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EXECUTIVE SUMMARY 
 

Tuberculosis (TB) continues to be a major public health challenge in Paki- 

stan. Each year, an estimated 300,000  new patients add up to the coun- 

tryõs escalating TB burden. The Government of Pakistan is committed to 

meeting all health-associated targets embodied in the Millennium Devel- 

opment Goals (MDGs) and endorsed by the STOP TP Partnership. 

 

Pakistan reaffirmed its commitment  to TB control in the Medium-Term 

Development Framework (MTDF) 2005-2010, a national plan guiding 

annual budgetary allocations for various sectors of the economy includ- 

ing health, and continues to mobilize additional resources to mount a 

coordinated response against the 100% curable disease. 

 

One of the key milestones achieved in Pakistanõs fight against TB dates 

back to 2005, when the National TB Control Programme (NTP), in part- 

nership with its provincial counterparts, achieved 100% DOTS (Directly- 

Observed Treatment Short-Course) coverage in health facilities within 

the public sector health delivery system. This achievement demonstrat- 

ed the countryõs seriousness to reach the targets enshrined in the glob- 

al Stop TB Strategy. which envisages detection of 70% of new sputum 

smear-positive TB cases and a treatment success rate of at least 85%. 

 

Prior to that, the government responded to the rising burden of TB by 

declaring it a national public health emergency and articulated its con- 

cern by adopting the Islamabad Declaration 2001. TB control was sub- 

sequently prioritized in the National Health Policy 2001. Reflecting the 

same commitment, the National Strategic Plan 2005-2010 prepared 

by NTP also offers a roadmap for achievement of the global Stop TB 

targets. The plan visualizes the following explicit interventions: 

 

1. Context-adapted staff training; 

2. Functioning laboratory network; 

3. Availability of quality drugs; 

4. Surveillance, monitoring and evaluation; 

5. Intra and inter-sectoral partnerships; 

6. Programme based research and development; 

7. Public-private partnership development; and 

8. Behavior change communication and social mobilization. 

 

The National TB Control Programme is pursuing a decentralized ap- 

proach that integrates TB control activities with the Primary Health Care 

(PHC) system through the Provincial Health Departments (PHDs). This 

system operates at three tiers: central, provincial, and district. 

 

At the centre, NTP provides strategic direction to ongoing activities, 

spearheads new initiatives, and offers routine and emergency pro- 

gramme support services such as anti-TB drug procurement. At the 

provincial level, the PHDs budget for and manage implementation of 

TB services within their respective provinces. At the third tier of gover- 

nance, the district authorities are the primary interlocutor with health 

facilities located in their respective districts. 

 

Public-private partnership is an important component of NTPõs vision 

for TB control. Additional efforts include administration of BCG to all 

infants through the Expanded Programme on Immunization (EPI) and 

recommending isoniazid prophylaxis (IPT) for all children of TB-infected 

mothers or primary caretakers. This decentralized and integrated ap- 

proach has been designed to bring all healthcare providers and health 

systems levels into the TB control loop, thus enabling equitable distribu- 

tion of quality TB services for all. 

 

According to the Global TB Control Report 2008, Pakistan ranks 8th 

among the 22 high-burden countries; TB incidence is reported at 181 

per 100,000 population. Yet, at the same time, the country has achieved 

significant gains in its fight against the disease. Sustained commitment, 

strengthened partnerships with the public and private sectors, and in- 

troduction of new methods have steadily contributed to improved case 

detection and treatment outcomes. 

 

The overarching goal of all TB control interventions in Pakistan is to 

achieve a reduction in morbidity and mortality resulting from TB, to halt 

transmission of the disease, and to prevent the emergence of Multi- 

Drug Resistant (MDR) TB. 

Linkages with Public Health Systems 
Conscious of its expected contribution towards health systems strengthen- 

ing in Pakistan, NTP has prioritized infrastructural enhancement, capacity 

building initiatives, and enhancing the outreach of the existing health work- 

force at the district and provincial levels for improved service provision. 

These measures notably include strengthening of diagnostic and treat- 

ment services through establishment of a network of laboratories and 
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DOTS centres across the country. The laboratory component utilizes Exter- 

nal Quality Assurance (EQA) tools to maintain high-quality results; trainings 

and refresher courses are also organized to ensure accuracy of informa- 

tion and prompt service provision. 

 

With the National and Provincial TB Control Programmes (PTPs) providing 

strategic direction, the health workforce (inclusive of Executive District Of- 

ficers (EDOs) Health, District TB Coordinators and Officers, laboratory tech- 

nicians, Medical Officers, Lady Health Workers (LHWs) and paramedical 

staff) is striving to make TB services accessible to the entire population. 

 

To streamline the availability of drugs, NTP has developed national guide- 

lines on drug management for timely procurement, supply and storage of TB 

drugs. Monitoring and Evaluation, alongside data collection from the district 

to national levels, is an inbuilt feature of the programme. Quarterly intra- 

district, inter-district and inter-provincial meetings are held to measure NTPõs 

achievements in terms of both qualitative as well as quantitative outcomes. 

 

Health in the public sector is provided through a large network of health fa- 

cilities comprising 924 hospitals, 4,712 dispensaries, 5,336 Basic Health 

Units (BHUs), 560 Rural Health Centres (RHCs), 906 Maternal and Child 

Health (MCH) Centres and 288 TB Centres (TBCs). 

 

The physical health infrastructure has continuously been expanding over 

the years; additions in 2005-06 included construction of 56 basic health 

facilities (42 BHUs and 14 RHCs) and upgrading of 59 facilities (18 RHCs 

and 41 BHUs). At the human resource level, there was an addition of 3,500 

doctors,1,900 nurses, and 95,000 LHWs. (Economic Survey of Pakistan 

2005-2006). 

 

The district health authorities are primarily responsible for advocating, 

planning, financing, implementing, and monitoring TB care services in 

their respective districts. The administrative, financial and capacity devel- 

opment support that they need, particularly at the PHC level, is provided 

both by NTP as well as the PTPs. 

The delivery and management of TB services has been integrated with 

the district healthcare system so that continuing care is available to TB 

patients at their doorsteps. Under this arrangement, hospitals and RHCs 

work as Diagnostic Centres (DC), offering services for diagnosis, registra- 

tion, treatment initiation, follow-up examination and cure confirmation. 

The DCs are required to prepare and submit quarterly progress reports. 

The Basic Health Units, on the other hand, work as Treatment Centres 

(TCs) supplying anti-TB drugs and ensuring direct observation through ap- 

propriately selected treatment supporters. 

 

Hospitals and TB clinics at the tertiary level offer diagnostic and refer- 

ral services for complicated patients referred to them by the primary 

health facilities. 

Linkages with other Vertical Programmes 
The Federal Ministry of Health, through the institution of inter-provincial 

meetings, has established a coordination mechanism governing all na- 

tional public health programmes. At the operational level, the national pro- 

gramme managers, all of who report to the same ministry, are responsible 

for coordinating inter-sectoral meetings. 

 

Some noteworthy examples of coordination, both at the policy and oper- 

ational levels as well as between the centre and the provinces, include 

arrangements with the Lady Health Workers (LHWs) Programme, the Na- 

tional Nutrition Programme, the National AIDS Control Programme and the 

National Malaria Programme. 

 

The provinces also coordinate with districts under a properly notified de- 

volution regime. The issue of TB/HIV Co-infection has been taken up in 

Round 6 of The Global Fund to Fight AIDS, TB and Malaria (GFATM; hence- 

forth referred to as TGF), under which NTP and the coordinating board of 

the National AIDS Control Programme will oversee piloting of TB/HIV col- 

laborative activities in 16 Voluntary Counselling and Testing (VCT) Centres 

across Pakistan. The NTP and the Malaria Control Programme are also 

jointly utilizing infrastructure and human resource at the PHC level. 

 

Importantly, the LHWs Programme is working alongside NTP at the com- 

munity level. The LHWs are an important resource for identification of sus- 

pected TB cases and provision of DOTS therapy at patientsõ doorsteps. The 

enhanced role of LHWs in TB control through CIDA support has success- 

fully been piloted in 20 districts. This model will be replicated nationwide. 

 

Likewise, the National Nutrition Programme has been supporting NTP 

through provision of micronutrients for TB patients. This synergistic ap- 

proach is an outcome of the strong coordination mechanism that exists 
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between each of the national health programmes, with the Ministry of 

Health playing a stewardship role. 

Continuity of National and International Funding for TB Control 
In 2001, the Government of Pakistan declared TB a national emergency. 

One of the first measures taken thereafter was the development of a PC-1 

focusing on numerous interventions including nationwide expansion of 

existing infrastructure for provision of TB services. Efforts at the national 

level were complemented by international assistance, enabling Pakistan 

to achieve 100% DOTS coverage in 2005. 

 

Pakistanõs TB control efforts are supported by numerous donors includ- 

ing GTZ, KfW, JICA, DFID, FIDELIS (a project of The Union), and TGF. The 

country succeeded in mobilizing substantial financial support during TGF 

Rounds 2, 3 and 6; the assistance was channelized for BCC and health 

education activities spearheaded by the public and private sectors. The 

Inter-Agency Coordination Committee (IACC), with representation from bi- 

lateral and multilateral  organizations, is responsible for promoting coordi- 

nation and preventing duplication of efforts. 

 

The National TB Control Programme recently won approval for TGF Round 

8, which is expected to support continuity in supply of TB drugs for the 

period 2009-14. 

 

This report presents a snapshot of activities implemented in the fifth  year 

of TGF Round 2 grant. The activities undertaken in 2008 were: 

Involvement of 12 new Districts 
The proposal for TGF Round 2 supported expansion of programme ac- 

tivities to 20 new districts. However, the plan was revised by Mercy 

Corps International (MCI), the Principal Recipient (PR) of the grant. 

The PR reduced the number of districts to 12 in view of limitations 

grounded in resource availability and project stage,.The project could 

not be completed within its stipulated deadline of September 30, 2008 

owing to delay in release of funds. 

 

Since the planned activities could not be accomplished within the stipu- 

lated timeframe, the PR carried its work forward into the 20th quarter. The 

12 new districts were selected in consultation with the PTPs and according 

to a predetermined criteria. Districts showing commitment  to the cause 

of TB; having basic DOTS and indoor facilities for children and patients; a 

regular pediatrician, chest physician or medical specialist; and a functional 

laboratory, preferably with a pathologist, were selected. 

 

The National TB Control Programme is one of the largest public health 

initiatives working to improve the quality of life of TB patients through 

provision of free diagnostic and treatment services. These services are 

available in 5,000 establishments located in 135 districts covering three 

regions of Pakistan. With DOTS in place at all the public facilities, future ef- 

forts for a TB-free Pakistan will be directed towards greater involvement of 

private sector healthcare facilities, which is where many TB patients initial- 

ly report. Given the current level of political will, the goal is more achievable 

today than it ever was in the past. Together, we can and we will, improve 

1. Expansion of programme implementation to 12 new dis- 
tricts. 

2. Training of the DHQ Hospital staff, District TB Control Of- 

ficers (DTCs) and National Programme Officers (NPOs) on 

guidelines. 

3. PHC orientation sessions for doctors in the newly-involved 
districts 

4. Procurement and distribution of Purified Protein Derivatives 

(PPDs). 

5. Enhanced coordination with districts to strengthen pro- 

gramme activities 

6. Monitoring and supervision of the Programme activities. 

the lives of people living with TB.  

 

 

 

 
Dr. Noor Ahmad Baloch 

National Manager 
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Introduction 

Tuberculosis is the second commonest cause of death from infectious diseases in the world killing almost two 

million people annually. Eight million new TB cases are estimated to occur every year, more than 95% of which 

are in the developing countries. The global prevalence of the disease is around 1620- million. Furthermore, 80% 

of the cases occur amongst people in the most economically productive age group of 1559- years, representing 

a major economic burden for patients and ultimately countries.Twenty-two countries referred to as High Burden 

Countries (HBCs) account for 80% of the total TB disease burden in the world. 
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INTRODUCTION 
 

Tuberculosis is an ancient infectious disease caused by an organism 

ôMycobacterium Tuberculosis,õ which was discovered by Robert Kochs in 

1882. Although it can attack any part of the body, the organism mostly 

affects the lungs, causing pulmonary TB. 

Global Situation 
Tuberculosis is the second most common cause of death from 

infectious diseases in the world, killing almost 2 million people 

annually. Eight million new TB cases are estimated to occur every 

year, more than 95% of these in the developing countries. Global TB 

prevalence stands at around 1620- million. Furthermore, 80% of the 

cases occur amongst people in the most economically productive 

age group of 1559- years, representing a major economic burden for 

patients and ultimately countries. 

 

The 22 countries referred to as high-burden countries account for 

80% of the worldõs total TB burden. Although Sub-Saharan Africa has 

the highest incidence rate, certain highly populous countries of Asia 

namely, India, China, Indonesia, Bangladesh and Pakistan, have the 

highest number of cases, and together account for more than half the 

global burden. 

 

The HIV pandemic has resulted in a dramatic increase in the number 

of cases and worsening of treatment outcomes. , Multi-Drug Resistant 

(MDR) TB also represents a major challenge for TB control. 

Situation in Pakistan 
Population: Pakistan is the sixth most populous country in the world 

with an estimated population of 163.9 million (2007); this figure does not 

include the 1.2 million Afghan refugees settled here. The country has a 

large, mostly rural population with a high growth rate. From 1981 to 1998, 

population growth averaged nearly 2.7% annually. 

 

According to the population census of 1998, the overall population density 

was 166.3 persons per square kilometre; provincial population density, how- 

ever, ranged from 18.9 in Balochistan to 358.5 in Punjab. Furthermore, the 

population is clustered in the eastern provinces of Punjab and Sindh, where 

78.6% of the total population lives. According to the 1998 census, 67.5% 

of the countryõs population lives in the rural areas. Only Sindh has roughly 

equal rural and urban populations (51.2% and 48.8%, respectively). 

 

Administratively, Pakistan comprises four provinces namely, Bal- 

ochistan, North-West Frontier Province (NWFP), Punjab and Sindh; the 

Federally Administered Tribal Areas and the Northern Areas; and the 

state of Azad Jammu and Kashmir (AJK). The country is divided into 

134 districts. 

Demography: Pakistanõs fast-growing population has a substantial pro- 

portion of youth. According to data gathered in 2004, a dramatic 40.2% 

of the population falls in the age bracket of 14 or less, 55.7% in the age 

bracket of 15-64, and only 4.1% in the 65 years and above category. 

The health system: An estimated 924 hospitals, 4,712 dispensa- 

ries, 5,336 BHUs, 560 RHCs and 906 MCH Centres are function- 

ing in the public health sector. As many as 117,973 doctors are 

registered with the Pakistan Medical and Dental Council; these in- 

clude many who are simultaneously practicing in the public and 

private sectors. The private sector comprises 42,700 registered 

facilities providing formal and informal medical services; 69% of 

these are clinics and drug shops and 550 are private hospitals. 

Tuberculosis: Even though Pakistan adopted the DOTS strategy in 1995, 

major breakthrough was achieved only after revitalization of the dormant 

NTP in 2001  when the government decided to tackle TB on war footing. 

 

The NTP consists of a well-functioning central unit, with TB coordinators 

installed at the provincial and district levels. TB services have been in- 

tegrated into the primary healthcare system and are delivered by chest 

clinics in tertiary hospitals, district hospitals and BHUs. Currently, 23 

public and private hospitals are linked with the National and/or  Provin- 

cial TB Control programmes. 

 

Of late, NTP has leveraged the support of the private sector in TB diag- 

nosis and care. Efforts are also afoot to link TB services in parastatal 

organizations such as prisons and the police force. The NTP is a partner- 

friendly organization working with numerous national and international 

donor, implementing and assistance agencies. 
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As a sub-recipient of TGF Round 2 grant, NTP is pursuing the following two 

objectives: 

1. Development and implementation of guidelines for management of 

difficult -to-diagnose complicated adult TB suspects/cases and chil- 

dren with TB 

2. Development and implementation of a National BCC Strategy to in- 
crease disease awareness and promote healthy treatment-seeking 

and treatment-adhering behaviours. 
 

The National Tuberculosis Control Programme completed the fifth  year 

of TGF Round 2 grant on December 31, 2008  and plans to close out by 

March 31, 2009. 
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Tuberculosis is the second commonest cause of death from infectious diseases in the world killing almost two 

million people annually. Eight million new TB cases are estimated to occur every year, more than 95% of which 

are in the developing countries. The global prevalence of the disease is around 1620- million. Furthermore, 80% 

of the cases occur amongst people in the most economically productive age group of 1559- years, representing 

a major economic burden for patients and ultimately countries. Twenty-two countries referred to as High Burden 

Countries (HBCs) account for 80% of the total TB disease burden in the world. 
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EPIDEMIOLOGY 
 

Pakistan ranks 8th among the 22 high-burden countries. The incidence of 

TB in the country, is estimated at 181 per 100,000 population or 286,000 

new cases per year (WHO Report 2008). The country achieved 100% DOTS 

coverage in 2005. 

 

Effective community awareness campaigns, complemented by increased 

access to TB services in public and private health facilities, have led to a 

marked improvement in the Case Detection Rate (CDR). As indicated in 

Table 1, CDR for all forms of TB increased from 19% in 2002  to 80% in 

2007 while CDR for new sputum smear positive cases rose from 13% in 

2002 to 66% in 2007. These successes provide the context for Pakistan 

to further accelerate its efforts for TB control in conformity with the Stop 

TB Strategy. 

 

In 2007, the notified cases of all forms of TB stood at 234,100 

(143/100,000)  including 88,474 (54/100, 000) new sputum smear posi- 

tive cases. The steepest increase in case notifications, with more than 

50% of all new sputum smear positive cases, was reported from Punjab, 

the countryõs largest province with a population of 90 million. 

 

Multi-Drug Resistant (MDR) TB is an emerging threat that cannot be mea- 

sured owing to lack of valid data. Pakistan has an estimated 3.4% (9,900 

per year) MDR cases among new TB patients (Primary MDR) and 36% in 

previously treated patients. (WHO report, 2008) 

Other challenges 
Having achieved countrywide DOTS coverage in 2005, NTPõs focus rests 

on expanding the scope of its activities to include TB/HIV and MDR-TB 

interventions as recommended in the Stop TB Strategy. 

 

MDR-TB is clear a priority area of NTP. A mission of the World Health Or- 

ganization (WHO) has already conducted pre-assessment of MDR-TB, and 

based on its recommendations, health facilities have been identified for 

piloting of MDR guidelines. NTP will implement MDR-TB management 

through teaching/specialized hospitals in the public and private sectors, 

with the required financial cushion coming from TGF Round 6. 

are also in place for development of national guidelines and manuals for 

screening and management of TB/HIV Co-infection and MDR-TB cases. 

These guidelines and manuals have been readied; the first draft of the 

guidelines will be available in April 2009 for implementation. Meanwhile, 

16 sentinel sites have been strengthened through collaborative efforts of 

NTP, NACP and some non-government partners. 

 

Alongside these interventions, strengthening of the public sector labora- 

tory network in the national and provincial capitals has been initiated for 

provision of Culture and Drug Susceptibility Testing (DST) services. Upgrad- 

ing of identified health facilities and capacity building of healthcare provid- 

ers are an ongoing feature in the domains of infrastructure and human 

resource development, respectively. 

 

The National TB Control Programme is also supporting a Public-Private Mix 

(PPM) initiative to accelerate MDR management. In this regard, a Memo- 

randum of Understanding was signed with Indus Hospital in November 

2008 for implementation of MDR plus project in Karachi. NTP has ex- 

pressed its support for the project to GLC (for 600 patient courses) and 

has also facilitated linking TB laboratory to Supra National Reference Lab- 

oratory (SNRL) in Antwerp, Belgium, for EQA of DST services. 

Partnerships: 
The National TB Control Programme is a firm believer in the strength of 

partnerships that trickle down to the grassroots level. To ensure effective 

implementation, NTP hasentered into numerouspartnership arrangements 

to upscale facilities for the diagnosis and treatment of TB in Pakistan. In 

fact, one of the key reasons governing the establishment of Inter Agency 

Coordination Committee (IACC), aside from resource mobilization, was 

to harmonize partner support, which is a key ingredient of TB control 

activities. Moreover, NTP plans to launch the National Stop TB Partnership 

before March 2009. 

 

One of NTPs partners in TB control is the WHO, which provides technical 

assistance in laboratory strengthening, research, monitoring and 

supervision, and capacity building. The details of WHO support have been 

tabulated in bulleted points: 

A joint Coordinating Board for TB/HIV and MDR-TB has been constituted Å 
under the Federal Ministry of Health for development of policy guidelines 

to address these challenges. Two separate Technical Working Groups 

Project Implementation: Provision of technical assistance for 

implementation of DOTS and development of national guidelines 

(199495 -); expansion of DOTS. 
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Year 2001 2002 2003 2004 2005 2006 2007 2008 (Q1+Q2) 

Total 
Population 
(1000õs) 

 

146,828,000  146,828,000  146,828,000  146,828,000  146,828,000  146,828,000  146,828,000  146,828,000  

 

Population 
Covered 
by DOTS 
(1000õs) 

 

27,532 

 

65495  

 

100,407  

 

122,898  

 

158,004  

 

161,164  

 

164,288  

 

167,574  

DOTS 
population 

 

19% 

 

44% 

 

66% 

 

79% 

 

100% 

 

100% 

 

100% 

 

100% 

Coverage %         

         

CDR All type 8 19 28 37 54 67 88 100 
 

Treatment 
Success 
Rate* 

 

77% 

 

78% 

 

79% 

 

82% 

 

84% 

 

87% 

 

88% 

 

N/A 

 

Å Initiation and expansion of EQA for an efficient laboratory network. 

Å Monitoring and Evaluation: Central and regional field officers for 

technical assistance to district capacity building and Monitoring 

and Supervision. 

Å Development and improvement of surveillance system from 

peripheral to central levels. 

Å Holding of quarterly surveillance meetings at all levels to 

monitor and evaluate implementation of strategies in line 

with standard recording and reporting protocols. 

Å Financial Management: Monitoring of financial resources and 

estimation of resource needs and budgetary gaps. 

Å Human Resource Development: Provision of support for national and 

international trainings. 

Å Research: Provision of support for operational research and policy 

development. 

Å Resource Mobilization: Lending of support to national efforts in the 

direction of resource mobilization from various partners. 

Å Proposal Development: Provision of technical assistance for 

development of TGF Round 6 proposal, and drafting of appeal for 

TGF Round 6 (NTP won the appeal and got US $56 million). The WHO 

also sponsored NTP officersõ visit abroad to attend GFATM proposal 

development workshop for Rounds 5 and 8. 

 

Aside from WHO, NTP has been working on expansion of partnerships with 

national and international stakeholders that lend financial, technical and 

implementing assistance for different components of the Stop TB Strategy. 

The details of these partnerships are as follows: 

1. DOTS expansion and enhancement 

a. Political commitment, alongside increased and sustained 

financing; advocacy through TGF Round 6, DFID support for 

development of strategic plan and PC-1 

b. Case detection through quality-assured bacteriology (TGF 

Round 6, with technical assistance from JICA in Punjab and 

GTZ in NWFP; recruitment of reference laboratory officer 

with USAID and WHO support); ACD 

c. Standardized treatment with supervision and patient sup- 

port (CIDA and WHO) 

d. Effective drug supply and management system (TGF Round 

8, with technical assistance from JICA, GLRA, GTZ, WHO and 

the Government of Japan); 
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CDR SS+ve 7% 13% 17% 25% 38% 51% 68% 79% 
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e. Monitoring and evaluation, and impact measurement 

(USAID, WHO and KNCV) 

2. Contribution towards health systems strengthening (USAID, WHO, TGF 

Rounds 6 and 8) 

3. Empowerment of people with TB, and communities (GFATM Round 3 

,TGF Round 6: Bridge, BDN, Health Information System) 

4. Engagement of all care providers (Greenstar, TAF [GFATM Round 3], 

USAID, WHO, PATA and AKHSP [TGF Round 2] , ASD, Mercy Corps 

[TGF Round 6]) 

5. Promotion of research (USAID/WHO, TDR/WHO, GTZ in NWFP and 

JICA in Punjab) 

6. Tackling of TB/HIV, MDR-TB and other specific challenges (TGF Round 

6, WHO and USAID) 
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Tuberculosis is the second commonest cause of death from infectious diseases in the world killing almost two 

million people annually. Eight million new TB cases are estimated to occur every year, more than 95% of which 

are in the developing countries. The global prevalence of the disease is around 1620- million. Furthermore, 80% 

of the cases occur amongst people in the most economically productive age group of 1559- years, representing 

a major economic burden for patients and ultimately countries.Twenty-two countries referred to as High Burden 

Countries (HBCs) account for 80% of the total TB disease burden in the world. 
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KEY ACTIVITIES IN DOTS EXPANSION 
AND ENHANCEMENT 

 

 

Political commitment 
The Government of Pakistan declared Tuberculosis a national emergency 

in March 2001 and ordered acceleration of efforts to control the disease 

on war footing. 

 

Sound political commitment  led to development of a five-year National 

Strategic Plan 20052010 - and a PC-1 aimed at achieving universal DOTS 

coverage or DOTS-all-over by end-2005. 

 

Pursuance of rapid DOTS expansion during 200005 - enabled Pakistan to 

reach its DOTS coverage target in May 2005. This development signified 

availability of free diagnostic and treatment facilities for TB patients 

through the public sectorõs healthcare delivery network in all districts of 

the country. 

 

The PC-1 for TB control at the federal level commenced in Fiscal Year 

200607 -. The government allocated Pak Rs. 1,181 billion for the following 

activities; staff trainings (Rs. 8 million), laboratory network (Rs. 211 million), 

availability of quality drugs (Rs. 102 million), surveillance and M&E (Rs. 

21 million), intra-sectoral and inter-sectoral partnerships (Rs. 42 million), 

research and development (Rs. 35 million), Public-Private Mix (Rs. 465 

million), BCC (Rs. 212 million) and strengthening of NTP (Rs. 52 million). 

 

Following the devolution of power, both NTP as well as the PTPs have 

been working in close coordination with the district governments. Five 

to 10% of the district budget on medicines is allocated for procurement 

of anti-TB drugs. 

 

Another institutional arrragement made to accelerate progress is 

establishment of the IACC, which is responsible for development of 

meaningful linkages with a wide range of technical partners, donor 

agencies and civil society organizations. Beyond that, the committee 

harmonizes DOTS implementation, minimizes duplication of efforts, 

and prioritizes critical activities while also identifying the roles and 

responsibilities of each partner. 

Case detection through quality-assured TB laboratory network 

The laboratory network of NTP consists of a National Reference Laboratory 

(NRL), and four provincial, three regional, 112 district, and 1,131 peripheral 

laboratories. Table 2 presents a snapshot of this network, which covers 

four tiers of governance. 

 

Laboratory services have been integrated with PHC at the peripheral (locality 

and district) and intermediate (district) levels. Peripheral laboratories are 

linked with the TB Management Units and serve and estimated population 

of 140,000. NTP diagnoses pulmonary TB through direct smear microscopy 

on three sputum specimens collected over two days. Treatment monitoring 

is done through one smear examination at the end of the second, fifth and 

seventh months. 

AFB MICROSCOPY 
NETWORK: 
200105 -: Prior to DOTS implementation, less than 50 laboratories in the 

public sector were performing sputum smear microscopy for diagnosis of 

Tuberculosis. With DOTS expansion, the microscopy network expanded at 

a tremendous pace ð from less than 50 laboratories in 2001 to over 900 

in 2005. 

 

200509 -: Efforts initiated during the DOTS expansion phase were primarily 

focused on expansion of microscopy coverage services. In the consolidation 

phase that followed, efforts were shifted towards improvement of quality, 

with expansion continuing nevertheless but at a relatively slower pace. The 

microscopy network consists of 1,131 peripheral laboratories across the 

country. Of these, 1,039 laboratories are located within the public sector 

and 92 in the private not-for-profit sector. Besides these, 52 commercial 

laboratories are also collaborating in TB control initiatives through PPM. 

(Annual Report 2007) 
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Roles and 
responsibilities 

National Reference labora- 
tory 

Provincial Reference 
laboratory 

 

District Laboratories 
Peripheral 
laboratories 

Technical AFB by ZN staining/F staining 

TB culture and DST. 

Use of Rapid methods ( as per 

NTP policy) 

AFB by ZN staining/F staining 

TB culture and DST. 

Use of Rapid methods (NTP 

policy) 

AFB by ZN staining 

Stain preparation 

Supervision 

EQA by blinded rechecking 

(first control reading) 

AFB by ZN ðStaining. 

Quality control 

 

Administrative Development/review of 

guidelines /SOP 

Review of guidelines /manual 

and dissemination 

Dissemination of manuals 

and SOP 

 

Managerial TA(NTP);to Develop and 

review i)policies , ii)technical 

specification 

Training of Trainers 

QA of Microscopy, culture, DST 

services 

Supervision and monitoring of 

provincial lab network 

TA to PRL 

Training of district staff 

Planning and implementation of 

QA of microscopy, culture and 

DST services at provincial level. 

Lab supply management 

District Lab Data collection 

and consolidation. 

 

Research and 

surveillance 

DRS, TB disease prevalence 

survey and Operational 

Research 

   

Table 2 Laboratory Network of NTP 

 

QUALITY- ASSURED SPUTUM SMEAR 
MICROSCOPY: 
Having achieved 100% DOTS coverage, NTPõs top-most priorities revolved Å 
around strengthening of the microscopy network and implementation 

of EQA for quality assured diagnostic services within the framework of Å 
TB control. A series of initiatives were taken to augment quality-assured 

diagnosis. These included: 

Å Development of a laboratory manual in 2005  (JICA and WHO). Å 
Å Development of pictorial guides on SOPs (AFB Microscopy and 

Microscopes) in the form of posters. 

Å Standardization of laboratory staff training programmes through 

Training of Trainers (TOT) in 200405 - (JICA and NTP). 

Revision of the laboratory training module and inclusion of sessions 

on quality control and EQA (NTP and WHO). 

Initiation of operational research to assess proficiency of laboratory 

staff in Punjab (NRL and JICA), and to study the quality of peripheral 

laboratory services and their impact on case detection (TDR). 

Drafting of EQA guidelines and holding of TOT sessions for capacity 

building of provincial laboratory staff (JICA and WHO); piloting of EQA 

through blinded rechecking in Gujrat in 2005 (JICA), coupled with 

review and revision of guidelines; implementation of EQA through 

blinded rechecking in 40 districts covering 308 diagnostic centres in 
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2006 (CIDA and WHO); finalization and printing of National Guidelines 

for Quality Assurance (QA) of Sputum Smear Microscopy (2007). 

 

EQA expansion is continuing with support from TGF Round 6, WHO, and 

NTP. Eighty-six district and 726 diagnostic centres had been covered by 

October 2008; EQA coverage will be completed by June 2009. 

V. 

 
VI. 

Intermediate district laboratory network: Supply of water distillers 

and top loading balances to strengthen capacity for stain preparation 

(Supported by PSDP, USAID, CIDA and WHO). 

Laboratory supplies: Provision of essential laboratory items for 

microscopy centres and district laboratories. 

 

EQA implementation and QA diagnosis at the peripheral level: 

The shared aspiration of NTP and NRL regarding establishment of an 

optimal EQA programme through blinded rechecking of slides at regular 

intervals is a resource-intensive goal. Many factors such as human resource 

capacity of the provincial laboratories, and the availability of trained staff, 

quality equipment and other laboratory supply items at the peripheral level 

need to be considered as a prelude. Baseline assessment for identification 

of gaps is, therefore, a routine procedure preceding EQA expansion. 

 

Another challenge that stood in way of effective implementation of the 

EQA plan was non-existence of intermediate laboratories at the district 

level. The NTP, by vitue of its own PC 1, as well as assistance from CIDA, 

WHO and TGF Round 6, supported the following activities for effective 

implementation of EQA and quality-assured diagnosis: 

Laboratory coordination and surveillance meetings: 
Assisted by USAID and WHO (200408 -), NTP supported participation of 

laboratory staff in quarterly meetings held at the district level. From the 

third quarter of 2008 onwards, these meetings continued to be supported 

through TGF Round 6 grant. The NTP also convenes quarterly surveillance 

meetings of district laboratory supervisors and PRL staff at the provincial 

and national levels, respectively, 

Laboratory data management: 
Data reflecting laboratory performance and EQA is being generated on a 

quarterly basis.. To simplify the process of data collection and analysis, 

NTP, with the support of CIDA and WHO, has developed a web-based 

software accessible at the NTP website (www.ntp.gov.pk) 

Standardized treatment with supervision and patient support: 

In view of the restricted capacity of public sector health facilities to 

I. 
 
 
 

 
II. 

 
 
 
 

 
III. 

IV. 

Enhanced HR capacity: In order to strengthen the supervisory role 

of the national and provincial laboratories, four senior laboratory 

supervisors were inducted in 2006 with the support of CIDA and 

WHO and sustained through TGF Round 6. Moreover, the district 

management has appointed a senior laboratory technician to act as 

district laboratory supervisor. 

Training: In an effort to ensure availability of trained human resource 

at the Microscopy Centre, NTP has been supporting need-based initial 

trainings for untrained staff and refresher trainings for trained staff. 

To enhance the supervisory capacity, NTP, with the assistance of CIDA 

and WHO in 2006 and TGF Round 6 in 2008, organized TOT of senior 

laboratory supervisors, and training of district laboratory supervisors 

and district TB coordinators. 

Laboratory Equipment: The National TB Control Programme supported 

the following initiatives to fill identified gaps in the laboratory network: 

Peripheral laboratory network: Replacement of over 350 old 

microscopes with latest ones (Supported by PSDP funds, CIDA, WHO 

and FIDELIS). 

perform TB culture and DST, NTP and NRL have planned strengthening 

and establishment of a TB culture and DST network through TGF Round 6 

(200809 -) financing. The plan envisages enhancement of infrastructure, 

bio-safety level and equipment; availability of additional human resource, 

and human resource development through trainings in TB culture and DST 

at the national and international levels. 

 

In the initial  phase, NTP will support establishment of a network of nine 

DST laboratories (one national, four provincial, two regional and two tertiary 

care) by virtue of TGF Round 6 and KfW support in NWFP. Besides these, 

four TB culture laboratories will be established at the district level, one in 

each province. 

 

Once the National Reference Laboratory is able to perform TB culture and 

DST, it would be linked to the Supra National Reference Laboratory (SNRL), 

Antwerp, Belgium, and would be poised to take up the responsibility of EQA 

of TB culture and DST in the national TB network as well. 

Unlike the public sector, there are several laboratoies in the private 

http://www.ntp.gov.pk/
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sector that have the capacity to perform TB culture and DST, and to 

diagnose MDR. These include laboratories at the Aga Khan University 

Hospital (AKUH) and Sindh Institute of Urology and Transplantation (SIUT) 

in Karachi, Shifa International Hospital in Islamabad, and the recently 

established BSL-III TB Laboratory at the Indus Hospital, Karachi. The 

laboratories of AKUH and Indus Hospital have been linked to SNRL for 

quality control purposes. An assessment by WHO is scheduled in March 

2009 for inclusion of AKUH in SNRL. 

 

The National TB Control Programme is also collaborating with the 

Microbiology Laboratory at AKUH which, as a technical partner, is providing 

assistance for capacity building of public sector laboratories through 

provision of hands-on training on TB culture and DST. 

 

In a bid to promote early dianosis and adherence to the standardized 

8-month treatment regimen for TB patients, NTP is utilizing a variety of health 

education and community awareness tools. These include development of 

refresher modules for all cadres of health workers to ensure provision of 

quality services in conformity with WHO guidelines. Aside from community 

volunteers, the primary force utilized to ensure case holding is the LHWs 

network, an important component of the health system at the community 

level. The LHWs have a direct link with communities; they not only provide 

anti-TB treatment and directly supervise adherence to the drug therapy 

but also identify and refer TB suspects to diagnostic centres. LHWs have 

been involved in 20 districts by virtue of CIDA support and efforts are now 

underway to scale up their involvement in TB control at a national level 

with support of the PHC Programme. 

 

Drug Supply and Management 

The National TB Control Programme is promoting the availability of and 

access to quality anti-TB drugs at all levels. Uninterrupted drug supply is 

currently being ensured through the Global Drug Facility (GDF) as well as 

local purchases made through the federal and provincial budgets. 

 

Sufficient quantities of drugs that will last till  2012  have been procured 

through Public Sector Development Programme (PSDP) funds, grant 

from the Japanese government, GDF emergency grant, and TGF Round 8 

support. The NTP has also developed drug management guidelines with 

the assistance of JICA; strengthening of the drug management system has 

been planned through TGF Round 8 grant. 

Monitoring and Evaluation (M&E) 
A technical unit responsible for monitoring overall programme 

implementation through National Programme Officers (NPOs) located at 

the regional level has been established through WHO and USAID support. 

NPOs play a critical role in monitoring TB control activities and providing 

technical assistance to the district and provincial TB control programmes 

for effective implementation. 

 

Refresher training modules for M&E have been developed and trainings for 

district level staff are organized on an ongoing basis to build their capacity 

for monitoring and supervision. At the district level, it is the responsibility 

of the respective PTPs to conduct supervision and monitoring of TB 

control activities. The District TB Coordinators (DTCs) are primarily involved 

in implementation and supervision of programme activities at the TB 

management units. Monitoring and supervision has been enhanced by 

facilitating the mobility of DTCs. 

 

A marked improvement has been achieved in recording and reporting 

through joint efforts of NTP and WHO. Electronic recording and reporting is 

now in place at the central and provincial levels. Recording and reporting 

tools have been revised in conformity with WHO guidelines and new tools 

will be implemented with effect from January 2009. The Electronic Nominal 

Reporting System (ENRS) introduced by WHO will be piloted in 10 districts 

through TB-CAP support by March 2009. 

 

Quarterly surveillance meetings are convened at the district, provincial and 

national levels to ensure uninterrupted and timely receipt of DOTS data from 

the peripherial up to the central levels. Furthermore, WHO and other partners 

conduct annual external reviews to measure the programmeõs performance; 

recommendations emerging from these meetings help NTP to review and 

revise its programme implementation strategy in line with best practices. 

 

The PTPs are subjected to internal reviews, which are conducted with 

the assistance of WHO; one such review is scheduled for Punjab from 

December 29, 2008 to January 3, 2009. Reviews of other provinces will 

follow in the first quarter of 2009. 

 

A prevalence survey funded by TB-CAP, with technical assistance from 

WHO, KNCV, The Union and Japan Anti-Tuberculosis Association (JATA), has 

been planned for 20092011-. 
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Tuberculosis is the second commonest cause of death from infectious diseases in the world killing almost two 

million people annually. Eight million new TB cases are estimated to occur every year, more than 95% of which 

are in the developing countries. The global prevalence of the disease is around 1620- million. Furthermore, 80% 

of the cases occur amongst people in the most economically productive age group of 1559- years, representing 

a major economic burden for patients and ultimately countries. Twenty-two countries referred to as High Burden 

Countries (HBCs) account for 80% of the total TB disease burden in the world. 

 

Public - Public and 
Public -Private Mix 
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