






37.4. Roles and responsibilities for collecting and analyzing data and information':

The Tuberculosis Unit (TU) is the most peripheral reporting unit under the programme. The
MO-TC in assistance with STS is responsible for the submission of quarterly reports: on case
finding and programme management for the same quarter, sputum conversion report for the
cohort of previous quarter, and the results of chemotherapy of Smear positive cases registered
12-15 months earlier, for their respective TUs to the districts. The reports generated at TU are
compiled and consolidated at the District level under overall supervision of District TB Control
Officer for onward submission to the State I Centre.

37.5. Plan for involving target population in the process:

Involvement of the target population and the community at large is encouraged under the
programme at various levels. To ensure target population involvement in the decision making,
overall supervision and monitoring, the local leader representatives (village Panchayat) are
included as members in the District and State TB control societies. Community volunteers are
also involved as DOT providers wherever possible according to patients' convenience. Also
through IEC activities, every attempt will be made to involve community at large, directly and
indirectly, in the process of monitoring of the programme implementation.

37.6. Strategy for quality control and validation of data:

Quality control and validation of data is ensured by several means:

• The reporting·system utilised by the RNTCP has been proven to be robust. Performance in
relation to anyone indicator is easily verifiable via cross-checking of records and registers.
Indicators are inter-linked and the reporting of one indicator can be used to project
accurately other performance indicators (e.g. smear conversion results to treatment
outcomes) and needs (e.g. number of cases detected to usage of sputum containers and
thereby logistic needs). Reporting of such indicators as smear negative to smear positive
ratio gives a good indication of the quality of diagnostic services being provided. In addition,
field visits will continue to be the norm to improve the field performance, and review
meetings will be held at the State level and at Central level quarterly and six-monthly
respectively.

• Quality control of sputum microscopy is ensured by cross-checking of certain slides by the
STLS during supervisory visits. The supervisor indicates his readings in the lab register and
will write the number of slides examined and discrepancies found in his diary.

• A network of WHO-RNTCP Medical consultants has been appointed all over the country to
ensure quality implementation of the programme. At present one consultant looks after
about 10-15 million population. They facilitate in preparation and submission of accurate
reports as well as data validation.

• The Programme performance is periodically evaluated. A comprehensive and independent
review done in 2000 by a team of national and international experts found that the RNTCP
was being implemented successfully. Patients are being accurately diagnosed, drug supply
is regular and uninterrupted, and there has been a striking increase in the proportion of
patients cured. In addition, a countrywide internal evaluation of the RNTCP has been
conducted to identify the programme's strengths and weaknesses, build capacity of staff in
programme evaluation, and assess the accuracy of recording and reporting.

37.7. Proposed use of M&E data:

The data generated by compiling and analyzing of the reports will continue to be used for
monitoring performance of the RNTCP. Feedback on the quarterly reports will be provided as is
being done at present for those districts implementing RNTCP. Reasons for poor performance
for the concerned areas will be identified and appropriate actions taken to rectify and improve
performance. The information will also be used for advocacy and policy making regarding TB
control. In addition, regular workshops! meetings will be held at District' Statel Central level with
the District and State authorities to review performance in their areas.
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3& Recognizing that there may be cases in which applicants may not currently have
sufficient capacity to establish and maintain a system(s) to produce baseline data and
M&E indicators, please specify, if required, activities, partners and resource·
requirements for strengthening M&E capacities.

Please note: As M&E activities may go beyond specific proposals funded by the Global Fund. please
also include resources coming from other sources at the bottom of Table VIl,38.

Examples of activities include collecting data, improving computer systems, analyzing data, preparing
reports, etc.

Table VI138

Activities (aimed at Partner(s) (which Resources Required (USD)
strengthening may
Monitoring and help in Year 1 Year 2 Year 3 Year4 Year 5 Total
Evaluation strengthening
Systems) M&E capacities)

Not applicable
I'

Total requested
from Global Fund

Total other
resources available
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SECTION VIII - Procurement and supply-chain management information

39. Describe the existing arrangements for procurement and supply chain management of
public health products and equipment integral to this component's proposed disease
interventions, including pharmaceutical products as well as equipment such as
injections supplies, rapid diagnostics tests, and commodities such as micronutrient
supplements, condoms and bed nets (Refer to Guidelines paragraph VI/I. 86).

Table VIII.39

Component of
procurement and
supply chain
management system
How are suppliers of
products selected and
pre-qualified?

What procurement
procedures are used to
ensure open and competitive
tenders, Expedited product
Availability, and Consistency
with national and
international intellectual
property laws and
obligations?

What quality assurance
Mechanismsare in place
to assure that all products
procured and used are
safe and effective?

What distribution systems
exist and how do they
minimize product
diversion and maximize
broad and non·interrupted
supply?

Existing arrangements and capacity (physical and human
resources)

The procurement of drugs, binocular microscopes and other equipment is made
through an independent procurement agency, Mis MECON, for the World Bank
assisted RNTCP Project. Until the previous year, the procurement was being done by
forwarding the requirements. delivery schedule, consignee details and technical
specifications to MIs MECON, who in turn prepared the bid document and obtains
'No Objection' from the Ministry and World Bank. Subsequently the advertisement
was given in to the national dailies and UNDP bulletin for procurement through
International Competitive Bidding (ICB). From the current year the procurement is
being made by pre~qualifying the manufacturers based upon their manufacturing
experience, reqyired quality assurance, experience of manufacturing particular
products, expetiience on packaging, distribution and transportation, registration
requirements, production capability, financial capability and manufacturer's full-filling
the WHO GMP conditions etc. The procurement is being handled separately in the
Central TB Division, and the procurement agency MIs MEGON has its own
compliment of various technical experts and supporting staff.
The procurement is made through International Competitive Bidding which ensures
timely product availability and con"S"istency with national and international laws and.
obligations.

To ensure the timely availability of products. the procurement process is initiated well
in advance, based on the lead time.

In the case of drugs, pre shipment inspection is done by the procurement agency for
all batches, and all batches are tested for quality. These drugs are supplied to the six
Government Medical Stores Depots (GMSDs). However, a proportion of the total
drug shipment is supplied directly to the consignees to save transportation costs and
to ensure timely delivery. The GMSDs do random checking of samples for ensuring
quality. For the drugs supplied directly to the consignees, State Drug Inspectors and
Central Drug Inspectors do the random sampling of drugs to ensure quality. These
drug inspectors also get the samples tested"based on complaints. Govt. of India is in
the process of engaging a separate agency for undertaking independent quality
assurance of drugs.
In case of equipment inclUding binocular microscopes, pre-shipment inspection is
done by the technical experts af MIs MECON and representatives of the Ministry of
Health & Family Welfare. Post delivery quality is ensured by having a warranty period
of about 3 years or so.
For drugs, the distribution is made through the following:
1. Six Central level Government Medical Store Depots (GMSDs).
2. Five State level stores. In the future, it is envisaged to establish State Drug

Stores in all the States.
3. District level RNTCP stores. ~

4. TB Unit level stores.
To ensure continuous availability of drugs, the following buffer stocks are maintained
at the various levels:
• GMSDs - 6 months
• State Drug Stores - 3 months
• District Drug Stores - 3 months
• TB Unit Drug Stores - 3 month
• Peripheral Health Unit - 1 month
For equipment, the products are supplied directly from the manufacturer to the

consignees. In case of international manufacturers, Central TB Division and
the procurement agency takes the responsibility of clearance from the port of
supply up to the delivery of the product to the consignee.

HOW WILL SUPPLY OF DRUGS, LAB CONSUMABLES ETC HAPPEN IN THE
URBAN TB PROJECT?
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40. Describe the existing arrangements for procurement of services (e.g., hiring personnel,
contracts, training programs, etc.)~ (1-2 paragraphs):

For hiring of personnel, terms of references, dUly approved by the World Bank have been
developed and used for recruitment of various staff. Initial appointment to all posts is usually for
a maximum period of one year at a time and renewable for one year subject to satisfactory
performance. The posts are advertised, by the State/ District society or the concerned agency,
in at least two leading newspapers published in the state. Applications, if required, are short­
listed on the basis of pre-determined criteria subject to fulfillment of eligibility criteria. A
Selection committee is constituted for short-listing and interview of the candidates. A suitable
number of candidates in the panel are kept on a waiting list. In the offer of appointment it is
specifically mentioned that the appointment will be purely on contractual basis.

Regular training programmes are arranged for training of key TB programme managers of
States and Districts, at Central Institutes and at State level Institutes. Training of the other
general health staff of the districts is arranged either at State/ District or Local level. Separate
training modules have been developed for training of each category of health workers. Clear­
cut guidelines are also available regarding batch size of various trainees, prescribed duration of
tr~ining, norms for expenditure for a training session, etc.

41. Provide an overview of the additional resources (e.g., infrastructure, human resources)
required to support the procurement and distribution of products and services to be
used in this component, (2-3 paragraphs):

Mis MECON, an independent agency is undertaking procurement of drugs and other equipment
for GOL The procurement would be made through the same independent agency and
accordingly their consultancy fees will be paid.

42. Detail in the table below any additional sources from which the applicant plans to obtain
products relevant to this component, whether additional requests have been requested
or granted already. (For each source, indicate a conta'ct person at the program in question,
the volume of product in the request of grant, and the duration of support. Examples of such
programmes are the Global TB Drug Facility or product donations from pharmaceutical
manufacturers), (Guidelines para. VIII. 88):

Table VlII 42

Programme name Contact person (with Resources requested Timeframe and
telephone & email (R) duration of
information) or granted (G) request or

grant

I Not applicable 1

I

42.1. Explain how the resources requested fr9m the Global Fund for the products' relevant to
this component will be complementary and not duplicative to the additional sources, if
any, described above (1 paragraph):

Not applicable.
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SECTION IV - Scope of proposal

23. Identify the component that is detailed in this section (mark with X):
Table IV 23

Component HIV/AIDS

(mark with X): Tuberculosis

X Malaria

HIVITB

24. Provide a brief summary of the component (Specify the rationale, goal, objectives, activities,
expected results, how these activities will be implemented and partners involved) (2-3
paragraphs):

Malaria is a major public health problem in India, and in South East Asia Region. Annually,
nearly 75% of new malaria cases in the region occur India. Malaria in India in the last decade
has become a serious re-emerging infection due to the steady increase in P. falciparum, and
the spread of mono and multi-drug resistant strains. The problem is acute in hard to reach
areas where primary health care system is unable to cope with the malaria problem. Malaria in
its present form is a growing worldwide threat to the health of the people due to population
migration seeding new parasite strains in malaria receptive areas. Furthermore, major
ecological changes like irrigation, deforestation, urbanization, industrialization, and large-scale
population migration have been continuously enhancing malaria receptivity, resulting in focal
outbreaks. Malaria epidemics and deaths due to .malaria that had been completely eliminated
have now become a regular feature of the country's malaria situation.

The Government of India has been taking many steps to combat malaria at a war footing.
Central budgetary assistance for malaria control to all the seven highly endemic North Eastern
states 'of the country has been enhanced from 50 % to 1000/0. Furthermore, highly vulnerable
populations settled in remote and forest areas are covered under a World Bank funded project,
which is providing malaria control to a population of 67 million people. However, additional
support is needed for the 49 districts,which currently contribute to nearly 22% of the new
malaria cases in India. (see Table 22.3a for details of stratification that led to the selection of
these areas for GFATM support).

The goal of this project is to control malaria by up-scaling interventions in 49 highly endemic
districts. This will be accomplished by improving access to early diagnosis and treatment of
malaria by involving community volunteers, developing partnership with private providers,
providing rapid diagnostic dipsticks for early diagnosis and strengthening planning and supply
systems. Vector control will remain the back-bone of malaria control. In the project districts
vector cOfltrol will rely on selective insecticide residual spraying (IRS) and introduction of
larvivorous fishes to reduce mosquito breeding. Spraying will be targeted and focal. Project
areas outside those designated for spraying will receive insecticide ,treated bednets. This
activity will be carried out in partnership with Population Services Internationally reputed NGO
in social marketing. While these interventions will reduce malaria transmission significantly,
there still may be small outbreaks of malaria. These areas will receive special attention and will
be tackled by rapid response teams for which the expertise and resources will be generated at
the district level. Malaria control staff will be trained in specialized institutions, and there will be
advance planning and concurrent monitoring and evaluation. Successful implementation of the
GFATM project will lead t6 a significant reduction in malaria-associated morbidity and mortality
and the following results are expected to be achieved.
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• 22 million additional people will have access to Early Diagnosis Preventive Treatment
• 7.5 million people will be protected through use of ITN
• 951 Primary Health Centres will be equipped to effectively handle cases of severe and

complicated malaria.
• A cumulative reduction of malaria morbidity by 85 0/0 will be achieved by the end of five years.

This will translate into prevention of 374000 cases in five years.

Government-NGO-private sector partnership with a view to converge malaria control activities
at the community level will be the cornerstone of the implementation strategy. Towards this end
the existing public health infrastructure will be strengthened and optimally utilized to implement
the project. The Directorate of NAMP will function as the nodal agency to coordinate with CeM,
provide technical guidance, monitoring and evaluation of the Programme. The state and district
authorities will be responsible for planning area specific activities, implementation, and
supervision and monitoring. NGOs, CBOs, village-level local self-government (the Panchayat),
and communities will be key partners to enhance and scale up the control activities in the
project areas. This strategy will enable the development, strengthening and expansion of
governmentJprivate/NGO partnership. The national NAMP Drug Policy, Insecticide Policy aqd
approved Programme Guidelines will be adhered to in the execution of the project. r

25. Indicate the estimated duration of the component:

1 From {month/year}: I April 2003 I To (month/year):
Table IV.25

I March 2008 I

26. Detailed description of the component for its FULL LlFE..CYCLE:

Please note: Each component should have ONE overall goal, which should translate into a series of
specific objectives. In turn each specific objective should be broken-down into a set of broad activities
necessary to achieve the specific objectives. While the activities should not be too detailed they should
be sufficiently descriptive to understand how you aim to achieve your stated objectives.

Indicators: In addition to a brief narrative, for each level of expected result tied to the goal, objectives
and activities, you will need to identify a set of indicators to measure expected result. Please refer to·
Guidelines paragraph Vll.77 - 79 and Annex II for illustrative country level indicators.

Baseline data: Baseline data should be given in absolute numbers (if possible) and/or percentage. If
baseline data is not available, please refer to Guidelines paragraph VII.BO. Baseline data should be from
the latest year available, and the source must be specified.

Targets: Clear targets should be provided in absolute numbers (if possible) and percentage.

For each level of result, please specify data source, data collection methodologies and
frequency of collection.

An example on how to fill out the tables in questions 26 and 27 is provided as Annex III in the Guidelines
for ProposaIs

26.1. Goal and expected impact (Describe overall goal of component and what impact, if applicable,
is expected on the targeted populations, the burden of disease, etc.), (1-2 paragraphs):

Please note: the impact may be linked to broader national-level programmes within which this
component falls. If tha't is the case, please ensure the impact indicators reflect the overall national
programme and not just this component.

Please specify in Table IV.26.1 the baseline data. Targets to measure impact are only required for the
end of the full award period.

The goal of the project is to control malaria morbidity and mortality in a time bound manner
(2003-2008) in partnership with the stakeholders and communities. A major component of the
strategy of malaria control using the insecticide treated bed nets will be implemented in
partnership with the Population Services International. Communities will be involved which will
enhance the sustainability of malaria control in the country. The target population for this project
are 85 million people living in 49 malaria prone districts in 6 states of India. These districts
contribute disproportionately to the burden of malaria in India, approximately 22% of all cases.
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Table IV. 26. 1

Goal; To reduce the burden of malaria and associated deaths in forty nine endemic districts in
India, and thereby improving the Socio-economic Status of the Community

Impact indicators Baseline Target (last year of proposal)

(Refer to Annex II) Year; 2001 Year; 2007

Annual Parasite Incidence (API) 5.2 1.04
Slide Positivity Rate (SPR) 7.0 1.4
Malaria Mortality To be ascertained I 90% reduction

27. Objectives and expected outcomes (Describe the specific objectives and expected outcomes
that will contribute to realizing the stated goal), (1 paragraph per specific objective):

(1) Enhancing access to early malaria diagnosis and prqfTIPt treatment through community
based action ,!

Information, education and communication (lEe) activities will be intensified to improve
awareness about the disease" its control through community action, diagnosis of fever,
presumptive treatment, diagnosing a case of severe malaria at the village level and referral to
the nearest hospital/clinic for treatment. Existing laboratory services will be strengthened as per
the NAMP norms. On an average half of the existing positions for multi-purpose worker (MPW)
and laboratory technicians are vacant in these districts. As a result, slides from fever cases
are not collected and those collected are not examined in places where there are acute staff
shortages. Slide examination may take 6-8 weeks during the peak transmission season.
Peripheral areas are the most neglected. In order to overcome this the GFATM supported
project will strengthen early diagnosis and prompt treatment (EDPT) at the periphery by
recruiting community malaria and community link volunteers. These volunteers have been
successfully used in other parts of India for early diagnosis of malaria, giving the correct dosage
of antimalarials, and in referring serious cases to the nearest hospitals. Rapid Diagnostic
Dipstick tests (RDT) will be introduced for times and locations where laboratory technicians are
not available and where P. falciparum is the predominant infection. A large number of patients
go to the private providers for treatment. These providers will be trained in malaria microscopy
and in the use of ROTs for quick and accurate diagnosis. They will also be trained in treating
the patients as per the National Anti Malaria treatment Policy, so as to reduce the menace of
drug resistance arising out of improperlinadequate treatment.

Table IV 271

Objective: IEnhancing Access to Early Malaria Diagnosis and Prompt
Treatment through Community Based Actions

Outcome/coverage indicators Baseline Targets
(Refer to Annex I/) Year: Year 2: Year 3: Year 4: Year 5:
Percentage of patients with uncomplicated To be 30% 35% 50 % 75%
malaria getting correct treatment at health ascertained
facility and community levels, according to
national guidelines, within 24 hours of
onset of symptoms
Percentage of villages having at least one 50% 60% 70% 80 % 100%
trained Community Malaria Volunteer
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Tablff/V 271a

Objective: I I Enhancing Access to Malaria Diagnosis and Treatment through Community Based
Actions

Broad activities Process/Output Baseline Targets Responsible I
Implementing

indicators (Specify Year 1 Year 2 agency or
(indicate year) agencies

one per activity)
(Refer to Annex II)

Expanding the Number of 30000 40000 50000 Panchayat /
outreach services community (50%) Community /
through community malaria volunteers Primary health
malaria volunteers/ recruited Center
community link
volunteers
Activating malaria Number of PHCs 70% 85% 100 % State health
microscopy as per having microscopist department
programme norms
Enhancing the Number of medical To be 50 % 60 % State health
capacity of peripheral officers trained ascertained department
health institutions for
treatment of severe i"
and complicated
cases of malaria
Encouraging private Number of private To be 10 % 20% State health
sectors participation medical ascertained department I
in diagnosis practitioners trained Indian Medical
(microscopy and ROT) association I
and treatment of Christian Medical
malaria Association of

India I Voluntary
Health
Association of
India etc

Enhancing availability Percentage of Nil >25% >50% Satel District
of rapid diagnostic Health facilities that Health authorities
facilities where do not have malaria
microscopic facilities microscopy
are not available facilities, having

ROTs
Improved community Percentage of To be >50% >75% NAMP and
awareness for the population aware of ascertained Partners
need of EDPT symptoms of

malaria and the
need for EOPT

(2) Integrated vector control through partnership

Effective vector control to interrupt malaria transmission will be carried out by integrated vector
control methods, which will involve a mix of IRS, Insecticide treated Bednets and bio­
environmental measures like use of larvivorous fishes. In the first year high transmission areas
will receive IRS. Simultaneously fish hatcheries will be established in all 49 districts in
partnership with the state fisheries department. Communities will participate in the introduction
of larvivorous fish in water bodies in and around villages and in the maintenance of these
hatcheries. In subsequent years, in sections with low transmission insecticide treated bednets
(ITN) will be introduced and the remaining high transmission areas will be sprayed with. The
ITN programme will be implemented in partnership with the Population Services International
(PSI). PSI will work in close collaboration with the directorate of NAMP. PSI will carry out social
marketing of insecticide treated nets.. lEG campaign about the need for ITN as a means to
prevent malaria will be done by PSI and NAMP. The ITNs will be introduced in a phased
manner covering 6 million people by the end of 5 years. Insecticide spraying will be phased out
with the expansion of ITNs and bio-environmental measures.
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Intersectoral coordination meetings will be held at the district level under the chairmanship of
the District Collector/Deputy Commissioner. In his capacity as the coordinator, he will identify
main agencies to enhance the impact of interventions either by directly participating in malaria
control or by incorporating malaria control in the ongoing and planned activities. These 4 or 5
agencies will work in partnership with the NAMP and help in accelerating the implementation of
malaria control activities from their own resources. Suggested departments/agencies that may
be considered for partnership in malaria control are the departments of: Social Welfare (women
and child welfare, tribal development); Rural Development; Local Self Government;
Department of Irrigation, Agriculture, Forestry, Fisheries, Education, Public Health, and
Engineering; Non- Governmental Organizations; Community Based Organizations; Religious
Groups; Professional bodies such as the Indian Medical Association; Christian Medical
Association of India; Federation of Obstetrics and Gynecology Society of India, and Research
Organizations such as the Indian Council of Medical Research.

Table IV 27 2
Objective: II I Integrated Vector Control through Partnership

outcomelcoverage Baseline Targets
indicators
(Refer to Annex II) Year: Year 2: Year 3: Year 4: Year 5:

Proportion of households
having at least one treated To be ascertained 5% 10 % 15 % 20 %
bed net
Per man hour vector To be ascertained 80 % 80 % 80% 80 %
density reduction reduction reduction reduction
Per man hour mosquito To be ascertained 80 % 80 % 80 % 80 %
density reduction reduction reduction reduction

Table IV 27 2a
Objective: I Integrated Vector Control through Partnership

Broad activities Process/Output Baseline Targets Responsible I
Implementing

Indicators (Specify Year 1 Year 2 Agency or
(indicate one year) agencies
per activity)
(Refer to Annex
I/)

Social Marketing of Number of bed 0 5 % of 10 % of PSI
insecticide treated bed nets distributed target target
nets (in a phased population population
manner covering 6 million
population by the end of
5 years) through
partnering with
Population Services
International ( PSI)
Indoor residual spray Percentage of So far 40 > 90 % > 90 % State and
(SP) in highly malarious of rooms % with DDT district health
areas covering 12 million covered in departments.
population ( to be each round of
reduced gradually with spray
theexpansion of lTN and
bio-environmental
measures)
Introduction of larvivorous % of districtsl <5% 25 % 50 % State and district
fishes in partnership with blocks having a health
department of fisheries and functional departments.
their maintenance with hatchery.
active community
participation
Increase awareness of Percentage of To be 25% >60% PSlIGrass root
community for the need of population aware ascertained NGOs and state
ITN for personal protection about ITN and its health

advantages authorities.

Global Fund Proposal - India CCM (Malaria) 5



6

(3) Strengthening epidemic preparedness and rapid response

In regions of the country with unstable malaria, malaria epidemics occur frequently and with
regularity. In 1995, a system that relied upon the rise in epidemiological indices for detection of
epidemics was developed, but this mechanism did not work well because it depended on an
effective the surveillance system. Furthermore, a malaria information system was never fully
developed so information about epidemic was delayed and response reached the site late
during crisis situations. This will be remedied by this project by using a sudden rise in the fever
cases as an indicator. The community malaria volunteers will routinely report fever cases to the
primary health center (PHC) for investigation. Guidelines for the investigation will be provided to
all PHCs and adequate stocks of antimalarial drugs will be made available. As soon as a
sudden rise in the number of reported fever cases is detected and the cause established to be
malaria appropriate action will be taken at all levels, beginning at the periphery. Antimalarial
drugs will be given to all suspected of suffering from malaria as the first line of treatment.
Hospitals will be alerted to diagnose early and treat malaria cases according to the treatment
policy of the NAMP. In the affected area vector control teams will be deployed for appropriate
interventions and intensified surveillance.

Table IV 27 3
Objective: III Epidemic Preparedness and Rapid Response

Outcome/coverage indicators Baseline Targets
(Refer to Annex II) Year: Year 2: Year 3: Year 4: Year 5:
Districts with Epidemic 10 25 40 49 49
Response Teams

Table IV 27 3a

Objective: I Epidemic Preparedness and Rapid Response

Broad activities Process/Output Baseline Targets Responsible I
Implementing

Indicators (indicate one (Specify Year 1 Year 2 agency or
per activity) (Refer to year) agencies
Annex II)

Early reporting of % fever outbreaks To be 25% 50% Ote. of NAMP /
any sudden rise reported within two ascertained State/district
in number of weeks of onset health
fever cases in the departments
community by the
CMV
Investigation of % of malaria outbreaks To be 40% 70% Dte. of NAMP I
the cause of confirmed within two ascertained State/district
sudden rise in weeks of onset and health
fever cases at the control measures departments
PHC and initiated
appropriate
response
Development and % of malaria epidemic To be 40% 70% Ote. of NAMP /
operationlization responded within two ascertained State/district
of action plan to weeks of onset and health
control an properly controlled departments
outbreak /
epidemic through
a designated
rapid response
team
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(4) Capacity building and improved program management

Training is a vital component of the NAMP. In the GFATM supported project. staff recruited
against existing vacancies and those required for the new positions in NAMp· and state health
departments will be trained appropriately. Capacity of various functionaries like public and
private health care providers, community volunteers, NGOs, partners at the district level will be
built. Computers will be provided at the district level for better and more efficient management
of data. All records related to malaria at the district level will be computerized for easy access
and monitoring. Analyzed data will be forwarded to various levels for information and
necessary action.

Table IV27 4
Objective: IV Capacity BUilding and Improved Programme Management

Outcome/coverage indicators Baseline Targets

(Refer to Annex II) Year: Year 2: Year 3: Year 4: Year 5:

% of Health Staff trained in 50% 75% >90% 100%* ('1,00%*
various malaria control activities

I I

* New entrants

Table IV 27 4a

Objective: Capacity Building and Improved Programme Management

Broad activities Process/Output Baseline Targets Responsible I
Implementing

Indicators (Specify Year 1 Year 2 agency or agencies
(indicate one per year)
activity) (Refer to
Annex I/)

Appropriate training % of health 70% 80% >90% NMCP/State Health
activities for all facilities able to Depts.l Local self
programme confirm malaria governmenU
functionaries, diagnoses NGOS I P-rivate
community volunteers, according to PartnerslTraining
NGOs I private national policy institutes
partners in related field (microscopy, rapid

tests, etc)
Strengthening and % of District 5% 30% >80% State Health
upgradation of the Malaria Offices Authority I Society
Management with computerized
Information System MIS

28. Describe how the component adds to or complements activities already undertaken by
the government, external donors, the private sector or other relevant partner: (e.g., does
the component build on or scale-up existing programs; does the component aim to fill existing
gaps in national programs; does the proposal fit within the National Plan; is there a clear link
between the component and broader development policies and programmes such as Poverty
Reduction Strategies or Sector-Wide Approaches, etc.), (Guidelines para. 11I.41 - 42),(2-3
paragraphs):

The National Anti Malaria Programme is being implemented in the peninsular India on a 50: 50
cost sharing basis with the state governments, and 100% central assistance to the north
eastern states. In addition 67 million people in 100 districts in 8 states are covered under the
Enhanced Malaria Control Programme funded by the World Bank. The remaining 85 million
people living in high malaria transmission areas are not receiving any outside donor support
and require additional resources for effective malaria control. The resource gaps have been
identified for support from GFATM project. This component will build on and scale up the
existing malaria activities in the 49 districts. The resources asked for in the proposal will be
complementary to the existing anti-malaria programme activities.
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"Table 4 showing the various malaria control activities and sharing ofexpenditure between the
Government and the GFATM

Best estimates possible for the
contributions (%) by the two

GFATM Support
51. No. Activity

funding partners
Requested in million

Central and State GFATM
USD

Governments (Malaria)

1. Human Resources 98 2 0.51

2. Infrastructure I equipment 90 10 2.65
3. Traininq / planninq 60 40 0.45
4. Commodities I products 25 75 31.85
5. Druqs 65 35 0.46
6. Monitorinq and evaluation I '35 65 2.01
7. Administrative costs 77 23 0.44
8. Others 2 98 21.12

Total 100 100 59..49

The GFATM proposal is in fact a part of the over all national malaria control plan. The proposal
reinforces the existing links with NGOs, partnership with stakeholders and brings them together
bringing about malaria control as prescribed in the 5-year national development plan document.

29. Briefly describe how the component addresses the following issues (1 paragraph per
item):

29.1. The involvement of beneficiaries:

The health, economic and social con?equences of malaria are worst felt among low-income
populations, particularly the families of pregnant women and children under the age of five.
Project activities, which will target low-income populations, will reach a large number of direct
and indirect beneficiaries by promoting personal protection against malaria. Involvement of
project beneficiaries will be essential for project success, particularly in design of appropriate
communications materials. Women and men from low-income groups will participate fully and
actively in the development of all project materials. Community Based Organizations, which
consist mainly of women will be the vehicle for spreading key messages regarding malaria
prevention and treatment.

29.2 Community participation:

The project involves building strong partnerships between government, non-governmental
~

agencies and community. The partnership with local organizations will establish trust and gain
access to communities. Local partners such as NGOs, eBOs and health providers will be
critical in both spreading key messages for improved protection against malaria, and in
providing credibility to these messages. In all spheres of development, it has been clearly
demonstrated that those projects that enjoy the full involvement and support of the community
leadership and civil society have the highest rates of success. For this project, community
initiatives based on partnership and participation will be undertaken in collaboration with local
partners with proven capacity in this area.
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29.3. Gender equality issues (Guidelines paragraph IV.53):

Emphasis will be on the vulnerable groups of women and children. Health care workers will be
trained to recognize and treat malaria in pregnancy. In selected high-risk areas
chemoprophylaxis in antenatal period will be provided in collaboration with the Maternal and
Child Health Division in the Department of Health & Family 'Nelfare. ITNs present special
gender-based challenges in many Indian sub-cultures. Women and young children are in the
greatest need of the benefits of ITNs. Yet, in many instances, the purchase and use of the net
must be negotiated with the male head of a household. A woman's power and ability to discuss
the issue with her husband will determine whether a net is introduced into the household and
properly used. To fully address this issue, men and women will be involved equally in the
development and targeting of communications materials to promote a supportive environment
for discussion about good health, especially malaria prevention in the household.

29.4. Social equality issues (Guidelines paragraph IV.53):

Malaria accentuates social inequalities by worsening poverty, while its prevention has
tremendous implications for cost saving and poverty alleviation. The poor and the marginalized
will receive unbiased protection, EDPT and referral services under this project. Social
marketing as will be used for ITNs is a strong, cost-effective and sustainable tool for
empowering low-income people to lead healthier lives, and thereby improve their economic
condition. Social marketing of ITNs, will create well-informed demand and a widely accessible,
affordable supply of high quality, affordable branded nets with a treatment kit for low-income
populations that need affordable health products, but do not need to rely on free products from
the government and yet cannot afford private sector prices. Operations research will examine
the social structures and dynamics of target populations, and use this information to inform
strategy development and refinement to reach underserved or marginalized populations and
groups. Product distribution and communication activities will focus on reaching underserved
populations such as those residing in urban slums or remote rural areas, and who are not
covered by mass media or conventional distribution systems. This will ensure creation of
sustainable access to products, services and information for malaria prevention.

29.5. Human Resources development:

Structured training programs for all categories of health personnel will be established. This
program will draw on expertise from reputed institutions in India. These institutions will also be
involved in training new and existing staff from the project.

29.6. For components dealing with essential drugs and medicine, describe which products
and treatment protocols will be used and how rational use will be ensured (Le. to
maximize adherence and monitor resistance), (Guidelines para. IV.55), (1-2 paragraphs):

A National Anti-Malaria Drug Policy and the National Insecticide Policy have been developed.
These policies will be updated as needed after copsultation with the Technical Advisory
committee of the NAMP.

P. falciparum monitoring teams located in various regions of the India routinely carry out
monitoring for drug resistance in the malaria parasite (s). These teams report to the Director
NAMP for policy decisions. In addition, several research institutes of the ICMR also carry out
drug resistance monitoring. The 72 zonal entomological units of the NAMP and the research
institutes with entomological expertise also carry out insecticide resistance in malaria vectors.

Malaria treatment protocols are widely distributed to ensure the implementation of uniform
treatment policy in all states.
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SECTION V - Budget information

30. Indicate the summary of the financial resources requested from the Global Fund by year
and budget category, (Refer to Guidelines paragraph V.56 - 58):

Table V 30

Resources Year 1 Year 2 Year 3 Year 4 Year 5 Total
needed (USD) (Estimate) (Estimate) (Estimate)

Human 63,184 63,184 127,102 127,102 127,102 507,673
Resources
Infrastructu rei 530,612 530,612 530,612 530,612 530,612 2,653,061
Equipment

Trainingl 20408 20408 177,041 127,347 107,857 453,061
Planning

Commoditiesl 12,739,592 6,369,796 4,246,531 4,246,531 4,246,531 31,848,980
Products

Drugs 91,837 91,837 91,837 91,837 91,837 459,184

Monitoring & 528,796 406,347 508,388 365,531 447,163 2,256,224
Evaluation

Administrative 72,531 72,531 96,898 96,898 96,898 435,755
Costs

Other 3,142,857 4,469,388 4,571,429 4,469,388 4,469,388 21,122,449
(tEC/NGO I
Panchayat-
community I
Pvt. treatment
provider)

Total 17,189,816 12,024,102 10,349,837 10,055,245 10,117,388 59,736,388

PSt for ITN 1,112,387 1,699,729 2,123,358 2,593,418 2,951,084 10,479,976

Grand total 18,302,203 13,723,831 12,473,195 12,648,683 13,068,472 70,216,364

.... Training funds available.

30.1. For drugs and commodities/products, specify in the table below the unit costs, volumes
and total costs, for the FIRST YEAR ONLY:

Table V 30 1

Item/unit Unit cost Volume Total cost
(USD) (specify measure) (USD)

Vehicles on hire 2,449.00 55 134,695
Rapid diaqnostic Kits 0.82 200,000 164,000
Synthetic Pyrethroids wo 17,694.00 720 12,739,680
Druqs (Ini. Artemisinine derivative etc) 3.06 30,000 91,800
Total 13,130,175

30.2. In cases where Human Resources (HR) is an important share of the budget, explain to
what extent HR spending will strengthen health systems capacity at the patient/target
population level, and how these salaries will be sustained after the proposal period is
over (1 paragraph):

The human resource component budget request amounts to only 0.7% of the total GFATM
assistance requested.

31. If you are receiving funding from other sources than the Global Fund for activities
related to this component, indicate in the Table below overall funding received over the
past three years as well as expected funding until 2005 in US dollars (Guidelines para.
V.62):
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External assistance for the 49 district project area has not been received for the years specified
in table v31.1. This table shows the extent of approximate government funding for the project
area (49 districts) in US million dollars.

Tabfe V 311
1999 2000 2001 2002 2003 2004 2005

Domestic* 23.7 31.6 25.5 31.2 31.2 31.2 36.0

External 12.4 20.4 20.4 20.8 20.8 20.8 24.0

Total* 36.1 52.0 45.9 52.0 52.0 52.0 60.0

'* NOTE: The budgetary figures shown above are based on plan allocations for central government
expenditure of Malaria control and do not reflect amounts spent by state and local government
bodies for infrastructure, personnel, etc. - estimated to be 3 times the central government's
contribution. Private spending cannot be determined at this stage but is approximately 4 times the
national spending.

The figures indicated in the executive summary are for 5 years which will commence from the
date of funding, while Table V 31.1 shows expenditure from 1999-2005, thus the two do not totally
overlap, however years 2003, 2004 and 2005 do correspond

Please note: The sum of yearly totals of Table V.31.1 from each component should correspond to the.
yearly total in Table 1.b of the Executive Summary. For example, if Year 1 in the proposal is 2003, the
column in Table 1.b labeled. Year 1 should have in the last row the total of funding from other sources
for 2003 for all components of the proposal.

32. Provide a full and detailed budget as attachment, which should reflect the broad budget
categories mentioned above as weH as the component's activities. It should include unit
costs and volumes, where appropriate.

Kindly see Attachment M4.

33. Indicate in the Table below how the requested resources will be allocated to the
implementing partners, in percentage (Refer to Guidelines para. V.53)

TableV33

Resource Year 1 Year 2 Year 3 Year 4 YearS Total
allocation to (% (% {% (% {% (In USC)
implementing allocation) allocation) allocation) allocation) allocation)
partners* (%)

Government 81.15 61.67 52.41 50.96 49.39 42,802,728

NGOsl 17.23 36.18 43.78 46.18 47.32 25,652,425
Community-
Based Org.
Private Sector 0.56 1.49 2.46 1.61 1.55 1,020,408

People living
with HIVI TBI
malaria
Academic I 0.95 0.52 1.39 0.4 1.01 602,041
Educational
Organizations
Faith-based
Organizations
Others 0.11 0.15 0.16 0.16 0.16 102041
(procurement
agency fees etc)

Total 1100 I 100 I 100 I 100 I 100 I
Total in USC 18,302,203 13,723,831 12,473,195 12,648,683 13,068,472 70,216,384

Please note: The following three sections (VI, VII and VII) are all related to Proposal/component implementation
arrangements.
If these arrangements are the same for all components, you do not need to answer these questions for each
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SECTION VI - Programmatic and Financial management information

Please note: Detailed description of programmatic and financial management and arrangements are
outlined in Guidelines para. VI. 61 - 73, including the main responsibilities and roles of the Principal
Recipient (PR).

34. Describe the proposed management arrangements (outline proposal implementation
arrangements, roles and responsibilities of different partners and their relations), (Guidelines
para. VI. 64), (1-2 paragraphs):

Implementation arrangement:

GFATM project will have an independent secretariat at Directorate of National Anti Malaria
Programme comprising of the following staff:

• GFATM coordinator will be the Director, NAMP.
• Project consultants (2), one each for IEC and Finance
• Investigator I Programmer (2)
• Data entry operator (2)
• Secretarial assistant (4).
At the states, there will be,

• State GFATM coordinator (Malaria) in each state (5)
• Project consultants (2), one each for IEC and Finance (Total 10)
• Investigator / Programmer one in each state (Total 5)
• Supporting staff three in each state (Total 15)

Each state will have a malaria society at the state headquarters. Each district will have a
malaria control society and the GFATM funds will be channeled through the society. The
District Collector (Executive Head of the District) will chair the society with 5 to 6 members. The
society will meet as often as necessary and execute the programme with the help of CMO/DMO
and the partners. The society will ensure that the budget will be used for the purposes it was
intended in a cost-effective manner.

Director NAMP will be over all in-charge of all activities related to GFATM project. The Project
Coordinator at the Has and his own staff will assist her. The project coordinator will be
supported by the state level coordinators. Partners (e.g. PSI, MRC, IEC, Fisheries etc.) will
report directly to their own coordinators. For supervision and training Regional Directors will
participate in the GFATM project and report directly to the Director NAMP. Director will ensure
that the progress of the project is smooth and will lead to meet the targets of each activity.
Financial transactions will be transparent and monitored as per the GOI norms and procedures.
Financial procedures to minimize transaction costs will be adapted at all points of decision­
making.

At the district level, CMO/DMO will carry out the interventions, monitoring and other activities.
The district infrastructure responsible for various malaria control activities will continue to work
as before. Additional staff appointed for MIS or any other activity will also report to the
CMO/DMO.
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Partners-Role and Responsibilities:

The major partners in malaria control are the GOI at the National and State Level, PSI,
Fisheries Department, and Community. All partners will work under the direction and
supervision of the CMO/DMO and participate in the District lntersectoral Coordination meetings.
They will be fully responsible for all the actions producing synergy as reflected in the process
and outcome indicators. In return they will be provided with adequate resources and technical
support in the execution of their specific activity.

34.1 Explain the rationale behind the proposed arrangements (e.g., explain why you have opted
for that particular management arrangement), (1 paragraph).

NAMP has 5 decades of experience in malaria control. The infrastructure is huge with
enormous capacity to deliver health interventions. As per the Indian constitution health is a
state subject. Malaria control is the direct responsibility of the state health departments. State
governments carry out interventions in consultation with the NAMP. The Central Government
provides resources and technical guidance to the programme. In the past successful malaria
control was carried out with the existing administrative and technical expertise. However, during
a time when there was a resource crunch there was a resurgence of malaria and has required
intensive efforts to contrdL The focused attack on malaria strategy in 49 districts in this
component will improve service coverage in the neglected area. NAMP in partnership with
sister organizations will demonstrate that it is possible to obtain a measurable impact on
malaria transmission.

35. Identify your first and second suggestions for the Principal Recipient(s) (Refer to
Guidelines para. VI. 65-67):

Table VI 35
First suggestion Second suggestion

Name of PR

Name of contact

Address

Telephone
Fax
E·mail

Please note: If you are suggesting to have several Principal Recipients, please copy
Table VI.35 below.

35.1. Briefly describe why you think this/these organization(s) is/are best suited to undertake
the role of a Principal Recipient for your proposal/component (e.g. previous experience in
similar functions, capacity and systems in place, existing contacts with sub recipients etc),
(Guidelines para. VI.66-67), (1-2 paragraphs):

35.2. Briefly describe how your suggested Principal Recipient(s) will rQlate to the CCM and to
other implementing partners (e.g., reporting back to the CeM, disbursing funds to sub­
recipients, etc.), (1 paragraph):

36. Briefly indicate finks between the overall implementation arrangements described above
and other existing arrangements (including, for example, details on annual auditing and other
related deadlines). If required, indicate areas where you require additional resources from
the Global Fund to strengthen managerial and implementation capacity, (1-2paragraphs).

Global Fund Proposal - India CCM (Malaria) 13



SECTION VII - Monitoring and evaluation information

37. Outline the plan for conducting monitoring and evaluation including the following
information, (1 paragraph per sub-question).

In addition to the identified monitoring indicators mentioned in section IV. 27 and routine
epidemiological indicators in use by NAMP, an additional monitoring mechanism will be
followed as described below.

GFATM project will have an independent monitoring and evaluation mechanism that will review
the programme annually (total review), but certain activities will be reviewed at 6-monthly
interval. The decision to review certain activities at 6-monthly interval will be taken by the chair
in consultation with the other members of the review team. The proposed composition of the
team with the terms of reference is given below.

Independent Monitoring and Evaluation Mechanism

Members:
1. Chair (non-governmental malaria expert)
2. Members from organizations like - Indian Institute of Health Management Research, Malaria

Research Center, Vector Control Research Center, National Institute of Health and Family
Welfare, Administrative Staff College of India, WHO etc.

3. Member Secretary NAMP, Delhi

Terms of Reference
1. To review the progress of project with reference to technical, administrative and financial

aspects of the project against targets.
2. Role of implementing partners in project implementation.
3. Recommendations.

37.1. Outline of existing health information management systems and current or existing
surveys providing relevant information (e.g., Demographic Health Surveys,

Demographic health surveys and living standard health surveys are done at fixed intervals by
the Census department of the Government of India, Economic ministries in consultation with the
Ministry of Health and Family Welfare. The data is analyzed and published for circulation to
various interested parties/ministries. Ministry of health has disease control programmes and
specific surveys are the responsibility of the programme e.g. HIV AIDS, TB, Blindness, Goiter
Control, etc. NAMP is responsible for the control of vector borne diseases such as malaria,
filariasis, dengue fever,Japanese encephalitis, kala-azar etc. NAMP carries out demographic
surveys from the standpoint of disease vector control. Primary data is collected by the
multipurpose worker (MPW) and the spray squads for collation at the PHC level. This data is
transmitted to the district for further collation and analysis. At the district level Chief Medical
Officer (CMO) is responsible for all disease control programmes, but for disease vector control
District Malaria Officer (DMO) is r~sponsible for all the activities related to the control of malaria
and other vector borne diseases. Control of vector borne disease in urban areas is the
responsibility of the local self-government and Medical Officer (MO) of the urban arealTown is
responsible for pest control including the control of malaria and other vector borne diseases,
and works in partnership with the DMO. NAMP is supported by highly specialized national
research institutes for specialized activities related to malaria control such as the monitoring of
entomological component in the country, insecticide resistance, vectorial capacity, mapping,
monitoring of drug resistance, cross-checking of epidemiological indices, epidemic
investigations and fighting emergencies.
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With particular reference to malaria, NAMP collects primary data on the 17 forms at different
level starting from sub-centre. These forms are received at the district level for information
sharing with the state HQ and the NAMP HQ. This data is the basis of annual reports, planning
of malaria control and evaluation by the NAMP and independent agencies. This procedure will
continue uninterrupted in the GFATM districts. For speedy reporting and response Malaria
Information System (MIS) has been developed but yet to be implemented in the districts, except
on testing basis. As soon as the MIS become operational, data transmission and sharing will
become a routine procedure in the country. Furthermore, the special committees appointed b
the Government of India from time to time conduct independent appraisals, and this procedure
will be followed in the future as well.

37.2. Suggested process, including data collection methodologies and frequency of data
collection (e.g., routine health management information, population surveys, etc.):

Malaria population surveys are conducted every year and included in the annual reporting. In
addition to this various intervention and outcome data is collected at the fixed intervals as given
below.

• Blood smear collection by the MPW at fortnightly intervals.
• Cross-checking of blood smear data at monthly intervals.
• Spray data at 6-monthly intervals
• Drug consumption/distribution data by the MPW, clinics, DOCs / FTDs/ special activity etc. at

monthly intervals.
• Epidemic investigation data as soon as possible.
• Disaster management data at weekly intervals.
• Mosquito net monitoring at monthly intervals at sentinel points.
• Quality control data before the supplies are accepted for final payment.
• Impact assessment data at quarterly intervals and finalized annually.
• Financial audit at periodical intervals, but at least once a year.

37.3. Timeline:

• Base line data collection by December 2003.
• IRS two rounds (First Year) before the transmission season. In subsequent years selective

and focal spraying each year depending on malaria situation. After each round of spray data
will be collected regarding coverage and quality.

• Treated nets to replace IRS from the second year onwards. Six monthly surveys will be
conducted to ascertain coverage.

• Epidemiological data collection to continue uninterrupted in all districts.
• Monitoring and evaluation teams to review the implementation of the project every 6-months

and annual review.

37.4. Roles and responsibilities for collecting and analyzing data and information:

NAMP is one of the oldest programmes of the Ministry of Health and responsibilities for
collecting; analyzing and collating data are very well defined and understood. The new
elements of community participation, inter-sectoral coordination will require additional
responsibility at various levels. This will be done through Malaria Information System (MIS) and
by organizing meetings and workshops. However a brief description of malaria control activities
and major responsibilities is given in the tabular form for brevity.
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Table VII 374

S. No. Activity Aqency Responsibility
1. Epidemiological data Surveillance PHC doctor / DMO !

collection workers/village level CMO
volunteers (CMV/CMLV)

2. Indoor residual spravinq Spray supervisor DMO/CMO
3. Treated bed nets PSI DMO/PSI
4. Fish introduction and Fisheries department! DMO/CMO and

maintenance Malaria link worker, fisheries department at the
Panchavat! communities district

5. Information, education and NAMP : Joint Director at the state Has
communication l

6. Entomoloqical monitorinQ Malaria Research Centre 1 Director/in-charge field stations
7. lntersectoral coordination District Administration i District collector
8. Monitorinq and evaluation NAMP [ Director
9. Supervision NAMP Centre and State I Director! Regional

! Director/Joint Directori.
! Malaria (State)/CMO district.

10. Financial audit AGCRlHealth Dept. I Financial adviser
11. Administration NAMP I Admin. Officer
12. Reports NAMP I Director

37.5. Plan for involving target population in the process:

• There will be a village level malaria link volunteer in all villages of the area. He will form the
link between the governmental surveillance mechanism and the community thereby
achieving early diagnosis and prompt treatment of malaria cases.

• Community will report fever to the health functionary and ensure administration of
antimalarial drug.

37.6. Strategy for quality control and validation of data:

The following quality control checks will be introduced.

• Independent surveys by the Malaria Research Centre to check on the quality of data
collection.

• 10% positive and 2.5% negative slides to be referred to Regional Director / Joint Director's
laboratories for cross-checking.

• Independent surveys to monitor coverage with IRSIITN and re-treatment of ITN.

37.7. Proposed use of M&E data:

M & E data will be used in the: procurement of supplies in time; planning of malaria control
activities, re-organization of malaria control activities in the light of epidemiological picture of
malaria, report writing, organizing IEC activities, and in directing independent assessment of
any particular activity and supervision.
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•

38', Rec'ognizing that there may be cases in which applicants may not currently have
sufficient capacity to establish and maintain a system(s) to produce baseline data and
M&E indicators, please specify, if required, activities, partners and resource
requirements for strengthening M&E capacities.

Please note: As M&E activities may go beyond specific proposals funded by the Global Fund, please
also include resources coming from other sources at the bottom of Table V11.38.

Examples of activities include collecting data, improving computer systems, analyzing data, preparing
reports, etc.

Table VfI 38
Activities (aimed Partner(s) Resources Required (USD)
at strengthening (which may
Monitoring and help in Year 1 Year 2 Year 3 Year 4 Year 5 Total
Evaluation strengthening
Systems) M&E

capacities)
Review meetings NAMP, Delhi 16,326 16,326 16,326 16,326 16,326 81,633

and State
Health Dept I"~

Evaluation NAMP/MRC 20,408 20,408 20,408 20,408 20,408 102,041
independent Drawn from
agency) various

institutions
Entomological NAMP, Delhi 118,367 77,551 77,551 36,734 36,734 346,939
monitoring and State

Health Depts
Collection of drug NAMP, 28,061 28,061 28,061 28,061 28,061 140,306
resistance data Medical

Colleges,
ICMR

Special studies NAMP/MRC 81,633 0 102,041 0 81,633 265,306
(Baseline etc) Drawn from

various
institutions

Total requested 264,795 142,346 244,387 101,529 183,162 936,225
from Global
FLind

Total other
resources
available

Global Fund Proposal - India CeM (Malaria) 17



•

SECTION VIII - Procurement and supply-chain management information

39. Describe the existing arrangements for procurement and supply chain management of
public health products and equipment integral to this component's proposed disease
interventions, including pharmaceutical products as well as equipment such as
injections supplies, rapid diagnostics tests, and commodities such as micronutrient
supplements, condoms and bed nets (Refer to Guidelines paragraph VIII.86).

Table VIII 39
Component of procurement and supply

chain management system
How are suppliers of products selected and pre­
qualified?

I' :

What procurement procedures are used to
ensure open and competitive tenders, expedited
product availability, and consistency with
national and international intellectual property
laws and obligations?

What quality assurance mechanisms are in
place to assure that afl products procured and
used are safe and effective?

What distribution systems exist and how do they
minimize product diversion and maximize broad
and non-interrupted supply?

Existing arrangements and capacity
(physical and human resources)

Indian Standards Institution specification
products will be short-listed. Team of experts
will select the best quality product. Quality
control through contractual arrangement with
the govt. approved institutions.

Government of India guidelines on
procurement procedures will be followed for
open and competitive tenders. Financial
officer/CCM of the GFATM project will be
responsible for ensuring expedited product
availability. International intellectual property
laws and obligations will be respected.

There are government recognized lapproved
laboratories to check products e.g. drugs,
insecticides, equipment etc. All products will
be checked for quality assurance before final
settlement. CCM will enter in to contractual
arrangement for continuous product
monitoring of quality.

The system of direct dispatch to the district is
already in place. The same system will be
followed with provision of adequate funds for
transport and distribution at the district level.
District collector and CMO will be responsible
to oversee the distribution arrangement, and
ensure that the products are not diverted for
any other purpose.

40. Describe the existing arrangements for procurement of services (e.g., hiring personnel,
contracts, training programs, etc.), (1-2 paragraphs):

There is a clear mechanism to advertise the requipement of services by calling applications from
the prospective qualified persons I agency to take on the requisite services in the programme.
Mostly these services are time-bound and performance based which is clearly indicated in the
press notification and which forms the criteria for short-listing the prospective candidates.
Based on their credit and merit vis-a-vis cost, the final selection takes place.
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41. Provide an overview of the additional resources (e.g., infrastructure, human resources)
req uired to support the procurement and distribution of products and services to be
used in this component, (2-3 paragraphs):

At the country level, in the GFATM cell, there is a provision for appointing two project officers.
One of the project officers will be consultant (financial/procurement and logistics). He will be
the coordinating person with the project authorities and the industry to supplement the activities
of the project goal in procuring various goods and services. He will be assisted by two project
assistants, one for purchases and the other for distribution.

The budget provision for salaries and allowances has been already done in the general budget.

42. Detail in the table below any additional sources from which the applicant plans to obtain
products relevant to this component, whether additional requests have been requested
or granted already. (For each source, indicate a contact person at the program in question,
the volume of product in the request of grant, and the duration of support. Examples of such
programmes are the Global TB Drug Facility or product donations from pharmaceutical
manufacturers), (Guidelines para. VIII. 88):

NIL

Table VIII 42
Programme name Contact person (with Resources requested Timeframe and

telephone & email (R) or granted (G) duration of
information) request or grant

42.1. Explain how the resources requested from the Global Fund for the products relevant to
this component will be complementary and. not duplicative to the additional sources, if
any, described above (1 paragraph):

NAMP and the state governments are responsible for malaria control in the country on 50:50
cost sharing basis. Increasing the share of the central government from 50 to 1000/0 has
strengthened malaria control in the NE states. In the predominantly tribal population of 1,045
PHCs (100 districts and 8 states) malaria control has been strengthened by World Bank
support. There is no other support to the remaining population. Stratification of the country
revealed additional 85 million populations in 49 districts that contribute at least 22% malaria of
the country. Malaria control in this population will eliminate a major source of infection in the
country, but this requires urgent and accelerated interventions for which the resources are not
available. In this population contribution of the central and state government will remain as
before and additional support from the GFATM will be used for strengthening field operations.
There will be no duplication or diversion of resources from the project areas targeted for
additional GFATM support.
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SECTION IV - Scope of proposal

23. Identify the component that is detailed in this section (mark with X):

Table IV 23

Component HIV/AIDS

(mark with X): Tuberculosis

Malaria

X HIVITB

24. Provide a brief summary of the component (Specify the rationale, goal, objectives,
activities, expected results, how these activities will be implemented and partners involved)
(2-3 paragraphs):

TB is the most common serious opportunistic infection among HIV positive persons in India
and is a major cause of morbidity and mortality in people living with HIV/AIDS. Early
diagnosis and effective treatment of TB disease can improve the quality of life of these
patients and lead to a decrease in morbidity and mortality.

Collaboration between the National AIDS Control Programme and the Revised National TB
Control Programme (which incorporates the DOTS Strategy) is an ongoing process in six
high HIV burden States in India: Andhra Pradesh, Maharashtra, Tamil Nadu, Karnataka,
Manipur and Nagaland. An Action Plan on the HIV-TB co-infection (attachment) was
developed in November 2001 between the National AIDS Control Organization (responsible
for implementation of the NACP) and the Central TB Division (responsible for
implementation of RNTCP), and disseminated to the six high burden States for
implementation. The initial focus of the action plan is on these six States.

Presently, district level linkages between the National AIDS and TS control programmes are
being established. However, no VCT have been set up at the sub-district level by the
Government of India, nor were resources allocated for sub-district VCT under the NACP -II.
As the districts in India are large (average population 2 million), the outreach of the district
level VCT is limited. Over 70% of people live in rural areas. There is also emerging evidence
that the gap in the HIV prevalence rates in rural and urban areas is closing rapidly (HIV
Sentinel Surveillance, 2001, NACO). Therefore, the number of HIV infected persons living in
rural areas would also be high as compared to urban areas. There is a need for VCT
services in rural areas in order to facilitate early diagnosis of the HIV status of individuals as
well as early detection of any associated TB disease, for appropriate integrated
management.

The existing HIV-TB co-ordination programme is confined in outreach and limited. upto
district-levels only. Since no veT have been put in place at sub-district levels, there is a
complete absence of any effective and meaningful HIV-TB co-ordination mechanism at the
community level. However, infrastructure for the TB programme exists at the sub-district
levels, within the capacity of the current health care sy·stem. If the National AIDS Control
Programme establishes VCT at these sub-district level sites, this will ensure that they not
only provide linkage and support for TS, but will also facilitate early diagnosis and initiation
of anti-TS therapy for HIVITB co-infected persons. In addition, as these sub-district level
VCT will be closer to the rural community, they will play an extremely important role in
linking with the community and playa role in awareness raising and prevention. These VCT
will be more accessible to the community, act as an entry point for HIV/AIDS prevention,
care and support and strengthen the existing National AIDS Control Programme in
increasing its outreach in the rural population. This project will contribute to the Government
of India's goal to achieve 0% level growth of HIV/AIDS by the year 2007.
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The overall goal of this component is reduction in T8 related morbidity in people liv·jng with
HIV/AIDS in the rural population of high HIV burden States, while preventing further spread
of HIV in the community.

Objectives: (i) To promote utilisation of T8 diagnostic and treatment services by HIV-TB co­
infected persons at the sub-district level; (ii) to prevent further spread of HIV in the community by
providing counselling, testing services, condom promotion, treatment of sexually transmitted
infections (STI) and treatment of opportunistic infections (Ols) for people living with HIV/AIDS; (iii)
to develop partnerships with NGOs ! CBOs! Private Practitioners for prevention and control of HIV
and HIV/TB at the community level

Broad areas of activities: (i) Establishing VCT at the sub-district level where RNTCP
infrastructure in the form of TB diagnostic and treatment units already exist and establishing
referral linkages with the TB control programme; (ii) Improvement of quality and reach of NACP
through training of medical and paramedical workers, counseling, condom promotion, providing
basic drugs for treatment of opportunistic infections and sexually transmitted infections, and
developing referral linkages with care: Governmental and non-Governmental; (iii) Community
mobilisation for optimum utilisation of VCT services with the help of political leaders, NGOs,
CBOs, private practitioners and faith-based organizations.

Expected results:
1) Early detection of TB disease in people living with HIV/AIDS and early initiation of therapy

leading to a decrease in TB related morbidity, mortality, and improvement in quality of life
2) Prevention of further spread of HIV in the community by counseling, STI treatment, and

condom promotion of HIV positive and HIV negative individuals
3) Integration of HIV/AIDS programme activities within the health care system
4) Improved case detection by the T8 control programme as a result of referral linkages with

the VCT

Implementation strategies

HIV-TB collaborative activities will be set up at the sub-district level in all the districts of the
six high HIV burden States. National AIOS Control Organization will have overall
responsibility for the programme under the administrative supervision of the Ministry of
Health & Family Welfare. VCT will be setup at the sub-district level at health centers where
RNTCP microscopy centers already exist. One VCTC will be set up per 500,000 population.
The existing district level HIV-TB collaboration will also be strengthened and will serve as an
anchor to the programme at the district level. Establishment of sub-district VeT would be in
a phased manner and will be co-ordinated with RNTCP expansion in the high prevalence
States. Based on the experience gained, HIV-TB collaborative activities would be expanded
to cover at least 40% of all such health care centers in these States in the 4th and 5th year of
the project.

Setting up of sub-district level VCT would involve recruitment of additional staff; capacity
building at the sub-district level by provision of training, provision of consumables, drugs for
syndromic management of sexually transmitted infections and basic management of
opportunistic infections; infrastructure development; developing referral linkages with care.
Community mobilization for utilization of the sub-district level VCT would be achieved by
sensitization of elected representatives, political leaders and opinion leaders; involvement of
NGOs, CBOs, private practitioners and faith-based organizations.

For effective and smooth functioning of these sub-district VeT, strengthening of
district level VeT will be undertaken and they will be responsible for providing technical
and counseling support to the sub-district VCT.
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•Partners involved

National level: National AIDS Control Organization (NACO), Central TB Division (CTD). At
the national level, a Project Co-ordinating Committee will be formed under the
chairpersonship of the Additional Secretary and Project Director, NACO who is in charge of
both the programmes.
State level: State AIDS Control Societies (SACS) in co-ordination with the State TB Control
Society (STCS), HIV-TB Consultant (WHO), as well as professional counselling
organizations.
District level: District Nodal Officers for AIDS, District TB Control Society, HIV-TB
supervisor, NGOs, CBOs, faith-based organizations, private practitioners and people living
with HIV/AIDS
Sub-district level: NGO, caos, faith-based organizations, panchayats, local governments,
PLWAs

Co-ordination mechanisms will be set up between both the programmes at each level and
are detailed in the proposal.

25. Indicate the estimated duration of the component:

r.(
! '

I From (month/year): I March 2003 I To (monthiyear):
Table IV.25

I Feb 2008 I
26. Detailed description of the component for its FULL LIFE-CYCLE:

Please note: Each component should have ONE overall goal, which should translate into a series of
specific objectives. In turn each specific objective should be broken-down into a set of broad activities
necessary to achieve the specific objectives. While the activities should not be too detailed they
should be sufficiently descriptive to understand how you aim to achieve your stated objectives.

Indicators: In addition to a brief narrative, for each level of expected result tied to the goal, objectives
and activities, you will need to identify a set of indicators to measure expected result. Please refer to
Guidelines paragraph VI!.7? - 79 and Annex \I for illustrative country level indicators.

Baseline data: Baseline data should be given in absolute numbers (if possible) and/or percentage. If
baseline data is not available, please refer to Guidelines paragraph VI1.80. Baseline data should be
from the latest year available, and the source must be specified.

Targets: Clear targets should be provided in absolute numbers (if possible) and percentage.

For each level of result,please specify data source, data collection methodologies and
frequency of collection.

An example on how to fill out the tables in questions 26 and 27 is provided as Annex III in the
Guidelines for Proposals

The National AIDS Control Organization (NACO) will have overall responsibility for
programme co-ordination, monitoring and evaluation under the administrative supervision of
the Ministry of Health & Family Welfare. It will work in close partnership with the Central TB
Division. which is responsible for implementing the Revised National TB Control
Programme. This programme will be implemented in the States through the State AIDS
Control Society (SACS) which will plan. monitor and supervise all the activities at the State
level in co-ordination with the State TB Control Society (STCS». The State Programme
Officer of TB will be a member of the executive committee of the State AIDS Control
Society and vice versa for the effective co..ordination between the two programmes.
At the District level, District Co-ordination Committees will be formed for monitoring the
progress of the collaborative activities. Chief Medical Officer (CMO), District Nodal Officer
for AIDS, District TB Officer, district HIVITB supervisor, District health education officer
(DHEO) and representatives from NGOs, caos, faith-based organizations and people living
with HIV/AIDS would be members of this committee.
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1) Identification of sites:
VCT will be setup at the sub-district level at health centers where microscopy centers (MCs)
exist under the RNTCP. One VCT would be set up per 500,000 population. Under the
RNTCP, microscopy centers have been established limited at a maximum of one per
100,000 population. Hence on an average 20% of the MCs in a given district would be
covered initially. The site for the sub-district VCT will be based on the following criteria:
• facilities for TB diagnosis and treatment under the RNTCP programme already exist;
• space for setting up VCT exists.

Establishment of sub-district VeT will be in a phased manner and will be co-ordinated with
RNTCP expansion in the high prevalence States. The target of RNTCP is to cover 85% of
the country by 2004 and the entire country by 2005. Hence, it is envisaged that HIV-TB
collaborative activities would be set up in all the districts of the six States latest by 2006.
Later, based on the experience gained, HIV-TB collaborative activities would be expanded
to cover at least 40% of all the RNTCP microscopy centers in these States.

2) Phasing:
Presently, out of a combined total of 132 districts in these 6 high HIV burden States, 83
districts are already implementing RNTCP. It is envisaged that sub-district VCT will be set
up in 20% of the MCs of these districts in the following manner and will serve a population of
500,000

1st year: 15 districts (45 sub-district units)
2nd year: 65 total districts (195 sub-district units)
3rc1 year: 132 total districts (396 sub-district units)
4th and 5th year: coverage of 40% of all health centres (Le. a total of 792 sub-district units)
with functional RNTCP microscopy sites in these districts

3) Capacity building:
Recruitment
• Counselors will be appointed and trained in HIV, TB and issues related to HIVITB.
• Laboratory technician will be appointed and trained in HIV testing. He/she would also

assist in other laboratory procedures at the health center including sputum microscopy
and malaria detection

• An HIV-TB supervisor appointed at the district level will be responsible for monitoring
and supervision of the collaborative activities in his/her district and for timely reportin"g to
the State AIDS Control Societies.

Training of medical staff: Two medical officers from each selected sub-district unit will be
trained in HIV/AIDS, issues related to HIVITB, diagnostic and treatment issues related to
HIV·TB, syndromic management of sexually transmitted infections, management of
opportunistic infections (015), and early recognition of signs and symptoms of serious Ols.
Algorithms will be developed for diagnosis and treatment of Dis at the sub-district level and
the cutoff for timely referral to secondary or tertiary level hospitals. The other medical
officers and paramedical staff of that health center will be sensitized on HIV/AIDS under the
current training activities of the National AIDS Control Programme.

Establishing linkages with and orientation & strengthening of the district level VCT will be
prioritized, as these will act as the nodal point at the district level for the sub-district units.
There will also be strengtheninb of the existing referral linkages between district level VCT
and the RNTCP sputum microscopy sites.

A wo-way referral mechanism between the sub-district VCT and RNTCP microscopy
centers will be established by imparting training of health functionaries and constant
monitoring and supervision. Patients once referred to the RNTCP will be diagnosed and
treated under that programme. Drugs for T8 treatment will be provided by the RNTCP.
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-Supervision:
The Medica! Officer in charge of the health centre will be responsible for the collaborative
activities at the health center, and the smooth functioning of the VCT. The district HIV-TB
supervisor will supervise the HIVITB activities in his/her district and will visit all the VCT in
the district on a weekly basis. He/she will receive technical support from the HIV-TB
Consultant based at the SACS.

4) Infrastructure development:
• To ensure confidentiality for counseling, quality diagnosis and proper storage of testing

kits, civil works will be supported at these health centres.
• Strengthening of the laboratory facilities by provision of additional equipment:

refrigerator (for storage of HIV testing kits), needle cutter, centrifuge, microscopes
• Supply of Rapid HIV testing kits to facilitate reporting on the same day.
• Supply of consumables - syringes & needles, condoms, gloves, hypochlorite solution.
• Supply of drugs: for syndromic management of STI and treatment of opportunistic

infections.
• Supply of IEC material after translation into the locally acceptable regional language

5) Community mobilization:
Will be achieved by sensitisation of elected representatives, opinion leaders, functionaries of
other departments and faith-based organizations, ongoing capacity building and involvement
of NGOs, CBOs and private practitioners involved in either programme and outreach
activities undertaken by the NGOs.

6) Monitoring and evaluation: Operational responsibility for M&E will be with NACO and
SACS. Concurrent monitoring will be carried out by (i) the HIVITB supervisor on a weekly
basis, (ii) monthly reports to SACS and NACO in the Monitoring Information Systems (MIS)
formats, and (iii) the district co-ordination committee on a quarterly basis by reviewing the
programme activities. Annual evaluation will be undertaken by an external independent
agency.

26.1. Goal and expected impact (Describe overall goal of component and what impact, !f
applicable, is expected on the targeted populations, the burden of disease, etc.), (1-2
paragraphs ):

Please note: the impact may be linked to broader national-level programmes within which this
component falls. If that is the case, please ensure the impact indicators reflect the overall national
programme and not just this component.

Please specify in Table IV.26.1 the baseline data. Targets to measure impact are only
required for the end of the full award period.

The overall goal of the component is reduction in TB related morbidity in people living
with HIV/AIDS in the rural population of high HIV burden States, while preventing
further spread of HIV in the community.

It is estimated that 40% of the Indian population is infected with Mycobacterium tuberculosis.
HIV is the most important risk factor for development of active TB (disease). The rate of
progression from T8 infection to TB disease is 10 to 30 times higher among individuals
infected by both TS and HIV than among those infected only with TB. The risk of
development of TB disease in HIV infected persons in India is 6.9/100 person-years
(Swaminathan et ai, Int J Tubercl Lung Dis 2000: 4(9): 839-844). Moreover, due to low
immunity, recent infection may rapidly lead to TB disease. This will further increase the TB
burden by increasing transmission of TB in the community. TB is the most common serious
opportunistic infection occurring among HIV positive persons in India. Among the AIDS
cases reported so far in India, 55-60% of them had been diagnosed as having TB
(NACO India Country reporl 2001). TB in turn may accelerate the progression of HIV to
AIDS and has been implicated as the cause of death in one out of every three AIDS deaths
globally. Effective treatment of TB can improve the quality of life of these patients and lead
to a decrease in mortality and morbidity. Delays in diagnosis of TB disease have been
associated with worse outcomes, so initiation of treatment as soon as TB disease is
suspected is very important. Hence early diagnosis and effective treatment of TB disease

Global Fund Proposal - India CCM (HIV TB) 5



among HIV-infected patients are critical for curing TB, minimizing the negative effects of TB
on the course of HIV, and interrupting the transmission of M. tuberculosis to other persons in
the community.

Unlike HIV/AIDS, a low cost cure already exists for TB and is being provided in the context
of the internationally accepted DOTS strategy. DOTS is the WHO-recommended technical
and management package aimed at achieving the twin goals of more than 85% cure rate
and 70% case-detection of new infectious cases. The Revised National TB Control
Programme (RNTCP) uses the DOTS strategy. Diagnosis and treatment of TB under the
RNTCP is free for all patients. Standard regimens of RNTCP, particularly if supervised
properly, are as effective in HIV positive as in HIV negative patients (Perriens et aI, NEJM
1995; 332: 779-784). Treatment of TB disease in HIV-infected patients using DOTS strategy
has been shown to improve patient survival (Alwood et aI, AIDS 1994; 8:1103-8)

The vast majority of people living with HIV infection are unaware of their HIV status and may
continue their high-risk behaviour, thus contributing to the spread the infection in the general
community. Provision of counselling, testing and treatment facilities close to their place of
residence will improve accessibility, while community mobilization to increase uptake of
these services provided will help in reducing stigma and discrimination and improve
acceptability. Preventive, pre-and post-test counselling, condom promotion, treatment of
sexually transmitted infections will prevent further spread of the epidemic in the rural
population and will help in reduction in the annual rate of increase of HIV cases in that
community, as measured by the annual rounds of sentinel surveillance.

Table IV 26 1
Goal Reduction in TB related morbidity in people living with HIV/AIDS in the rural

population of high HIV burden States, while preventing further spread of HIV in
the community.

Impact Indicators Baseline Target
(last year of proposal)

(Refer to Annex 1/) March 2003 Feb 2008

Reduction in TB related morbidity 50%' 37%
among people living with HIV/AIDS in the rural
community of hiqh HIV prevalence States *
Reduction in annual rate of increase of HIV N/A By 25%
infection among 15-24 year olds in rural
community of hiqh HIV prevalence States**

* AIOS case surveillance will be extended to cover all sub-district health centres where the project will
be implemented and the format of AIDS case surveillance will be suitably modified for measuring TB
related morbidity

** The data generated in the annual sentinel surveillance round 2002 will be compared with the round
2001 and the annual rate of increase determined to be used as baseline. The data will be compared
using the same assumptions and methodologies.

27. Objectives and expected outcomes (Describe the specific objectives and expected
outcomes that will contribute to realizing the stated goal), (1 paragraph per specific
objective): .

Question 27 must be answered for each objective separately. Please copy Question 27 and 27.1 as
many times as there are objectives.

Please note: the outcomes may be linked to broader programmes within which this component falls.
If that is the case, please ensure the outcome/coverage indicators reflect the overall national
programme and not just this component.

Specify in Table IV.27 the baseline data to measure outcome/coverage indicators. Targets are only
required for Year 2 onwards.

I AIDS case surveillance data, NACO, 2001-2002
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~Objective 1: To promote utilization of TB diagnostic and treatment services by HIV-TB
co-infected persons at the sub-district level.

The prime focus of the activities in order to achieve this objective will be: establishing VeT at
the sub-district level; intensified identification of VeT attendees with symptoms of TB;
establishing referral linkages with TB diagnostic and treatment facilities located in the same
premises; providing follow-up counselling to HIV-TB co-infected patients to ensure
compliance with treatment; and counselling of asymptomatic HIV positive persons on
symptoms of TB disease for early referral. This will promote early detection of TB disease
and early initiation of therapy by the TB programme for HIV-infected persons with TB
disease. Community mobilization to realize the stated objective will be achieved by involving
NGOs/CBOs and private practitioners. Early diagnosis and effective treatment of TB disease
among HIV-infected patients will contribute to a decrease in mortality, morbidity and
improvement in their quality of life.

Table IV 27
Objective: 1 ITo promote utilization of TB diagnostic and treatment services by HIV-TB

co-infected persons at the sub~district level.
Outcome/coverage indicators Baseline Targets

(Refer to Annex II) Mar-O~ Year-2 Year-3 Year-4 Year-5
Feb-OS Feb-06 Feb-07 Feb- as

Total number of districts covered
by sub-district VCT 0 65 132 132 132
Total number of SUb-district level
units established 0 195 396 594 792
Proportion of VCTC attendees

0 100% 100% 100% 100%
counselled on HIV-TB
Proportion of VCTC attendees
with symptoms of TB referred for 0 100% 100% 100% 100%
sputum microscopy
Proportion of referred cases 0 10-15% 10-15% 10-15% 10-15%
diagnosed as sputum smear
positive TB disease
Treatment success rate 0 75% 80% 85% >85%

27.1. Broad activities related to each specific objective and expected output (Describe the
main activities to be undertaken, such as specific interventions, to achieve the stated
objectives) (1 short paragraph per broad activity):

Please note: Process/output indicators for the broad activities should directly reflect the specified broad
activities of THIS component.

Specify in Table IV.27.1 below the baseline data to measure process/output indicators. Targets need to
be specified for the first two years of the component.

For each broad activity, specify in Table IV.27.1 who the implementing agency or agencies will be.

Objective 1: To promote utilization of TS diagnostic and treatment services by Hly..TB
co..infected persons at the sub-district level.

Broad activities related to specific objective and expected output

A wide range of preparatory activities will proceed prior to the initiation of sub-district level
HIV-TB collaborative activities. District co-ordination committees will be formed and will be
involved from the planning phase. Identification of the health centers at the sub-district level
where collaborative activities will be implemented. Civil works will be initiated in the
counseling room and laboratory in order to ensure confidentiality and quality HIV testing.

Identification, recruitment and training of counselors, lab technicians, district HIVITB
supervisors. Counselors will be appointed by NGOs after imparting them the requisite
training in TB and HIV/AIDS. PLWHAs will be appointed and trained as counselors if
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possible. This wiil give a unique opportunity to involve Pl\NHAs and to help redLtce stigma
and discrimination in the medical setting as well as in the community. The existing health
centers have one laboratory technician who does the entire routine laboratory work of the
medical center. besides doing sputum microscopy and helping in peripheral smear
examination for malaria detection. These laboratory technicians are already over-burdened,
so it will be essential to appoint another laboratory technician who will be trained in HIV
testing and will also assist in the other routine laboratory procedures.

Training of medical officers in HIV, TS and issues related to HIVITB co-infection will be
carried out and will include principles of infection control. All health personnel involved will
be trained through specially prepared training manuals already prepared by Gal. Training
will be conducted at district / state headquarters depending on the number of trainees.

Procurement and distribution of required equipment (refrigerators, centrifuges, microscopes,
needle cutters etc), commodities (HIV testing kits, gloves, condoms, needles and syringes,
etc) and drugs (for Ols and STI) would be the responsibility of the SACS. Assessment by a
team comprising a representative of the State AIDS Control Society, State TB Control
Society and the State HIV-TB consultant will be a prerequisite prior to starting VCT service
delivery.

i'i
HIVITB supervisors will be appointed in each district. They will be responsible for monitoring
and supervision of the functioning of all the VCT in the district- the district-level VCT and the
sub-district VCT. He/she will conduct supervisory visits to each VCT at least once a week
and will compile the VCT reports on a monthly basis and forward them to the SACS and
STCS.

At the district level, a district co-ordination committee will be formed under the chairmanship
of the District Collector and will comprise of the Chief Medical Officer (CMO), District Nodal
Officer-AIDS, District TB Officer (DTO), District Health Education Officer (DHEO), District
HIVITB supervisor, representatives of NGOs/CBOs, faith-based organizations and PLWA
groups. This committee will be responsible for the HIV-TB collaborative activities at the
district level.
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Table IV 271
Objective: 1 To promote utilisation of TB diagnostic and treatment services by HIV-TB co-

infected persons at the sub-district level.
Broad Process I Baseline Targets Responsible I
activities Output Implementing

agency
Indicators March End Year 1: End Year2: or agencies
(indicate one 2003 Feb 2004 Feb 2005
per activity)
(Refer to
Annex I/)

Identification Health centres 0 45 195 NACO and
of health identified respective
centers where SACS
sub-district
VCT to be
established
Recruitment Process 0 Achieved in Achieved in SACS
of contractual initiated all 45 sites all 195 sites
staff
Training of 100% trained 0 Achieved in Achieved in NGOs, SACS,
counselors all 45 sites all 195 sites STCS
Training of 100% trained 0 Achieved in Achieved in SACS,STCS
laboratory all 45 all
technicians sites 195

sites
Training of ~90% health 0 Achieved in Achieved in SACS,STCS
medical centers with at all 45 sites all 195 sites
officers of the least 2 MOs
selected trained
health centers
Assessment Assessment 0 Achieved in Achieved in SACS,STCS
for start of done and all 45 sites all 195 sites
service successful
delivery of outcome
HIV-TB
collaborative
activities
Supervision Proportion of 0 Achieved in Achieved in SACS,STCS

trained HIVITB all 15 all 65
supervisors in identified identified
place districts districts

Review of Number of District
HIV-TB district co- Collector,
collaborative ordination 0 4 4 Chief Medical
activities committee Officer (CMO)

meetings to
review
programme

27. Objectives anti expected outcomes (Describe the specific objectives and expected
outcomes that will contribute to realizing the stated goal), (1 paragraph per specific
objective ):

Objective 2: To prevent further spread of HIV in the community by providing
counselling, testing services, condom promotion, treatment of STI and treatment of
opportunistic infections for people living with HIV/AIDS.

Establishing VCT at the sub-district level will have a significant and cumulative impact on the
prevention and control of further spread of HIV in the community and will help in achieving
the Government of India's goal of "Zero level growth of HIVJAIDS by the year 2007".
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Counselling and testing will be carried out as per recommended National gu1delines· of pre­
test and post-test counseling and maintenance of confidentiality. Pre-test counselling will
focus on the links between risk behaviour, STI and HIV and methods of prevention. Post­
test counseling will be imparted to all persons tested, irrespective of their HIV test result.
Condom distribution will be an important activity of the VeT. An increase in condom usage
by high-risk groups will limit further spread of STls and HIV in the community. Syndromic
management of STls at the health center and behaviour modification to prevent recurrent
episodes will decrease risk factors for HIV. Management of opportunistic infections and
early recognition of signs and symptoms of serious Ols for early and timely referral to
secondary and tertiary levels of care. Provision of treatment services at these health centers
will further increase the uptake of these VCT. Continued follow-up counseling for people
living with HIV/AIDS will provide ongoing psychological support, reinforce safe behaviour
and ensure increased uptake of the services provided, thus contributing to limiting the
spread of HIV in the community. There would be involvement of PLWHA networks for
community mobilization as peer educators, counselors and community activists. Linkages
with support groups in the community will ensure psychosocial support to HIV positive
individuals.

1 year data to be used as baseline

Objective~ 2 To prevent further spread of HIV in the community by providing counselling,
testing services, condom promotion, treatment of STI and treatment of
opportunistic infections for people IivinQ with HIV/AIDS.

Outcomelcoverage indicators Baseline Targets

(Refer to Annex II) Mar-03 Year-2 Year-3 Year-4 Year-5
Feb-05 Feb-06 Feb-07 Feb-OB

Proportion of health center attendees 0 Increase Increase Increase Increase
accessing VCT services at sub- by 10% by 15% by 20% by 25%
district level*
Proportion of VCTC attendees tested 0 50% 60% 70% >70%
for HIV
Proportion of tested patients given 0 80% 85% 90% 90%
post-test counseling at sub-district
level
Proportion of VCTC attendees with 0 90% 90% 90% >90%
symptoms referred for treatment
Proportion of VCTC attendees given a 60% 70% 80% >80%
condoms

* st

27.1. Broad activities related to each specific objective and expected output (Describe the
main activities to be undertaken, such as specific interventions, to achieve the stated
objectives) (1 short paragraph per broad activity):

Objective 2: To prevent further spread of HIV in the community by providing
counselling, testing services, condom promotion, treatment of STI and treatment of
Opportunistic infections for people living with HIV/AIDS.

Establishing sub-district level VCT will increase the outreach of the National AIDS Control
Programme in the community. The districts implementing RNTCP in the six high HIV burden
State will be covered in a phased manner. In the first year 15 districts will be covered and by
end of year 2, 65 districts will be covered.

HIV testing: Rapid HIV testing methodology will be used in order to provide the results to the
patients the same day. This will in turn improve uptake of VCT services at the sub-district
level and facilitate an increase in walk-in clients to the VCT. External quality assurance will
be an important activity of these HIV testing centers in order to ensure reliability of test
results. The third phase of EQAS in the country will be completed by end 2002, which will
cover all the district VCT under the EQAS programme. These sub-districtVCT can be
covered in the fourth phase of EQAS to ensure >95% concordance in test results from these
sites.
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,Adequate supply of condoms will be made available at the VeT for distribution to individuals
with risk behaviour. This provision will be made from the National programme.

Two medical officers from each of these health centers will be trained in issues related to
HIV/AIDS; syndromic management of sexually transmitted infections (STI) and essential
principles of management of Ols. Diagnosis and treatment algorithms and flow charts will be
developed in consultation with experts for treatment of Dis within the resource limitations of
a sub-district level health center and the cutoff for timely referral to secondary or tertiary
referral hospitals. Drugs for syndromic treatment of STls and treatment of Ols will be
supplied to the health center.

The lEe strategy would follow a holistic approach by providing relevant information,
employing appropriate and effective communication for motivation, empowering people by
supporting their ability to access services and fostering an enabling environment through
improved interpersonal communication skills. Activities will be conducted in collaboration
with NGOs and will include training of health providers in inter-personal communication and
raising awareness amongst patients and general public, with enhanced advocacy around
events (e.g. World AIDS day). Different media such as mass communication media,
seminars, sensitization workshops, wall paintings, street plays, banners and hoardings
would be used. Adequate amount of IEC material in the region;a,' language should be
available at these VCT and should be distributed to all persons accessing the VCT services.
IEC material will be provided from the National programme.

Monthly reporting by these VCT in approved format to the district HIVITB supervisor by the
3rd of the following month, who in turn will be responsible for compiling the reports from the
district and submitting to the SACS by the 5th

•
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Table IV 271

Objective~2 To prevent further spread of HIV in the community by providing counselling,
testing services, condom promotion, treatment of STI and basic treatment of
Opportunistic infections for people Iivinq with HIV/AIDS.

Broad Process/Output Baseline Targets Responsible I
Activities Implementing

Agency
Indicators March End Year 1 End Year 2 or agencies
(indicate one per 2003 Feb 2004 Feb 2005
activity) (Refer to
Annex I/)

Number of clients 0 Baseline Increase by NGOs, SACS,
Counselling counseled at sub- will be 10% District Nodal

district level established Officer-AIDS.
HIVITB
Supervisor

Number of stock 0 < 5 sites < 10 sites SACS, District
HIV-testing outs of HIV testing Nodal

kits reported Officer-

Ii:
AIDS,
District
HIV-TB
supervis
or

Condom Number of stock 0 < 5 sites < 10 sites SACS, District
distribution outs of condoms Nodal Officer-

reported AIDS, District
HIV-TB
Supervisor

Treatment of Number of stock 0 < 5 sites < 10 sites SACS, District
8Tls and Ols outs of drugs for Nodal Officer-

treatment of AIDS, District
8Tls/OIs reported HIV-TB

Supervisor
Distribution of Number of stock 0 < 5 sites < 10 sites SACS, District
IEC material outs of IEC Nodal Officer..

material reported AIDS, District
HIV-TB
Supervisor

Timely Proportion of sub- 0 80% >90% Respective
monthly district VCTCs DNO-AIDS,
reporting sUbmitting monthly HIV/TB

report on time Supervisor

27. Objectives and expected outcomes (Describe the specific objectives and expected
outcomes that will contribute to realizing the stated goal), (1 paragraph per specific
objective):

Objective 3: To develop partnerships between NGOs I CaDsl Private Practitioners for
prevention and control of HIV and HIVITB at the community level

For success of HIVITB collaborative activities at the sub-district level, there should be
optimum utilization of the VCT. Learning how to mobilize the community in a sensitive and
non-discriminatory way and to sustain their involvement in a realistic manner will be
essential to the success of this initiative. It is important to sensitize opinion leaders, elected
representatives, religious leaders at the village levels since they play an important role in
shaping popular opinion. NGOs often have the resources to catalyse community initiatives.
Community based organizations exist and are increasingly being given power and authority
by government and international donors like the World Bank. CBOs can help in achieving
acceptability for VCT services, reducing stigma and discrimination, improving compliance to
treatment and early case detection. Community involvement in collaboration with NGOs will
be achieved by (i) focus group discussions with NGOs/CBOs for developing different
methods and appropriate strategies for involving people of different communities; (ii)
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spreading messages regarding the availability of VCT and T8 treatment services; (iii) follow
'up of chest symptomatics to ensure completion of treatment: (iv) involvement of community
members as DOT providers. Partner NGOs have been identified for training of NGOs/CBOs,
providing trained counselors, establishing referral linkages with health care system and IEC
activities. It can also catalyse the involvement of PLWAs. who can have an important
influence on the acceptance of VCT. Proposals will be encouraged from CBOs on these
aspects and resources provided. Women's groups like "Mahila Mandals" are particularly
active in the southern States of Tamil Nadu and Maharashtra. Involvement of women's
organizations and self-help groups will ensure that their needs and concerns are addressed.
As a result of inadequate public health facilities, it has been estimated that less than 20
percent of the population, which seek OPO services, avail of such services in the public
sector (NHS-2002). As the majority of the population access basic health care in the private
sector, it is very important that the private practitioners are involved for the HIV-TB initiative
to succeed. Besides Registered Medical Practitioners, efforts will be made to sensitize and
involve the practitioners of the Indian Systems of Medicine and Homeopathy.

Objective: 3 To develop partnerships between NGOs I eBOs/ Private Practitioners for
prevention and control of H1V, TB and HIVfTB at the community level

Outcome/coverage indicators Baseline Targets

(Refer to Annex II) Mar-03 Year-2 Year-3 Year-4 Year..5
Feb-05 Feb- 06 . Feb-07 Feb-OS

Proportion of existing NGOs leBOs NJA 20% 40% 60% >60%
referrinq patients
Proportion of existing PPs referring N/A 20% 40% 60% >60%
patients

27.1. Broad activities related to each specific objective and expected output (Describe the
main activities to be undertaken, such as specific interventions, to achieve the stated
objectives) (1 short paragraph per broad activity):

Objective 3: To develop partnerships between NGOs I CBOsl Private Practitioners for
prevention and control of HIVJ TB and HIVITB at the community level

The involvement of NGOs/CBOs and private practitioners will be actively sought, and will
require a range of activities including sensitization meetings, workshops and distribution of
IEC material. The new partners will act as educators, motivators and contribute to referral
services. Referrals will be both ways: both to the VCT and from the VCT to these partners.
Confidentiality will be an issue and ways to maintain confidentiality will differ in different
settings and the various modalities will be discussed with focus group discussions with
these partners.
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Table IV 27 1·
Objective:3 To develop partnerships between NGOs I CBOs! Private Practitioners for

prevention and control of HIV, TB and HIVrrB at the community level

Broad Process/Output Baseline Targets Responsible I
activities Indicators Implementing

Agency
(indicate one per March End Year 1 End Year 2 Or agencies
activity) (Refer to 2003 Feb 2004 Feb 2005
Annex fl)

Sensitisation Proportion of N/A 20% 40% SACS,
of elected elected Respective
representatives, representatives. DNO-AIDS.
opinion leaders. opinion leaders, DTO. NGOs
faith-based faith-based
groups groups sensitised

at sub-district
level

Sensitisation Proportion of NIA 20% 40% SACS,
and involvement NGOs/CBOs Respective
of NGOs I sensitized and DNO-AIDS,
CaDs involved at sub- DTO, HIVrrS

district level Supervisor,
NGOs

Sensitisation Proportion of N/A 20% 40% Respective
and involvement private DNO-AIDS,
ofPPs practitioners OTO, HIVfTB

sensitised at sub- Supervisor,
district level NGOs

28. Describe how the component adds to or complements activities already undertaken
by the government, external donors, the private sector or other relevant partner: (e.g"
does the component build on or scale-up existing programs; does the component aim to fill
existing gaps in national programs; does the proposal fit within the National Plan; is there a
clear link between the component and broader development policies and programmes such
as Poverty Reduction Strategies or Sector-Wide Approaches-, etc.), (Guidelines para. 111.41 ­
42). (2-3 paragraphs):

Collaboration between the National AIDS Control Programme and the Revised National T8
Control Programme (which incorporates the DOTS Strategy) is an ongoing process in six
high HIV burden States in India - Andhra Pradesh, Maharashtra, Tamil Nadu, Karnataka,
Manipur and Nagaland. An action plan on HIV-TB co-infection was developed in November
2001 in consultation with the National AIDS Control Organization (responsible for
implementation of NACP) and the Central TB Division (responsible for implementation of
RNTCP); and disseminated to the six high burden States for implementation. The initial
focus of the action plan is on these six States. Since then the following activities have been
undertaken:

a. Sensitisation workshops for key policy makers to address the importance of HIV-TB co­
infection have been held in all these States.

• To present the facts about morbidity, mortality and socio-economic consequences of
HIV, T8, and the interaction between HIV and TB

• To emphasize that HIV is preventable, TB is curable, DOTS prolongs life of HIV-infected
persons and stops the spread of TB, and that HIV prevention is essential to the control
of tuberculosis

b. Supplementary training material on HIV-TB for different level of health functionaries of both
programmes has been prepared at the Central level

c. Training programmes for District Nodal Officers-AIDS and counsellors on HIV-TB related
issues have been conducted.
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d. . Referral linkages between VeT and sputum microscopy centres of the RNTCP are being
established and reporting of HIV-TB cases at the level of VCT has already started in some
States.

e. NGOs participating in the NACP are being encouraged to open DOTS centres under the
RNTCP.

f. Four HIV-TB consultants had been appointed by WHO (out of these two are currently in
place) to oversee the collaborative activities in these six States and more HIV-TB
consultants will be appointed by the year-end with the aim of having one consultant in each
high prevalence State.

Major programme intervention gap: Under the on-going National AIDS Control
Programme, infrastructure for the implementation programme activities has been provided
up to the district level. Presently as there are no VCT in the public sector (and very few, if
any in the private sector) beyond the district level, there are no linkages and a lack of an
effective co-ordination mechanism at the sub-district level. Over 70% of people live in rural
areas and the gap in the HIV prevalence rates in rural and urban areas of the high HIV
burden States is narrowing rapidly. Therefore, there is a need for VCT services in rural
areas in order to facilitate early diagnosis of the HIV status of individuals as well as early
detection of associated TB disease for proper management.

Involvement of NGOs, eBOs and the private sector will be actively sought for incrleasing the
reach of the programme and for community mobilization. .

Increasing the outreach of the National AIDS Control Programme to the sub-district level will
improve access to information, leading to an increase in awareness in the rural community.
Provision of drugs will ensure that there is access to treatment services for TB, basic
Opportunistic infections and STls. Counselling will facilitate behaviour change, leading to a
reduction of transmission of HIV in the community; it will also facilitate compliance to
treatment provided. As the HIV/AIDS epidemic matures, strengthening the capacity of the
public and private health care systems will be the key to a sustainable response to care at
the community level.

29. Briefly describe how the component addresses the following issues (1 paragraph per
item):

29.1. The involvement of beneficiaries such as people living with HIV/AIDS:

By provision of available. and accessible quality diagnostic and treatment services for TB,
treatment of opportunistic infections and treatment of STls, besides providing psychological
support by continued follow-up counseling, the direct beneficiaries of the component will be
people living with HIV/AIDS. PLWHAs, in whom TB disease has been successfully treated,
can act as peer educators and peer motivators for other clients in the community. Using
them as counsellors after adequate training in these VCT will be a unique method of
involving them and giving them a meaningful role in the programme. This will also help in
strengthening the links between the VCT and the community. They can facilitate increased
uptake of health care services, ensure treatment compliance and act as DOTS providers.
They can be involved in care and support and rehabilitation of other infected and affected
people. Formation of self-help groups by PLWAs will be encouraged and their active
participation will be sought in all HIV/AIDS related activities. They will be effectively involved
in IEC activities as they bring a face to the epidemic.

PLWHA representatives, as members of the district-coordination committees, will help
influence policy. They will also assist in designing referral plans and patterns of follow-up
for other PLWA in the community.

29.2. Community participation:

The component promotes social mobilization and community participation at every level for
the success of the interventions. Participation of the community will be encouraged via
sensitization of elected representatives, opinion leaders, Panchayati Raj system, local self
government and faith-based groups, involvement of NGOs, caos, women's groups, youth
groups and private practitioners. These efforts will be complemented by lEG activities in
locally relevant and acceptable dialects. Resources would be provided and funds made
available for actual activities carried out in the community.
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29.3. Gender equality issues (Guidelines paragraph IV. 53):

Women in rural areas are vulnerable to HIV due to increasing migration of men to urban
areas where they get involved in high-risk behaviour patterns, leading to increased risk of
STI and HIV. The men, in turn, often transmit infection to their wives/partners in the rural
areas. This is exacerbated by lack of empowerment of women in the rural areas: high levels
of illiteracy and social and biological vulnerability of the women. Involvement of women's
self-help groups, women's organizations, health workers (female) and employees of other
departments such as the Integrated Child Development Scheme (I CDS) will help ensure that
their issues and concerns are addressed and will motivate more women to access VCT
services.

29.4. Social equality issues (Guidelines paragraph IV.53):
Important issues of social equality will be addressed in this programme which is focused on
rural communities who don't have easy access to HIV testing and counseling facilities. It is
well recognized that TB is predominantly a disease of the poor. Focusing on promotion of
early detection and provision of free treatment for TB disease in HIV infected individuals will
promote access to these services by the poor and vulnerable sections of the rural
community.

29.5. Human Resources development: I' !

The component will strengthen the capacity of the functionaries of the primary health care
system. Prior to initiation of service delivery, a wide range of staff, including medical officers,
counselors and laboratory technicians will be trained in various aspects of HIV and TB,
enhancing their skills and capacity to perform their assigned tasks. Counseling skills will be
reinforced and upgraded on a yearly basis. Sensitisation of stakeholders in the community
like elected representatives; opinion leaders, caos and private practitioners will ensure
sustainability of the programme after the funding duration is over. Setting up of community
care and support centers will be actively encouraged and supported by the government.

29.6. For components dealing with essential drugs and medicine, describe which products
and treatment protocols will be used and how rational use will be ensured (Le. to
maximize adherence and monitor resistance), (Guidelines para. IV.55), (1-2
paragraphs):

Treatment of TB disease in HIV infected patients will be as per then standard RNTCP
p"rotocol. At present, the RNTCP in India uses intermittent short course chemotherapy (Le.
rifampicin- containing regimens for all patients). Treatment under RNTCP in India is free for
all patients. Under the RNTCP, intermittent short course chemotherapy (Le. rifampicin
containing) regimens are used for all patients, with Category I and III cases receiving 8M ?
month regimens and Category II cases an 8-9 month regimen (see table below).

Category of Patient

II

111
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.Treatment of STls will be based on syndromic management using WHO/NACO protocols.
The protocols will be taught to the medical officers during their training, and treatment
algorithms and flow charts will be provided.

Treatment of opportunistic infections: The following spectrum of Ols has been reported
in AIDS patients in India between 1986-2001: tuberculosis (59%), candidiasis (51 %),
cryptosporidiasis (32%

), pneumocystis carinii pneumonia (24%
), herpes zoster (18O/o),

toxoplasmosis (14%), bacterial pneumonia (13%), cryptococcal meningitis (9%), etc.(NACO
India Country report 2001).

Essential principles of management of Ols will be imparted to the medical officers during
their training. Algorithms will be developed in consultations with experts for diagnosis and
treatment of Ols at the SUb-district level and early identification of symptoms and signs of
serious Ols for timely referral to secondary or tertiary level hospitals. This will be the
responsibility of NACO.
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SECTION V - Budget information

30. Indicate the summary of the financial resources requested from the Global Fund by
year and budget category, (Refer to Guidelines paragraph V. 56 - 58):

Table V 30

Resources Year 1 Year 2 Year 3 Year 4 YearS Total
needed (USD) (Estimate) (Estimate) (Estimate)

Human
168,750 731,250 1,485,000 1,980,000 2,475,000 6.84mResources

Infrastructurei
91,125 303,750 407,025 400,950 400,950 1.6 m

Equipment
Trainingl

36,255 143,350 259,439 352,704 451,704 1.24 mPlanning
Commoditiesl

27,450 132,700 314,800 556,300 858,300 1.89 mProducts
Drugs .

632,800 2,190,850 5,256,250 6,636,000 8,646,900 23.36 m

Monitoring and
39,600 112,500 206,700 217,100 227,500 a.8mEvaluation*

Administrative
113,900 423,250 917,800 1,201,100 1,554,700 4.2m

Costs
Others 140,625 609,375 1,237,500 1,856,250 2,475,000 6.3m

NGO-outreach

activities

Total (US $) 1.25 m 4.64m 10.1 m 13.2 m 17.1 m 46.27 m

• As the existing Monitoring Information Systems will be used the funds for M&E are being requested
only for annual independent external evaluation and ongoing monitoring activities of the HIV-TB
supervisors

The budget categories may include the following items:
Human Resources: Consultants, recruitment, salaries of front-line workers, etc.
Infrastructure/Equipment: Building infrastructure, cars, microscopes, etc.
Training/Planning: Training, workshops, meetings, etc.
Commodities/Products: Bednets, condoms, syringes, educational material, etc.
Drugs: ARVs, drugs for opportunistic infections, TB drugs. anti-malaria drugs. etc.
Monitoring & Evaluation: Data collection, analysis, reporting, etc.
Administrative: Overhead, programme management, audit costs, etc
Other (please specify):

30.1. For drugs and commodities/products, specify in the table below the unit costs,
volumes and total costs, for the FIRST YEAR ONLY:
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Table V 301
Item/unit Unit cost (USD) Volume Total cost

(specify (USD)
measure)

HIV tests $ 0.61 per patient 45.000 tests $ 27,450

I STI drugs $2.08 per patient / course 270,000 $ 561,600
courses

1. Metronidazole
2. Doxycycline
3. Azithromycine
4. Cefexine
5. Ciprofloxacin
6. Fluconazole
7. Acvclovir
8. Tetracycline
9. Benzathine Penicillin

01 druqs $31.25 per patient I year 2250 patients $70,312
1. Trimethoprim+

Sulphamethoxazole
2. Nystatin
3. Fluconazole
4. Doxycycline
5. Benzathine Penicillin
6. Erythromycin
7. Acyclovir
8. Spiramycin

30.2. In cases where Human Resources (HR) is an important share of the budget, explain to
what extent HR spending will strengthen health systems capacity at the patient/target
population level, and how these salaries will be sustained after the proposal period is
over (1 paragraph):

Currently voluntary counseling and· testing facilities are not available at the sub-district
levels. Establishment of such facilities would enhance skills and capacity of health care
functionaries as well as NGOs in the management of HIV/AIDS, HIV-TB as well as sexually
transmitted infections. This would lead to a snowballing effect in education and motivation of
frontline workers in dissemination of positive messages about these diseases.

During the project period efforts would be made to integrate voluntary counseling and
testing as well as care and support to HIV/AIDS and TB cases as an integral part of existing
health care systems. The Government of India will bear the expenditure on salaries of the
extra manpower on this account.

31. If you are receiving funding from other sources than the Global Fund for activities
related to this component, indicate in the Table below overall funding received over
the past three years as well as expected funding until 2005 in US dollar (Guidelines
para. V.62):

Table V 31 1
1999 2000 2001 2002 2003 2004 2005

Domestic
(public and
private)
External· 50,000 50,000 100,000 110,000 120,000

Total

I< for salaries of HIVITB consultants

Please note: The sum of yearly totals of Table V.31.1 from each component should correspond to the yearly total in
Table 1.b of the Executive Summary. For example. if Year 1 in the proposal is 2003, the column in Table 1.b
labeled Year 1 should have in the last row the total of funding from other sources for 2003 for all components of the
proposal.
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32. Provide a full and detailed budget as attachment, which should reflect the broad
budget categories mentioned above as well as the component's activities. It should
include unit costs and volumes, where appropriate.

33. Indicate in the Table below how the requested resources will be allocated to the
implementing partners, in percentage (Refer to Guidelines para. V.63):

* If there is only one partner, please explain why.
Resource Year 1 Year 2 Year 3 Year 4 Year 5 Total
allocation to (Estimate) (Estimate) (Estimate)
implementing
partners"" (%)
Government 80.6% 78.7% 80.3%% 77.6% . 76.9% 78.15%

NGOs I 17.8% 20.7% 19.3% 22% 22.7% 21.4%
Community-
Based Org.
Private Sector 1.6% 0.6% 0.4% 0.4% i' 0.4% 0.45%

People living
with HIVI TBI
malaria
Academic I
Educational
Organizations
Faith-based
Organizations
Others (please
specify)

Total 1100% 1100% 1100% 1100% 1100% 1100%

Total in USD

Please note: The following three sections (VI, VII and VII) are all related to proposal/component
implementation arrangements.

If these arrangements are the same for all components, you do not need to answer these questions for
each component. If this is the case, please indicate clearly in which component the required
information can be found.
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SECTION VI - Programmatic and Financial management information

Please note: Detailed description of programmatic and financial management and arrangements are
outlined in Guidelines para. VI. 61 - 73, including the main responsibilities and roles of the Principal
Recipient (PR).

34. Describe the proposed management arrangements (outline proposal implementation
arrangements, roles and responsibilities of different partners and their relations), (Guidelines
para. VI. 64),(1-2 paragraphs):

At the National level, a programme co-ordination committee (peC) will be formed under the
Chairpersonship of Additional Secretary and Project Director, NACO. There will be adequate
representation from NACO, CTD, CCM, NGOs, SACS, State TB Control Societies, PLWHA
and technical experts from premier AIDS and TB research institutes in India as well as
international agencies such as WHO, World Bank, UNAIDS.

At the State level, a State co-ordination committee will be set up under the Chairpersonship
of the secretary Health.

At the District level, a district co-ordination committee will be responsible for overseeing the
implementation. Chief Medical Officer, District programme officers for AIDS and TB, HIV-TB
supervisor, NGOs, CBOs, faith based organizations, PLWHAs and select private
practitioners will be members of this committee which will be headed by the District
Collector.

At the sub-district health centre, the medical officer in charge will be responsible for the
collaborative activities between both the programmes and the smooth functioning of the
VeT..

34.1. Explain the rationale behind the proposed arrangements (e.g., explain why you have
opted for that particular management arrangement), (1 paragraph).

The Additional Secretary and Project Director is in charge of administration of both HIV and
TB programmes under the Ministry of Health & Family Welfare,

At the State level, the Secretary (Health) is the person in charge of both the programmes
At the District level, the District Collector is responsible for implementation of all the
Government programmes and policies.

35. Identify your first and second suggestions for the Principal Recipient(s) (Refer to
Guidelines para. VI. 65-67):

Table V/35

First suggestion Second suggestion

Name ofPR NACO

Name of Project Director, NACO
contact
Address NACO

9th Floor, Chandralok Building
36 Janpath, New Delhi

Telephone 3325331
Fax 3731746
E-mail nacodel@vsnl.com

Please note: If you are suggesting to have several Principal Recipients, please copy Table VI.35
below.

35.1. Briefly describe why you think this/these organization(s) is/are best suited to
undertake the role of a Principal Recipient for your proposal/component (e.g. previous
experience in similar functions, capacity and systems in place, existing contacts with sub
recipients etc), (Guidelines para. VI.66-67), (1-2 paragraphs):
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The National AIDS Control Organization is responsible for implementation anraj mana~ement
of the National AIDS Control Programme. It has an established programme management
system including a dedicated wing of programme finance management unit with trained and
experienced persons with long experience in the distribution of funds, maintaining accounts
and its audit. Central activities focus on capacity enhancement at State levels, including
training in managerial and financial matters, provision of technical advice, monitoring trends,
quality assurance, evaluation of programme performance, identification and dissemination of
lessons learned across States. Annual performance and expenditure review (APER) and
National Performance Review (NPR) is conducted by the National AIDS Control Board on
an annual basis.

The Additional Secretary and Project director, NACO is the administrative head of both the
programmes and can ensure an effective co-ordination.

35.2. Briefly describe how your suggested Principal Recipient(s) will relate to the CCM and
to other implementing partners (e.g., reporting back to the CCM, disbursing funds to sub­
recipients, etc.), (1 paragraph):

The suggested PR is already a member of the CCM. The PR is directly linked to the State
AIDS Control Societies for the day-to-day monitoring of the programme. Funds will flow from
NACO to SACS and from SACS the funds will be disbursed to implementing agencies like
NGOs, caos and PLWA groups in the districts. Reporting will similarly be from the districts
to SACS to NACO. Annual audits will be done at the State levels and sent to NACO. NACO
will submit annual financial status reports based on reported expenditures.

36. Briefly indicate links between the overall implementation arrangements described
above and other existing arrangements (including, for example, details on annual auditing
and other related deadlines). If required, indicate areas where you require additional
resources from the Global Fund to strengthen managerial and implementation
capacity, (1-2 paragraphs):

The existing arrangements between the principal recipient Le. NACO and other
implementing agencies i.e. State AIDS Control Societies shall continue.

NACO would continue to be the apex organization at the national level, and responsible for
implementing (a) financial management, allocation of resources and ensuring proper
utilization, (b) training (c) programme management; (d) monitoring and evaluation; (e) and
overall advocacy and mobilization.

States and Municipal societies would be responsible for implementing project activities
including (i) building infrastructure and procurement of equipment (ii) procurement of drugs
(iii) related IEC activities including mobilization and advocacy.

Reporting deadlines: the existing arrangements for submission of statement of expenditure
for claiming reimbursement as prescribed for the World Bank and other bilateral agencies
would continue in which the quarterly statement of expenditure is to be sent to funding
agencies within one month from the close of quarter ending on June, September, December
and March. ~

Similarly, all implementing agencies inclUding NACO are required to send their audited
financial statements including the prescribed audit certificate and manapement letter within
six months from the close of the financial year (12 month period from 1S April of the year to
31 sl March of the following year)
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SECTION VII - Monitoring and evaluation information

37. Outline the plan for conducting monitoring and evaluation including the following
information, (1 paragraph per sub-question).

37.1. Outline of existing health information management systems and current or existing
surveys providing relevant information (e.g., Demographic Health Surveys, Living
Standard Measurement Surveys, etc.), (Guidelines para. V/I.76):

Monitoring and Evaluation is an integral part of NACP-II. For effective monitoring and
evaluation of implementation of the Phase-II of the National AIDS Control Project at National
and State level, the following mechanism has been developed.

a Establishment of a Computerized Management Information System (CMIS) at the
National and State levels: All information is being transferred electronically to NACO from
the States on a monthly basis since January 2002. M&E Officers based at SACS have
complete responsibility for CMIS. The data from the districts is sent on a monthly basis to
the SACS where it is compiled and forwarded to NACO in an electronic format. This is a
powerful tool for the programme managers at the National and State levels for effective
monitoring of the programme.

b Conducting base line, mid term and final evaluation of the programme. Base line
Behavioural Surveillance Survey has already been conducted in year 2001 through out
the country. This base line survey covered both the general population (15-49 years age
group) and as well as high risk groups of population like Female Sex Workers, Intravenous
Drug users and Men having Sex with Men. The bridge groups of clients of female sex
workers were also covered. In the general population Behavioural Sentinel Survey covered
about 85,000 population while in the high-risk groups, 12,000 people were surveyed. The
findings of the survey will act as a baseline for monitoring the effectiveness of National AIDS
Control Programme activities over the next 5 years. These surveys will be repeated twice
over the next five years and will be used to monitor impact of the interventions.

c National Sentinel Surveillance: Every year from August to October, a round of survey is
conducted at designated sites to assess trends of HIV prevalence rates in high-risk and
general population. In 2002, the survey is planned in 384 sites.

d Conducting the Annual Performance and Expenditure Review (APER); and

e Conducting the National Performance Review (NPR), National AIDS Control Board.

f The RNTCP recording and reporting system. The RNTCP has a well-established
system of reporting that is used to monitor progress of the program. The existing
reporting system under RNTCP is a quarterly reporting system from Districts to State to
Central level. The reporting proformae have been developed based on experience of WHO­
GOI. Reports submitted include case finding, smear conversion rates, treatment outcomes,
logistics and programme management, and financial reports detailing statement of
expenditure etc
I

37.2. Suggested process, including data collection methodologies and frequency of data
collection (e.g., routine health management information, population surveys, etc.):

Monthly reporting in approved format from sub-district units to the District H1V-TB Supervisor
will be implemented. The existing AIDS case surveillance will be extended up to the sub­
district level to the project sites for measuring the pre-designed indicators. Intensive
technical monitoring of the sub-district and district VCT will be performed by the HIV-TB
supervisor, who will visit each unit at least once in a week. HIV-TB supervisor, will in turn
compile all the reports from the district and forward them to the State AIDS Control Society
as a part of Management Information System (MIS). At the State level the data will be
analyzed by the State HIV-TB Consultant based at the State AIDS Control Society, who will
give feedback to the district and sub-district level. From the State, the data will be forwarded
as a part of the current CMIS (computerized management information systems) to the
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National AIDS Control Organization. The identified HIVITB indicators will be j~'lciudeci in the
current NACP 11 Computerized Monitoring Information System (CMIS).

• Monthly review meetings will be held between the District Nodal Officer-AIDS, the
District T8 Officer, HIV/TB supervisor with the VCT staff and NGOs I CBOs.

• The District co-ordination committee will be responsible for monitoring, analyzing data
and for providing positive inputs to the centers and will hold quarterly meetings at the
District level.

• Quarterly review meetings will beheld at the State level between the State AIDS
Society, State T8 Control Society under the chairmanship of the Director General Health
Services (DGHS). District programme officers of the poorly performing districts may be
called to attend these meetings. The State level is the prime responsible authority in
monitoring the implementation of the programme.

• The Central level will provide ongoing technical assistance to States and on need basis
to the districts. A programme coordinating committee (PCC) will be established and
meet six-monthly at NACO. Membership will comprise: NACO representative; Central
TB Division representative, representatives of the Country Coordinating IMechanism
(GGM); the SACS project directors and the State TB Officers of the six States;
representatives of partner NGOs/CBOs and a small number of other technical experts
drawn from research or academic institutions. NACO will provide secretariat services.

37.3. Timeline:

Reports at the district level will be compiled by the HIVITB supervisor and forvvarded to the
SACS, with a copy to the STCS by the 5th of the following month. At the SACS the State
HIVITB consultant will compile and analyze the data and forward the report to NACO by 15th

of the month as a part of the CMIS, with a copy to CTD. The progress of the programme will
be monitored and in the event of a shortfall, the reasons will be sought for initiation of
immediate remedial measures.

37.4. Roles and responsibilities for collecting and analyzing data and information:

• The CeM will have the overall responsibility;
• The PCC, reporting to the CCM, will have overall technical responsibility for M & E

system planning and review;
• NACO at the national level and the SACS at state level will have operational

responsibility (each of these six SACS has an M & E officer and will have an HIV-TB
consultant by the year-end);

• Reporting formats will be provided to the partner NGOs/CBOs & submissions monitored
at the level of State AIDS Control Societies

• Independent evaluations of the programme will be conducted by external private
agencies used for this purpose by the NACP II. These evaluations will be carried out on
a yearly basis. A participatory approach will be used for evaluation studies.

37.5. Plan for involving target population in the process:

Representatives of PLWHA groups or networks will be a member of the District co­
ordination committee and will be involved in monitoring and influencing policy direction at
the district level. They would form a part of focus groups and help in mobilizing other
members of their community, help in designing referral plans and patterns for follow up of
PLWHAs in the community.

PLWA representatives are already members of the existing executive committee of the
SACS and have a say in the policy decisions at the State level.
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• 37.6 . .strategy for quality control and validation of data:

• Quality control of HIV testing will be carried out under the current EQAS (External
Quality Assurance System). Currently the third round of EQAS is underway for
establishing quality HIV testing at the district levels. After that the district level VeT will
be responsible for maintaining the quality of HIV testing at the sub-district level.

• District HIV/TB Supervisor to be responsible for validation of data prior to forwarding to
the State level.

• SACS to have overall responsibility for cross-checking and validation of data from
districts and will be assisted by the State HIVITB Consultant appointed by WHO.
Checklists will be developed for periodic cross verification.

• CMIS has inbuilt mechanisms for checking consistency of data.

37.7. Proposed use of M&E data:
Timely use of M & E data and lessons learnt will be used for constructive feedback to the
States and Districts. Reasons for poor performance in the concerned areas will be analyzed
and appropriate suggestions made to rectify them and improve performance.

As no baseline data on HIV-TB at the SUb-district level is available at the moment, the data
generated in the first year will be used as baseline data for the succeeding years.

II i

The data will be shared by both programmes. This will help improvement of collaborative
activities and also influence future policy development by both programmes. It will also help
in identifying priority areas for operational research for both programmes.

The information generated from this programme will be disseminated and will be a useful
resource for generating advocacy material to highlight the importance of HIV-TB co-infection

38. Recognizing that there may be cases in which applicants may not currently have
sufficient capacity to establish and maintain a system(s) to produce baseline data and
M&E indicators, please specify, if required, activities, partners and resource
requirements for strengthening M&E capacities.

Please note: As M&E activities may go beyond specjfic proposals funded by the Global Fund, please also include
resources coming from other sources at the bottom of Table V11.38.

Examples of activities include collecting data, improving computer systems, analyzing data, preparing reports,
etc.

There is an existing system of annual external evaluation of NACP who will be entrusted the
responsibility of evaluating the current programme andadequate resources provided.

Table VII.38
Activities Partner(s) Resources Required (USD)
(aimed at (Which may
strengthening
Monitoring and help in Year 1 Year 2 Year 3 Year 4 YearS Total
Evaluation strengthening
Systems) M&E capacities)

I NOT APPLICABLE I

Total
requested

.-

from Global
Fund

Total other
resources
available
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SECTION VIII - Procurement and supply-chain management informa?:on

39. Describe the existing arrangements for procurement and supply chain management
of public health products and equipment integral to this componenfs proposed
disease interventions, including pharmaceutical products as weH as equipment such
as injections supplies, rapid diagnostics tests, and commodities such as
micronutrient supplements, condoms and bed nets (Refer to Guidelines paragraph VIII.86).

Table VIII 39

Component of procurement and supply Existing arrangements and capacity (physical
chain management system and human resources)
How are suppliers of products selected and Suppliers are awarded contracts after evaluation
pre-qualified? for technical and commercial parameters, and all

procurement processes are in accordance with
World Bank's Guidelines on Procurement.

What procurement procedures are used to Standard bidding documents of World Bank are
ensure open and competitive tenders, used in procurement processes. In accordance
expedited product availability, and with threshold limits bids are invited locally and at
consistency with national and international national levels. At times bids are invited globally.
intellectual property laws and obligations? The supply managements are part of contract

management by the Procurement agent specially
II selected for the Project. All suppliers contractuallyI

bound by the national and international property
laws.

What quality assurance mechanisms are in All products are procured in accordance with
place to assure that all products procured technical specifications stipulated by special
and used are safe and effective? standing Technical committees of NACO. Further

the goods are SUbjected to pre-despatch material
inspection plans and/or inspections. Wherever a
drug license is required, it is insisted upon. For
such goods Good Manufacturing Practice (GMP),
or if WHO-GMP is available, the same is called for
from all successful bidders (manufacturers).

What distribution systems exist and how do The supplies are effected through AIDS Control
they minimize product diversion and societies. The goods are issued to authorised
maximize broad and non-interrupted supply? centres only, and as per their allocations fixed

after a careful evaluation of their requirements.
Inventories are maintained by these Societies,
who resort to procurements locally, jf there are
any shortages in regular supplies, thus ensuring a
continuous supplies of goods.

40. Describe the existing arrangements for procurement of services (e.g., hiring personnel,
contracts, training programs, etc.), (1-2 paragraphs):

Procurement services are hired through open competitive procedures. Personnel or
contracts required are advertised in National newspapers and selection is made in a
transparent manner by a selection committee especially constituted for this purpose. A
suitable number of candidates in the panel are kept in the waiting list. In the appointment
offer, it is specifically mentioned that the appointment will be purely on contractual basis.
Initial appointment to all posts are usually for a period of one year and renewable on a
yearly basis subject to satisfactory performance.

Regular training programmes are arranged for training of key program managers of States
and Districts, at Central and at State level institutes. Training of general health staff is
arranged in their respective institutes or arranged at the local level. Separate training
manuals have been developed for training of different levels of health care staff. Clear cut
guidelines are also available regarding batch size of various trainees, prescribed duration of
training,etc.
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.' 41. .provide an overview of the additional resources (e.g., infrastructure, human
resources) required to support the procurement and distribution of products and
services to be used in this component, (2-3 paragraphs):

Not applicable

42. Detail in the table below any additional sources from which the applicant plans to
obtain products relevant to this component, whether additional requests have been
requested or granted already. (For each source, indicate a contact person at the program
in question, the volume of product in the request of grant, and the duration of support.
Examples of such programmes are the Global TB Drug Facility or product donations from
pharmaceutical manufacturers), (Guidelines para. VIIf.88):

Table VlI/ 42

Programme name Contact person (with Resources requested Timeframe and
telephone & email (R) or granted (G) duration of
information) request or grant

I NOT APPLICABLE I
I

42.1. Explain how the resources requested from the Global Fund for the products relevant
to this component will be complementary and not duplicative to the additional
sources, if any, described above (1 paragraph):

There would not be any duplication, as the existing Revised National TB Control Programme
will provide the drugs for TB free to HIV positive patients with TB.

Counseling and testing services at the sub-district level is an entirely new initiative being
suggested as such facilities are "almost nonexistent at present. These will complement the
current activities of the National AIDS Control Programme.
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D.O. No. M-18016/4/2002-NACO
Dated the 24th September 2002

Dear Prof. Feachem,

On behalf of India's Country Coordinating Mechanism (CCM), we are
pleased to forward the attached proposal for the Global Fund to fight illV/AIDS,
TB and Malaria (GFATM).

The proposal has been put together through a wide-ranging consultative
and participatory process involving all stakeholders. It furthers the spirit of
public-private partnership that informs the working of our CCM, and also the
entire GFATM process. A number ofNGOs have participated in the exercise to
fmalize the proposal, and some of their proposals have been included in the CCP.
Moreover, all components of the CCP would have substantial NGO involvement .

. in·their actual implementation.

Among other highlights of the CCP is a component devoted exclusively
for mV-TB management, which would be taken up on such a substantial scale
for the fITst time in the country. It is also proposed to strengthen the national
programme for prevention of mother to child transmission. There is also a focus
on expansion and up scaling of successful interventions in all three disease­
control areas. Populations in urban slums and the under-served rural areas of the
country are also being covered.

We are requesting a total ofUS$ 245.67 million from the Fund over the next five
years, with a first year budget US$ 36.0 million. As would be apparent from the
contents of the proposal, the government itself is also committed to provide
substantial resources for combating these diseases, and has a budget of US$ 120
million during the current fmancial year itself for this purpose. It may also be
pointed out that the largest external assistance is in the fonn of loans from the
World Bank, wherein expenditure is fIrst incurred out of the government budget
and reimbursement (which is about 80% of the loan component) is subsequently
claimed from the World Bank.

The above figures are for interventions that would be implemented by the
national programmes in association with NGOS and civil society. A separate
proposal prepared by an NGO for HIV/AIDS prevention and control activities in



the new State of Chattisgarh, with a 5-year budget of about US$ 6 million, has
also been considered and endorsed by the CCM, and is also attached.

The proposed interventions are urgently required to boost the national
response, and we hope for a positive response from the Fund.

Yours sincerely,

~
(Deepak Gupta)

Professor Richard Feachem
Executive Director
Global Fund to Fight HIV/AIDS, TB & Malaria
Geneva.


