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BACKGROUND

Most countries now have a wide array of providaet tontribute to TB control
through various Public-Private Mix (PPM) approachiéeeir activities include, for
example, referral of patients with TB symptoms]eation of sputum smear samples,
smear microscopy, culture and DST, treatment, dbseaetrieval, drug management,
record maintenance etc. Some countries are alsmargyproviders not traditionally
part of national TB programmes (NTP) in programmatanagement of multi-drug
resistant TB (MDR-TB), TB/HIV collaborative actiigls, ACSM, et

There is a wealth of experience from numerous exmns of small to medium size
PPM initiatives showing positive impact on caseedgon and treatment success
rates. However, continuous routine monitoring aftdbution by PPM to TB control
on a national scale is still rare. In most coustribe usual reporting by NTPs of case
notifications and treatment outcomes alone doeschtde important contributions

of various providers to TB control efforts.

It is essential to continuously measure specifitticoutions of different provider
categories in order to:

« monitor progress of PPM in relation to national d@htrol plans and targets;
+ justify continued financial support for PPM actigg, and,;

+ target the resources effectively.

A new recording and reporting system for TB contvak developed by The Union,
KNCV, CCDC and WHO in 2006-2007, which includes iadvon how to monitor
PPM on national and sub-national Iévél includes revised registers and forms,
designed to capture PPM data (see annex 1). Howiederes not include practical
guidance on how to ensure effective data collecioh management. Some practical
advice on data collection for PPM monitoring andlaation have been provided by
WHO?, but since that publication there have been muperences on how to
monitor and evaluate PPM.

A project was therefore conducted by WHO, The Urdad MSH in 2008-2009 to
develop practical guidance to countries on how éasare PPM contribution to TB
control. The project included:

1. A desk review of methodologies used for measuRR{yl contribution to TB
control in project evaluations and published openat research projects;

2. Country visits for assessment of feasibility, qtyadind relevance of existing
models for PPM monitoring on national scale, ireéhselected countries with
scaled up PPM initiatives (India, Philippines andxXito), and one WHO region
(Eastern Mediterranean Region);

3. A consultation meeting in Mexico, December 2008|uding the partner
organizations and representatives of NTPs, to dmiade information and draft
recommendations;

! Engaging all health care providers in TB contrglidance on implementing public-private mix
approaches. WHO/HTM/TB/2006.360. Geneva: World He@Irganization, 2006.

? Revised TB recording and reporting forms and tegis— version 2006VHO/HTM/TB/2006.373.
Geneva: World Health Organization, 2006

® Practical tools for involvement of private provisén TB control - A guide for NTP-managers.
WHO/CDS/TB/2003.325. Geneva: World Health Orgatiterg 2003
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INDICATORSTO MEASURE PPM CONTRIBUTION
Key indicatorsfor PPM surveillance

The following two indicators are recommended fartime PPM surveillance on
national, regional and global level, and shoulddyorted at least annually. It is
expected that information on these two indicataishe available from all countries
in WHQO's annual report on global TB control.

Proportion of listed providersactively engaged by NTP

Definition:

Numerator:Number of providers, by category (e.g. public anidate clinics,

hospitals, institutions, health insurance healdilifees, workplace health facilities,

informal providers, etcwho are participating in DOTS implementation (rediér
diagnosis / treatment / reporting of TB cases)

DenominatorAll listed providers in respective category.

Data source: Yearly inventory of listed providers with identifiton of how many are

actively collaborating with NTP

Reporting frequency: Yearly

Note:

« Depending on availability of data on listed prov&lévhich may, for example, be
restricted to only formal health care providersegsla mapping of providers have
been done through a PPM national assessment)dioaior may be reported for
selected provider categories only.

« This indicator may be further disaggregated by typ@volvement and type of
provider.

Proportion of new bacteriologically confirmed cases detected by

referral/diagnosis by different types of providers

Definition:

Numerator:Number of bacteriologically confirmed cases reagisti from among

those referred (for diagnosis or after diagnosig)provider category

DenominatorAll bacteriologically confirmed cases detected

Sources:

« Standard laboratory register with information alrederring provider, or

« Treatment register, if referral source is noted

Reporting frequency: Yearly or quarterly

Note:

» Bacteriologically confirmed cases is the minimurpaing requirement. In many
settings, depending on scope of PPM and typesoviger engaged, it may also
be relevant to report on proportion of all casespprtion of MDR-TB cases,
proportion of patients infected with HIV, etc.

» This indicator may be disaggregated by type of jolerg, and by
referral/diagnosis
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Additional indicatorsfor PPM evaluation on national and sub-national level

Depending on PPM strategy, stage of PPM scalepgeifsc data needs and
availability of data, additional indicators maydwded (table 2)

Table 2. Additional indicators for monitoring PPM

Indicator Definition Data source Note
Proportion of Basic Number of BMU (e.g. Yearly report from This indicator may also
Management Units districts, township, etc) BMUs on whether be expressed as
(BMU) that have that have implemented PPM is proportion of
implemented public- PPM / total number of implemented or population "covered"
private mix BMUs not by PPM
Among all patients Number of patients with Standard This indicator is easiest
with symptoms of TB symptoms of TB referred laboratory register | for pulmonary TB cases
reportingto NTP, the by a specific type of with information referred for sputum
proportion referred provider / all patients with | onreferring smear microscopy, but
by different types of symptoms of TB reporting provider may be extended to
providers toNTP other categories,
including MDR-TB.

Proportion of TB Number of new cases who | Standard TB This indicator may be
patients receiving received treatment from a register disaggregated by
treatment from specific type of provider / | with information provider type, as well
different types of all cases registered for ontreating as by type of TB
providers treatment in NTP provider
Treatment outcomes Standard treatment Standard TB This indicator may be
among TB cases outcome indicators register disaggregated by type
treated by different (treatment success, cure, with information of TB
types of providers completion, default, on treating

failure, transfer out, and provider

death), disaggregated by

treating provider type

At the startup of PPM, and when PPM is extendetktw provider categories, it
necessary to monitor quality of care, most impdlyaneatment outcome. This
should be done for each different provider categdhys requires disaggregated
cohort analysis, which may be resource demanditesarelectronic case based
registers are used. If and when treatment outc@meesp to standard, disaggregated
cohort analysis by provider type can be discontinwéhile overall treatment
outcomes will be used as indictor of any qualitylppem in specific provider
categories.

When new providers are engaged in TB diagnosisdeigg smear-microscopy, X-
ray, culture, DST, or any other test, the qualitgiagnosis should be monitored
through External Quality Assurance and other apgres, just for any other
diagnostic center in NTP. Similarly, new providergyaged in TB/HIV collaborative



Final Draft for comments Mar 2010

activities and programmatic management of MDR rieedonitored with regards to
standard quality indicators.

TOOLS

The most essential tools are:

1. The PPM National Situation Assessment Tool

2. Standard laboratory register with information ab@dérring provider
3. Standard TB treatment register with informationwiceating provider

The PPM National Situation Assessment Tool provgiggdance on how to establish
the number of listed providers and the number antbem who are actively engaged
through PPM.

The new recommended recording and reporting syBteMTPs includes instructions
on how to obtain and enter information about réfgrprovider and treating provider
in treatment cards and in the laboratory and treatrregisters, and how to report
information in the yearly report on programme mamagnt (see annex).

It is paramount that all facilities introduce tloaitine to record source of referral and
place of treatment in order to obtain the basiormition for reporting on PPM
contribution.

All basic management units should report on PPNtatdrs at least annually. In the
few countries that have introduced electronic tegss it will be easy to extend to
quarterly reports on PPM indicators.

In order to ensure adequate PPM reporting, it wssathle for all countries to move
towards electronically case based registers, wihittlalso greatly improve general
NTP performance monitoring and TB surveillance.

ROLE DIVISION

NTP is ultimately responsible for collecting angaging on these indicators.
However, public and private partner organizatioss mlso contribute depending on
the type of engagement.

In many countries, PPM approaches are being impledey an intermediary
organization, such as an NGO, a professional assoej or a franchising
organization. When such an organization is implemgnrB control in a designated
geographical area, or basic management unit (BNHg) will naturally take the
responsibility for monitoring implementation, inding all aspects of PPM. If an
intermediary organization is responsible for s&ddcctivities in a given geographical
area, such as the engagement of individual priwatetitioners, they may take on the
specific duties concerning the monitoring of PPMtcbution. For example, the
intermediary organization may conduct situationiysia with listing of all available
providers, and monitoring how many of them arevatyiengaged. They may also
help NTP putting in place the appropriate record@ingd reporting routines, e.g.
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concerning the recording of source of referral plade of treatment in regular NTP
registers.

Training and supervision of PPM recording and répgrroutines is important for
NTP staff responsible for data entry and reportagwell as for concerned staff in
non-NTP facilities. Training on PPM monitoring skebbe part of the regular NTP
training. The revised generic training moduleshealth facility and district level
staff includes instructions on how to collect aadard relevant PPM information (ref
to modules).

IMPLEMENTATION STEPS

The following steps are required to ensure collegtiecording and reporting of
essential PPM data:

1. Decide on PPM indicators to be used in the country
2. Develop / revise tools for data collection, recogdand reporting.

3. Select reporting approach and introduce yearlyuartgrly reporting form for
PPM indicators as appropriate.

4. Determine role division, nationally and locallyr fal relevant activities to ensure
PPM monitoring

5. Update NTP operational guidelines and training mngtas required.

6. Train staff on how to fill forms, report on indicas, and supervision of recording
and reporting practices

7. In all BMUs, as per the recommended recording apdnting system:

a. List all providers, by category, in the BMU

b. ldentify which providers are engaged by NTP

c. Introduce standard referral forms for engaged jpleng

d. Introduce routine collection and recording of imf@tion on referring
and treating provider in treatment card, laborategjister and
treatment register
Introduce reporting practice, as per national golic
Evaluate / supervise recording and reporting prasti

o
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COUNTRY EXPERIENCES
Philippines

NTP Recording and reporting policies

The National TB Programme (NTP) in Philippines taseloped a comprehensive policy for recording

and reporting practices, which include the follog'PPM specific routinés

1. Recording and reporting for NTP shall be implemdrgteall DOTS facilities in the country,
including Public-Private Mix DOTS units (PPMD unitsand government and private hospitals.

2. Quarterly reports should reflect the additionatifycases reported from various units in the
province/city/municipality (e.g. PPM units, privgibysicians, hospitals, NGOs).

Basic indicators of PPM scale up are:

¢ Number of PPMD units established (disaggregatednitg placed in public and private
institutions respectively)

e Population living in areas with PPMD units

PPM indicators that should be monitored on facléyel, and aggregated quarterly on province, regio

and national level, are:

¢ Number of trained referring physicians

¢ Number of physicians referring TB suspects (ingharter)

* Number of physicians referring TB patients for treant (in the quarter)

* Number of new ss+ cases detected by a private PBMDand/or through referral from a private
physician to a DOTS unit

»  Proportion of all new ss+ that were detected byiape PPMD Unit and/or through referral from
a private physician to a DOTS Unit.

Tools
Data for above indicators are collected throughfdfiewing tools:

TB register and lab register

Both registers include information about sourceedérral. The TB register (see Annex 1) includes
both a column for entry of categorical data on sewf referral (public vs. private), as well as a
column for the name of the referring physician. Th&egorical data entry is used for the reporting o
contribution to case detection. The informationwthmme of referring physician is used both foaloc
management purpose as well as for enumerating ruofilbeferring physicians in a quarter.

Referral forms
1. A simple form, which can be filled very quickly aimtludes information about:
*  Which DOTS unit the referral is intended for
* Name of patient
» Name of referring physician
* Requested service (sputum smear microscopy, treatiwreother)

2. A detailed referral form, which provides informatiabout patient history, clinical details, specific
requests for investigation, a check-list for theeiging unit on actions to be taken, and a section
for providing feed-back to the referring physician.

3. The standard transfer form which captures inforamtibout the referring unit, including PPM
DOTS unit, but not the original source of referftis means that in case of a private physician
referring to a public DOTS unit (including publidlyitiated PPMD unit) will not be credited for
the original referral in case the patient is transfd for treatment in another unit after diagnosis

4 Tuberculosis Manual of Procedures. Manila: Depariof Health, 2005
> A PPM DOTS Unit in the Philippines means a DOTS ima public or private institution which has
implemented a PPM approach, including traininggevwphysicians to refer TB suspects.
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The receiving unit should feed back informatioritie referring physician. The recommended practice
is that the referring physicians is consulted gplbone before a patients is initiated on treatménha
later stage, patients are advised to return toefegring physician, with the feedback form inclogli

all relevant clinical information.

DOTS directory
This is a directory that includes name, address pdnone numbers of all DOTS units (including PPM

DOTS Units), by region and province. The directsinpuld be used by referring physicians to identify
the relevant DOTS unit to refer to.

Treatment card
The standard treatment card includes informatiaugihame of referring physician as well as place of
treatment. This information is transferred into Ti&register.

Quarterly reports

The case finding report disaggregates all casdsr@gards to source (public vs. private), since/200
The treatment outcome report does not disaggregtiaegards to source (private vs. public).
However, since all PPMD Units submit their own repthe disaggregation is made automatically with
regards to place of treatment. (Currently, no trest is done outside the PPMD units, e.g. by riefgrr
individual physicians, so there is no need to disegate treatment outcome further).

Electronic recording and reporting

The National Epidemiological Center (NEC), whichiésponsible for disease surveillance and health
statistics in the country, have piloted (togethéhwOH/NTP) an Electronic TB Register (ETR) in
one region. The record keeping on facility leves hat been changed and paper registers are sl us
there. However, instead of using paper-based qareport forms, the DOTS units faxes copies of
the treatment register to the provincial level, venthe individual level data is entered into a dassed
register. The entered data is checked and validatgzfovincial level. Inconsistencies, signs of
incorrect data entry in the paper register, anécatins of incorrect diagnosis or categorisatiare

fed back directly to the DOTS unit. The electromgister is accessible directly by NEC and DOH.
Contribution to case detection by public vs. prvptoviders can be calculated directly from this
register.

It was not possible to get a detailed account efrésource requirement for ETR, but it seems to be
rather resource demanding. Several provinces lwdited special staff for the data entry (whereas
others had re-assigned staff part time). A detabeaduation of the system is awaited, and integrati
with other disease monitoring system may be attechfit achieve efficiency gains. From a PPM
perspective, this system offers the opportunitgriedemand (quarterly) data on contribution to case
detection, down to facility level. Since the whadiB register is sent for data entry, and the eledtro
register is on individual level, there is no needdeparate quarterly or yearly reporting on PPM.

As with the use of paper-based quarterly repdnessystem depends on correct data entry on facility
level. Presently, only the PPMD Units are considyezntering source of referral into TB registers.
Therefore the national level statistic on contritwtof private sector is likely to be a gross
underestimate. Training of staff in all DOTS wi# bequired to obtain correct data.

Data on PPM contribution to MDR management

There is a separate recording and reporting sygieiMDR management in the Philippines. It includes
information about the source of referral, the platthe last treatment, the type of treatment piedi
there, and the place of MDR treatment under the PMpPproach.

A special referral form is used, which should bediby the referring DOTS unit. The current polisy i
that only DOTS units (including PPM DOTS Units) aafier to a PMDT center. This means that
source of referral of MDR cases corresponds testatus of the DOTS unit (public or private), nat th
original source of referral. However, data abost tgpe of provider treating (public vs. privats) i
available.
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Box 1. Summary of PPM contribution in The Philipgin

Summary of the main PPM indicators for 2007

Total Number of PPMD Units

Number of PPMD Units, in private institutions
Population coverage

Trained private physicians

Actively referring physicians

% new ss+ cases refrred from private, in PPM areas
% new ss+ cases referred from private, nationally
% new ss+ cases on DOTS treatments in privatdtfasil
% Treatment success, new ss+, private

% MDR cases under PMDT referred from private

%MDR cases treated (GLC approved) in private

220
72
34% (30 million/89 million)
33% (5,000/15,000)
8% (1,200/15,000)
18% (5615/~39,000)
7% (5,650/85,740)
3% (2,720/ 85,740)
88% (eitiee 86%)
47%7(313)

108%3/313)

Trend of case detection rate

Public plus private sector
Public sector only

Case detection rate (%)

2001 2002 2003

2004 2005 2006 2007

Figure. Private sector contribution to case dedactate in Philippines (=private sector notificati@te
/ estimated incidence of new ss+) (Source: PhilC2008)
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India

India introduced an extensive PPM recording andntépy system in 14 cities where PPM was scaled
up and intensified. Sic broad categories of prawdeere engaged, categorized as follows:

H - Health department facility (Govt.)

G - Gouvt. facilities outside health department
M - Medical college (public and private)

C - Corporate sector

P - Private provider

N - NGOs

The following indicators were monitored quarterty €ach provider category:

Outcome I ndicators:

Contribution to referral of chest symptomatics

Contribution to diagnosis of smear positive cases

Contribution to new smear positive TB cases remgstéor treatment
Contribution to DOT provision

Sputum conversion rate, by provider category

Treatment outcome, by provider category

oML

Process Indicators:
7. Proportion of listed providers engaged through PPM
8. Proportion of engaged providers supervised

Existing laboratory registers, treatment cards BBdreatment registers were used, while staff were
trained to obtain and record information about sewf referral and place of treatment.

Special forms were developed for recording numibdisted providers, different types of engagement
of them, number of supervision visits, etc.

Data were reported quarterly, using paper basemtteue to the requirement to have disaggregated
information on several performance indicators qrartreports were prepared separately for each
provider category. This meant that six copies aheguarterly report was send from each of the 14
cities each month.

The experience in India showed that it is feasibleonduct detailed monitoring of many PPM
indicators if sufficient resources are in placeeath of the 14 cities there was a designated PPM
consultant and one field supervisor. All programmge trained on how to enter correct information,
while the distrcut supervisors were trained on @ataaction and reporting of PPM indicators.
However, the system was judged to be too cumberdonregular and countrywide reporting. India is
now introducing regular report on only proportidrpooviders engaged, and contribution to case
detection of new smear positive cases.

10
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14 Intensified PPM DOTS Sites: Contribution byfBient Health Sectors to New Smear Positive
Case Detection; 4q04-4905

100% -

90% 1 — — -

80%
’ R 24.5%

77 O
60% |
so b -——4 Lo _____F
40% A
30% L -——d 61206 |- -—--—_—_f 6819% [ ________| ==y

20% A

10% 4

0% + T T

TB suspects referred All S+ cases diagnosed  New S+ cases detection  No. of Patients provided
DOT
N=35658 N=49674 N=26321 N=76028

O Healthdept 0O Gowt, other than health O Medical Colleges 0O Corporate @ Private @ NGO

14 intensified urban PPM districts( 3rd gtr 200&tm gtr 2007): Summary of Contribution by
different health sectors

11
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M exico

To be added

12
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Eastern Mediterranean Region

WHO Regional Office for the Eastern Mediterraneagi@n (EMRO) has developed an online
reporting system for NTPs, the DOTS Quarterly Qalisystem ("DQonline"), which includes key
PPM indicators. The webpage is displayed below.

2 WHO EMRO - STOP TUBERCULOSIS PROGRAMME - Microsoft Internet Explorer provided by WHO =18

File Edit View Favorites Tools Help ‘
et - - (%] 2] 1| S seareh /¢ raverites @ﬁ‘ =il @l - 7]’§Fﬂ 2
Address [£]4 settings\lonnrathk\Desktap\Cancun 2010\Measuring PPM\PPM_EMRONWHO EMRO - STOP TUBERCULOSIS PROGRAMME.htm =] (63 Go ‘ Links ™
] e
{73 World Health * éj 2
&P/ Organization &% ¢
& ]

Regional Office for the Eastem Mediterranean

Gougle -Ig‘]Seemh-..» €+ signl
—

\‘-(UIH"‘,' u “ 8 7 S| =

4 D N

Arabicsite g g Updated 18 November 2003

Home Search
TE situation in the Region " . " " . &
The Fourth International Conaress of Pulmonary Disease, Intensive Care and Tuberculosis, Tehran, Islamic Republic of Iran, 13 1o 16 October
Latest documents .
Regions! plan : online
©n National Tuberculosis Day in the Islaric Republic of ran, the Fourth Infernational Congress of Pulmonary [
The Eastern Disease, Intensive Care and Tuberculosis was held simullaneously with the Twentieth National Gongress of
g Subrmityour DOTS quarlerly dai
Hediterranean Fartnershio.  Tuneroulnsis from 13 1 16 Oclober The sveritwas hossd by the Naional Instute of Tuberculosis and Lung L
Access DOTS quarierly data
LoD Disease, in wilh the European Reshi Society. The tongress was presided over by
Stop TB staff and duty Professar Ali-Akbar Yelayal with Professor Mohammad-Reza Magsjedi as the Scientific Director of the
travels Congress. Mare than 60 guests from ofher countries and many doctors, [aboratory specialisis and nurses N
Meetings and events from diferent regions of the county atiended the Congress Number of tuberculosis cases
e notified to the national tuberculosis
Ll Sl control programmes during 2008
countries Mote
“Warld TB Days
Electronic Neminal Country all |Country all
Recording Reporting forms forms
System (ENRS) National Partnership to Stop TB launched in Moroceo 24301] oman 82
Facts about tuberculosis Bahrain 304 | Pakistan | 248115
Useful links Rahat (24 October 2008). HE. Yasming Badou, the Minister of Health of Marocco, and Ms Anna Cataldi, the global Stop TB Ambassadar and former UN || Dilbouti 3717 palestine | 41
R Messenger of Peace, jaintly announced the launch of the National Parinership 1o Slap T8 in Rabat #t the end of a two-day national on || Eaypt 9760| Qatar 567
tuberculosis care. Islamic 9579 Saudi 4064
Contact us. Republic of Arabia
i 1
Regional Office homepage.  ri.q conference held from 23 to 24 Octaberwas altanded by over 300 delegates from actoss the country il
i i i Irag 9280 | Somalia_| 12481
GUIHD Realonal Offiss forhe affirming their support to stop tuberculosis In one ofthe high-hurden rountries of he WHO Eastern = i -
EBadern Wedlienanzan Mediterranean Region. On the aceasion, a national charter on tuberculosis was read and endorsed by the orean S =i
delegales. The charter was |ater released for a broader call for adoption by national public sectar Hitwat FLEY
insiitutions, civil society, professional unions and the media. The Farinership will be run by a secretariat e
i, afnrut:n " all anda forum of key willserve e Fomis e o
asthe governing hoar Libyan 1261 | Emirates ES
2 Arab
Iore - B Jamahiriya -l
[Eoene i e e
Histart] | § (o] i 0 M1 (= B0 & @ 0] [w] @ e Jolemy 1234
| 5] practical approac... | 1 ci\Documents an. . | &) Measuring PPM C... | @] Measuring PPM o... | (3] calendar - Mioros. .. |[] wHo EMRO - sT... B saturday

EMRO Stop TB website with the link to the DQonlisygstem on the right side.

Most of the countries in the region have introduttedlrevised recording and reporting system and
have established routines to record and reporcsafrreferral and place of treatment for all TB
patients. Trough DQonline, EMRO is able to monR&M performance across the region quarterly
and yearly. Yeraly data for key indicators are shamwthe figures below. As can be seen, several
countries have a large contribution by non-NTP ptens in case detection. However, some countries
like Pakistan and Afghanistan, with very large ptessectors, have so far very modest contributjon b
non-NTP providers to case detection.

13
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% of TB cases detected by non-NTP

100 -
90
90 -
81
80 77
70 | M diagnosed
60 - e
M treated & notified
X 50 -
40 37
30 - 25
20 -
13
10 - 4 4 3
0 -
& L > ol Q& 'b° > & *
éo’bo S\ & N & %{'_\‘} 5\)6 \\Q}‘\ (b{\é“
NS ] X
v&%

Proportion of all TB cases tat were referred ogdizsed by non-TB providers, and the proportion of
all TB cases that were treated by non-NTP provid@tste: In Lebanon, Syria, Jordan, and Yemen, all
TB treatment takes place in public NTP facilitiPsivate providers are the most common first contact
for people with TB symptoms in these countries.yThave become successfully engaged to refer
suspects and cases to NTP. In the other countreesN TP providers are also engaged in treatment)

Regional PPM indicators, 2008

treated &
notified by Non-
NTP out of all,
10.28%

E

M

R all, 11.28%

0.00 2.00 4.00 6.00 8.00 10.00 12.00

Status in 2008 with regards to four regional PPMdators used in EMRO.
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ANNEX 1: Formsfrom the revised recording and reporting system (WHO 2006).

Note: Circled elements are those that have beemgeltbor where new instructions on
how to fill the forms have been developed.

Tuberculosis Programme Form 1

Request for Sputum Smear Microscopy Examinatio

The completed form with results should be sént prorm gporatory fo the referring facility

Refer Date

Name of patient Age sex: OM OF

Complete address

Reason for sputum smear microscopy examination:

O Diagnosis

or O Follow-up Number of month of treatment: BMU TB r No.?
Nameature of person{tequesting examination

—_—

1. Incliding-all public and private health facility/providers
2. Be sure to enter the patient's BMU TB Register No. for follow-up of patients on chemotherapy

RESULTS (to be completed in the laboratory)

Laboratory Serial No.

Visual RESULTS
Sputum appearance *

@ﬁ%ﬁi}a Specimen NEG (1-9 (+) (++) (+++)

3

. To be completed by the person collecting the spull
Blood-stained, muco-purulent, saliva

Date Signature

15



5

Final Draft for comments Mar 2010

Tuberculosis Programme Form 2
TB Laboratory Register
Date | Resulsof | i Th
~ Reason for sputum Uand T
Lab. sp@mmen 4 E ° Complet rd “Name of\ smear microscopy /Sputum smear Reglster No|
serial rece Name (in full) =< | = omps:e & €58 referring ) examination \\ microscopy _ \  (after Remarks
No. ! < (patient fordlagnoms), facility examinations o régistration)
\\__ / Follow-up| 2 3 g

{mont onth]

D.mi 5

- Footnotes appearing on first page of the registeronly

1 Facility that referred (sent) the patient (or specimen or slides) for sputum

Yearly Report on Pro

referring TFhB-suspects/cases, laboratory diagnosis, TB treatment and patient support during treatment.
_2—-Tndicate the result for each specimen: (NEG): 0 AFB/100 fields; (1-9) exact number if 1 to 3 AFB/100 fields; (+): 10-39 AFB/100 fields; (++): 1-10 AFB/ field; [+++} > TOAEB/ field
// 3 Only for newly diagnosed sputum smear microscopy positive TB cases. Determine and write the name of the BMU and the 78 Register No. of the patient. The aim is to crossEhe{ck
regularly whether all sputum smear microscopy positive patients are entered into a BMU TB Register and are receiving treatment.

smear microscopy examination. Use standardized type of refermring facility according to block 2 of the
agerment in BMU. Referring facility is defined as any health care providers formally engaged i any of the-following | 1B c.ontrol functions (DOTS):

11
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Tuberculosis Programme Form 3
Tuberculosis Treatment Card BMU TB Register No.
MName: Disease site (check one)
Sex: OM OF Date of registration: [JPulmonary [ Extrapulmonary, specify
Age: Health facility: Type of patient (check ong)
Address: L New L Treatment after default
] Relapse U Treatment after failure
[ Transferin [ Other, specify
Name / address of community treatment supporter (if applicable)
Sputum smear microscopy Weight
I. INITIAL PHASE - prescribed regimen and dosages Referralby :———__ Month Date Lab No.| Result (kg)
-~ .
[ Self-referral \ 0
CAT (1, 11, 1): Community member
|:| [ Public facility -
Number of tablets per dose and dosage of S: Private facility/provider
(RHZE) S ther. specify //
B ——— TBHNV—
Date Result*
Cotrimoxazele-——— ARV I t———oOther HIV test
e —| CPT start |
P ART start

— P = “*#?q;_}_ Posiive; (Neg) Negatve; () Indeterminate; (WD) Not Donetunknown .~

Tick apgrop_nale_bnx_after—th&dmg&have been admimsiarad — T —_

c_'_'_'DEﬂy supplyl enter ¥". Periodic supply: enter X on day when drugs are collected and draw a horizontal line ( —_-"_'_-}throuqh the number of days supplied. @ = drugs not taken

Day 73| al5 s 78 {o w0112 34|15 6|
Month

1? 18| 19| 20| 21| 22| 23| 24| 25( 26| 27| 28| 29| 30| M
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Tuberculosis Programme o . Form 5
<Basic Manageme

I:;I
|||

Unit TB Register — Left side of the register book

Type of patient *

Date [Treatment| Site
Date of BMU x| o Health
registration | TB No. Name B3| L Address faciity’ | "Eamentjcategery | B2 ol 1 le

< E@oingm_sa_p,cg;mg on first page of the ;gfife_r only—

1 Facility where patient's-treatmenttard is Kept. In case several copies are kept, the most peripheral facility should be enteredUse stardardized type of health
< -facilities according to block 2 of the Yearly Report on Programme Management in BMU. Health facility is defined as any health institution with health care ——
—providers formally engaged in any of the following TB control functions (DOTS): referring TB suspects/cases, laboratory d|agn05ls B treatment ' and patient—
support during freatment——7———
2 Enter the treatment category: D=Treatment after default — A patient who retumns to treatment, positive
CAT |1 New case of sputum smear microscopy positive, severe sputum bacteriologically, following interruption of treatment for 2 or more consecutive
smear microscopy negative PTB & EPTB e.g. 2(RHZE)/4(RH) months.
CAT II: Re-treatment e.g. 2(RHZE)S/1(RHZE)/5(RHE) T=Transfer in — A patient who has been transferred from another TB Register to
CAT Ill: New sputum smear microscopy negative PTB and EPTB continue treatment. This group is excluded from the Quarterly Reports on TB
e.g. 2(RHZE)4(RH) Case Registration and on Treatment Outcome.
3 Tick only one column: O=0ther previously treated- All cases that do not fit the above definitions. This
N=New — A patient who has never had treatment for TB or who has taken group includes sputum smear micrescopy-positive_cases with unknown history
antituberculosis drugs for less than 1 month. _OrURNOWN outcome of previous treatment, previously treated Spnttun_smear
R=Relapse — A patient previously treated for TB, declared cured or / microscopy negative, previously treated EP, and chronic case (i.e. a patiefit~,

treatment completed, and who is diagnosed with bacteriological (+) TB '-\\ who is sputum smear microscopy positive at the end of re-treatment reglme))
(sputum smear microscopy or culture). -

F=Treatment after failure — A patient who is started on a re-treatment regimen T . I —
after having failed previous treatment.
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Tuberculosis Programme Form 10
Yearly Report on Programme Management in Basic Management Unit
Name of BMU: ’_Egcm Year: Date of completion of this form™—— Signature:
Block 1: Health care facilities/ ﬁaers involved in TB control H“'x.,_
T — — <
/“(;)E; F?E"g;ﬁrgﬁﬂ?ge:gy Facilities with laboratory facilities FaWroviding HIV services
of Target |Cumulative[Target cumulative{Cumulative No | Out of (g), No.|Out of (), No.| Out of (&) Out of (c), Out of (c)
facilities | cymuiative] number | No. toinvelvein | involved in involved in providing Mo. providing |previding HIV test No. providing
n Ih92 number to| actually | sputum smear |sputum smear| Lab. Quality [culture services DST & counsel. to all TB ARTto TB
FaCI|It}|‘I’Pf0 der BMU involve® | involved miicroscopy microscopy Assurance (g) services patients patients
type @) (b) (c) (@) () ) (h) 0 0
Public facility
Private facility/provider
Othérs °
Eléck 2: Contribution by health care facilities/ providers in TB control Block 3: Contribution by tralned and supervised ccmmu}ny
/ MNo. of new sputum smear microscopy :i&g:;sp%:;:?esg:g; in T8 control ' N : \'-‘
/ iti i i 0. new sputum smear
{ positive cases diagnosed in a year started on treatment in year No. new sputum smear microscopy%ositiue cases
{ 6.7 . o
| TOTAL _ mIcroscopy positive cases receiving treatment support by
I ) Refeg—ed Dlagn[?)sed Treated by'? referred by the community the community
Facility /provider type by by v
| | Self-referral
| | Public facility
| | Private facility /provider |
\| Others

1 Health facility is defined as any health institution with health care providers formally engaged in any of the following TB control functions (DOTS): referring TB suspectsicases, ,*"
|laboratory diagnosis, TB treatment and patient support during treatment. Facility types are indicative, consistent with the referral box of the TB Treatment Card and should be
\adapted to local context.
own number of existing facilities (provider) in the BMU. The table may be adapted with more rows to incorporate facilities that are relevant for the country.

during treatment.
4 The cinulative number of facilities (providers) that was planned to be involved in the year of the report.
ories may include PHC facility, medical college, private NGO hospital, private NGO clinic, private practitioners, corporate health facilities, prison health
s, pharmacies, traditional healers, etc.
new smear positive patients d|3gnosed and recorded in the TB Laboratory Register for the year.
w smear positive patients recorded in the BMU TB Register for the year.
es referred for diagnosis by each facility/provider category, as recorded in the column fer "name of referning health facility” in th Laboratory Register.
New smear positive casés.di ili i i i ili i i
10 New sputum smear positive s freated by respective provider category, as recorded in the column "health facility” in the BMU TB Register,_—
11 This block is filled based on the individual TB Treatment Card (referral box, name of treatment supporter) or from the 7B Register (form Doef the additional TB data -part 3).
Community is defined as trained and regula.rl_y supenflsed informal practitioners, community workerfvolunteer, family members fI'lQﬁ[fS providing services outside a facility (health
insfitution). o
Mote: This form could be filled only for selected period of tlme‘and-ﬁ)r_selecled BMU o



