also implementing intensified TB case
finding

C.13 Proportion of opioid substitution therapy centree aroviding TB and HIV services

C.14 Proportion of prison health centres also providing TB and HIV services

C.15 Proportion of Urban PHC also providing TB and HIV services

Indicators to measure community engagement

C.15 Proportion of NGOs and CBOs thaplement TB/HIV activities
C.16 Percentage of new Hipositive TB patients registered in the basic management unit referred by
communityhealth workers and volunteers
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5.4: Existing Indiactors TB HIV collaborative activities:

Performance Indicator | Data Source

State and districtlevel coordination

a. Proportion of Districts with at least 2 DC
Meetings over past 4 quarters

RNTCPDistrict PMR Qtrly Report

Intensified Case Finding

a. Proportion of ICTC/ART centre
reporting on HIV/TB ICF activities *

b. Number of ICTC clients referred to DMC |
presumptive TB cases

¢. Number of (b) who are diagnosed with TB

d. Among (c), number/percentage of diagnosed
patients put on DOTS

e. Number of ART clients referred to T
diagnostic facilities as presumptive TB cases

f. Number of (e) who are diagnosed with TB

g. Among (f), number/percentage of diagnosed
patients put on DOTS

NACO
SIMS

Isoniazid Preventive Treatment (IPT)

a. Number of ART clients NOT having symptor
suggestive of TB during last visit

b. Number out of (a) assed for eligibility for IPT

¢. Number out of (b) initiated on IPT

NACO IPT
monthly
report

HIV testing of TB patients and HIV care, support and treatment

a.Number /percentage of presumptive TB cases \

known HIV sFt)atus** ’ g P RNTCP PMreport

b. Number (percentage of presumptive TB cases foun RNTCP PM report

be HIV positive**

c. Number/ percentage of registered new and relapy RNTCP CF and S(

patients with known HIV status QtrlyRprts

d. Number of registered new and relapseTB patients f¢ RNTCP CF

to be HIV-positive QtrlyRprts

e. Number/ percentage dfew and relapseHINositiy RNTCP RT

patients receiving CPT d1i QtrlyRprts

f. Number/ percentage of new and relapseigbsitive TB| RNTCP RT

patients receiving ART d|{ QtrlyRprts

g;itil\élgtr;allty amongHIV -positive new and relapse T RNTCP RT
QtrlyRprts

* Ayeso if reports received for past 6 months. . **

cohort.
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5.5: Core Global and National Indicators for Monitoring and Reporting

Indicator A.1

Proportion of registerednew and relapserB patients with documentedHIV status

Definition Number of new andelapseTB patientswho had arHIV test resulrecordedn
the TBregisterexpresseds apercentagef the numberegisteredduring thg
reportingperiod.

Numerator Number of new andelapseTB patients registereduring the reporting peri

who had arHIV test resultrecordedn the TBregiste.

Denominator

Total number of new ancelapserB patients registereid the TB register durin
thereportingperiod.

Purpose To measurehe ability ofHIV and TBprogrammeso ensurethat theHIV statu
of TB patientsis ascertained.

Rationale HIV infection rates are higher among Jatientsthan in the generadopulation
Knowledge of HIV status helps promote safe behavipureduce HIV
transmissionand improveaccesgo appropriateHlV care and support for |
patients,including earlyART. All TB patientswith undocumentedHlV statu
should be offered aHIV test, preferably at the time of T@agnosisand withir
the samesettingswhere they receive TB carélternatively, a well functionin
referralsystemshould be in place tensurecounselling, testing anieedbackof
HIV testing data to the referring TiBit.

Periodicity Data should beecordedon a daily basis anceportedin the quarterly report
TB caseregistration in thereatment unit (TU).

Source of TB registersat thetuberculosiunit, quarterly report on TBase registration.

information

Responsibility | RNTCP

Indicator A.2

Proportion of registered new and relapse TB patients with documented HI V-positive

status

Deiinition Number of registerechew and relapserB patientswho are found to be HIV-
positive expressedas a percentageof the number registered with
documentedilV statusduring the reporting period.

Numerator

Total number of new and relapseTB patientsregisteredduring the reporting
period who are documenteds HIV-positive.

Denominator

Total number of new and relapseTB patientsregisteredduring the reporting
period havinga documentedilV statuspositive or negative.

Purpose

To assesthe prevalencef HIV among registered B patients.

Rationale

Measurementof the proportion of HIV-positive TB patients defines a
population group eligible for specific interventionsaimed at reducing the
burden of HIV among TB patientssuch as co- trimoxazolepreventivetherapy
and ART, and also provides a denominatorfor measurementf uptake of
theseinterventions.It also helps in targeting of resourcesstrategicplanning
and monitoring the effectivenessof HIV prevention interventions over time.
DocumentedHIlV statusalso influences patient care, for example partner
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testing, referralto supportgroup, and provision of co- trimoxazole preventive

therapyand ART.

Periodicity Data should be recordedon the patient TB treatmentcard and in the TB
registeron a daily basis and reportedn the quarterlyreport

%?our;ggt(i)én TB registersat the TU unit and quarterlyreporton TB caseregistration.

Responsibility RNTCP

Indicator A.3

Proportion of peopleliving with HIV newly enrolled in HIV care with active TB disease

Definition Total number of peopleliving with HIV having active TB expresseds a
percentag®f those who are newly enrolledin HIV care (pre ART or ART)
during the reporting period.

Numerator

Total number of personswvho have active TB diseasealuring the reporting
period out of those newly enrolledin HIV care.

Denominator Total number of personsnewly enrolled in HIV care during the reporting

period (pre-ART plus ART).

Purpose To measureshe burden of active TB among peopleliving with HIV who

are newly enrolled in HIV care. It also indirectly measureghe extent of
_ effort to detectHIV-associatedTB early.

Rationale The primary aim of intensified TB casefinding in HIV care settingsand
provide-initiated HIV testing and counselling in TB patientsis early
detectionof HIV-associated TBand prompt provision of ART and TB
treatment.

Periodicity Data should be recordedon a daily basis and reportedto national or
sub nationalevel aspart of routinereporting.

%?ourrr%gtci)c];n PreART and ART registe, RNTCP labregister/ CBNAAT records

Responsibility NACP

Indicator A.4

Proportion of HI V-positive new and relapseTB patientson ART during TB treatment

Definition Number of HIV-positive new and relapseTB patientswho receive ART
during TB treatmentexpressedas a percentageof those registered
during the reporting period.

Numerator Total number oHIV-positive new and relapseTB patientsstartedon TB
treatmentduring the reporting period who are alreadyon ART or started
on ART during TB treatment.

Denominator Total number of HIV-positive new and relapseTB patientsregistered
during the reporting period.
Purpose To measurethe extent to which HIV-positive TB patientsreceive ART
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during TB treatmen#*

Rationale Prompt TB treatmentand early ART are critical for reducing the mortality
due to HIV-associated TB and must be the highes-priority activity for
both the NACP and RNTCP.

Periodicity Data should be recordedon a daily basis and reportedin the quarterly
reporton TB casefindings.

Sourceof TB registerat the tuberculosigunit, PreART registerand ART registe.

information

Responsibility In countries having nationalweb-basedlata systemswith individual case
recordsroutinely updatedby health facilities, data may be accessibldo
all concerned simultaneous), thus providing complete data. In the
absencef an electronicmedical recording systemthe RNTCPand NACP
should jointly ensurecompleterecording and reporting of the data for this

indicata.

Indicator A.5

Proportion of peopleliving with HIV newly enrolled in HIV care started on preventive
therapy

Definition Number of patientswho are startedon treatmentfor latent TB infection
expresseas a percentagef the total number newly enrolled in HIV care
during the reporting period.

Numerator Total number of peopleliving with HIV newly enrolled in HIV care who are

startedon treatmenfor latent TB infection during the reporting period.

Denominator

Total number opersonsewly enrolledin HIV care, thatis, registeredn the
pre-ART or ART registerduring the reporting period.

Purpose

To measurehe extentto which peopleliving with HIV newly registeredn
HIV care are startedon the treatmenfor latent TB infection.

Rationale

All personsin HIV care should be screenedor TB at every visit using a
clinical algorithm recommendedy WHO. Adults and adolescentdiving
with HIV who do not report any one of the symptomsf current cough,
feve, weight loss or night sweatsare unlikely to have active TB andshould
be offered TB preventivetherafy, that is, treatmentfor latent TB infection.
Similarly, childrenwho do not have poor weight gain, fever or currentcough
should be offered this therapyto reducethe risk of developingactive TB,
both in personn ART and without ART.

Periodicity

Data should be recordedon a daily basis and reportedquarterly to the
national or subnationalevel.

Sourceof
information

Patient ART white card, pre-ART registe, ART registe.

Responsibility

NACP
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Indicator A.6

Mortality amongHIV-positive new and relapseTB patients

Definition Number of deathsamong documentedilV-positive new and relapseTB
patients expressedas a percentageof those registeredduring the
reporting period.

Numerator Total number of HIV-positive new and relapseTB patientswho died before

the start or during the courseof TB treatment.

Denominator

Total number oHIV-positive new and relapserlB patientsregistereduring
the reporting period.

Purpose

To measurehe impact of collaborative TB/HIV activities on mortality due
to HIV-associatedTB.

Rationale

Mortality among HIV-positive TB patientsis significantly higher than
among HIV-negativeTB patients.The risk of death is higher if HIV-
associatedTB is detectedate or treatmenis delayed.To minimize this
risk, close collaboration betweenthe NTP and NACP is necessaryor
provision of optimal clinical care in the form of early diagnosisand
prompt treatmentof both HIV and TB.

Periodicity

Data should be recordedon a daily basis and reportedquarterlyto the
national or subnationallevel in the quarterly report on TB treatment
outcomesn the basic managemeninit and annuallyto WHO.

Sourceof
information

TB registermaintainedat the tuberculosisunit.

Responsibility

RNTCP

Indicator A.7

Risk of TB amonghealth careworkers relative to the general population, adjustedfor age

and sex
Definition The relative risk of developingTB diseaseamong health care workers
employedin facilities providingcare for TB or HIV expresseds a ratio of
the TB case notification rate among health care workers to the TB
notification rate in the general population during the sameperiod, adjusted
for ageand sexif appropriate.
Numerator The TB notification rate among health care workers, that is, the total

number of TB patients registeredmong health care workers per unit
number of health care workers in the reporting unit during the reporting
period.

Denominator

The TB notification rate in the general adult population,that is, the total
number of TB patients registereper unit number of adult population in
the reporting unit during the reporting period.

Purpose

To estimatethe relative risk of developingTB among health care workers
comparedo the general population,providing an indirect measureof the
impact of TB infection control activities implementedin health care
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facilities.

Rationale

Health care workers share the backgroundrisk of TB in the population.
Additionally, due to involvementin patient care, their exposureo infectious
TB is higher than for the general population.If TB infection control
measuresre effectively implementedin health care facilities, exposure
can be minimized and the risk of acquiring TB reduced,and the relative
risk of TBdiseaseavould beclose to 1.

Periodicity

Data should becollected continuously and reportedannuallyto the national
and subnationalevel.

Sourceof
information

Hospitals / PHhealthrecords,TB registerat the tuberculosis unit.

Responsibility

RNTCP.
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5.6: Core indicators for only national-level monitoring and reporting

No. | Indicator Numerator Denominator Purpose Rationale, Periodic
methodology, ity
Information
source &
Responsibility
Indicators to measure the cascade of intensified case findings
B.1 | Proportion of people| Number of | Total number of | To assess the extent of | Rationale: Online
living with HIV in care| persons enrolled| personsenrolled in HIV | implementation  of the | Intensified TB | Monthly
(including  PMTCT) | in HIV care whose| care and seenfor care| recommendatiorno screenall | case finding | reporting
whowerescreened | TB status was| during the reporting| peopleliving with HIV in care| should be
for TB at assessed and| period for presencenf TB symptoms| implementedat all
1.ICTC/FICTC recorded at their at every visit to HIV care and| HIV  care and
2.ART last visit during the treatmenfacilities treatmentfacilities
3.TI settings reporting period and TB status of
4.CSCs people living with
- - HIV should be
B.2 | Proportion of peoplg Total number of| Total number of peoplg To assessheeffectiveness | j55essedt every
living with HIV who are people living with| living with HIV who werg of mechanisms establishéd | |;qit during the
TB symptom screel HIV found to have screenedfor presenc| the NACP and NTP to ensure reporting period. It
positive out of thosq anyone of the of TB that all peopleliving with HIV | g also important to
who are screenedor| symptoms symptoms during theirl presentingto HIV care and| nonitor
B suggestivef TB last visit to HIV care or| treatment dcilities are | implementation of
treatmentacility screened for TB, undergo| iye entire cascade
B.3 | Proportion of peopld Total number of| Total number of peoplg investigationif found to have| ot care  starting
living with HIV who arg people living with| living with HIV who werg SYmptoms —and  receive| o symptom
testedfor TB out of HV ~ who  arg TB symptom screef treatmentf found to have TB. | gcreening to
those who arg investigatedor TB | positive  during  the These indicators help assess giagnosis  and
symptom screel reporting period the quality treatmenof TB.
positive of TBscreeningandstrength | g4 rce of
B.4 | Proportion of | Total number of | Total number of |Of thereferrallinkages information  and
people living with | people living | people living with | PetweertheNACPand NTP
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HIV diagnosedvith | with HIV HIV investigatedfor responsibility:
active TB out of | diagnosed as | presenceof active SIMS and routing
those who are | havingactive TB TB during  the reporting  system
tested reportingperiod NACP
B.5 Proportion of Total number Total number of
people living with of people peopleliving with HIV
HIV who are living with HIV diagnosed to have
startedon TB startedon active TB through
treatment out of | TB treatment intensified TB case
those diagnoseds | and registered | finding
havingactive TB in the TB
register
No. | Indicator Numerator Denominator Purpose Rationale, methodology, Information| Periodicity
source & Responsibility
Indicators to measure access to TB diagnostic tests for people living with HIV
B.6 | Proportion of| Total number of| Totalnumber To assess the|Rationalee Sputun  microscoy has low | Information
people living | peopleliving with | of people living | extentof access| sensitiviy for diagnoss of TB amorg people should be
with HIV having| HIV having TB|with HIV having| to rapid| living with HIV. WHO recommend use of | collected
TB symptomsg symptoms who|TB symptoms molecular tests CBNAAT as the initial diagnostt test for TB | quarterly and

who receive a
rapid molecular

test
CBNAAT)
as afirstte
diagnosis
TB

(e.q.

stfor
of

were investigated

using a rapid
molecular test
(e.g.

CBNAAT) as a

first test

identified through
intensifiedcase

finding at HIV care
and treatmen
facilities  during
the reporting

asafirst

test for diagnosis
of TB among
people living
with HIV;
alternativey,
access to

amorg peopk living with HIV, as it is more

sensitie ard specifc

TB than the conventionh sputun microscopy.

Therefoe peopk
presumd TB shout

using rapid moleculartess sud as CBNNAT or

liquid culture facilities.

for diagnosisof pulmonay

living with HIV having
hawe acces to facilities

maintained at

national

and

subnational

level
monitor
progress

to
the
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