
4. THE WORK OF TWO
DECADES

Smt. Mohsina Kidwai, Union Minister for Health FW & others at
the inaugural function, Silver Jubilee 1985

It is but natural that sometime...one has to seek
an answer to the question, how far it has been
possible to fulfill the purpose for which an institution
was created... .The greatest contribution of the NTI
has been to work out the modalities of an applicable
programme... . What was possible for the NTI in 20
years of its existencewas to generate anddisseminate
valuable information... However, what the NTI could
not ensure, was to see that the users (i.e., the health
agencies responsible for delivering health care) used
the knowledge! In other words, the Institute had no
means to effectively organise and supervise the use
of the knowledge generated and distributed by it,
simply because it was not the objective with which it
was set up!

AK Chakraborty
In �What has NTI achieved?�

NTI NL 1979, 16, 104
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4.1. The enduring vision

The great benefits sprouting from
any work based on a long term
vision takes time to germinate.
Such work embodies well consid-
ered alternatives and the most
pragmatic have better chances of
being included. It would be
necessary to engage in TB work
along with sister concerns at the
pace the community sets. Except
that, the TB programme would set
the direction, activate the
community and accelerate the
pace so that the vision articulated
by the great minds designing and
running the programme takes hold.

In time, the programme will take
roots in the community to slowly
become the community�s own.
There will be time to deliberate on
the many possible ways for
progression, understand the
implications involved,
consequences thereon and even
plan for corrective measures. Best
of all, hasty actions will be avoided.
There will be an additional
advantage: there will be plans for
evaluation as an ongoing process.

There are many advantages in
preferring such a view over the
short term view, especially when
planning for a nationally applicable

Scientific session, Silver Jubilee 1985
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control strategy. For e.g., time after
time, anxious TB workers bring
forth the TB detection camp idea.
There are so many TB patients in
the community waiting to be
identified. Should one wait for the
patients to turn up at the GHS to
seek relief from the symptoms they
are suffering? Why not organise
TB detection camps fairly regularly
to catch them early?

The idea is not without its own
appeal and even tacit approval from
the zealous. However, it is
necessary to consider a few critical
issues: the obduracy of TB as a
disease; organising TB detection
camps on countrywide basis; simple
ways to utilise the available infra-
structure without interfering in
other programmes; good attendant
diagnostic facilities; sustainable
follow up system for treating
patients thus detected;
infrastructure to attend to the
problems encountered in case
holding; the perennial resource
crunch, administrative
bottlenecks... If we recollect the
deficiencies and poor coverages of
the mass BCG campaign approach,
the camp idea buckles. It would

naturally give way to the slow,
reliable and ever widening
approaches recommended under
the NTP. The TB detection camp
idea may have its rationale or
urgencies but studies conducted
revealed the other way. In
Maharashtra 73 shibirs were
conducted from 1969 to 1976 to
improve case finding while in
Karnataka from 1975 to 1976, a
study of 25 camps were
conducted91. It was found that
these efforts may even boomerang
and cause harm if adequate
ongoing facilities were not provided.
In 1989, Jagota and others
conducted a study of camps for
examining sputum of chest
symptomatics attending out-
patients of PHIs92. They found that
only 16.3% of the referred
symptomatics whose sputum
samples were collected earlier
actually turned up. More than two-
third of the cases were missed as
referrals did not turn up on the
camp day. These findings do not
undermine the educative value of
camps. They can be conducted
once in a while to help MOs at PHIs
to select chest symptomatics but
not as part of the NTP
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methodology92.

Another interesting example of
incisive analysis can be found
in the paper, validity of case
finding tools in a NTP by
Dr VH Balasangameshwara and
Chakraborty93. For case finding in
the DTP, the recommended method
is sputum smear microscopy of
patients with chest symptomatics
attending health institutions on
their own. There is a slight
variation in the procedure of initial
screening of out-patient
attendance followed at the DTC
and at the PHIs. At the DTC,
patients with chest symptoms are
first subjected to MMR (chest) and
those with any abnormality are
examined by smear microscopy. At
the PHIs, all patients with chest
symptoms are subjected to smear
microscopy. PHIs do not have X-
ray facility. The question is how
much do these differences in the
screening tools, matter in case
finding? After thoroughly
examining the data available from
field surveys and from the DTP
records, the authors opined:
Examined in the context of statistical
reliability of tests, the methodology of

prior X-ray screening by the DTC for
case finding TB appears to be well
founded. In contrast to the DTC, the
need for X-ray screening at PHIs does
not arise, as the procedure of patients
being subjected to screening for the
presence of chest symptoms has in
itself a very high specificity of 97%.....
X-ray and smear microscopy should
not be used indiscriminately as case
finding tools in mass active case
finding programmes. Their predictive
values of positivity are likely to be very
low at the current case prevalence
rates in the community, which are in
the range of 2-8 per thousand93.

Suffice it to say that the NTP has
well chiseled, long term
considerations. It has to cater to
the entire nation. Therefore, it has
to take into account several related
aspects. For e.g., TB is not a short
term disease. It is not also concen-
trated in a few identifiable pockets.
The disease now is chronic, slow
or indolent, fibrotic, not so fatal and
prevalent more among the elder-
ly87. Described as the shooting star
phenomenon, patients continuously
show up from the vast pool of the
infected as if from out of the blue.
Repeat surveys show that fresh
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cases of the second survey come
up mostly from the X-ray normals
and some from the X-ray
abnormals of the second survey.
There is considerable auto-healing
and deaths that almost matches
with the number of patients
breaking down into disease
annually. Experts hold the view
that environmental and socio-
economic conditions play such a
key role that it is perhaps difficult
to fight TB by programme alone94.
The programme must take all these
and other key factors like available
infrastructure support and people�s
perspectives in its reckoning.
Further, any programme however
well researched is likely to develop

Field work of Tuberculin surveys

operational difficulties while
functioning. There must be an in-
built ongoing mechanism for
modifying it to find durable
solutions. There must also be
periodic scrutiny and evaluation so
that the programme stays fine
tuned. This underscores the
importance of the enduring views
steadfastly nurtured by the NTI in
all aspects of its work including
training and research.

4.2. Surveillance through
annual risk of infection

As a national institute, the NTI had
been concerned with the
evaluation and responsible for

141



monitoring the NTP. By using the
data contained in the quarterly
reports sent by the DTCs the
disease burden could be estimated.
But, present monitoring suffers
from two major drawbacks leading
to non-utilisation of the data for TB
surveillance. i) All the DTCs do not
send the reports regularly and on
time. More often, the reports
contain omissions and
discrepancies affecting the quality
of information. There is no in-built
supervision by NTI which greatly
reduces the credibility of using the
reports for inferential analysis. ii)
Another limitation is that reports
originate from the data of function-
ing of the GHS and population�s
utilisation rather than the
prevalent epidemiological situation.
These reasons prompted the NTI
to search for alternate methods
especially with regard to the
estimation of the disease burden
as prevalent in the community.
Since conventional surveys are
costly and cumbersome in
methodology, an urgent need was
felt to develop an alternative
method. The method chosen should
also be suitable for continuous use
so that changing trends in the

situation could be measured.

Fortunately, at the same time in
Europe, Karel Styblo and others
developed a technique for
converting information on the
prevalence of tuberculous infection
at various ages in a number of
calendar years into a smooth series
of annual risks of tuberculous
infection (ARI) and the incidence
of smear positive TB. He calculated
a constant ratio between ARI and
the incidence of smear positive TB
by analysing the data from various
countries including data from
longitudinal study of NTI and found
that 1% of the ARI corresponds to
about 50 smear positive cases of
pulmonary TB per 100,000
population95.

ARI is the average probability of
acquiring new TB infection over a
period of one year. The difference
between incidence of infection and
ARI is that the ARI is an estimated
rate while incidence is calculated
by carrying out the actual field
work.

The NTI tested Styblo�s hypothesis
and developed the necessary
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expertise in carrying out tuberculin
surveys by doing tuberculin testing
among children in 0-9 years of age.
It also developed a method of
analysis based on the study of
infection rates. Since our country
is large, it was not operationally
feasible for the NTI to carry out sur-
veys in different regions or states.
It would be best to leave that work
to the respective states. NTI could
provide the necessary technical

First Batch of TB Surveillence Team April to June 1984

SITTING(L toR) : J.Veerabhadraiah, S. S. Balasundaram,M.S.Krishnamurthy,Dr. J. Chakravarty
T.B. Specialist, Dr. G.V.J. Baily, Director. Dr. P. Chandraseker, Epidemiologist
A.N. Shasidhara,Dr.A.G. Kurthkoti, Medical Officer, K. Parthasarathy.

STANDING(LtoR) : J. RamakrishnaRao, C.Maran, P.K.Nair, S. GhouseMohiddin,V. Lakshmaiah,
1st Row H.Govindaraju, D. Dastagiri, M. Joghee,V.Muniyappa
STANDING(LtoR) : R. Jayaraman, P. Chockalingam, G. Subban
2ndRow

advice, train key personnel needed
and leave the survey work to be
carried out by the GHS personnel
of respective states. A feasibility
study was carried out in 1991
wherein two teams comprising 13
health personnel drawn from
Andhra Pradesh and Tamil Nadu
states were trained successfully to
carry out tuberculin surveys. The
work showed that with persuasion
and proper liaison, the GHS could
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be guided to organise and conduct
tuberculin surveys in the
community. They were asked to
send the data to NTI for analysis
and estimation of ARI in the initial
stages. Subsequently, NTI trained
the health workers of Nagaland,
Maharashtra and an NGO, Urmul
of Rajasthan state. Unfortunately,
the state government did not utilise
the expertise imparted. Only
Urmul conducted a tuberculin
survey in Rajasthan in consultation
with NTI to estimate the ARI and
case load for the region. The paper
was published in 1996. Late Dr
Sanjay Ghose (killed by ULFA)
incharge of the Urmul project at

Dr. AK Chakraborty
Additional Director, NTI

that time was the man behind this
achievement in this joint venture.
The findings revealed that with an
ARI of 1.52%, 22-23 new smear
positive cases would arise annually
for the entire 30,000 population of
the project area96.

In 1992, Chakraborty and others
presented an important paper
Tuberculous infection in a rural
population of south India: 23 year
trend. Utilising the prevalence of
infection data of the longitudinal
survey and of another survey
conducted at Bangalore district
during 1984-86, they showed that
the ARI of 1.1% observed in 1961
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declined to 0.61% in 1985,
representing a decline of
approximately 37% in nearly 23
years. This amounted to an annual
decline of 3.2% per annum over the
period, a trend normally
representing the natural dynamics.
Studying various aspects,
Chakraborty reports: Organised
intervention may in all likelihood have
modified it to an extent. From a
hypothetically constructed
mathematical iteration of TB situation
for the area over a 50-year period, it
could be suggested that the
aforementioned trend in risk appeared
consistentwith a programme efficiency
of around 30% only87 .

However, the above idea was not
without problems. In fact, an acute
technical problem has been
foreseen. Tuberculin surveys are
best done among unvaccinated
children. Since BCG vaccination
is currently being carried out under
the UIP, vaccination coverages were
quite high. In fact, in some states
BCG coverages were reported to be
as high as 90%. In such a
situation, to get the required
number of unvaccinated children in
the selected areas to carry out

tuberculin surveys to represent the
communities under scrutiny posed
a serious challenge. The NTI began
to work in right earnest to overcome
this seemingly unsurmountable
problem. There arose a second
problem: carrying out tuberculin
surveys in huge metropolises like
Chennai, Delhi, Calcutta etc.
Working on this problem area, NTI
has developed a method applicable
to Bangalore city. The method is
still under field trial.

4.3. Era of short course
chemotherapy

Chemotherapy of TB has undergone
revolutionary changes in the
seventies owing to the availability
of two well tolerated oral
bactericidal drugs � rifampicin and
pyrazinamide. Short Course
Chemotherapy (SCC) implies a new
rationale of chemotherapy and not
merely administering formally
accepted regimens for short
periods. By using these regimens
it has now not only become possible
to simplify treatment and reduce
its duration, but it is also possible
to improve the efficacy of treatment.
Discovery of rifampicin in 1967 is
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considered as one of the greatest
achievements in the history of
development of anti-TB drugs. After
its discovery no new drug has been
found nor is in the offing. However,
one should not forget that INH is
still the queen of all drugs and if
we wish to have a new drug(s) it
should be comparable with INH. In
the words of Dr Wallace Fox : �INH,
the wonder drug of 1950�s is (and is
likely to remain) the standard drug to
be given for the full duration of all SCC
regimens because of its efficacy and
high early bactericidal activity, its small
bulk and low toxicity. However,
laboratory evidence suggests that the
sterilizing role of INH is less than those
of rifampicin and pyrazinamide. In

Dr. Wallace Fox, Director BMRC, UK
Father of Chemotherapy

planning short course regimens the
choice the physician faces is what
drugs should be added to INH�97. Dr
Fox is considered as the father of
clinical trials for chemotherapy of
TB.

4.3.1. Collaboration with TRC

After the advent of rifampicin there
was a new hope of reducing the
total duration of treatment. The
clinical trials, which are time
consuming and painstaking, were
urgently required to develop SCC
regimens. NTI was not entrusted
with the responsibility of
conducting clinical trials, as TRC
already existed to carry out the
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research. It was felt that there
was an urgent need to find out a
suitable SCC regimen for the
programme and if two institutions
join, then required number of
patients would be intaken into the
study in half of the time. The early
visionaries who created NTI and
TRC as enshrined in the plan of
operations had also assumed that
these two institutions along with
the UMTS would work in close
coordination. All the three
institutions were in the south. No
joint ventures ensued for a long
time. Perhaps the very objectives
of the three institutions were
different. When Dr NK Menon took
over as Director of NTI in 1976,
because of his earlier association
with TRC, collaborative studies in
SCC began to take shape. In 1978,
TRC did a collaborative study with
NTI on three SCC regimens in first
phase, six in the second phase.
The collaboration lasted upto 1983.
The results of 5 and 3 month
regimens tested in the first phase
showed 99% and 93%
bacteriological negativity and
relapse rates after two years were
4% and 20%. In 3 month regimen
relapses were very high98. The

collaboration helped NTI in many
ways. Like a longitudinal study, it
had a very committed work
discipline and this enabled all the
staff involved to learn another
research discipline. After five
years of work, when the study was
wound up, the staff was well
versed with this methodology and
attained a new expertise that NTI
could carry out some important
operational studies on SCC with
great ease. In his Ranbaxy Robert
Koch Oration - 1989, Dr Wallace
Fox recalls: I went to NTI, Bangalore
in 1977 specifically to discuss direct
collaboration in a controlled clinical trial
of SCC. This was readily agreed by
Dr Menon and the NTI participation
was in the LWSTC. The staff members
of the two units worked side by side
and in harmony with the clinic�s staff.
The research on bacteriology was
centred in the TRC, ensuring stan-
dardised bacteriological tests. The
collaboration was a great success. Dr
P Jagota of the NTI proved a gifted
team leader with a special talent for
clinical research but unfortunately, it
was unexpectedly terminated, for
unforeseen administrative reasons
which arose in Bangalore. Thus the
NTI could only contribute a two-year
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period of observation of its
patients99.....

In 1983, TRC was given the
responsibility of implementing
three different SCC regimens in 18
pilot districts in the country. It
reported in 1990 a wide spectrum
of treatment completion rates
ranging from 30% to 80%100. The
problem of non-compliance as
envisaged earlier could not be
overcome with the implementation
of SCC in the programme.

From the time it was resolved to
include SCC regimens, the NTI
began to study the operational
aspects of implementing SCC in the

programme. It may not be difficult
to treat patients with SCC in trial
conditions where careful selection
of cases, adequate organisational
set up and efficient default retrieval
could be maintained. But, this
seemingly simple set up is hard to
achieve in the programme
conditions. As Dr Jagota puts it:
There is a wide difference between
clinical trial and programme
organisational resources...SCC alone
will not solve the problem of TB�. An
efficient treatment organisation is
required for the management of the
TB patients during the therapy leading
to the actual consumption of drugs for
the required period101. Aneja
summarised in 1982: Based on the

Dr. KS Aneja
TB Specialist I/c Control Section, 1976
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clinical trials and operational studies
in actual working conditions, a sea
change in the understanding of
chemotherapy has occurred. The right
type of chemotherapy and the right
type of organisation for its delivery at
the distribution points near the patients
homes have emerged to be the
key factors. The drug default
nevertheless, continues to be themajor
problem and efforts are being made
to tackle it at the operational level.
Meanwhile, the introduction of SCC
and MPW scheme are some of the
recent developments which are likely
to influence the outcome of
chemotherapy. However, for deciding
about feasibility of the application of
SCC and involvement of MPWs in
operational conditions, the available
knowledge requires to be
supplemented with scientific
operational studies in actual working
conditions of NTP102.

A study on �acceptability of two, six
month SCC regimens i.e., 1SHRZ/
7TH and 2SHR/6TH� was
conducted by NTI in 1989. It was
seen that around 80% of patients
starting on either regimen
completed optimum treatment.
The bacteriological conversion in

either regimen was of the order of
91% as against almost 100%
obtained in controlled clinical trials
with a relapse rate of the order of
12% and 17% respectively. These
regimens have shown a relapse
rate of about 7% under controlled
trial conditions. Thus, it could be
seen that both bacteriological
conversion and relapse rates are
quite close to rates observed in
clinical trials103.

Since 1986-87, the GOI began the
implementation of SCC in the DTPs
in a phased manner. Therefore, it
became necessary to carry out a
study on adverse reactions to two
regimens of SCC. Sputum positive
patients attending the LWSTC,
Bangalore without history of anti-
TB treatment, who agreed to attend
the centre regularly, were selected
for this purpose. Published in 1989,
Sudha Xirasagar concluded that
adverse reaction was not by itself
a major difficulty but a manageable
one104. For the SCC to succeed in
NTP, additional resources and
trained human power are needed.
In another study of operational
factors published in 1989, the paper
revealed that domiciliary SCC

149



proved feasible and advantageous
in an urban TB programme. The
study examined the following
factors: necessary willingness, drug
default, treatment completion
pattern, adverse drug reactions and
initial drug resistance with their
potential harmful effects on the
treatment outcome as well as the
work load and additional cost
involved in providing SCC regimens
under DTP105.

There were other problems
associated with SCC. For e.g.,
what is the fate of resistant cases
treated with three different
regimens of SCC under programme
conditions? In 1990, Jagota and
others investigated the fate of 100
INH resistant patients. They found:
(i) a high, favourable response
among patients with INH resistant
strains but with no history of
treatment, (ii) emergence of drug
resistance to rifampicin was
directly related to the duration of
its use, (iii) fewer deaths occurred
by the end of 24th, 36th month of
follow up in comparison with
conventional regimens106.

In 1993 Chaudhuri and others

carried out a study in Kolar district
and reported: of the 382 patients
put on unsupervised SCC regimen
under the existing DTP conditions,
only 33.2% completed over 75% drug
collections in both intensive and
continuous phases. The pattern of
compliance did not varywith the place
of treatment viz., DTC or PHI. Due to
robustness of the SCC regimen,
nearly 72-75% of the total cases
attained smear negative status at the
end of treatment. However, low
compliance was a very disturbing
finding107.

In a good programme, case holding
is as important as case finding. In
1992, Balasangameshwara and
others have shown through a
mathematical model that if any of
the two components was given less
importance, the overall purpose of
DTP, as a system gets defeated108.
This important mathematical model
is yet to be clearly understood.
Mathematical models, look simple;
but are enigmatic. Hence, they are
more often ignored. Once
understood, they could be used
freely. The history of science is
replete with ignored models coming
to life long after the discoverer was
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gone. Galileo, Newton and Einstein
are some examples.

4.4. Monitoring of the
programme

As stated earlier it is not possible
to measure disease burden
accurately through monitoring.
However, it is an important tool to
evaluate the performance of the
units of the DTPs in an ongoing
manner and take corrective action
simultaneously. This would improve
the programme efficiency on a
regular basis. Till 1978 monitoring
of the programme was done by
northern and southern regional
centres and from then by NTI only.

In an appraisal paper presented in
the 49th National Conference on TB
and Chest Diseases held at
Pondicherry in 1994, L
Suryanarayana and others
reported: �DTPs numbering 390
registered by DGHS, are covered
under monitoring. The percentage of
DTPs implemented accounts for 81%
of the total districts and 64% of such
DTPs have been covered under SCC.
As far as PHIs are concerned, 56% of
the available health institutions have

been implemented. Reporting
efficiencies of the DTPs and the PHIs
are 78% and 70% respectively. Only
41% of the PHIs have been supervised
by the respective DTCs (i.e.,at least
once in a quarter). The smear positivity
rates are 12.3% and 4.8% at DTCs
and PHIs respectively. As far as case
detection efficiency of smear positive
cases is concerned, DTCs have
achieved an efficiency of 71% and
PHIs 36%. Quality of X-ray reading
and smear microscopy, as reflected
by smear confirmation rates, among
the pulmonary cases diagnosed are
20% and 24% respectively. Treatment
completion rates derived from the
annual cohort analysis reports are 34%
for standard regimens, 44% for SCC
regimen A and 52% for regimen B.
Out of 276 DTCs reporting on the
availability of trained man power and
equipment, trained DTOs are posted
in 56%, XTs in 60%, LTs in 73%, TOs
in 73% and SAs in 46% of the
DTCs�109. The above observations
were made to impress upon the
senior TB workers and
administrators the shortfalls in the
functioning of the NTP so as to take
timely corrective actions to improve
the efficiency of the programme.
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Dr B Shankaran, DGHS with Dr A Banerji Director (Standing to his left)
inaugurating the new training block on 16.9.1980

However, as Stefan Grzybowski puts
it: poor chemotherapy prevents deaths
but often keeps a large number of
chronic excretors alive... . India could
be considered a low incidence but
high prevalence country, the high
prevalence being due to large numbers
of treatment cases, chronic and relapse
cases produced by ineffective
treatment programmes... . Were it not
for Human Immunodeficiency Virus
(HIV) infection, the future would look
fairly bright provided that special
programmes to find and cure chronic
bacillary cases are established. HIV
infection has indeed a very profound
effect for TB. The epidemiological
impact of HIV infection comprises i)

increased risk of infection, ii)
increased risk of disease among the
infected, and iii) increased fatality
among the diseased....By the year
2006, the incidence of TB in the 15-
49 years of age group will rise
threefold which means that it will be
double in the population... . I hope by
that time Indiawill be prepared tomeet
this grave new challenge110.

4.5. Work on the training front

From the outset, the NTI gave
priority not only to the training of
DTC key personnel but the quality,
duration and content of the training
activities were constantly reviewed
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and upgraded. During the two
decades, there had been a steady
growth in the area covered and the
number of trained personnel
available for NTP in the country. By
1996, 72 regular training courses
for DTP key personnel had been
conducted. However, the NTI was
not satisfied because the NTP was
functioning below expectations. It
had not shown the steady progress
warranted by the ever increasing
burden of disease to fight it
effectively.

The reasons were apparent.
Despite the fact that the NTI tried
to enthuse the state governments,
there has been a steady decline in
the number of trainees being sent,
for all the categories. Sufficient
importance was not given to sending
appropriately qualified personnel
for training or, effectively utilising
the benefits of training by keeping
the trained ones in the TB field.
While some states stopped sending
trainees altogether, some others
were lukewarm in their response.
There was also the proverbial
budgetary restriction. This affected
the drug supply and consequently
the programme.

In order to become more accessible
to those who are quite at a distance
from Bangalore, an unusual step
was taken during 1990-91 to hold
the Group Educational Activity
(GEA) at different places of India,
at convenient locations, so as to
cover different states. For e.g.,
they were held at Chinsura and
Hoogly (West Bengal); Aurangabad
(Maharashtra), Chindwara (Madhya
Pradesh), Agarthala (Tripura),
Ahmedabad (Gujarat), Hyderabad
(Andhra Pradesh), and Ajmer
(Rajasthan). The GEA was a
platform for information
dissemination. The GEAs received
support from the respective
governments and there was an
appropriate response in terms of
the number of trained, untrained
personnel. These included senior
administrators also111.

From early days, NTI began to
organise two months to six months
training programmes for young
scholars in research methodology.
The NTI developed different
kinds of training/orientation/
familiarisation strategies for
academicians, PGs, researchers,
administrators and special groups

153



81st Training Course, January - March 1999

(Bacteriologists, Epidemiologists).
To suit the different needs, it
evolved course contents for
seminars, workshops and
Continuing Medical Education
(CME). In 1995-96, 305 medical
students from five medical colleges
of south India visited the NTI for
the briefing courses. Fifteen MOs
and one para medical were briefed
in TB control and other specified
areas that year under the WHO
fellowship. Occasionally, medical
students came from USA, Canada
and England for their tropical
posting.

The NTI had also acknowledged the
need to decentralise the training
of DTC key personnel and transfer
the responsibilities to the STCs so
that each state became more
independent. One of the main

purposes was to make the state
governments realise their own
responsibilities to set up an
effective STC to run the TB
programme of the state. Thus, the
NTI replaced the regular training
course into the Trainers Training
Programme of eight weeks duration;
the first one was started on 8th
January �96 from which participants
of nine states benefited. It was also
attended by two MOs from Myanmar
and one para medical from Nepal.
It was expected that the well
equipped STCs will start the
training courses for the DTC key
personnel. In actuality none of the
STCs could do so. Eventually NTI
resumed the regular training
courses after an interval of two
years as the gap between trained
and untrained staff started
widening at DTCs.
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The fact that the NTP has not succeeded so far in fulfilling the difficult mission, does

not justify adopting easy postures that betray an escapist tendency. For e.g., the DTOs must

realise that a very good district clinic under the DTP can never substitute a set of well

distributed and well implemented PHIs functioning under adequate supervision. Moreover, a good physician at

a central clinic is less of a necessity than a good organiser and supervisor of the programme activities in the

context of the DTP. Similarly, research studies revealed that the urban aspects of the problem is of much

lower priority in comparison with the rural ones. Though a lot has changed since the NTI started its

researches and recommended a programme, the basic problem continues to remain unaltered. It is, however,

necessary to take care of both kinds of reactions mentioned above: the one of resignation and the other of

misutilisation of energy and material resources.

Editorial, NTI Newsletter June 1980, Vol 17/2, 36

4.6. Library and information services

There are over 5000 PHCs and sub-centres many times that number spread all over

the country. Most of them are run by young medical graduates and other health auxiliaries.

About 70% of the qualified doctors in our country are private practitioners, vast majority of

whom are practicing in rural areas and small towns. These two categories of doctors,

between themselves, cater to the health needs of more than 80% of the population in the

countr y. From the gigantic r esponsibility they shoulder, it is but logical to expect that

information should be developed so as to be able to continuously and efficiently meet their

information needs. In fact, there should be a system to impart continuous medical education

to them to match the explosion of information. To say that there is no system at present

even to reach the doctors in the district hospitals, is to say the least.

Editorial, NTI Newsletter Dec 1980, Vol 17/4, 73
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As stated earlier in Chapter I, NTI
had recognised the need of library
even before the formulation of the
DTP. Its library had accessed
knowledge relevant to its
proclaimed objectives from variety
of sources. It had steadfastly
worked to discover much by itself
through research and training. It
created several innovative
platforms, one of which is the NTI
Newsletter; now known as the NTI
Bulletin for information
dissemination. In addition, it
planned methods to interest even
the remotely concerned: preparing
audio visual material, briefing
sessions to young nurses, and
medical college students, are some
examples.

Successive Directors had shown
keen interest in the development
of the library information services.
Under their direct guidance, the Sr
Librarian Ms Sudha S Murthy
worked with dynamism and skill so
that the library and information
services became efficient, user
friendly and highly organised in
information retrieval. Its budget
was increased and it acquired a
Modi Xerox 1035 copier, and started

reprographic services. During
1990s the section moved to a
spacious accommodation provided
in the ground floor of the new
building. With the acquisition of
necessary infrastructure, the
library became more user friendly.
The section began to organise and
maintain separate sections for
xerox, record keeping, periodicals,
book section and even a section for
non-serious reading on a well laid
out plan. It began to take keen
interest in the collection and
development of materials like
slides, transparencies, audio and
audio-visual cassettes. It became
a documentation centre for
important records and began to
maintain master files of (i)
research protocols, (ii) NTI
publications, (iii) WHO quarterly
reports, (iv) monitoring reports, and
(v) other important reports. The
publication wing was started to
produce manuals, propaganda
material and other selected works.
It maintained lists of users under
different priorities and supplies
were also made by this section. It
also became a repository for all
kinds of material published by NTI.
Perhaps it became one of the best
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library and information centres in
the TB field.

The NTI faculty took pains to
introduce science writing to
visiting trainees and young and
upcoming TB researchers. The
faculty carefully selected topics of
interest in training, research and
programme functioning. It
encouraged them to have group
discussions and guided them to do
reference work in the library before
beginning to write. Their writing
was reviewed and some of it were
forwarded to NTI Bulletin for
publication. NTI Bulletin published
selected articles. NTI also
encouraged publication of a book
�An introduction to tuberculin
testing and BCG vaccination�,
written by AN Shashidhara. The
book published in 1980 was well
received by experts and
professionals including DGHS112.

It published a chart �Guidelines for
MOs of PHI on NTP� in 1990. In 1991,
�Facts and Figures on TB and NTP�
compiled by Mr VV Krishna Murthy,
was published. This booklet was
reprinted in 1994. To commemorate
the 100th anniversary of the discovery

of tuberculin by Robert Koch, the
booklet �Tuberculin skin test� by AN
Shashidhara and K Chaudhuri was
published. In 1994, the �Chart on
motivation� was published. In 1996,
the chart �Guidelines for laboratory
procedure in TB� was published. In
August 1995, the booklet �TB and
HIV� compiled by doctors VH
Balasangameshwara, Sujatha
Chandrasekaran, Sophia Vijay and L
Suryanarayana was published. In
October 1995, the booklet �What we
should know about TB, its diagnosis,
treatment and prevention�, compiled
by doctors B Mahadev and VH
Balasangameshwara was published.
WHO funds were utilised to get
many of these printed which were
supplied to select users free of cost
(Annexure III).

The section got a boost when
it acquired a computer and
the requisite software. During
1994-95, Database �NTI� was
created using common
communication format on CDS/
ISIS platform. �SOCTB� - a database
covering literature on sociological
aspects was created in
collaboration with the Foundation
for Research in Community Health
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Animal House

(FRCH), Mumbai. A new ET and T
colour television was installed in
the audio-visual wing. A printed
set of revised manuals were
despatched to all STOs and
functioning DTCs of the country113.
The printed �Guidelines for MOs of
PHIs� was also sent to all the PHIs
in the country through their re-
spective DTCs.

During their short stay of a few
weeks or long stay of 8-12 weeks,
every trainee/visitor was

introduced to the library, and
encouraged to use it as often as
possible. This created an
awareness of the vast information
available and facilitates in
expanding his/her knowledge hori-
zons. Hardly any TB worker who
visited NTI departed before utilising
its services.

4.7. The animal house facility

Establishment of animal house in
1977 was another example of the

The Institute entered the 21st year with a happy augury; the animal
house commenced its activities. No doubt it has started humbly, yet there is
no denying the fact that new dimensions are going to be added to our
research in the near future.

Editorial, NTI Newsletter 1980, Vol 17/3
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Dr. N. Naganathan
Jr. Bacteriologist

foresight of the NTI. It is a well
established fact that experiments
in animal models have contributed
significantly to the battle against
human TB right from the discovery
of tubercle bacilli by Robert Koch
in the year 1889. The necessity of
the animal house at NTI was felt
just after the establishment of its
bacteriology section when the
sputum samples in large number
started arriving from the research
field areas. In 1962 a proposal was
submitted to the GOI for creation
of an animal house114. It took about
15 years before Central Public
Works Department (CPWD) could
hand over the building to NTI. Just
after its establishment, a scientific
meting was held under the
chairmanship of Dr NK Menon,

Director, NTI. It was attended
by Dr BNM Barua, Adviser in TB,
Dr K Padmanabha Rao, former
Senior Bacteriologist and Dr
N Naganathan, Jr Bacteriologist of
NTI, who chalked out the plans for
future experiments in laboratory
animals and their utility in TB
control. Later in October 1979
when Dr KN Tandon, Veterinarian
joined the Institute, the breeding
wing of the animal house became
operational with the procurement
of initial stock of three guinea pigs,
six rabbits and four hamsters from
Indian Institute of Science (IISc),
Bangalore. In May 1981, Dr
Naganathan, with the assistance of
Dr Tandon, Veterinarian initiated
the experimental work on a modest
scale in the northern wing of
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animal house which was cardoned
off with suitable modifications and
installation of essential
equipments like autoclave and
incinerator.Verysoon, Dr Tandon
left NTI but preliminary
experimental work which included
standardisation of techniques in
getting familiarised with the
experimental procedures and
finding out the suitability of a
particular laboratory animal as
animal model for TB, continued. It
was decided that the albino guinea
pig is ideal for this purpose. The
breeding of other animals was
discontinued thereafter.
Subsequently, full-fledged research
projects involving guinea pigs for
animal experimentations were
started. Prof. Donald W Smith of
University of Wisconsin Madison,
USA along with Dr GVJ Baily,
Director played a key role in the
above policy making decisions. Dr
VK Challu joined as Veterinarian
in June 1983. This further
strengthened the activities of
animal house. The highlights of
some of the studies is briefly
described as under :

Between 1982 and 1986, a study

on significance of virulence of
tubercle bacilli in animal model was
conducted. This revealed isolation
of high virulent tubercle bacilli from
TB meningitis patients
cerebrospinal fluid in contrast to
cavitory pulmonary TB patients
sputum, where majority of them
excreted low virulent tubercle
bacilli115. In another study carried
out between 1985 and 1988,
isolates of M.tb from the urine and
sputum of pulmonary TB patients
were found to differ in their
virulence, phage type and drug
sensitivity pattern in a significant
number of cases116. This prompted
for further investigations to
understand the key events in the
pathogenesis of TB leading to the
development of cavitory lesions.
Low virulent character of tubercle
bacilli termed as �south Indian
variant� was interestingly found to
remain unchanged during eight
years of animal passage from 1984
to 1992 in albino guinea pig animal
model117. Experiments on
evaluation of protective effect of
BCG and role of environmental
mycobacterial infection was also
initiated. This was followed by
improvisation for assessing the
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virulence of tubercle bacilli in
animal model by a quantitative
measurement which would be
reproducible in different
laboratories irrespective of the
investigators 118,119.

Animal experiments carried out in
the institute have also been
assisting other research
organisations in evaluating new
antigens, preparation of
immunotherapeutic agents and
new antigenic preparations.
Currently, experiments carried out
at the institute involved T-cell
proliferative response to M.tb
sonicate and protective efficacy of
(plasmid DNA encoding
recombinant protein)/vector DNA;

testing of coded purified
mycobacterial antigen against
challenge with high virulent bacilli;
behaviour of INH drug resistant
tubercle bacilli, etc. During the
later part of 1990s, techniques and
procedures for the immunological
studies involving animal
experimentation have been
standardised in collaboration with
the scientists from Centre for
Genetic Engineering, IISc,
Bangalore.

In 1998, the animal house was
redesignated as Animal Model
Research Unit (AMRU). The
necessity arose not due to change
in its functions but because of
worldwide movement of

Animal Experimentation
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environment and animal protection.
Another ongoing collaborative study
involving animal experiments is on
�Regulation of gyrase gene
expression, invivo function of DNA
gyrase and effect of gyrase
expression on virulence of virulent
related genes� � a long term project
on structure � function mechanism
of action and regulation of DNA
gyrase from mycobacteria has
already been initiated at IISc,
Bangalore.

The establishment of bio-safety
level III facility also known as P-3
facility at AMRU, utilising the
unique low dose aerosol infection
system is under progress. Prof
Donald W Smith of Wisconsin
university on the eve of his
retirement gifted the P-3 laboratory
equipment to NTI. This facility will
help in carrying out studies in
human beings aimed at better
understanding of the key events of
TB pathogenesis and the effective
and innovative interventions to win
over the TB problem. With
introduction of low dose aerosal
infection system, the infection
produced in animal model will
reflect very closely to TB infection

caused in human beings. It will
also help in reducing the number
of animals used for the research.
Besides invitro experiments will
continue as complimentary
methods.

4.8. The administration

During the two decades under our
gaze (1977-1997) six Directors,
Drs. NK Menon, A Banerji,
P Chandrashekar, GVJ Baily,
K Chaudhuri and Dr. BT Uke were
at the helm of affairs. Over these
years the staffing pattern or the
administrative structure did not
change (Annexure I). But the NTI
underwent several administrative
advantages and disadvantages.

The advantages were in the
generous nature of the
infrastructural development.
Several buildings: the hostel
facilities for para medical and
medical trainees; a whole new
block for training; and 48 quarters
to house Group �C� and �D� staff
were added. To facilitate research
work the animal house was built.
A well equipped seminar hall and
an auditorium to seat 200 people
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Dr NK Menon
1976-1980*

Dr A Banerji
1980-1983*

Dr P Chandrashekar
1983*

Dr GVJ Baily
1983-1988*

Dr K. Chaudhuri
1988-1992*

Dr BT Uke
1992-1997*

* Term of office
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were made operational. Sister
institutions like the NMEP, Plague
Surveillance Unit of the National
Institute of Communicable
Diseases (NICD) were accommo-
dated. Accommodation was also
provided for a unit of CPWD and Pay
and Accounts Officer (PAO). Dr
Chaudhuri gave the much required
thrust to the publication wing. The
pace of computerisation ushered in
the early 90s increased, as it must,
to take on the information flood and
to promote efficient information dis-
semination.

But there were problems too,
especially in the areas of
equipment and personnel which
became perennial. Import of
equipment was restricted to what
was not available in the country
and so even the British made
landrovers which were so useful for
field work gave way to Indian made
diesel vans, jeeps and station
wagons. The biggest disadvantage
was the noticeable absence of WHO
experts who were posted during the
early years on a more or less
permanent basis. Their presence
and collaborative working methods
gave the institution a head start.

Many of them, especially Dr Piot
worked in the villages alongside
field workers for extended periods.
The information flow from bottom
up and top down was easy and
informal. This greatly encouraged
team spirit and a sense of
commitment to work. Many things
that could not be done by our
administrative rules, norms and
procedures were overcome by their
interactions or assistance. One
example is the Silver Jubilee
Celebrations of NTI � 1985. The
WHO contributed handsomely to
this. Hence, it was conducted on
a scale a world renowned
institution like NTI deserved.
Several posts of key national
officers were also not filled up
whenever the incumbent left on
transfer or retired: the BCG
Officer, the X-ray Engineer, the
Sociologist are some examples. It
is said that a research institution
needs a critical minimum mass of
intelligentsia to function effectively.
In all fairness, when the WHO
withdrew its experts, action should
have been taken to increase the
number of national experts and
relevant technical cadres. This
could have increased its potential
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and encouraged to move in
innovative surges. This was a very
important requirement because
the country continued to suffer
under an ever increasing TB
burden.

Hitherto, the WHO fellowships
which sometimes had the
advantages of studying in a foreign
country, were restricted to
the gazetted staff, especially
doctors. Dr A Banerji saw to it that
this facility was extended to the
non-gazetted technical cadres. Mr
KT Ganapathy, Jr Statistical
Officer, Mrs Bharathi Jones, LT,
Mr VV Krishnamurthy, SA were
sent to UK, London and Manila
respectively under this scheme.
Later, Mrs Pramila Prabhakar,
Sr Social Investigator and Mrs
Sudha S Murthy, Librarian went to
UK and USA120. This healthy
practice did not continue
thereafter. Dr Banerji also initiated
action to revise recruitment rules
of various cadres. Rigid
administrative procedures inhibited
implementation of approved
versions of recruitment rules
beneficial to most technical cadres.
The WHO also continued to grant

funds for publishing important
documents and manuals and
assisted in acquiring equipment not
available in India.

As narrated in the previous chapter,
following the enforcement of
the work study team�s
recommendations, the staff
strength of various categories of
non-gazetted staff was reduced and
a sizable number were posted out.
The truncation of staff in this
manner prevented formation of
required number of teams for
carrying out field work. Further,
the recommendations of the expert
administrative committee regarding
assured career promotion of the
staff, was kept in cold storage.
Repeated pleas from the staff
individually or through their
associations did not yield results.
The staff morale in those days
was so low that in 1985 it casted
a shadow on the Silver Jubilee
celebrations. In 1988, a far
modified version of the expert
committee�s recommendations was
implemented by Director Dr GVJ
Baily which pleased none including
a few who were promoted. The
posts created at the inception of
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NTI remained ad-hoc and the newly
created ones were on annual
renewal. A majority of the staff
continued to languish without any
promotion in their respective
cadres. Perhaps, these along with
posting of the gazetted officers of
different backgrounds and
aptitudes were the key reasons for
NTI�s reduced capability to
undertake important studies for
programme evolution later.

Beginning from 1988, the spectre
of Acquired Immuno Deficiency
Syndrome (AIDS) appeared. Experts
predicted an ever increasing
grimness in TB situation. This
should have been considered and
the required fillip to the NTI should
have been given from time to time
to promote efficiency. It did not
happen. The Five Regional Centres
had been recommended by Dr
Nagpaul. These would have
perhaps increased the pace of
training, introduced an effective
supervision and boosted TB control
activities in their regions. These
were not set up. The programme
bore the brunt of these lapses.
These apart, there were the
inevitable budget cuts. Indeed, it

is to the credit of the faculty and
staff of NTI that it continued to
function with a zeal and dedication
rarely seen elsewhere.

4.9. The evaluation of NTP

The NTI had believed in assessment
and evaluation as an ongoing
process. It welcomed the idea of
periodic assessment, especially
from experts, on scientific lines as
they are vital to the growth and
improvement in the programme. As
Dr Nagpaul said in 1975: It is now
widely accepted that most of the
corrective actions needed for
improvement of NTP are administrative
and operational. Assessment
becomes a mere exercise in research
if not desired by the management.
While reduction of TB may be the
overall goal, the achievements of NTP
must be measured in their operational
terms121.

The NTP was evaluated by three
agencies, ICMR, Institute of
Communication, Operations
Research and Community
Involvement (ICORCI) and WHO.
Salient recommendations were:
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ICMR Review : An ICMR Expert
Assessment Committee evaluated
the NTP in 1975. The report was
carefully considered by the TAI and
the GOI. Since TB continued to be
the most important public health
problem, health should be brought
to the concurrent list of subjects
in the constitution like education
to facilitate the programme as a
centrally sponsored one. The
Committee felt the need to extend
the implementation of the
programme to the remaining
districts and to strengthen the DTP
organisation. Like Dr Nagpaul it
felt the need to create five regional
centres with adequate provision of
funds and staff122.

The above are well considered
recommendations aimed at
strengthening the NTP. It was for
the government to accept these and
implement them because the NTI
is not a centre of power but an
operations research facility. It is a
small cog in the huge machinery
of the government.

ICORCI Review : In 1988, twelve
years after the ICMR Report, the
ICORCI undertook in-depth study

of the NTP. A systems approach was
adopted to study the NTP since the
programme had been integrated
with the GHS system. The report
contains sixty recommendations
which were to be introduced into
the programme after proper testing
by field trials. Some are: emphasis
on integration of health
programmes as recommended by
the Kartar Singh Committee (1973):
strategies to avoid distortion in the
priorities to be given by the GHS in
the on going programmes;
orientation courses to bring about
the necessary changes in the
Knowledge Attitude and Practices
(KAP) of the personnel running the
services; sample checks to ensure
the validity of records for reliable
monitoring; monitoring and
evaluation cell to be headed by a
statistician; annual evaluation of
the integrated health service
system; once in three year
evaluation of the operational
efficiency of NTP; and a national
reference and information bureau
to prepare and distribute classified
handouts for the continuing
education of doctors. Incidentally,
the report also recommended the
withdrawal of targets for NTP,
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particularly those regarding case
detection to avoid over diagnosis.
They were introduced in 1981
under 20 point programme scheme.
Till then NTP did not have any
targets and the programme was
being monitored on the basis of
�potentials� based on studies and
�expectations� on actual
performance in some states123.

WHO Review : In 1992, the NTP
was reviewed by a team
representing the GOI, the WHO
and the Swedish International
Development Agency (SIDA). The
review team made a situation
analysis by analysing relevant
documents, making field visits and
by holding discussions with
concerned authorities. It
highlighted some of the following
shortcomings: (i) inadequate
allocation of funds, shortage of
drugs, lack of political will; (ii)
inability of the GHS with which the
NTP is integrated to keep up with
the population growth; (iii) undue
dependence on X-ray rather than
sputum examination (this implies
over diagnosis and unnecessary
treatment of patients not requiring
anti TB drugs) instead of achieving

treatment completion by preventing
defaulting; (iv) deficiency in
reporting; (v) lack of consensus
among practitioners regarding
treatment regimens; (vi)
inadequate health infrastructure
especially in urban areas.

However, the team found that the
basic strength of the NTP was
considerable. The objectives with
which the programme was
established in 1962 - integration,
decentralisation, free service,
priority treatment of infectious
cases - are still valid today, 30
years later, in 1992. The
programme therefore should be
revitalised with strong leadership,
political commitment by forming a
task force at the apex level124.

In the light of these
recommendations and concerns
expressed by the Central Health
Council, steps were taken since
1993 to implement the Revised
National TB Control Programme
(RNTCP) in selected areas with
World Bank assistance. Fifteen
project areas were identified
covering a population of 14 million.
This was to be expanded in a phased
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manner throughout the country125.

As part of the strategy, the NTI took
up the responsibility of training
nodal personnel involved in its
implementation in ten cities and
five districts under the GEA. It
conducted two training
programmes in 1993-94 and
trained 57 MOs. The NTI officers
were also sent to supervise and
conduct training on RNTCP in
Andhra Pradesh, Maharashtra,
Kerala and West Bengal126. The
faculty was also involved in the
finalisation of modules required for
training on RNTCP.

4.10. Evaluation of NTI

An evaluation or a comprehensive
review of the NTI has not been
made after 1968. Primarily because
it just cannot be done by any
outside agency. It is true the
founders in the mid-fifties who
drew up a plan of operations did
have tremendous vision. They
succeeded in articulating the
objectives with a staff pattern
suitable for an emerging institution
at that time. The new institution
did not fail them because it

produced the biggest results i.e.
formulation of the programme
within three years of its creation
and continued to carry out path
breaking operations research in
many areas for quite sometime.
With the passage of time the need
was felt for diversification and
change in its role. Perhaps that
was based on immediate vacuum
created in the field of TB. The
enthusiasm created in 1967-68 by
the news of evaluation of NTI is best
described in NTI Newsletter under
item �News and Views�. As the year
1967 drew to a close, we were
informed of the GOI�s intention to
appoint a high powered Reviewing
Committee to examine afresh the
purpose for which NTI was
established, the achievements so
far, and in what directions the
Institute must grow. Naturally, joy
knew no bounds and we celebrated
the occasion by holding several TCC
meetings to discuss in detail the
future vision of NTI, section-by-
section, research protocol-by-
protocol, and each staff
individually. The new year saw us
working on a report which has gone
to the Reviewing Committee as
background material. Now crystal
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gazing is our hobby. We hope that
the Reviewing Committee would be
impressed by our performance,
shall join with us in our future
vision, and agree to all our
proposals127. As stated earlier this
one time review committee�s
recommendations did permanent
harm and damage to the staff
structure of the NTI to the extent
that the epdemiological survey
could not be carried out in given
time frame.

NTI is the only institute committed
wholly to the NTP, after its
formation. Its objectives are
development and evolution of NTP.
Hence, its objectives would revolve
around the requirement of the
programme. Special care is to be
taken in appointing the Director of
NTI. She/he should be technically
competent as well as good in
administration. The officers should
also be hand picked suitable for
research, training and supervision
of the DTP. Thus, what NTI needs
is self- evaluation in consultation
with DGHS and Ministry of Health
and Family Welfare and not any
high powered committee. It is
difficult to understand its complex

needs by any such independent
study teams. This is in the best
interest of both the NTI and NTP.

4.11. A reminiscence

The Silver Jubilee Celebrations
organised in 1985 was an
unforgettable event128. Under the
celebrations three main activities
were held. A scientific session was
held at the NTI on 1.11.1985 which
was attended by a galaxy of senior
TB workers from all over India and
abroad. They deliberated and
worked out innovative strategies
based on their previous experiences
in the field of TB control. The
following sessions were held: i)
current treatment problems in NTP,
chaired by Dr SP Pamra, ii) current
operational problems, chaired by Dr
KN Rao and iii) status of NTP today
chaired by Sri SV Subramanian.

The inaugural session was held on
2.11.1985 which was attended by
a host of dignitaries. The gathering
was welcomed by Dr HL Thimme
Gowda, Health Minister of
Karnataka. It was presided by Smt
Mohsina Kidwai, Hon. Minister for
Health and Family Planning, GOI.
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The report on 25 years of work of
NTI was read by Dr DB Bisht,
DGHS. In his address he said: the
history of the establishment of this
Institute and the evolution of the
concept of the NTP has been
scintillating..... much has been done
but more has to be done. In her
presidential address Smt Mohsina
Kidwai said Unlike many other
National Health Programmes, the NTP
I understand, was evolved on the
basis of relevant epidemiological,
sociological, technical, financial and
administrative considerations, after
extensive field research, undertaken
by this Institute. It had another unique
distinction that from the very beginning
it was conceived of as a part of the
GHS..... The Institute can well be
proud of the fact that besides the
formulation of NTP, it has trained
thousands of health personnel of
different categories from all over the
country in the organisation of TB
programme. The team approach has
been instrumental in the successful
implementation of the programme on
a uniform basis, throughout the
country and is a significant
achievement by itself. The research
studies carried out by this Institute
have also been appreciated and have

attracted the attention of TB workers
around the world....

The Silver Jubilee address was
delivered by Mr Ramakrishna
Hegde, Chief Minister of
Karnataka. Dr HT Mahler, the WHO
Director General, Geneva who was
the chief guest gave an extempore
speech. Dr Mahler said: ..Twenty
five years is certainly no more than a
flash in human history, though in a
person�s life it is quite a lot... very
many Indians who have been my
Gurus in so many ways and many of
them present here today, but one of
them towers very high � Dr PV
Benjamin. No other person has shown
me what it is to have motivation for
cause. India was a huge country with
its hundred thousands of villages,
with its exploding population, and I
think it was very clear that this
western model just wouldn�t fit....
And that was the background - this
NTI was created. I think from the
beginning it had a very very
courageous kind of foundation, and I
am sorry to say that neither in
developing countries nor in WHO has
there been any repeat performances
of the courage that went into this
Institute... �In this Institute we did not
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have a WHO idea being sold, as has
been in the case in so many other
programmes and in so many other
countries. We were bitterly criticised
both by the regional office in Delhi,
as well as by WHO headquarters,
Geneva for this what they called not
revolutionary approach, but completely
crazy approach that was being
formulated in NTI. And, I wish that
many of you could have been present
when these ideas came out. I can
only tell you that the dividing lines
were not national/international�..

I believe in all modesty - the various
sociological studies which were
carried out in this place made the
fundamental distinction between
manipulating people and enabling
people to participate in their own
health.... I pay the highest tribute to
this country for having been able to
make such a monumental decision in
science... what is infinitely more
important about this Institute and that
puts on you who have the privilege to
work in this Institute and TRC,Madras
and all the other kinds of fighters on
the front line of TB, it puts on you
very special moral and ethical
challenge because the philosophy
from here and nobody, I think, will

deny, led straight into the concept of
Alma Ata Declaration and report on
primary health care128....

The celebrations were not confined to
the NTI precincts at Bangalore alone.
Twenty states rejoiced with it, in fifty
one districts. The District TB
Associations and the District branches
of the IndianMedical Association (IMA)
actively participated and organised
workshops in the respective districts
some of which invited the local
medical practitioners129.
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Celebrations held eleswhere

Scientific Session
Sitting (L to R) Drs. : KN Rao, D. Banerji &

GDGothi

Silver Jubilee Celebrations
Sitting (L to R) Drs : SP Pamra, DR Nagpaul

MN Nagu, & KN Rao.
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NTI Staff with the Chief Guest during Silver Jubilee Celeberations
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4.12. Memorabilia

Ms Sudha S Murthy
Sr. Librarian
17.6.1998.

The NTI library comes under specialised Health Sciences libraries.
Such special causes libraries have been set up for major diseases like TB,
cancer and malaria. These libraries assist paramedics, medics,
postgraduates, researchers, workers in the field and the government in
prevention and control of a particular disease. NTI library was established
from the day the institute was setup.

In the beginning, the budget allotment was meager. We were not
procuring many books because of paucity of funds. We had to depend on
foreign sources. UNICEF and WHO helped in a big way by donating
several important documents.

I joined eight years after the NTI was born, in 1967. I must say all the
directors have been encouraging the growth and expansion of the library.
All our faculty and staff also have the same attitude and I am extremely
happy it has been nourished by them. I have started the archival centre
here. I have kept first copies of all the protocols, manuals, work instructions,
papers and other important documents like WHO quarterly reports and
monitoring reports in safe custody. I have also retained so many things
which people glance at and throw away: e.g., souvenirs, pamphlets,
propaganda material and annual reports. You will never know when, who
and why someone needs it. I have found all these have been made use of
by somebody. This may be one of the reasons why the NTI library is
referred to as something special.

We get trainees from all over India and from different parts of the
world. They have varied backgrounds and interests. I make it a point to
introduce them to the services available in our library and guide them how
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E Fto use it efficiently and quickly. After repeated exposure they understand
how to access the information efficiently. After their training is over, they
come back to tell me: Madam, we never knew that the library had so much
information in such an organised fashion. You showed us the way how to
access it effectively. When we go back we will improve our own small
libraries. It is this sort of gratitude that gives me immense satisfaction.

I also give referral advice to non-professionals or persons from different
disciplines. I enquire about their own libraries and guide them on using
these. I advise them not to go from library to library seeking information that
is available under their own roof. Knowledge of the science of library is
not known to most users.

The NTI library is quality based. Even though our budget is limited,
we exercise care to get the best quality informative material. Our directors
support us in this despite the costs. We also have enough experience in
accessing special interest documents pertaining to our field from different
libraries. We have inter-library cooperation; using it I have collected more
than a thousand rare documents on TB from 1940 onwards. Some of them
may not be available anywhere else, even in the national library!
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Mr. S S Nair
former Senior Statistical Officer
29.5.98

I was the Statistical Officer for the Mass BCG Campaign
and so I knew Dr PV Benjamin from that time. He was the TB Adviser.
He was a great visionary. He would adapt himself to new situations and
take action to bring about the desired change. Dr Benjamin persuaded the
Ministry of Health and ICMR, got the funds and initiated the NSS. This
data revealed that TB is prevalent both in urban and rural areas contrary
to the belief held that TB is urban oriented. At that time TB work was
concentratedmostly in urban areaswhere the approachwas clinical. What
about the rural areas? It cannot be left neglected. So, Dr Benjamin
persuaded the government to establish the NTI to solve this particular
problem.

I was the Sr Statistical Officer at the NTI between 1962 � 1977. The
work done at NTI was good because the staff was dedicated. There was
a multi-disciplinary approach. So many ideas would be floated and the
tangible ones were taken seriously. Much thinking and hard work went
into each paper which is why NTI got international recognition. Such a
good institution should have grown positively. But this did not occur due
to the bureaucratic approach from Delhi. While the DGHS ran the
administration and told the NTI what to do, they would not accept any
feedback from the NTI. They only gave instructions.

The administrative set up was detrimental to the growth of the NTI.
NTI Director, Dr Nagpaul, was an administrator, a researcher and a trainer
and could understand the complex needs of the NTI. We were way ahead
of our times in thinking and in our research. For e.g., NTP was integrated
to GHS - a new thought for that time (1962). We already knew that GHS
system is not very good. We wanted to conduct research on GHS in the
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early seventies to improve its services. Dr Nagpaul wrote to Delhi. But we
were told to restrict our activities to TB. This idea of Health Services
Research was finally adopted in 1985.

I will tell you another example of NTI looking far ahead of time. You
do sputum examination for all chest symptomatics. If you examine ten, you
have one positive for whom you plan to take action. What about the nine
others for whom you don�t have any plans? They are suffering. They have
come to you. So, in early seventies we wanted to change the name of NTI
to National Tuberculosis and Chest Diseases Institute so that we could
deal with all the health problems which the chest symptomatics face. The
DGHS did not agree to this idea at all.

When I came to NTI in 1962, the atmosphere was so good and we
were able to do substantial work. In 1969 I was offered promotion and
transfer to Calcutta. But, I didn�t go because it was so interesting to work
at NTI. But in 1976, I was offered the same promotion and went to Delhi
willingly because the atmosphere had deteriorated. Most of our failures
are systems failures. Our system is rigid. There is no encouragement for
new thinking and innovative ideas.
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