FIJI TB MANUAL
4th Edition - 2017

The Wellness Concept has been adopted widely by the Fiji Ministry of Health and
Medical Services. Tuberculosis, like all respiratory related conditions falls into the
‘Breathe Well’ niche of the concept. This area of the Wellness rainbow include
ensuring that one breathes in unpolluted air, avoiding smoking and inhalants,
safeguarding household as well as community air by providing adequate
ventilation to guarantee good lung health.
The National TB Programme has also adopted the Wellness Concept’s Breathe
Well in preventative measures for Tuberculosis. These measures are outlined in
this manual and include advocating for BCG vaccination, infection control
measures in health facilities, ensuring adequate living environment in homes as
well as communities and targeted awareness and screening in high risk and
vulnerable groups e.g. diabetics, children, etc.
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DISCLAIMER
The Fiji TB Manual 2017 Revision presented in this document was developed by The
National TB Programme of the Ministry of Health and Medical Services, Fiji and
primarily for use within the country details the assessment and management of
Tuberculosis that present to health facilities around Fiji, preventative measures,
monitoring and evaluation processes as well as program supervision guidelines.
It does not constitute a text-book and therefore deliberately provide little, if any,
explanation or background to the condition and treatment outlined. It is however
designed to acquaint the reader rapidly with the clinical problem and provide
practical advice regarding assessment and management of Tuberculosis.
This Manual was produced by staff of National TB Programme, with input from
specialist clinical and primary health care departments. Where possible, we have
achieved consensus between practicing clinicians. The manual does not however
necessarily represent the views of all the clinicians who provided feedback and
comments.
The recommendations contained in this manual indicate an exclusive course of
action, or serve as a standard of medical care. Variations, taking individual
circumstances into account, may be appropriate.
The authors of this manual have made considerable efforts to ensure the information
upon which they are based is accurate and up to date. Users of this manual are
strongly recommended to confirm that the information contained within them,
especially drug doses, is correct by way of independent sources. The authors accept
no responsibility for any inaccuracies, information perceived as misleading, or the
success of any treatment regimen detailed in the manual.
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PREFACE
This is the fourth edition of the technical guide for tuberculosis control in Fiji with the
previous version published in 2004. This edition updates previous issues of the
guideline considering current data, health system and practice, treatment and
programme recommendations aligning it to the Sustainable Development Goal 3.3,
WHO TB Guidelines 2015 and the Fiji National TB Strategic Plan 2015 - 2020 .
The contents of this guide was developed with reference to the World Health
Organisation’s Stop TB Department and the International Union Against Tuberculosis
and Lung Disease recommendations.
The main objectives of this manual are:

To describe global, regional and local TB burden and the strategy for effective
TB control;

To describe standardized treatment regimens according to TB case definitions
which can be applied across all levels of care;

To demonstrate monitoring and evaluation principles for individual patients
and the Programme;

To provide information on special and emerging situations in TB control and
the ultimate goal of TB elimination
This manual has been endorsed for use by the TB Technical Working Group, Medical
Clinical Services Network and the National Medical and Therapeautic Committee
(pending) and is aimed primarily at TB clinicians, Public Health staff, Clinical staff and
civil society organizations, but all cadres of the health profession in the public and
private sector will also find it useful.
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ABBREVIATIONS
ACSM

Advocacy Communication Social Mobilization

AFB

Acid Fast Bacilli

AIDS

Acquired lmmuno Deficiency Syndrome

ART

Anti-retroviral therapy

BCG

Bacillus Calmette Guerin (TB vaccine)

CDOT

Community Directly Observed Treatment

DISMAC

Disaster Management Committee

DMRL

Daulako Mycobacterium Reference Laboratory (Twomey Hospital)

DOTS

Directly Observed Treatment Short course

DST

Drug Susceptibility Testing

EPTB

Extra pulmonary tuberculosis

FDC

Fixed Dose Combination

GMU

Grant Management Unit

HIV

Human Immunodeficiency Virus

IPT

Isoniazid Preventative Therapy

ISTC

International Standards for Tuberculosis Care

IUATLD

International Union against Tuberculosis and Lung Disease

KOICA

Korea International Cooperation Agency

MDR-TB

Multidrug Resistance (Tuberculosis)

MO

Medical Officer

MOH MS

Ministry of Health and Medical Services

NDMO

National Disaster Management Office

NGO

Non-Government Organisation

NTP

National Tuberculosis Programme

PICT

Pacific Island Countries and Territories

PLHIV

People Living with HIV

PTB

Pulmonary Tuberculosis

QMRL

Queensland Mycobacteria Reference Laboratory

SDHS

Sub-Divisional Health Sister

SDMO

Sub-Divisional Medical Officer

TB

Tuberculosis

TBCO

TB Control Officer (Divisional Post)

TBLN

TB Liaison Nurse (Sub divisional or medical area)

TBNC

TB Nursing Coordinator

WHO

World Health Organization

XDR-TB

Extensively drug-resistant Tuberculosis

Medicines:

(E )Ethambutol

(H)Isoniazid

(R)Rifampicin

(Z)Pyrazinamide
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(S)Streptomycin
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INTRODUCTION

Tuberculosis Epidemiology

Global TB incidence rates are falling in five of WHO’s six regions (the exception is the
South-East Asia Region, where the incidence rate is stable). If these trends are
sustained, the SDG target of elimination will be achieved.
There has been a 45% reduction of TB Mortality from 1990 to 2013 with a 41%
reduction in prevalance for the same period. There has been a global increase in
Treatment Success Rates (TSR) with the past 6 years recording TSR of 86% which is
above the 85% TSR reccomendation by the World Health Organization. This is a
result of 15 years of intensive efforts to improve TB care and control.However, there
have been poor TSR recorded from the developing countries across all regions due to
poor reporting processes. (UN, 2015)
In spite of the improvements in TB care over the past decades, global estimates
continue to increase with newer challenges like TB/HIV co-infections, Multi Drug
Resistant and Extreme Drug Resistant TB. Inequalities in healthcare and limitations to
TB specific funding will need to improve on a global scale if the Sustainable
Development Goals for Tuberculosis are to be reached by 2030. (Global TB Report 2016)
In 2008, the Pacific had 8% fewer TB cases than 2007 notified to national TB
programmes. Excluding Papua New Guinea (PNG), 1459 TB cases were notified, a
notification rate of 48 per 100,000 of total population. A further 13,984 TB cases
were notified in PNG in 2008. The numbers and rates of TB cases notified in individual
countries and territories varied significantly, ranging from zero in Niue to 387 in
Solomon Islands to 13,984 in PNG. (SPC, 2014)
There has been a steady increase in Case Notification Rates in Fiji since 2007 with
alarming increases in the 25 -34 and 35 – 44 age groups which has been attributed
to recent and on-going infections. (Pezzoli et al, 2016) The case detection and
treatment success rates for the country at 95% and 81% are now above or close to
the internationally recommended targets of 70% and 85%, respectively. Reasons for
a low treatment success rate are varied but can include: an interrupted TB medicines
supply, limited access to TB clinic services, poorly functioning or non-effective directly
observed therapy (DOT), and costs associated with TB treatment. In addition, the
rate of death in TB patients and loss to follow up influence the treatment success
rate.
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Figure 1: Global Distribution of TB Cases (Source: WHO Global TB Report 2014)

In light of the increased case notification rates and in line with the Ministry of Health
and Medical Services National Strategic Plan, the TB program has also developed the
National TB Strategic Plan 2015 – 2020 to highlight the program direction. In
addition, an allocative efficiency study was conducted in 2016 to assist the Program
in allocating resources efficiently for higher impacts.
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Figure 2: Case Notification Rate (per 100, 000 population)
oTuberculosis in Fiji 2002 - 2013
(Source: Pezzoli et al, 2016)

Structure of the National Tuberculosis Programme (NTP)

TB control efforts began in 1946 after the second World War following an increase in
TB cases. The Fiji National Tuberculosis Programme (NTP) was established in 1951
and adopted the DOTS strategy in 1997. Specific roles for each level of facility in
terms of TB care can be found in Chapter 5.
Currently there are three (3) DOTS centres in Fiji which are located in Labasa,
Lautoka and Tamavua-Twomey hospitals which manage TB control activities in the
North, West and Central/East respectively. DOTS Centres are the divisional NTP
administrative treatment centres where treatment is initiated. By December 2016,
there is a plan to have ten (10) hospitals or health centre laboratories performing TB
microscopy which include:
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Central Division:
1. Tamavua Twomey Hospital
2. CWM Hospital
Eastern Division:
3. Kadavu Hospital
Western Division:
4. Lautoka Hospital
5. Rakiraki Hospital
6. Sigatoka Hospital
7. Nadi Hospital
Northern Division:
8.Labasa Hospital
9.Savusavu Hospital
10. Taveuni Hospital

Minister of Health and Medical Services
(MOHMS)

Permanent Secretary - MOHMS
Deputy Secretary Public Health - MOHMS

Grant Management
Unit

National Tuberculosis Program

Central Eastern Division

Western Division

Northern Division

Tamavua Twomey Hospital

Lautoka Hospital

Labasa Hospital

Lautoka Laboratory

Labasa Laboratory

Colonial War Memorial Hospital

Divisional Level

DMRL (Microscopy & Culture)

IN SEPARATE PDF
All Sub-divisional
.

Sub - divisional
Level

Hospitals, health centres
and nursing stations

All Sub-divisional Hospitals,
health centres and nursing
stations

All Sub-divisional
Hospitals, health centres
and nursing stations

Microscopy Centre
Kadavu

Microscopy Centre
Rakiraki/ Sigatoka/ Nadi

Microscopy Centre
Savusavu/ Taveuni

Figure 3: Organisational Structure of the National TB Programme
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The programme is looking to initiate TB treatment from subdivisional facilities to
reduce catastrophic costs to patients for TB by enhancing universal access to health
care and services.
TB care and services must be easily accessed by the community. The Ministry of
Health and Medical Services (MOHMS) in Fiji has followed the principles of the WHO
recommended DOT strategy successfully since 1997. The five elements of the DOT
strategy are:
1)

Sustained political commitment

2)

For case detection access to quality assured TB sputum microscopy

3)

Standardised short course chemotherapy for all cases of diagnosed TB
under proper case management conditions, including direct observation of
treatment

4)

Uninterrupted supply of quality anti-TB medicines for the duration of
treatment for each patient

5)

Recording

and reporting system enabling outcome assessment of every

patient as well as of the overall programme performance

Source: WHO

This strategy evolved into the Stop TB strategy which was later then developed into
the End TB Strategy and as a result, the National TB Programme launched a 5 year
Strategic Plan in 2015 as a guide towards all TB control activities with defined targets
for 2019 and 2035 in line with the Global End TB Strategy. The targets focus on
specific objectives which are grouped into three pillars of TB care.
To fulfill these objectives, the Fiji TB control programme will need to be:

fully integrated in the general health care structure, in particular for primary
health care settings;

effective nation-wide, reaching rural and urban populations and

responding to the needs of the people
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Figure 4: National TB Strategic Plan summary
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1. CLINICAL APPROACH TO TUBERCULOSIS
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1. CLINICAL APPROACH TO TUBERCULOSIS
D ETECTING

AND DIAGNOSING PEOPLE WITH TUBERCULOSIS

The major strategy for detecting tuberculosis in Fiji is to ensure that all people with
symptoms of TB are identified as Presumptive TB Cases and appropriately
investigated.
For this to be achieved there needs to be:







Knowledge of the symptoms and referral processes of TB among ALL health care
workers including community health workers, civil society organisations and
traditional healers;
Delivery of health education on TB and associated co-morbidities to the
community by trained health care workers;
Systems in place to encourage health seeking behaviour at the community level
– Public and Private health providers;
Improved laboratory capacity in processing quality sputum microscopy and
culture;
Improved capacity of health care workers in collecting and transporting sputum
specimens in accordance with the National TB standard operating procedure.

1.A) History Taking

Tuberculosis is a multi-systemic disease with signs and symptoms that often mimic
other diseases. A high degree of suspicion must be present in any person who
presents to any health facility with the following symptoms.
Constitutional Symptoms:







Fever
Unexplained weight loss/ Failure to Thrive in children
Loss of appetite
Night sweats
Malaise
Feeling unwell

The presence of these constitutional symptoms with an addition to one or more of the
following groups of symptoms must warrant further investigations:
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Table 1: Signs and Symptoms of TB

Respiratory Signs and Symptoms







Neurological Signs and Symptoms




Skeletal Signs and Symptoms








Genitourinary Signs and Symptoms






Gastrointestinal Signs and Symptoms







Cough of more than two weeks
Haemoptysis
Shortness of breath
Chest pain (usually associated
with pericarditis or pleuritis)
Unexplained lymph node swelling
(cervical, sub mandibular or sub
mental regions)
Headache that has either been
intermittent or persistent for 2 -3
weeks
Mental status change that maybe
subtle initially
New onset of seizures
Lateralising signs
Cranial Nerve palsy
Back pain or stiffness
Lower extremity paralysis (in as
manyas half of patients with
undiagnosed Pott’s Disease)
Tuberculous arthritis, usually
involving only 1 joint (most often
the hip or knee followed by the
ankle, elbow and wrist)
Dysuria
Frequent urination
In men, a painful scrotal mass,
prostatitis, orchitis or
epididymitis
In women, symptoms mimicking
pelvic inflammatory disease and
an acquired abnormal menstrual
cycle or symptoms
Non-healing ulcers of the mouth
or anus
Difficulty swallowing (with
oesophageal disease)
Abdominal pain mimicking peptic
ulcer disease (with gastric or
duodenal infection)
Malabsorption (with infection of
the small intestine
Pain, diarrhoea, or
haematochaezia (with infection of
the colon)

Not every cougher has TB, not every TB has a cough
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R ISK F ACTORS
Having one of the following may increase the risk of contracting the disease and
must be asked during history taking:









Contact history of bacteriologically confirmed Pulmonary TB
HIV
Diabetes
Organ transplant
Chemotherapy medicines e.g. alpha necrotic tumour medicines
Steroid use e.g. prednisone
Silicosis
Migration from an endemic area for TB or MDR TB

1.B) Physical Examination

In chronic or severe TB disease, there is marked cachexia and pallor.
Physical examination findings associated with TB depend on the organs involved.
Patients with pulmonary TB may have the following:




Abnormal breath sounds, on most occassions, over the upper lobes. However,
usually noted around the affected areas
Crepitations or bronchial breath sounds which indicate consolidation
Decreased breath sounds over affected areas

Signs of extra-pulmonary TB differ according to the tissues involved and may include
the following:







Confusion
Coma
Neurological deficits
Chorioretinitis
Lymphadenopathy
Cutaneous lesions

Classic symptoms are often absent in high-risk patients, particularly those who are
immuno-compromised, the very young or elderly.
The absence of any significant physical findings does not exclude active TB.
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Lymph Node TB

Spinal TB

Abdominal TB

Figure 5: Common Extra-pulmonary TB sites

1.C)

Investigations

Initial investigations must include the following for any patient presumed to have TB
disease:
MICROBIOLOGICAL TESTS
For Divisional Hospital
An early morning sputum of good quality is ideal. If this is not possible, a spot
sputum of good quality must be collected as the initial investigation for presumptive
TB patients for GeneXPert (Nucleic Acid Amplification Testing – NAAT) which also
tests for Rifampicin resistance

For patients that are admitted in the wards, an early morning sputum of good quality
is required. In an outpatient or clinic setting, a spot sputum of good quality is
adequate to conduct the tests.
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Spot with Early Morning sputum or 2 spot
sputums
(Good Quality)

Figure 6: Divisional Presumptive PTB algorithm

SUB DIVISIONAL AND PERIPHERAL HEALTH FACILITIES

TWO sputum specimens of good quality must be collected using the method described
below

One is collected immediately (spot), when the patient is first seen. The other must be
collected as an early morning sample (EMS). If this is not feasible, two consecutive
good quality spot samples can be included.
Those who live near a DOTS centre or TB treatment centre (Tamavua Twomey,
Lautoka, Labasa Hospitals and Rabi Health Centre) can be referred for appropriate
care and follow up. However, those who would take more than one day to travel to
the DOTS centre, who are too sick to travel, or cannot afford to travel must have the
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initial investigations performed at the hospital or health centre nearest to where they
live.
These specimens must be transported to the nearest DOTS or microscopy centre for
slide preparation and examination. The responsible DOTS centre must then transfer
the original sputum specimen to the DOTS centre in Suva (at Tamavua-Twomey
Hospital) for culture. The cost of sputum transport must be borne by the MOHMS.
If the need for patient referral or assistance arises, travel arrangements for
presumptive TB cases can be facilitated by the Ministry of Health and Medical
Services through the National TB Program must the need arise.
Central and Eastern Divisions:3321066 ext. 119 TB Ward/ TB
Outpatients Clinic
Northern Division: 8811444 ext. 841325/ 841262 TB Ward
Western Division:6660399 ext. 641165 Tagimoucia Ward

The sputum specimen must reach the nearest microscopy centre within five days of
collection provided that it is stored and transported through a cold chain
maintenance system similar to vaccines (2 – 8 degrees Celsius)
Global Laboratory Initiative (2014)

Presumptive TB Cases whose sputum microscopy is negative for AFB must be
referred to the nearest Health Centre or sub-divisional hospital (if initially seen at a
peripheral level). They must receive a course of conventional antibiotics e.g.
Erythromycin or Amoxycillin for up to 14 days. If the symptoms do not resolve with
this treatment they must be referred to the nearest DOTS centre with x-ray facilities
where they can be investigated for PTB.
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Spot with Early Morning sputum or 2 spot
sputums
(Good Quality)

Figure 7: Peripheral health facility Presumptive PTB algorithm

SPUTUM
i.

ii.
iii.

iv.
v.

COLLECTION , PROCESSING AND TRANSPORT

Fill in the form "Request for sputum examination" (TUB 2a – Annex 2). Write
the name, registration number (NHN or OPF number), date of birth, requesting
health care worker, referral source and date of collection on the label of the
sputum containers and request forms.
Demonstrate to the patient how a good quality sputum specimen is produced
by taking a deep breath and coughing deeply
Find an outdoor location, away from others, for the patient to expectorate
sputum into the sputum container. For children, the use of nebulizers
preferably with hypertonic saline solution may help in stimulating the airways
in order to obtain a good sputum sample.
Direct the patient to firmly close the container after sample collection
Health worker MUST ensure that both samples are of good quality
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vi.
vii.
viii.

ix.

Place the container inside a biohazard bag and the request form in the the
side pouch. Ensure that the bag is properly sealed and labelled
Ensure proper handwashing technique
Dispatch both specimens with the request form to the nearest microscopy
centre within 5 days provided that the sample is stored and transported using
the cold chain management system
Procedures for packaging and transportation are documented in the Annex 7

Figure 8: Sputum Collection
Source: https://www. aidsmap.com/

A recollection must be advised if the health workers notices a poor sample
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Figure 9: Good sputum quality
Source: https://www.sfhealthnetwork.org

Sputum processing for microscopy and culture is free for diagnostic
services but charges may apply for foreigners and immigration purposes
in accordance with the Hospitals and Dispensaries Act 2012

MICROSCOPY
A registered health care worker can request for sputum microscopy at any
microscopy centre.
Table 2: Intepretation of Sputum Smear Microscopy Results
Examination
Result
Grading
No. of fields to
be examined
More than 10 AFB per
Positive
3+
20
oil immersion fields
Positive
2+
50
1 -10 AFB per oil
immersion fields
10 -99 AFB per 100 oil
immersion fields
1 -9 AFB per 100 oil
immersion fields
No AFB per 100 oil
immersion fields

Positive

1+

100

Scanty

Record exact
numbers seen
No AFB Seen

100

No AFB
Seen
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Figure 10: Location of microscopy centres around Fiji

SPUTUM

CULTURE

The request for culture can only be directed by the TB Control Officer after the second Gene Xpert test
yields a negative result for divisional hospitals or two “No AFB” smears for peripheral facilities

 Liquid culture which is also available at the Daulako Mycobacterium Reference
Laboratory (DMRL) at Tamavua Twomey Hospital yields positive results after 7 –
14 days
 TB culture is only performed at the DMRL
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DRUG S USCEPTIBILITY TESTING (DST)
Rifampicin resistance can be detected using the GeneXPert. Currently, specimens are
referred to the Queensland Mycobacterial Reference Laboratory (supranational
reference laboratory) in Brisbane for DST for other medicines (Isoniazid,
Pyrazinamide and Ethambutol). The NTP intends to scale up laboratory services at
DMRL by 2018 to be able to perform DST for first line medications.
DST must be requested for:

All re-treatment cases and their contacts

All patients who remain smear positive at 2 months

All patients who remain positive at 5 months (Treatment Failure)

All cases who have been contacts of patients with known MDR-TB and dually
infected with TB and HIV

Those who come from areas with high endemicity of MDR-TB

RADIOGRAPHIC EXAMINATION :
Tuberculosis must be diagnosed whenever possible by clinical evaluation and
bacteriological examination (sputum, pus, CSF, etc). Chest X-rays and any other Xray examination e.g. Thoraco-Lumbar spine x-rays are valuable for sputum smear
negative cases. X-ray findings suggestive of TB in patients with a negative
microbiological result must always be supported by physical examination findings.
The diagnosis must be confirmed after consultation between a clinician and a TB
Control Officer.
X-ray may be helpful in assessing the extent of lung damage in complicated cases. It
is also important in the diagnosis of tuberculosis in children and extra-pulmonary TB.
When difficult to intepret X-rays, a CT Scan may be necessary to confirm TB disease.
Outlined below are some Chest X-ray images which have been classified into Typical
Changes of Pulmonary Tuberculosis, Atypical Changes of Pulmonary Tuberculosis and
Unlikely Changes of Pulmonary Tuberculosis for Fiji.
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Typical Changes in TB

Atypical Changes in TB
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Unlikely Changes in TB
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Typical Changes in TB

Atypical Changes in TB

Unlikely Changes in TB

Figure 11: Chest X-ray panel for Pulmonary TB

BLOODS:
The following tests must be ordered for all newly diagnosed TB cases
1.
2.
3.
4.
5.

Full Blood Count
Baseline Urea, Electrolytes and Creatinine
Baseline Liver Function Tests (AST, ALT, Bilirubin levels)
Random or Fasting Blood Sugar levels
Consented HIV test after counseling by a certified counselor
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TUBERCULIN

SKIN TEST/

PURIFIED PROTEIN D ERIVATIVE/

MANTOUX TEST

(TST, PPD

OR

MANTOUX

TEST):

This is relevant to:
The diagnosis of tuberculosis in children
The
diagnosis
of
extra-pulmonary
tuberculosis.
 The decision to give isoniazid preventative
therapy (IPT) for treatment of
latent
tuberculosis infection
There are two blood tests, which use Immuno Gamma Release Assay (IGRA) that are
available to complement the TST in diagnosing Latent TB infection but is only
available in the private sector.



It may sometimes be relevant to the diagnosis of smear negative pulmonary and
extra pulmonary tuberculosis. It has no role in the initial investigation of
patients with presumptive pulmonary tuberculosis.
TST is only available at Divisional Hospitals and it is advisable that this test be
administered by a registered nurse. Instructions on the administration and the
reading of the test results are included in this document (Appendix 12)
The test is usually done on the right forearm and read after 48-72 hours. The
induration (not erythema) is measured transversely with a positive test constituting:

>10 mm for HIV seronegative patients

>5mm for immunocompromised patients
Details of the test can be found in Annex 4.
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Table 3: False Positive and False Negative causes - Mantoux









False Positives of TST

False Negatives of TST

Infection with non 
tuberculosis mycobacteria
(NTM)
Previous BCG vaccination

Incorrect method of TST
administration

Incorrect interpretation of
reaction

Incorrect bottle of antigen
used


Cutaneous anergy (anergy is
the inability to react to skin
tests because of a weakened
immune system)
Recent TB infection (within 810 weeks of exposure)
Very old TB infection (many
years)
Very young age (less than 6
months old)
Recent live-virus vaccination
(e.g. measles and smallpox)



Some viral illnesses (e.g.,
measles and chicken pox)



Incorrect method of TST
administration



Incorrect interpretation of
reaction

CSF STUDIES:
Neurological TB is suspected in the following conditions and a lumbar puncture may
be needed:




Headache that has been either intermittent or persistent for 2-3 weeks
Mental status change that maybe subtle initially
Neurological signs and symptoms and history that are suggestive of TB
Meningitis

Contraindications for the procedure must be observed and the procedure must be done
in a controlled, sterile environment (preferrably in a Divisional Hospital) where the
biochemical and microbiological studies can be performed within 30 minutes of obtaining
the sample
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Samples suitable for Gene Xpert
Sputum
Cerebro Spinal Fluid
Urine
Pus
Ascitic and Pleural Fluid
Other tissue and samples for GXP e.g stool samples for children will need
consultation with the respective Divisional TB Control Officers

Type of TB

Pulmonary

Extra Pulmonary e.g. Lymph
Node,
Pleura,
Abdomen,
Meninges, etc.

Test

Sputum studies

Sputum, radiological studies
and Mantoux WITH Biopsy,
CSF studies, Pleural Fluid
analysis, Ascitic fluid analysis,
Urinalysis,
Pericardial
fluid
analysis,
Synovial
fluid
analysis, Radiological studies,
Histological
studies,
Stool
analysis, Seminal fluid analysis,
etc.

Radiological studies

Table 4: Summary of Investigations for TB

1.D






ASSESSMENT AND CLASSIFICATION OF
TUBERCULOSIS

A case of tuberculosis is diagnosed with one of the following:
Positive smear from microscopy
Positive Gene Xpert result
Positive Culture for Mycobacterium Tuberculosis
Clinician in consultation with the TB Control Officer concur on a Tuberculosis
diagnosis from radiological examination regardless of negative bacteriological exams
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Cases of tuberculosis are further classified according to the anatomical site of
disease, bacteriological status and the history of previous treatment. 2013
These methods of classification are needed for:

Selecting appropriate treatment regimens
AND

Patient registration and notification, which is relevant to analysis of
treatment outcomes and evaluation of program performance

saw a review of classification by the World Health Organisation and these changes
are also reflected in this manual.

A NATOMICAL

SITE OF DISEASE

Pulmonary tuberculosis refers to a case of TB involving the lung parenchyma
(including miliary tuberculosis). All other cases where the lung parenchyma is not
involved (including intrathoracic lymphadenopathy caused by TB and pleural TB) are
classified as extra-pulmonary tuberculosis.
Pulmonary tuberculosis takes precedence over extra-pulmonary tuberculosis on
classification of the disease e.g. A patient with TB disease affecting both the lungs
and the spine will be classified as Pulmonary TB with EPTB (Spine)

Figure 12: Extra Pulmonary TB sites
Source: Wirral University Teaching Hospital, 2014
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BACTERIOLOGICAL

CLASSIFICATION

A case is classified as Bacteriologically Confirmed (BC) if one or more sputum
specimens collected at the start of treatment are positive for AFBs on microscopy,
MTB is detected on GeneXPert or grows MTB on Liquid or Solid culture medium. This
applies for both Pulmonary and Extra-pulmonary Tuberculosis

A case of pulmonary TB is classified as Clinically Diagnosed (CD) if at most TWO
sputum specimens collected at the start of treatment are negative for AFBs on
microscopy, Culture and Gene XPert with
Radiological abnormalities consistent with active pulmonary TB
AND
No improvement in response to a course of broad spectrum antibiotics
(excluding anti-TB medicines, fluoroqunolones and aminoglycosides)
The decision is made by a Clinician in consultation with a TB Control Officer; to treat
Source: adapted from WHO 2013
with a full course of anti – TB medicines

HISTORY

OF PREVIOUS TREATMENT

At the time of registration, each patient diagnosed with TB, is classified according to
whether s/he has previously received TB treatment and the outcome of that
treatment.
The following classifications are used:
New. These are patients who have never had any treatment for TB or who have taken
anti-TB medicines for less than a month.
Relapse. A patient previously treated for TB who has been declared cured or
treatment completed, and is again diagnosed with TB
Treatment after Loss to Follow Up. A patient who returns to treatment, regardless
of bacteriological confirmation, following interruption of treatment for 2 months or
more.
Treatment after failure. A patient who has started on a re-treatment regimen after
having failed previous treatment.
Transfer In. A patient who has been transferred from one DOTS Centre to continue
treatment in another DOTS Centre
Transfer Out. A patient who has been transferred from a DOTS Centre to continue
treatment in another DOTS Centre or another country
Source: WHO 2014
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1.E Treatment of Tuberculosis

The following patients must be commenced on Anti Tuberculosis therapy

All patients with bacteriologically confirmed sputum smears

All patients with GeneXPert positive sputum samples

All patients with culture positive samples

All patients who are classified as Clinically Diagnosed Tuberculosis by a TB
Control Officer in consultation with a Clinician

Once a diagnosis of Tuberculosis is made, treatment must be commenced
immediately and the divisional TB Control Officer must document the details of
the diagnosis in the divisional register within 3 calendar days.
ALL newly diagnosed Bacteriologically Confirmed patients MUST be registered
regardless of initiation of treatment
ALL newly diagnosed patients MUST have a Risk Assesment conducted using the TB
Risk Assesment Form to determine the appropriate patient care and welfare plan.
(Annex 2)

The following medicines are on the Fiji Essential Medicine List and are routinely used
in the first line treatment of Tuberculosis.
Medicine
Dose
Maximum
Mode of Action
Elimination
Dose
Rifampicin
10mg/kg 600mg/daily
inhibits ribonucleic
Liver
acid synthesis in a
broad range of
microbial pathogens
(bactericidal)
Isoniazid
5mg/kg
300mg/daily
inhibits cell-wall
Kidney
(>15
biosynthesis by
years)
interfering with lipid
10mg/kg
and DNA synthesis
(<15
(bactericidal)
years)
Pyrazinamide 30mg/kg 2500mg/daily
weakly bactericidal
Kidney
against M.
tuberculosis, but has
potent sterilizing
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Ethambutol

25mg/kg

1200mg/daily

Streptomycin

15mg/kg

1G/day
750mg/day
>60years
Not
<12years

activity, particularly
in the relatively
acidic intracellular
environment of
macrophages and in
areas of acute
inflammation.
inhibits the transfer
of mycolic acids into
the cell wall of the
mycobacterium
(bactericidal)
Streptomycin is
a protein synthesis
inhibitor

Kidney
and
Liver

Kidney,
Tears
and
Breast milk

for

Pyridoxine*
(Vitamin B6)

10mg

50mg/day
Prophylaxis
100-200mg/day
Symptomatic

Prednisone
**

1mg/kg

50mg/day

Replaces the active
form of the vitamin
B6, and hence often
prevents peripheral
neuropathy
Reduces the
sequelae/
complications of TB
disease

GIT

Kidney

Table 5: Anti TB Medicine Doses (summary)
* Pyridoxine is only given as an adjunct therapy and is indicated for children,
malnutrition, alcohol abuse, PLHIVA, in pregnancy and while breastfeeding
** Steroid use is limited to patients with Neurological, Cardiac and extensive
pulmonary TB disease for HIV seronegative patients and IRIS for HIV seropositive
patients for 30 days at a tapered dose
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N EW

CASES

a) Regimen for new patients
Table 5: Anti TB Medicine Doses (New patients)
Treatment phase

Essential anti-TB medicine (abbreviation)

Intensive

Rifampicin (R)
Isoniazid (H)
Pyrazinamide (Z)
Ethambutol (E)

Continuation

Rifampicin (R)
Isoniazid (H)

R ECOMMENDED

REGIMENS

WHO now recommends that Fixed Dose Combination (FDC) treatment must be used
for intensive and continuation phase. Regimens are available for adults, children, new
and re-treatment cases. The regimens below are based on FDC medications. For
adults, these are available in patient kits which must be supplied for individual
patients.
Stop TB. http://www.stoptb.org/gdf/whatis/documents.asp) (accessed 11/4/2016)

Weight

Table 6: Paediatric Anti TB Medicine Doses
Intensive Phase (2 months)
Continuation phase
(4 months)
R 150
R 150
H 75
H 75
Z 400
E 275

<30kg

1

1

30-45kg

2

2

46 – 60kg

3

3

>60kg

4

4

C HILDREN < 30 KG
Children must be weighed monthly during treatment and the dosages must be
adjusted accordingly. The regimens with ethambutol must be reserved for children
with tuberculous meningitis, osteo-articular tuberculosis or with TB-HIV co-infection.
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The following dosages of anti – TB medicines must be used daily for the treatment of
TB in children:
Isoniazid (H) 10mg/kg (Range 7-15mg);
Rifampicin (R) 15mg/kg (Range 10-20mg/kg);
Pyrazinamide (Z) 35mg/kg (Range 30-40mg/kg)
Ethambutol (E) 20mg/kg (Range 15-25mg/kg)
i)
Children between 5kg and 20kg (without ethambutol) – Number of tablets to
be taken daily
Intensive Phase (2 months) Continuation phase (4 months)
Weight
R 30
R 60
R 60
R 60
H 30
H 60
H 30
H 60
Z 150
5 to 7 kg
1
1
1
1
8 to 14 kg
2
1
2
1
15 to 20 kg
3
2
3
2
ii)

Children between 5kg and 20kg (with ethambutol) – Number of tablets to be
taken daily
Intensive Phase (2
Continuation phase (4 months)
months)
Weight
R 30
R 60
E 100
R 60
R 60
H 30
H 60
H 30
H 60
Z 150
5 to 7 kg
1
1
1
1
1
8 to 14 kg
2
1
2
2
1
15 to 20 kg
3
2
3
3
2
iii)
Children between 21kg and 30kg without ethambutol – Number of tablets to
be taken daily
Intensive Phase (2 months) Continuation phase (4 months)
Weight

R 150
R 60
Z
R 150
R 60
H 75
H 60
H 75
H 60
5 to 7 kg
2
2
2
2
2
iv)
Children between 21kg and 30kg with ethambutol– Number of tablets to be
taken daily
Intensive Phase (2
Continuation phase (4
months)
months)
Weight
R 150
R 60
R 150
R 60
H 75
H 60
H 75
H 60
Z 400
E 275
21 to 30 kg
2
2
2
2
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R E -TREATMENT CASES
All re-treatment patients must have cultures sent to the QMRL in Brisbane for Drug
Succeptibility Testing (DST). While awaiting the results of DST, re-treatment patients
who have been previously treated or relapsed after their first treatment regimen
must be started on the standard re-treatment regimen. The treatment regimen must
be adjusted on the basis of DST when results are available.
Table 7: Retreatment regimen






Treatment phase

(months)Intensive phase

(months)Continuation phase

Regimen*

(3)Rifampicin
(3)Isoniazid
(3)Pyrazinamide
(3)Ethambutol
(2)Streptomycin

(5)Rifamipicin
(5)Isoniazid
(5)Ethambutol

If the organism is confirmed as fully-susceptible to the standard first-line
medicines, then the re-treatment regimen must be continued.
Streptomycin is ceased after two months, the other intensive phase therapy
(rifampicin, isoniazid, pyrazinamide and ethambutol) is continued for a third
month.
The standard continuation phase (rifampicin,isoniazid & ethambutol) then begins
and continues for five months. This regimen totals at least 8 months.
Streptomycin must not be used in children, in pregnancy or patients with renal
disease.

If MDR-TB is confirmed then an appropriate regimen must be given based on
DST results.
R EGIMENS

FOR EXTRA -PULMONARY TUBERCULOSIS

All EPTB presumptive cases are to be referred to the divisional facilities for
investigations
Extrapulmonary tuberculosis (EPTB) refers to a case of TB involving organs other
than the lungs, e.g. pleura, lymph nodes, abdomen, genitourinary tract, skin,
meninges, joints and bones
Diagnosis must be based on at least one specimen with confirmed M.tuberculosis,
histological evaluation or strong clinical evidence consistent with active EPTB,
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followed by a decision by a Physician in consultation with a TB Control Officer, to
treat with a full course of anti TB medications.
The continuation phase of therapy will be prolonged (as directed by the TBCO) in
patients with EPTB

CNS TB: 9 - 12 months (2months of Intensive Phase)

Osteo-articular TB: 12 months (2months of Intensive Phase)

Extensive Pulmonary TB: Extended treatment to 12 months depending on clinical
improvement (2months of Intensive Phase)
Patients with tuberculous pericarditis or tuberculous meningitis must receive
prednisone for the first 10 – 12 weeks of therapy. The dose must start at 50 mg daily
(1 mg/kg/day in children) and tapered off for the duration of treatment.

1.F

Management of Adverse Reactions & Interactions

D RUG I NTERACTIONS

Rifampicin is Cytochrome P450 enzyme inducer and therefore decreases the
serum concentration thus decreasing the effects of anti-depresants, beta
blockers, steroids, protease inhibitors, efavirenz, delavirdine, cyclosporins,
diltiazem, verapamil, fluconazole, itraconazole, haloperidol, methadone,
tetracyclines, chloramphenicol and anti rejection medications such as tacrolimus.
Clinicians may need to adjust dosages or alternative medications

Patients on hormonal contraception e.g. oral contraceptive pills (OCP) must be
advised to use alternative means of contraception (non-hormonal) during
TB treatment as rifampicin decreases the method’s efficacy

Care must be taken for patients on Carbamazepine, Chlopromazine, Sodium
Valproate, Theophylline, Dilantin and Diazepam since Isoniazid increases the
toxicity of these medicines

Topical anti fungals is preferred for treatment of skin infections as Isoniazid
decreases the effect of Ketoconazole

Rifampicin may also cause toxicity if given with Trimethoprim-sulfamethoxazole

Regular monitoring of coagulation state as Isoniazid increases the effect of
anticoagulants while Rifampicin decreases the effects of anticoagulants

Regular monitoring of CBG as Isoniazid causes hyperglycaemia
Source: Heartland National TB Centre

Patients must be informed of the more common or serious side effects of treatment
at the commencement of treatment:
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SIDE EFFECT

Table 8: TB Medicine Side Effects
ANTI-TB MEDICINE
MANAGEMENT
RESPONSIBLE

Minor
Anorexia, nausea,
abdominal pain

R, Z

Joint pains

Z

Burning sensation
in feet

H

Orange/red urine,
tears or any other
bodily fluid
SIDE EFFECT

R

ANTI-TB MEDICINE
RESPONSIBLE

Major
Itching, skin rash

H, R, Z, S

Deafness, no wax
on auroscopy

S

Dizziness (vertigo
& nystagmus)

S

Jaundice (other
causes excluded)

H, Z, R

Confusion (acute
liver failure if
jaundice is
present)

Most anti-TB
medications

Visual impairment
(other causes
excluded)
Shock, purpura,
acute renal failure

Continue anti-TB
medicines, monitor closely
with adjunct therapy
Give medicines with small
meals or half an hour before
bedtime
Paracetamol or Ibuprofen
Pyridoxine 100mg daily
Reassurance, Increase
hydration, Avoid light
coloured clothes
MANAGEMENT
Stop responsible
medication (s)
Stop anti-TB
Stop S, use E
Stop S, use E
Stop anti-TB medications
Stop anti-TB medications,
urgent LFTs & PTTK

E
R

Stop E
Stop R
Source: Saukkonen. J (2012)
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Any reaction to medication must be reported to the Pharmacist in Charge at the health
facility using the appropriate form (Annex 8) and the reaction documented in the
patients folder and on PATIS Plus

Patients with renal or hepatic impairment must have their medications tailor made in
consultation with a Physician (Section 2.C)

1. G

Follow Up of Tuberculosis Patients

C LINICAL MONITORING

A baseline FBC, UECr and full LFTs must be measured at the commencement of
treatment with follow up tests at the 2nd, 3rd and the 6th month
o Intensive monitoring is warranted if the clinician deems it necessary

A baseline HIV counselling and testing must be done in accordance with the HIV
Decree 2011 for all newly diagnosed TB case

A baseline Chest radiograph(X-Ray) must be taken with follow up radiographic
examinations at the 2nd or 3rd and the 6th month or as clinically indicated e.g.
deterioration of condition

The patient must bring his/her domiciliary treatment card - TUB 11 (Annex 2) to
their clinic appointments to allow cross checking between the patient and clinic
records or have the treatment card available when the health care worker visits
the patient at home or at the peripheral clinics.
B ACTERIOLOGICAL

MONITORING OF PATIENTS

Sputum smear microscopy MUST be performed to be used as a guide for how
effective the regimen is.

NEW CASES: F OR P ULMONARY TB C ASES


One sputum at the end of two months of treatment (if positive at 2 months,
repeat with a sample at three months). If a sputum is still positive at 3 months, a
review of the regimen must be done i.e. dosage, compliance check, etc



One sputum at five months (if positive, this is a treatment failure and the patient
must be referred immediately to the DOTS Centre)
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A sputum examination at the end of treatment is mandatory (6 months)
Patients who still have a positive sputum smear at the end of the Intentsive phase must
have their samples sent for Drug Susceptibilty Testing (DST)

RE – TREATMENT: F OR PULMONARY TB CASES


One sputum at the end of three months (if positive at 3 months, repeat with a
sample at 4 months)



A sputum examination at the end of treatment is mandatory

Site of infection must be carefully monitored for EPTB cases e.g. monthly chest
x ray for Pleural TB and appropriate referrals made e.g. Ophthalmology review
for TB uveitis
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2. SPECIAL TOPICS IN TUBERCULOSIS
2.A. Paediatric TB (Less Than 15 years)

The risk of TB in children is high if an active case of tuberculosis is in the household
due to their immature immune system with a higher probability of disemminated
disease (extra-pulmonary TB).

Symptoms of TB in children include

Unexplained weight loss or failure to thrive (Up to 3 Standard Deviations)

Unexplained fever, especially when it lasts for more than two weeks

Chronic cough
Signs of TB include

Fast and shallow breathing (as in Pleural effusion)

Enlarged non-tender lymph nodes, especially in the neck

Signs of meningitis which include neck stiffness, altered conciousness (with spinal
fluid containing mostly lymphocytes, low glucose and elevated protein)

Abdominal swelling with or without palpable lumps

Progressive swelling or deformity in a bone or joint (including the spine)
The diagnosis of intrathoracic (i.e. pulmonary, pleural, and mediastinal or hilar lymph
node) tuberculosis in symptomatic children with negative sputum smears must be
based on:

the finding of chest radiographic abnormalities consistent with tuberculosis

and either a history of exposure to an infectious case OR evidence of tuberculosis
infection (positive tuberculin skin test).

Sputum specimens can be obtained (by expectoration, gastric washings, or
induced sputum) for AFB microscopy and culture.



The doses recommended for the treatment of tuberculous meningitis are the
same as those described for pulmonary TB
Children <5 years of age who are household or close contacts of people with TB
and who, after an appropriate clinical evaluation, are found not to have active TB
must be given IPT as per protocol (10 mg/kg per day, range 7–15mg/kg,
maximum dose 300 mg/day). Proper screening procedure and treatment outline
can be found in Section 4 of this guide.
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Children with presumptive or confirmed pulmonary TB or tuberculous peripheral
lymphadenitis and children who are HIV-negative, can be treated with a threemedication regimen (HRZ) for 2 months followed by a two medication (HR)
regimen for 4 months.
Children with presumptive or confirmed tuberculous meningitis or osteoarticular
TB must be treated with a four medication regimen (HRZE) for 2 months followed
by a two-mediciation regimen (HR) for 10 months.
In infants whose HIV status is unknown born to HIV-positive mothers and lack
symptoms suggestive of HIV, BCG vaccine must be given as per immunisation
schedule

In newborns who are known to be HIV-infected, BCG vaccine must not be given at birth
and the newborn undergoes PMTCT as per ART standard guidelines

Streptomycin must not be used as part of first-line treatment regimens for children
with pulmonary TB or tuberculous peripheral lymphadenitis

(WHO – 2013)

2B)

MDR - TB

Multidrug-resistant TB (MDR TB) is caused by an organism that is resistant to at least
isoniazid and rifampin, the two most potent TB drugs. These drugs are used to treat
all persons with TB disease.

RISK FACTORS FOR MDR – TB

Previous TB Treatment

TB treatment failure

History of loss to follow up

TB and HIV co-infection

Migrant from an MDR-TB endemic country

Contact of Drug Resistant TB case

The NTP has the capacity to recognize and diagnose MDR-TB. If MDR-TB is suspected,
on the basis of treatment failure, or confirmed on DST, then consultation with an
expert (through WHO) in the management of MDR-TB is mandatory.
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An MDR-TB or Rifampicin resistant TB patient must be:





Isolated and given a surgical mask with restricted travel and contact with
the general population
Referred to Tamavua Twomey Hospital for initiation of treatment
Minimum hospitalisation must be 1 month
Community Care will be commenced once the patient is well enough,
psychosocial support is established and the Public Health system is ready for
the Continuation phase

Once a case is confirmed to be MDR – TB or Rifampicin Resistant TB,

isolate patient in a single room with respiratory isolation precautions in one of
the three(3) DOTS centers and the patient MUST be transferred to Tamavua
Twomey Hospital for initiation of treatment.

It is recommended to commence second-line medicines while waiting for
succeptibility testing results. (please see Divisional Gene Xpert algorithm on Page
14)

the MDR-TB care team and the National MDR – TB Committee is activated
including an MDR Consultant as per regional schedule, WHO- TB Medical Officer
and MDR-TB Committee

A multi-disciplinary team is consulted which consists of a Psychiatrist,
Psychologist, Physician, Dietician, Pharmacist, Health inspectors, public health
care and social support teams

Second Line Medicines are then ordered from the WHO regional stockpile in
Manila after approval is given by the regional Green Light Committee (Manila).
Estimated time of arrival of medications is between 7 – 21 days

Treatment duration is 24 months.
* A detailed MDR – TB response plan is available separately and listed
in the Reference

2.C)

Renal and Liver Disease in TB

Any patient with TB who has a pre-existing renal or hepatic disease will need to have
their regimen planned in consultation with a Physician.
P RE - E XISTING CONDITION :

Commence medications with caution
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Fortnightly follow up of patient with liver function tests (LFTs) and renal tests
(UECr)
Regular regimens are still indicated

MEDICATION INDUCED :

Any unprecedented four fold rise from the baseline function tests warrants the
cessation of treatment. Referral to a Physician must be made and the Divisional
TB Control Officer must be informed

Single entity medications must be then introduced individually in increasing doses
as a rechallenge

A new regimen may be introduced depending on the offending medication that
will be ceased

Consider substitution of Isoniazid with Ethambutol or Streptomycin in medication
induced hepatitis
T RANSPLANT :

Discuss with Physician regarding interaction of Anti TB
medications

and Anti Rejection

GENERAL RECOMMENDATIONS:






Standard TB treatment can be administered to patients with mild abnormalities of
liver function. However, expert consultation is recommended before embarking
on treatment of TB in patients with severe underlying liver and renal disease.
For patients with severely impaired renal function, it is recommended that
ethambutol and pyrazinamide are given only three times per week (in the
standard doses).
This means that, during the intensive phase, the regimen described above is
given three days per week and on the remaining four days per week, the four
medications FDC is replaced by rifampicin 150 / Isoniazid 75. (Saukkonen, J. J. 2012).

2.D) HIV and TB

Patients with HIV infection who are also infected with TB are at great risk of
developing active TB. A 2.5 fold increase in TB cases has been noted in areas with
high prevalence of HIV. Kwan, C. K., (2011)
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The National TB Program working with the Family Health/ HIV Hub teams, in
promoting and strengthening bi-directional screening for all cases in accordance with
the HIV Decree.
Symptomatic screening for all patients must be conducted for subsequent visits in
their respective Hubs and DOT/ TB treatment centres.

The clinical features of TB in people with HIV infection may be atypical.
Extrapulmonary and disseminated TB disease is common among PLHIV.

All newly diagnosed HIV cases must be screened for active Tuberculosis with
symptomatic screening and chest xray examination.

Subsequent visits must only include symptomatic screening with sputum
collection for Gene Xpert if found to be symptomatic with a chest xray.

If active TB is excluded,
o they must be screened for latent tuberculosis infection by Mantoux test (the
Mantoux test must be done by a nurse experienced in performing this test)
o Patients with HIV infection who have a Mantoux test ≥ 5mm in diameter
must be considered to have latent tuberculosis infection and must be
prescribed a nine month course of Isoniazid 300 mg daily (10mg / kg up to a
maximum of 300mg daily in children) together with vitamin B6 (pyridoxine)
25 mg daily or as per Latent TB Infection recommendations.

Counseling for PLHIV on Isoniazid sould include



o the reasons for Isoniazid therapy;
o the importance of adherence to the regimen;
o the potential adverse effects of treatment
They must be reviewed on a monthly schedule to ensure proper adherence,
monitoring of adverse effects and plan for continuum of care.
All positive HIV patients must be screened for TB and commenced on IPT is active
TB has been ruled out



HIV pre-test and post test counselling must be offered to all newly diagnosed
cases of TB by a health care worker trained and certified in PICT/ VCCT
(approved by Permanent Secretary for Health and Medical Services) who is
responsible for their care. HIV testing must be aligned to the HIV Decree 2011.



Standard TB treatment regimens must be implemented without delay for all
patients with HIV infection who are diagnosed with tuberculosis. Daily therapy
must be administered throughout the entire course of treatment. TB treatment
must be observed daily for HIV infected TB patients either at DOTS centres or if
this is not feasible by a zone nurse or a trained DOT provider for the entire
course of treatment.
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Co-trimoxazole preventive therapy must be provided to all HIV-infected TB
patients at the time of diagnosis and must be available at both TB and HIV care
facilities.
All TB patients with a positive HIV test must be discussed with the Divisional
HIV Hub Medical Officer for appropriate anti-retroviral therapy (ART) and
continuum of care. ART must be commenced within 8 weeks and it’s
administration must follow the national HIV guidelines.
Adverse drug effects are common in HIV-positive TB patients, and some toxicities are
common to both ART, co-trimoxazole and TB medicines. Careful monitoring for
adverse events is important.

2.E)

TB in Correctional Facilities

Correctional officers and inmates are in a high risk group for TB and must be
screened on an annual basis.
It is recommended that overcrowding issues be addressed to minimize the
risk of transmission. It is also recommended that the Commissioner of Fiji
Corrections Services must designate an officer or a working group with experience in
infection control, occupational health and building design to develop, implement,
enforce, and evaluate infection-control measures in collaboration with NTP.
The following Screening, Assessment and Containment (SAC) approach must be
undertaken by the Fiji Corrections Services in contributing to TB Control in
Correctional facilities:
a) SCREENING (i.e., the measures used to identify persons who have active TB
disease or latent TB infection):

It is recommended that all new admissions to a correctional facility be screened
for TB disease through symptomatic screening and Chest X-ray if available

All correctional-facility employees and inmates who are presumptive cases or
confirmed TB disease must be identified promptly and reported to the nearest
DOTS centre.

b) A SSESSMENT (i.e., the monitoring and evaluation of screening and containment
activities). Assessment procedures include the collection and analysis of data to
monitor whether the following activities are being implemented successfully:
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Cases of active TB disease are detected;
Cases of TB disease are promptly reported;
Persons who begin therapy for active TB disease or latent TB infection
complete a recommended course of therapy

c) C ONTAINMENT (i.e., the measures used to prevent transmission of M.
tuberculosis):

A presumptive TB case must be placed immediately in an appropriate TB
isolation room.

Confirmed TB disease must promptly begin an adequate treatment regimen
at a Treatment Centre with appropriate security measures organized by the
Fiji Corrections Services. Appropriate diagnostic, treatment, and laboratory
services must be available.
A thorough contact investigation must be implemented promptly after a TB
case is confirmed and documented.

2. F)

TB and Diabetes

A person with diabetes is three to seven times more likely to develop active
TB disease. (Jeon, C. Y., & Murray, M. B. 2008). All newly diagnosed Diabetic cases must be
screened for active TB disease and must be notified using the standard Diabetic
Notification Form. The National TB Program working with the Wellness/ NCD
divisional teams, is promoting and strengthening bi-directional screening for all
cases.
Symptomatic screening for all diabetic patients must be conducted for subsequent
visits in their respective Diabetes clinics, SOPDs, DOT/ TB treatment centres. Positive
symptoms warrant further investigations as per algorithm. Close monitoring and
frequent screening must be conducted for patients who have poor glycaemic control
(HbA1C - >7).
If active TB is excluded, they must be screened for latent tuberculosis infection by
Mantoux test. The Mantoux test must be performed by a HCW experienced in
performing the test. Patients with Diabetes who have a Mantoux test ≥ 5mm in
diameter must be considered to have latent tuberculosis infection and if after
informed consent, agree to prophylaxis, prescribed a nine month course of Isoniazid
300 mg daily (10mg/kg up to a maximum of 300mg daily in children) together with
vitamin B6 (pyridoxine) 25 mg daily or as per Latent TB Infection recommendations.
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TABLE 9: Diagnosis of Diabetes in Fiji (National Diabetes Guideline 2012)
Venous Blood Sugar
Fasting Blood Sugar
Random
Blood
Sugar
Normal
<6.1mmol/L
<6.5mmol/L
Impaired
Fasting Between 6.1 – 7.0 mmol/L
Glucose
Impaired
Glucose
Tolerance
Diabetes Mellitus
>7.0mmol/L

Between
6.5
11.0mmol/L
>11.0mmol/L

–

National Diabetes Guideline 2012

2.F) TB and Pregnancy

All antenatal mothers who are presumed to have TB must be screened for active TB
disease as untreated TB disease represents a greater hazard to a pregnant woman
and her fetus than does its treatment.
Treatment of latent TB in pregnant women must be initiated whenever the probability
of TB is moderate to high. Infants born to women with untreated TB may be of lower
birth weight than those born to women without TB and, in rare circumstances the
infant may be born with TB. Although the medications used in the first line regimen
for TB cross the placenta, they do not appear to have harmful effects on the fetus.
Testing
Presumptive TB in pregnant women still follow the diagnostic algorithms in Chapter 1.
The tuberculin skin test is considered both valid and safe to use throughout
pregnancy for testing of latent TB infections.
Treatment
Latent TB Infection (LTBI) – Isoniazid (INH) administered either daily or twice weekly
for 6 - 9 months is the standard regimen for the treatment of LTBI in pregnant
women. Women taking INH must also take pyridoxine (vitamin B6) supplementation.
The 12-dose regimen of INH and Rifapentine (RPT) is not recommended for pregnant
women or women expecting to be pregnant within the next 3 months.
TB Disease – Pregnant women must start treatment as soon as TB is diagnosed. The
preferred initial treatment regimen is Isoniazid (INH), Rifampin (RIF), and
Ethambutol (EMB) daily for 2 months, followed by INH and RIF daily, or twice weekly
for 7 months (for a total of 9 months of treatment). Streptomycin must not be used
because it has been shown to have harmful effects on the fetus. In most cases,
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pyrazinamide (PZA) is not recommended to be used because its effect on the fetus is
unknown.
HIV Infection – HIV-infected pregnant women who are confirmed with having TB
disease must be treated without delay. TB treatment regimens for HIV-infected
pregnant women must include a rifampicin. Although the routine use of PZA during
pregnancy is not recommended in some countries, the benefits of a TB treatment
regimen that includes PZA for HIV-infected pregnant women may outweigh the
undetermined potential risks to the fetus.
Contraindications

FOR

TB

TREATMENT IN PREGNANCY

The following anti TB medications are contraindicated in pregnant women:

Streptomycin

Kanamycin

Amikacin

Capreomycin

Fluoroquinolones
Women who are being treated for drug-resistant TB (MDR – TB) must receive
counseling concerning the risk to the fetus because of the known and unknown risks
of second-line anti TB medications which is especially high in the first trimester. The
decision to initiate treatment is based on balancing the risk against the benefits of
anti TB medications.
Breastfeeding
Breastfeeding must not be discouraged for women being treated with the first-line
anti TB medications because the concentrations of these medicines in breast milk are
too small to produce toxicity in the nursing newborn. For the same reason, medicines
in breast milk are not an effective treatment for TB disease or LTBI in a nursing
infant. Breastfeeding women taking INH must also take pyridoxine (vitamin B6)
supplementation. (Mathur,.A. 2013)
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3. TUBERCULOSIS AND THE PRIMARY HEALTH CARE PROVIDER
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3. TB AND THE PRIMARY HEALTH CARE
PROVIDER
3.A) Community Education and Raising
Awareness
This must be integrated with other primary health programmes and implemented by
respective trained health care workers, community/village health workers, civil
society and faith-based organisations. Important TB prevention messages that need
to be communicated include:

Cough etiquette (cover the mouth and nose when coughing or sneezing)

Avoid spitting carelessly

Ensure that living quarters are well ventilated

Regularly sun out beddings

Avoid overcrowding

Seek medical advice/ TB screening with the onset of signs and symptoms outlined
in Section 1 of this manual

Advocate for BCG vaccination for all HIV seronegative newborns
Educational materials e.g. training manuals and IECs will be prepared by NTP and
distributed to the divisions to ensure that community awareness education can be
undertaken as required.
Communities must be encouraged to participate in and take ownership of health
awareness and education programs.
Upon diagnosis of a TB case, the family (through a family conference) including
the caregiver/ CDOT provider must be made aware of the disease and advised on
precautionary measures in terms of TB prevention and care
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3. B) Health care worker education

This manual must form the basis of HCW education and training in TB control. The
NTP takes the leadership role in the provision of training to all health care workers,
community health workers and civil society organisations e.g. Community Health
Workers Manual.

3. C) Active case finding (screening) in high risk groups
and hard to reach populations

The National TB Program, working with the Primary Health Care, will conduct active
case finding in high risk groups, high burden areas and hard to reach populations as a
strategic priority. Where possible, these activities must include as a „one-stop service‟
which will include symptomatic screening, on site bacteriological screening and
radiographic examination. Furthermore, the one stop service will include all other
health programs including NCD screening, EPI, etc according to the community‟s
priority needs. All active screening activities must be recorded in TUB 16 (Annex 2)

3. D) Strategies for direct observation of therapy in the
community DOT

Community DOT provision is an initiative that has been implemented in 2015 to
shorten hospitalisations and to ensure that adherence is strengthened for TB patients.
A trained community health worker, member of a CSO, FBO or a retired nurse will be
tasked with daily DOT provision of patients in their vicinity(within a 10KM radius).
A patient discharged from hospital care undergoes a risk assesment profiling and is
classified into the following categories according to the Risk Assesment scale:
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Table 10: Risk Assesment Scale
Low Risk
Moderate
Risk

High Risk

●
●
●
●
●
●
●
●
●
●
●
●

Routine care with admission up to 2 weeks and routine
follow up
Family conference
Admit for at least 2 weeks up to 2 months
Intensive counseling by Doctors and nurses
Family conference
C-DOT provider
Fortnightly followed up by Zone nurses
Admit immediately(Minimum of 2 months up to 4 months
- prepare to admit patient for the entire treatment period)
Intensive counseling by Doctors and nurses
Family conference
For C-DOT provider
Close monitoring (weekly follow up)

An assigned CDOT provider will be responsible for the DOT process in the community.
The CDOT process is represented in Annex 6. (FNA, 2016)

Figure 13: The Community DOT process
Patients who opt for ambulatory care or patients discharged from hospital
care can be treated in the community with a CDOT provider, in either or both
phases of treatment.
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Patients who DO NOT adhere to DOT will need to be hospitalised for supervised
treatment. A range of alternative strategies will be required to enable DOT in the
community. These may include:







Requiring patients to attend a nearest hospital, health or DOTS centre for
treatment
Arranging for zone nurses to visit patients at home on a fortnightly basis to
supervise implementation of DOT.
Arranging for DOT to be administered by peripheral health centres or nursing
stations.
Arranging for DOT to be administered by community -based volunteers from civil
society (such as Red Cross), NGOs, Retired Nurses or faith-based organisations.
Arranging for DOT to be administered by community/ village health worker (Nasini-koro) in the community.
Identifying other appropriate, independent and trustworthy individuals who can
deliver DOT provision in the community setting.

The NCDC and Divisional TB Nursing Coordinator/ Ward Sister must identify the
appropriate CDOT provider, in consultation with the local health staff and other civic
leaders, at the time of commencing therapy or at least one week prior to discharge
from hospital. The Divisional TBNC/ Ward Sister will ensure that the designated CDOT
provider receives:








Motivation and instruction about CDOT (Counselling package)
Treatment cards TUB 11 (Annex 2)
CDOT Recording and Reporting forms
The appropriate medication supply (kits) for the patient
Advice on adverse effects, its management and the referral process
Advice on how to report non-adherence
A contact number for assistance

3. E)

Public Private Mix DOTS

The NTP promotes the participation of community/faith based, civil society
organizations and private health care facilities to support national efforts to scale up
case detection and improving treatment outcome of patients undergoing treatment.
i.
Community/faith based, civil society groups and private health care facilities
must:
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ii.

Comply with the Fiji TB Manual for TB control
Refer all presumptive TB cases to the nearest DOTS centre or public health
facility for diagnosis
Report on programme activities using MOHMS reporting systems
Neither import nor sell anti-TB medicines in retail setting
Not initiate treatment unless advised by the respective divisional TBCO
Timely reporting to the respective Divisional NTP regarding loss to follow up
cases

The NTP must:
Take overall responsibility to clinically evaluate presumptive TB cases
referred from community/faith based, civil society organizations and private
health care facilities and provide timely feedback
 Design and apply the appropriate treatment regimen for diagnosed TB cases
 Supply anti-TB medicines, reagents, and other supplies free of charge to Fiji
citizens with adequate shelf life and establish a reliable system for resupply.


o

Visitors to Fiji and immigration investigations WILL be charged for
the supply of TB medicines and all other health services as outlined in
the Fiji Hospital and Dispensaries Act



Provide referral form (TUB 1) to community/faith based, civil society
organizations and private health care facilities



Collaborate with community/faith based, civil society organizations and
private health care facilities to conduct health education activities that aims
to improve attitude, behavior and practice to control TB in Fiji



Implement innovative measures to ensure patient adherence to prescribed
treatment both in the hospital and domiciliary stage of therapy

3. F) Contact Screening

The following subsets of the population need to be screened thoroughly for active TB:
 C ONTACT
Any person who has been exposed to an index case.
 C LOSE CONTACT
A person who is not in the household but who shared an enclosed space,
such as a social gathering place, workplace, prison, dormitory or facility,
with the index case for extended daytime periods during the 3 months
before the start of the current treatment episode.
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 H OUSEHOLD C ONTACT
A person who shared the same enclosed living space as the index case for
one or more nights or for frequent or extended daytime periods during the
3 months before the start of the current treatment episode
The main role of the Primary Health Team (Area Medical Officer, Health Inspector, Zone or
District Nurse) is to recruit, screen contacts, rule out active TB disease and make appropriate
referrals.

C ONTACT SCREENING

OR

C ONTACT I DENTIFICATION

A systematic process for identifying contacts who have, or are at increased risk of
developing TB. For the purposes of this guidance, the definition of contact
identification and prioritization includes:

Figure 14: TB Contact Screening Process
i.
ii.
iii.

iv.
v.

An interview with the index case to obtain the names and ages of contacts
Verification of household and close contacts by the primary health care team
and ensure that the contacts are available and attend screening. In the event
of refusal, the Public Health Act can be enforced by the team
Using TUB 7 (Annex 2), a Medical Officer or Nurse Practitioner to conduct
symptomatic screening and chest x-ray. Any symptomatic contact and those
with abnormal chest x-rays must be investigated for TB using the diagnostic
algorithm.
Any new TB cases must be commenced on TB treatment and referred to a
DOTS centre
All contacts free of TB must receive TB health education
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vi.
vii.

All contacts of PTB Bacteriologically Confirmed cases under 15 years who
have had TB excluded must be enrolled for IPT
A repeat screening must be conducted after 12 months

3. G) Contact Management

All care providers for patients with Tuberculosis must ensure that ALL persons
(especially if symptoms suggestive of TB, children <15years of age, persons with HIV
infection, and contacts to MDR/XDR-TB) who are in close contact with patients who
have infectious TB are evaluated and managed accordingly.
The key objectives of screening are to assess if the contact:

has undiagnosed TB

is at high risk of developing TB if infected

is at risk of having severe TB if TB develops

is at high risk of having been infected by the index case
Table 11: Priorities in Contact Screening
Priorities in contact screening
Higher risk of acquiring TB infection
Higher risk of developing TB disease
Close contacts of bacteriologically
confirmed PTB

Children <5years of age

People with HIV infection

People with HIV infection

People who are contacts or household
contacts to Bacteriologically Confirmed
PTB cases

People with other conditions that
suppress or compromises immunity
e.g. Malnutrition, pregnancy, etc

People with Diabetes

Elderly

People undergoing chemotherapy e.g.
anti alpha necrosis factor medications
People undergoing organ transplant
procedures
Health Care Workers
Smokers
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MANAGEMENT OF ADULT CONTACTS

All contacts are to be listed in the contact register and TUB 7 (Annex 2)

Assess all household members for signs and symptoms suggestive of TB
disease using criteria in Figure 14

If signs & symptoms are present refer presumptive TB cases for proper work
up:
Sputum examination +/- Gene XPert, Chest x-ray (if resources permit)

Tuberculin skin testing (Mantoux test) could be used if available to determine
the presence of latent TB infection (LTBI) if a contact is cleared from clinical
and investigation assessments stated above. A positive TST varies among
contacts:
- >5mm induration for immune-suppressed contacts (eg PLHIV,
malnourished, diabetics)
- >10mm indurated for all other contacts
In the event that PPD is not available, the health worker must assume that close
contacts are infected with TB




Once active TB is excluded, Isoniazid preventive therapy may be given to
contacts with presumed or diagnosed with LTBI based on clinical and Mantoux
results.
All cases that are commenced on LTBI treatment must be registered in the
IPT Register

Recommended regimen can either be:
1)


2)



3)


INH 5mg/kg (max 300mg) daily for six months administered under DOT
strategy with;
Pyridoxine (vit B6) 10-20mg/day as per indication OR
INH 5mg/kg (max 300mg) daily for three months administered under DOT
strategy with
Rifampicin 10mg/kg (max 600mg) daily for three months administered under
DOT strategy with
Pyridoxine (vit B6) 10-20mg/day as per indication
Isoniazid (15mg/kg) given with Rifapentine as a weekly dose for 12 weeks with
the following dosage
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10.0–14.0 kg = 300
14.1–25.0 kg = 450
25.1–32.0 kg = 600
32.1–49.9 kg = 750
≥50.0 kg = 900 mg

mg
mg
mg
mg
Arnadottir, T. (2009)

3. H) Management of latent TB in children

At this stage, targeted treatment of latent tuberculosis infection in Fiji is currently
recommended for children aged < 15 years who are household contacts of patients
with bacteriologically confirmed pulmonary tuberculosis. These children must be seen
WITHIN ONE WEEK OF NOTIFICATION after the index (smear positive) case is
diagnosed.
They must have a symptomatic screening, clinical review, chest x-ray and if possible,
a Mantoux test to exclude active TB disease. As TB may progress rapidly in young
children it is recommended that ALL such children (in whom active TB is excluded)
are commenced on preventive therapy.
Before commencing IPT in children, active TB disease MUST BE EXCLUDED

Available regimens are:

Isoniazid daily for 6 – 9month

Isoniazid and Rifampicin daily for 3 months

Rifapentine with Isoniazid weekly for 12 weeks
Doses are outlined on Page 69 - 70
They must be reviewed one month after commencing treatment with subsequent
follow up clinics as assessed by TBCO.

3. I) Infection control

The goal of infection control measures is to minimise the risk of TB
transmission.
As a matter of priority, all patients diagnosed with or presumed to be having TB must
be separated from other patients, placed in adequately ventilated areas, educated on
cough etiquette and respiratory hygiene, and assessed for risk for TB transmission.
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As per Ministry of Health and Medical Services guidelines, each health facility must
have an infection control policy in place with an active infection control committee.
All patients with TB or presumed to have TB must be categorised as having a high,
medium, low or negligible risk for transmission of TB. This will guide isolation
requirements for the TB patient or presumptive TB cases. All care must be taken to
minimise the exposure of non-infected patients (in particular, those who are
immunocompromised) to TB.
These basic infection control practices must be practiced in all health facilities:












Triage of chronic coughers routinely implemented and documented in the register;
Cough hygiene and etiquette posters are displayed in waiting room;
Cross ventilation in the TB/HIV clinics;
Cross ventilation in laboratory with a separate room for smear preparation;
Cross ventilation in waiting areas;
Isolation room for bacteriologically positive patients;
Surveillance of health workers is in place as they are considered to be in the high risk
category
Adequate knowledge on essential TB infection control practices among key staff;
Use of respirator masks by the health worker in MDR-TB Units and TB Wards
Standard Operating Procedures for infection control are available in all facilities

ENVIRONMENTAL I NFECTION C ONTROL

Patients living with HIV or with strong clinical evidence of HIV infection, or with
other forms of immunosuppression, must be physically separated from those
with presumptive or confirmed infectious TB

Patients must be grouped according to positivity e.g. Clinically Diagnosed
patients are not to be kept with Bacteriologically Confirmed PTB patients.

Each DOTS centre or hospital caring for patients with tuberculosis must have
well ventilated rooms suitable for housing patients with TB. Airborne
precautions must be implemented when these rooms are occupied.

Surface sterilization with Sodium Hypochlorite 1% (Bleach e.g. Janola)

Restrict visitation and to be done in a well ventilated room

Visitors if any, especially caregivers must take precautionary measures e.g.
education on Prevention and Personal Protective Equipment (surgical mask)

DOTS centers must have an isolation room with acceptable standards for
housing the following patients:
 People presumed to be having infectious drug resistant TB. These are retreatment or treatment failure cases. They must be accommodated in a single
room until MDR-TB is excluded by DST.
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People with confirmed MDR-TB or XDR-TB. They must remain in a single
room until sputum is culture negative.
While patients are in isolation (and hence considered infectious).
Contact with vistors must be minimised (or appropriate infection control
measures adhered to),

Visitors who are less than 18 years of age AND those who are immuno-suppressed (eg
HIV) are prohibited from visiting TB wards

U SE OF N95 MASKS / PPE
Personal protective equipment must be used by health workers and visitors in
situations where there is an increased risk of transmission to reduce the risk of
infection or re-infection with TB. These situations include:
 Those entering the isolation rooms described above;
 HCWs performing or attending aerosol-generating procedures
associated with high risk of TB transmission (e.g. bronchoscopy,
intubation, sputum induction procedures, aspiration of respiratory
secretions, and autopsy or lung surgery)
 To minimise the spread of droplet nuclei, patients with or presumed
to be having TB, must be educated in cough etiquette and
respiratory hygiene that is, the need to cover their nose and mouth
using a piece of cloth, tissue or surgical mask when sneezing and or
coughing.
 The cloth, tissue or a surgical mask must be disposed of as infectious
waste. If such physical barriers are not available, then the mouth
and nose must be covered with the bend of the elbow or hands,
which must then be washed immediately.
 N95 masks are recommended for this purpose. HCWs must be trained
in the use of N95 masks and educated on managing stigma which
may arise as a result of using N95 masks.
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Figure 15: Instructions on wearing a respirator mask
Source: https://www.moh.gov.sg
NATURAL VENTILATION
Simple natural ventilation may be effective in reducing the risk of transmission. This
must be optimized in DOTS center by maximizing the size of the opening of windows
and locating them on opposing walls.
BCG VACCINATION
BCG vaccination is included in the Expanded programme of Immunisation schedule.
BCG does not prevent acquiring Pulmonary TB but lessens the chance of developing
serious forms of EPTB e.g TB Meningitis and Miliary TB. (Trunz. 2006)
In Fiji BCG vaccination is mandatory at birth. The dosage is 0.05ml of BCG
vaccination injected intradermally on the upper aspect of the right arm (at the point
of insertion of the deltoid muscle into the humerus). BCG vaccination after infancy is
not recommended. The method for administering BCG vaccination is described in the
Appendix 2.
The EPI needs to ensure that BCG coverage rate is maintained at >95%
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3. J) TB in Complex Emergencies

Over the last ten years, an average of 700 disasters are reported each year. In 2010
alone, 32 countries went through complex emergencies which are defined as
“humanitarian crises in a country, region or society where there is total or
considerable breakdown of authority resulting from internal or external conflict and
which requires an international response that goes beyond the mandate or capacity of
any single agency and/or the ongoing United Nations country programme.”
United Nations. (1999)

Fiji’s location makes it prone to natural disasters and has since 1980, recorded 36
natural disasters with 221 fatalities and over $1billion worth of damages. These
emergencies places a lot of risk on patients who are already on treatment as well as
presumptive cases who might find it difficult to access health care.
In line with the Ministry of Health and Medical Service’s National Health and
Emergency Plan (HEADMAP) which was revised in 2013, Tuberculosis falls into the
Health and Nutrition cluster. (http://www.health.gov.fj/?s= headmap)
It is the role of the National TB Program to liaise with the sub divisional teams during
these emergencies to ensure that :


Potential loss of lives is minimised



Prompt and appropriate disaster response is initiated



Rapid recovery and rehabilitation is achieved



Adequate resources are made available at various levels of care

P RE - D ISASTER P REPARATIONS :




Ensure all TB cases on treatment and their DOT supervisors (as recorded in
the paper or electronic database) are safe and accounted for.
Ensure adequate medications are available with the patient and a reserve is
available (2 months supply) at the primary health care facility
Ensure that the patient and community is aware of preventative measures for
the spread of TB
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POST






Pre-condition the environment for the patient in the community to reduce
stigma and allw equal access of TB patients and their families to disaster
relief services
Establish communication protocol during and after the disaster
D ISASTER SURVEY:
Ensure all patients and DOT supervisors are accounted for
Patient support services or example psycho-social and nutritional support are
available and when the need arises, to refer them to the local DISMAC/
NDMO services
Ensure that the DOT process is continued with adequate supplies
Conduct awareness for TB and other communcable diseases in evacuation
centres
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4. PROGRAMMATIC MANAGEMENT
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4. PROGRAMMATIC MANAGEMENT
4.A)
Registration
of cases
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All new cases MUST BE registered within 48 hours of diagnosis or commencement of
treatment. This allows the patient access to treatment and support packages.
It is the responsibility of the Divisional TB Control Officer to:

Communicate the outcome of the referral within 48 hours;

Document the diagnosis a new TB case in the Divisional Register;

Assign a unique registration number to a newly diagnosed case of TB (apart
from the Outpatient Folder and National Health Number);

Initiate the suitable regimen;

Communicate registration details to the respective sub-division for updating
of the divisional registers.
A case notification form must be filled (TUB 19) and must then be dispatched
case
notification
form must
be filled
by the Divisional
TB Control
Officer and
to Athe
Divisional
Medical
Officer,
Divisional
Health Sister,
Subdivisional
mustOfficer,
then be Sub
dispatched
to the
Divisional
Medical
Officer,Officer,
Divisional
Medical
Divisional
Health
Sister,
Area Medical
Sub
Health Sister,
Officer,
Sub
Health
Divisional
Health Subdivisional
Inspector, TB Medical
Liaison Nurse
and
theDivisional
District or
Zone
Sister,
Area 48
Medical
Sub
Divisional
Health
Inspector,
Nurse
within
hoursOfficer,
to ensure
proper
continuum
of care
inclusiveTB
of Liaison
Public
Nurse and the District
Zone Nurse
48 hours to ensure proper
Health or
precautions
and within
interventions.
continuum of care inclusive of Public Health precautions and interventions.

4. B) Ensuring treatment adherence

DOT is initiated at the DOT/Treatment Centre as the Intensive Phase. This
phase may be completed in the community. It can however, also be initiated in the
community as part of the „one stop service‟. The implementation of strategies to
ensure direct observation of therapy after hospital care is a high priority.
Every dose of TB medicine taken by a patient with tuberculosis must be directly
observed by a trained and appointed DOT provider either in the facility or in the
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community. A database of trained CDOT providers will be kept by the National TB
Program.

If the patient is more comfortable with a relative being the provider, s/he may be
tasked with the role of a Community DOT (CDOT) provider.

TRACING

OF

LOST TO FOLLOW UP

CASES

The CDOT provider must report immediately to the Zone Nurse/ Divisional
TBNC/ NCDC if a patient has missed one dose during any phase of treatment.








The respective divisional teams including the Health Inspectors MUST be informed
of cases who have interrupted treatment immediately. Priority must always be
given to bacteriologically confirmed TB patients.
Once patient is located, a re-assesment of risk MUST be made with psycho-social
and welfare needs addressed as appropriate
Interruptions to treatment of less than two months MUST have their missed
doses compensated for and require referral to a TB DOTS Centre
If the patient is absent for more than two months, he or she is declared a Lost To
Follow Up and his/her sputum must be re-investigated.
Lost To Follow Up patients must be re-admitted to hospital to undergo retreatment regimen.

4. C) Monitoring & evaluation

N OTIFICATION

OF CASES

All newly diagnosed TB cases must be reported according to the Fiji Public Health
reporting system. These MUST include:


TB Register within 72 hours of diagnosis along with NTP reporting guidelines
as documented in this manual (Page 40)



Weekly Notifiable Diseases Register (NNDSS) as Category B (Reported weekly
in detail)
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The following details must be captured in the patient notification form with
proper desegreggations if required:


Classification of disease (anatomical, microbiological and history of
treatment)



Age ( 0 -4, 5 – 14, 25 – 34, 35 – 44, 45 – 54 and 55+)



Ethnicity (IT, FOID and FOOD)



Gender (M/F)



Marital Status: (S, M, D, Div, W)



Type of Dwelling: (Health Inspectors)



Employment Status: (Unemployed, Retired, Employed and is so,
Formal or Informal)



Disability Status



HIV Status (testing)



Geographical details (Medical Area – including exact address and
Sub Division)



Whether the patient falls into one of the following High Risk Groups:
(Contacts, Diabetics, PLHIV, Correctional Facility inmates, Migrants
and Health Care Workers)



Co-morbidities e.g. Diabetes, Asthma, etc

COHORT ANALYSIS (O UTCOME ANALYSIS)

FOR

Q UARTERLY

AND

-

ANNUAL R EPORTING

Treatment outcome of patients are analysed for each quarter and on an annual basis.
The patients outcomes are disaggregated into these following indicators using the
Outcome definitions Annex 1.
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The following definitions must be used in assigning patient treatment outcomes:
Table 12: Definitions of TB Treatment Outcomes
Outcome
Cured

Definition
A pulmonary TB patient with bacteriologically confirmed TB
at the beginning of treatment who is now smear negative
or culture negative in the last month of treatment and on
at least one previous occasion

Treatment
completed

A TB patient who completed treatment without evidence
of failure but with no record to show that sputum smear or
culture results in the last month of treatment and on at
least one previous occasion were negative, either because
tests were not done or because results are unavailable

Treatment failed

A TB patient whose sputum smear or culture is positive at
month 5 of treatment
A TB patient who dies for any reason before starting or
during the course of treatment
A TB patient who did not start treatment or whose
treatment was interrupted for more than 2 consecutive
months

Died
Lost to Follow Up

Not Evaluated

Treatment success

A TB patient for whom no treatment outcome is assigned.
This includes cases “transferred out” to another treatment
unit (including out of the country) as well as cases for
whom the treatment outcome is unknown to the reporting
unit
Reason for non evaluation must be clearly
documented
A sum of cured and completed treatment.

Each registered patient must have his/her outcome recorded in the register as soon as
the minimum treatment course is completed.

If patients from other Pacific Island countries intend to return to their home
country after having TB treatment initiated in Fiji, a notification must be sent to
their home country NTP with a copy of the same notification addressed to the WHO
TB Medical Officer, Suva to ensure ease of follow up of cases
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If the clinician decides that treatment needs to be extended, a treatment outcome
(programmatic outcome) still needs to be assigned to the patient at the end
of the sixth month of treatment for new cases, eight months for retreatment cases and 9 months for Extra Pulmonary TB cases. A clinical
outcome will be assigned to the patient at the end of the extended treatment.
These treatment outcomes must be also recorded in electronic database by the
Divsional TBCO (Annex 5) and Divisional TBNC. This will allow the Divisional and
National TB Offices to perform cohort analysis on a quarterly and annual basis for
better planning and decision making.
L ABORATORY REGISTERS
Laboratory requirements for TB diagnostic services are beyond the scope of this
Manual. The technician in charge of the Microbiology Section is responsible for
updating these registers on a daily basis.
The respective Divisional TBCO and the Divisional Laboratory Supervisor are
responsible for oversight, including weekly reconciliation of Laboratory and Divisional
TB Registers to minimize Initial Loss to Follow up of cases.
PERIPHERAL MICROSCOPY CENTRE :
TB Microscopy Register and Gene XPert (TUB 3)
DIVISIONAL MICROSCOPY CENTRE :
TB Microscopy Register and Gene XPert (TUB 3)
DMRL:
TB Microscopy Register and Gene XPert (TUB 3)
Laboratory Register for TB Culture and DST (TUB 4)
TREATMENT

CARDS

The treatment cards (TUB – 10, 11 & 12 ) MUST contain all the information about the
patient. Two copies of a treatment card (TUB 10) will be completed for each patient
with a copy kept in the folder and the other copy with the DOTS Centre Pharmacy.
A domiciliary treatment card (TUB 11) is given to the patient for treatment in the
community.The person administering treatment (either in hospital or in the
community) must record the patient's daily intake of prescribed medications
according to that patient's treatment schedule on this treatment card.
Each patient on IPT must have their treatment documented on the IPT Treatment
card ( Annex 2 -TUB 12).
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Each administered dose must be ticked (ⱴ) while missed doses must be marked with
an X (with initials). The Treatment card(TUB -10 ) , domiciliary form (TUB -11 ), IPT
form(TUB 12) and Patient identification Card (TUB - 6)can be found in Appendix 2
R EPORTING
a) Q UARTERLY R EPORTING ( REFER

TO

A NNEX 2 - TUB 13, 14

AND

15)

Apart from the Programmatic indicators, DOTS Centres are to also report on the
following TB related activities
 Awareness and Screening
 Supervisory Visits
 Trainings
 General health systems issues
b) ANNUAL R EPORTING
The National TB Programme also reports to Health Information Unit MOHMS and the
World Health Organisation for the Global TB Report on the same indicators. In
addition, the National TB Programme also prepares an annual TB Surveillance Report
ELECTRONIC R&R
TB recorders and staff from Cent/East, West and North offices of NTP have
undertaken formal training in EpiData in the year 2015. Registered TB cases in the
year 2010 (and thereafter) are entered into electronic surveillance system. Technical
and connectivity issues have been major challenges of electronic recording and
reporting systems as expected in any web based system.
The program is working closely with the Health Information Unit of the MOHMS to
incorporate TB reporting and recording formats into the PATIS platform.

Divisional DOT Centres are to also contribute to Public Health and Clinical reporting
requirements e.g. Divisional Business Plan Report, Weekly Notifiable Disease Surveillance
System Reporting, etc
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4.D) Managing anti-TB medicine supply

Procurement channel
Medicine
supplier

FPBS

NTP

TB
patients

Supply channel
Figure 16: Procurement – supply chain for anti-TB medicine
The NTP collaborates with FPBS and Divisional Hospital Pharmacies in determining
the management of anti-TB medicines on a regular basis. Divisional hospital
pharmacy is required to identify a Pharmacy Officer as a focal point to manage antiTB medicines and case management in collaboration with the Divisional Control
Officer.
All patients who are followed up at a sub divisional or peripheral health facility must
have the balance supply of medicines distributed to the treatment centre. The
Pharmacy TB Medicine Supply Form (TUB 17 – Annex 2) must be filled and
dispatched to the receiving health care worker in the treatment centre. The Divisional
TB team must ensure that adequate anti TB medicines dispatched in time. The
receiving health care worker must ensure that the acknowledgement section of TUB
17 is filled and returned to the DOTS Centre.

4. E)

EXTERNAL

Q UALITY

ASSURANCE

All TB microscopy centres (public & private) must participate in External Quality
Assurance (EQA). TB microscopy Centres in public health sector are participating in
Blind Slide Re- Checking of AFB slides on a quarterly basis (only diagnostic slides)
and panel testing annually. It is recommended that the private laboratories
conducting sputum smear microscopy be involved in the EQA process.
The DMRL sends selected slides to QMRL on a quarterly rota for EQA purposes. QMRL
is responsible for panel testing for all microscopy centres and participating
technicians on a yearly basis.
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Criteria 2, 3 and 4 will be used as Laboratory EQA indicators for 2017 -2020
while Criteria 1 will be kept as a secondary indicator for the TB program as the
sputum quality is beyond the scope of the laboratory services. Participating
laboratories must achieve 100% in Criteria 2, 3 and 4.
In the event that a private laboratory commences sputum smear microscopy, this
EQA process will extend to the facility. The MOHMS will charge a fee for this EQA
assessment.

Figure 17: External Quality Assurance
TB Diagnosis: Examination findings, AFB microscopy & culture, +/-histological assays
and x-ray
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5. PROGRAM SUPERVISION
5.A) National supervision

The NTP office at Tamavua-Twomey hospital in Suva provides technical and
programmatic oversight of all TB control activities in Fiji.
This is through the:
 conducting supervisory visits to the three(3) DOTS centers using SUP Form 1
(Anex 2)
 planning, coordinating and implentation of training in relation to TB in Fiji
 formulation and updating standardised operating procedures and manuals
 financial planning and management of the overall program activities including
forecasting and procurement of equipment, consumables and medicine
 provision of technical support to other TB stakeholders .ie. FRCS, FNA, FNU,
NRL, HIU and FPBS.
 liaison to development and technical partners .ie. WHO, GFATM, KOICA, SPC,
etc
Details regarding the role and capacity of supervision from the National level is found
in ‘Supervisory Protocol, 2013’

Figure 17:
18 National Supervision for the National TB Programme
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5. B) Divisional supervision

The three(3) DOTS centers are located in Lautoka (Tagimoucia unit), Labasa and
Tamavua-Twomey hospitals. These units provide/conduct:
 Divisional TB control services
 Supervision of sub-divisional health facilities using Sup Form 2A (Annex 5)
 Report to NTP on monthly, quarterly & annual basis
 Assist the National Office with administrative duties as required
 Assist the National Office with training needs assesment and conducting
training at the divisional and sub divisional level
 Provide technical support to Divisional Public Health and Clinical teams in
terms of TB care
 Advocate for Community DOT
 Inventory management including consumables and medicine supply
 Focus interventions on identified hot spot and hard to reach areas (NSP 2015
– 2019)

Figure 19: Divisional Supervision for the National TB
Programme
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5. C) Sub - Divisional supervision

The sixteen (16) sub-divisions in Fiji, led by respective Sub Divisional Health Sisters,
are in charge of the following TB control activities:
 TB Supervision at peripheral health facilities using the TB Supervisory forms
SUP Form 2B, 3 and 4 (Annex 5)
 Provide complementary TB services particularly on presumptive TB referral,
awareness, contact screening and continuum of care which includes monthly
visitation for patients undergoing treatment
 Report on a monthly, quarterly & annual basis to their respective DOTS
centers (indicator elements pertaining to TB case notification, follow up visits
and treatment outcome)
 Ensure proper recording and reporting documents are maintained
 Ensuring adequate supplies of TB medications and consumables
 Supervision of CDOT process (interaction of CDOT provider and patient)

Figure 19:
20 Sub - Divisional Supervision for the National TB Programme
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The Role of the TB Liasion Nurse
TB Liasion Nurses(TBLN) are identified zone nurses as a focal point and role player
stationed at the sub-divisional Health centre level to coordinate the activities of the
National TB Program with other zone nurses in the primary health care system.
Their role is to enhance case detection, contact tracing, supervisory of domiciliary
treatment and IPT treatment and TB awareness in the community.
The role of the TBLN is overseen by the Sub -divisional Health Sister of the division.

5. D) Laboratory supervision

Daulako Mycobacterium Reference Laboratory will provide the following services:
 Supervise and provide EQA for all TB microscopy centres in the country
 Offer technical support to staff of the TB microscopy centres
 Plan, Coordinate and Organise capacity building programmes for TB
microscopy technicians related to TB microscopy and culture
 Collaborate with Queensland Mycobacteria Reference Laboratory (Supranational Reference Laboratory) on the conduct of DST and EQA as required
by the clinicians and as per guidelines
Divisional laboratories play a pivotal role in:
 Supervising and conducting training for peripheral microscopy centres
 Offering technical support to all sub-divisional labs
 Providing monthly, quarterly and annual reports to DMRL on TB (
presumptive TB cases, follow up TB cases, TB cases tested for HIV, TB-HIV
and TB-DM coinfected)
 Reconciliation of TB Lab Registers with the Divisional TB Registers
 Weekly updating of the electronic TB databse
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APPENDICES
Appendix 1. DEFINITIONS
Term
CDOT Provider

Contact
Contact Screening
DOT Centre
IPT
MDR – TB

One Stop Service

Public Health Team

Treatment Centre

XDR – TB

Definition
An approved community health worker, retired
nurse, FBO or CSO representative who will be
responsible for the provision and supervision of the
domiciliary phase of treatment
Any person who has been exposed to an index
case
A systematic process for identifying contacts who
have, or are at increased risk of developing TB
Administrative centre managed by NTP staff where
treatment is initiated
Isoniazid Preventative Therapy
Multidrug-resistant TB (MDR TB) is caused by an
organism that is resistant to at least isoniazid and
rifampin, the two most potent TB drugs.
Facility that allows patients to undergo
microbiological, biochemical (Diabetes), serological
(HIV) and radiological testing with initiation of
treatment for TB in one visit
Sub-divisional team that consists of the SDMO,
SDHS, Health Sister, Area Medical Officer, TB
Liaison Nurse, District Nurse, Health Inspector and
Dietician
Health facility (hospital or heath centre) where the
patient is originally from and where s/he will
receive follow up care after discharge from the
DOT Centre
Extensively drug-resistant TB (XDR TB) is a rare
type of multidrug-resistant tuberculosis (MDR TB)
that is resistant to isoniazid and rifampin, plus any
fluoroquinolone and at least one of three injectable
second-line drugs (i.e., amikacin, kanamycin, or
capreomycin).

Classification of TB patients
Presumptive TB Case. Formerly called TB suspects. Any patient that has
signs and symptoms that are associated with TB
disease
New.
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Relapse.

Retreatment after Loss to
Follow Up.

Retreatment after failure.
Transfer In.

These are patients who have never had any
treatment for TB or who have taken anti-TB
medicines for less than a month.
A patient previously treated for TB who has been
declared cured or treatment completed, and is
again diagnosed with TB
A patient who returns to treatment, regardless of
bacteriological confirmation, following interruption
of treatment for 2 months or more.
A patient who has started on a re-treatment
regimen after having failed previous treatment.
A patient who has been transferred from one
DOTS Centre to continue treatment in another
DOTS Centre

Transfer Out.

A patient who has been transferred from a DOTS
Centre to continue treatment in another DOTS
Centre or another country
Classification of TB Treatment Outcomes
Cured A pulmonary TB patient with bacteriologically
confirmed TB at thebeginning of treatment who is
now smear negative or culture negative in the
lastmonth of treatment and on at least one
previous occasion

Treatment completed

A TB patient who completed treatment without
evidence of failure but with no record to show that
sputum smear or culture results in the last month
of treatment and on at least one previous occasion
were negative, either because tests were not done
or because results are unavailable

Treatment failed

A TB patient whose sputum smear or culture is
positive at month 5 of treatment
A TB patient who dies for any reason before
starting or during thecourse of treatment
A TB patient who did not start treatment or whose
treatment wasinterrupted for more than 2
consecutive months

Died
Lost to Follow Up

Not Evaluated

A TB patient for whom no treatment outcome is
assigned. Thisincludes cases “transferred out” to
another treatment unit (including out of the
country) as well ascases for whom the treatment
outcome is unknown to the reportingunit
(Reason for non evaluation must be clearly
documented)

102 | Fiji TB Manual - 4th Edition - 2017

TUB 1
Fiji National Tuberculosis Program

TUB 1: TUBERCULOSIS REFERRAL / TRANSFER FORM
PART A
Name:_______________________________________ Father’s Name:_______________________________________
Sex: _________ DOB:__________ Ethnicity:________________ Patient Phone No.___________________________

Permanent Address:____________________________ Alternate Address: ____________________________________
Koro dina:____________________ Tikina:_____________________ Yasana: _________________________________
Contact person:________________ Relationship to Patient: _________________ Phone (contact person):___________

PART B

(TUBERCULOSIS PRESUMPTIVE CASE REFERRAL)

Referred From:  Health Facility …………… GP  FBO  CBO  FNA  FRCS  CHW
 Retail Pharmacist  Other________________ (please specify)
To: _____________________________________________________________________________________________
 Cough for more than 2 weeks (if x-ray has been done; send x-ray results with patient)
Other symptoms: __________________________________________________________________________________
Sputum specimen Collected: Yes  No  (if yes state date produced) Date produced: _______________________
Remarks: ________________________________________________________________________________________
________________________________________________________________________________________________
Date: ____________ Name of Referral Officer: _________________________Signature:_______________________
Phone Number: ____________________

PART C

(TUBERCULOSIS PATIENT TRANSFER)

TB REG No.:___________OPF No.:__________ NHN:_________
Date Treatment started: ____________
Transferred from :_________________________________________________________________________
To: ____________________________________________________________________________________
Diagnosis:  PTB BC  PTB CD  EPTB BC  EPTB CD (EPTB Sites
_________________________)
Treatment:  SCC (new case)  Re-treatment (relapse, failure, loss to follow-up, other)
 RIF/ INH
 ETH
 PZA
 STREP ___g
150/100mg 100mg
300/150mg

400mg

500mg
inj._________g

Note: A TB Patient transfer
applies for patients
transferring between DOT
centers, medical areas and
the region

1. This form is to be filled by doctors , nurses and trained Community Health workers who attend to the patient or referring the patient to the nearest DOTS or
any health facility
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Reason for Transfer: ________________________________________________________
Date of Transfer: _________________
Signed:________________________

Designation of Person transferring: ____________________________________________ Phone No.: ____________

………………………………………………………………Cut Here……………….………………………………………..…
PART D

(TUBERCULOSIS TRANSFER/ REFERRAL ACKNOWLEDGEMENT)

Name of Presumptive Case/ Case: _________________ Address: _____________ Phone Contact:
______________
1. Who was transferred to: ____________________________reported/ did not report for treatment
2. Who was referred to: ____________________________________________________________________
Has been diagnosed with  PTB BC  PTB CD  EPTB BC  EPTB CD
Tuberculosis treatment started at: ____________________
Date: _____
Has not been diagnosed with TB
Date: _______
Name of Medical Officer: ______________________________Signed: __________
Note: Part D MUST be dispatched to Referral or Transferring Centre within 2 weeks.

1. This form is to be filled by doctors , nurses and trained Community Health workers who attend to the patient or referring the patient to the nearest DOTS or
any health facility
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Annex2. TUB FORMS
Sputum Microscopy Request Form (TUB 2a) and Laboratory Repport of TB
Examination (TUB 2b)
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1

DATE

SPECIMEN
COLLECTION
DATE
1 2 3 F

TB REG. No./ NAME
NHN 1

2

Note TB REG. No. if patient is registered TB case, otherwise note hospital- NHN.
Medical Area/Referral Centre where patient/specimen is referred from.
3
Person sending specimen.

1

LAB
REG.
No.

AGE

PATIENT'S
ADDRESS

TUB 3

OFFICER 3

TUB 3

REFERRAL
CENTRE 2

YEAR: _______________________

SEX

TB LABORATORY REGISTER FOR SMEAR MICROSCOPY and XPERT MTB/RIF

Fiji National Tuberculosis Program
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4

D

F

NATURE OF
SPECIMEN ⁴
1

2

5

F

1

2

3

F

EXAMINATION RESULTS 6

Examination Type – Good (G), Poor (P)

3

EXAMINATION TYPE 5

Nature of Specimen – Diagnostic (D) or Follow-up (F)

CLINICAL
NOTE

Fiji National Tuberculosis Program

MTB / RIF

GeneXpert 7
CULTURE
DONE
(Y/N))

HIV
Testing
DONE
(Y/N/UN)

REMARKS
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Lab
serial
No.

Date
specimen
collected

Date
specimen
received

Date
specimen
inoculated

TB Reg.
No./
NHN

Specimen

Patient's Name

Clinical Notes

LABORATORY REGISTER FOR TB CULTURE and DRUG SUSCEPTIBILITY TESTING

Fiji National Tuberculosis Program

Sex
(M/F)

Age

TUB 4

Referral
health
facility

Clinician

TUB 4
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1

2

1

Liquid /Solid
WEEKS
4 5
6

7

8

Result of
confirmatory test
for MTB (MPT 64)
(Pos/Neg)

Outcome of culture reported as follows;

3

Result of culture 1
Date
Culture
Reported

Culture
send for
DST
(Y/N)
R

H

E

S

Z

2

A
m
k
C
m

F
q

O
t
h
er

Date DST
Received

Date DST
Reported

Comments

TUB 4

Indicate Sensitivity with (S) Sensitive (R) Resistant (I) Intermediate (C) Contaminated

K
m

Drug Sensitivity Test 2

Fiji National Tuberculosis Program
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TB
Reg.
No.

Sex ²
Age

Address

Medical
Area

Treatment
Regimen ³

Disease
Class

Type of
Pat.

Bacteriologically Confirmed), PTB CD
(Pulmonary Tuberculosis Clinically Diagnosed), EPTB BC (Extra - pulmonary Tuberculosis Bacteriologically confirmed), EPTB CD (Extra - pulmonary Tuberculosis Clinically diagnosed)
⁵

Name

¹ Date when the patient was entered into the divisional register, ² Male (M), Female (F), ³ HRZE or HRZES or SLD (Second Line Drug) , ⁴ PTB BC (Pulmonary Tuberculosis

Date of
Reg. ¹

TUBERCULOSIS REGISTER

Fiji National Tuberculosis Program

TUB 5
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Date
*

Histologically
Confirmed
Cases

AFB
Smear

Culture

Xpert
R

H

E

DST6
Z

S

Date

Smear

End of 2nd or 3rd
Month7

LABORATORY RESULTS

Date

Smear

End of 5th Month7

Date

Smear

End of
Treatment

TUBERCULOSIS REGISTER

Fiji National Tuberculosis Program

Date

Result

Treatment
Result 8

HIV
Remarks
Testing
**
(Y/N/Unk)

TUB 5

Enter the correct code: New (N), Relapse (R), Treatment After Failure (F), Treatment After Loss to follow-up (TALTFU), previous treatment history unknown (U), Other previously treated
whose latest treatment outcome is unknown or undocumented
(O)

Patient Appointment Card (TUB 6)
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Date of
Screening

TB
Classification

TB Register
No.

Name of Contact1

Age
Sex

Address of Contact

REGISTER OF TB CONTACTS
Method
of
Screening²
Result of
Screening

Prophylaxis3/
Full
Treatment.

Outcome of
Prophylaxis
or treatment

4

Remarks 5

Facility: ______________________

¹ List all close contacts consecutively (individuals who spend more than 8 hours with the index case on most days while he/she was symptomatic) ² Symptom
screening (Sym), Tuberculin Skin test (TST), Chest x-ray(CXR) or sputum smear microscopy (SSM). 3 Prophylaxis Regimen: 9H, 6H or 3HR * For each index;
state registration number 4 To be filled by TBCO’s & TBNCO’s (As part of M&E) 5 For Children <15, PLWHIV, Immunosuppressed contacts of PTB- Sputum
smear positive not put on IPT, please state reason.

Name of
Index
Case *

Year: ________________

Fiji National Tuberculosis Program

TUB 7
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Index
Case1

Name

Name of person
on prophylaxis
(and NHN)

Sex

Age

Address

Fill in the Name of the index TB case, 2 Isoniazid Prophylaxis Regimen: 6H,9H, 3HR or

Disease
classification
of Index Case

*

Medical Area where patient resides

Rifapentine with isoniazid 3Prophylaxis completed (PC) or Not Completed (PNC)

1

of

Medical
Area

ISONIAZID PROPHYLAXIS REGISTER

Fiji National Tuberculosis Program

2

Regimen

Prophylaxis

Prophylaxis

Date of
Start

of

prophylaxis

Date of
completion

Prophylaxis
Outcome3

TUB 8

Fiji National Tuberculosis Program

TUB 9

CONSENT FORM
FOR HIV TESTING
_________________________________
(Name of Facility)
Name: ______________________________ DOB: __________________ Sex: F/ M
Contact Home: ____________Work: ________________NHN/TB reg. no: _________________
Address: ______________________________________________________________________
Occupation: ______________________________ Marital Status: _________________________
History of presenting complaint:
______________________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________
PROVIDER INITIATED COUNSELLING AND TESTING (PICT)
Explanation of the signs/ symptoms of TB and HIV
• Assess client's knowledge on HIV
• Officer provides knowledge on HIV/ TB
• What is the difference between HIV and TB
• What are some of the signs and symptoms of HIV and TB
• What are some of the ways to protect oneself from getting HIV/ TB
• Client understands the risks associated with HIV/ TB
• Client knows what to do if results is positive or negative
I, __________________________________________agree/disagree to be tested for HIV.
Signature: ___________________________

Date: _______________

Certified Counsellor: ___________________________
(Full Name)

_______________
(Signature)

Position: ____________________________________

Date: ___________

ALL Patients diagnosed with TB are recommended to undergo HIV testing.
Retain an White Copy in the Testing Laboratory, Blue Copy for Patients Medical Record and Yellow copy to
be retained in the book
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Treatment Card (TUB 10)
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Domiciliary Care Treatment Card (TUB 11)
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Isoniazid Prophylaxis Card (TUB 12)
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Quarterly Report on Treatment Outcomes (TUB 13)
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Quarterly Report on TB Case Registration (TUB 14)
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Quarterly Report on Treatment Outcome and TB/HIV Activities (TUB 15)
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Active Screening (TUB 16)
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Pharmacy TB Medicine Supply Form (TUB 17)
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Appendix 3.Performing BCG Vaccination
INDICATIONS
BCG (Bacillus Calmette-Guerin) is given according to the Fiji EPI Policy 2009
soon after birth for the prevention of meningitis and miliary TB in infancy.
CONTRAINDICATIONS
BCG must not be administered to individuals who are likely to be immunesuppressed which includes the following:
 Patients receiving high-dose oral or injectable corticosteroids
eg prednisolone 2mg/kg/day for more than one week or
1mg/kg/day for more than one month) or other immunosuppressive
treatment such as chemotherapy.
(Can be given after 3 months following the cessation of treatment)
 Those infants with malignancies including those who have received
chemotherapy in the last 6 months;
 Those infants who have received organ or bone marrow transplants
recently.
Must not be given to children with signs and symptoms of AIDS
Severely ill child needing hospitalization.
A 4 week interval must be allowed following administration of another live
vaccine unless given concurrently.







1.

2.
3.
4.

THE VACCINE
The BCG vaccine is a suspension of a live attenuated strain of
Mycobacterium bovis. It comes in powdered form in a 20 dose vial and
must be stored at 2-8C.
Must be reconstituted with diluents from the same company.
The expiry date and vaccine vial monitor status (VVM) must be checked
prior to administration.
More sensitive to heat after dilution and must be used in six hours.
VACCINATION PROCEDURE
Always use diluents from the same manufacturer as the vaccine
2. Diluents are NOT interchangeable, different vaccines have different
diluents.
Diluents must be maintained in the cold chain for at least 24 hours before
mixing with the vaccine
Do not reconstitute vaccines until you are ready to immunize.
Must discard reconstituted vaccine after six hours or at the end of the
session, whichever comes first.
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Mixing and administering the wrong diluents has led to serious adverse
events including death
BCG is given intradermally – Upper left arm into the top layer of the skin. A
special syringe and needle is used for administration of BCG. AD syringe with
needle.

IMMUNIZATION SITE :
Summary of injection site: Intra-dermal – mid upper left arm

-

BCG dose is 0.05mls given to infants < 12 months.
Pre mature infants must be vaccinated according to their chronological age.

NORMAL BCG REACTION
A small raised lump on the injection site. Develops into a red sore/abscess.
Heals in 2 weeks with a small scar formed on the site – effectively immunized.
A scar is palpable at the injection site. Unknown vaccination status must
warrant a palpation of the recommended site. Any absence of scar tissue is an
indication immunisation

21 |Fiji TB Manual- 4th Edition - 2016
ADVERSE EFFECTS
- Local abscess may develop. Swollen glands in armpit & near elbow. *
Unsterile practice, too much vaccine or injection deep into the skin.
Adverse events following immunization must be reported on the AEFI form and
sent to FPBS.
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sent to FPBS.

TREATMENT
TREATMENT

FOR ADVERSE
FOR ADVERSE

EFFECTS
EFFECTS

Adverse Events (Common)
Adverse Events (Common)

Treatment
Treatment

Soreness at the injection site
Soreness at the injection site
Soreness, swelling and redness at the
Soreness, swelling and redness at the
injection site can happen with any
injection site can happen with any
vaccination, but it is more common with
vaccination, but it is more common with
the DTPw-Hepb-Hib and TT vaccines. It
the DTPw-Hepb-Hib and TT vaccines. It
will usually pass within 2-3 days.
will usually pass within 2-3 days.
Note: an ulcer formation after the BCG
Note: an ulcer formation after the BCG
vaccine is normal.
vaccine is normal.

Soreness at the injection site
Soreness at the injection site
usually needs no treatment
usually needs no treatment
but sometimes applying a
but sometimes applying a
warm compress or giving
warm compress or giving
paracetamol may help.
paracetamol may help.

Abscess at the injection site
Abscess at the injection site
Abscesses at the injection site are usually
Abscesses at the injection site are usually
due to a non-sterile injection technique,
due to a non-sterile injection technique,
contaminated vaccine or injecting the
contaminated vaccine or injecting the
vaccine in the wrong place.
vaccine in the wrong place.

Abscesses must be treated in
Abscesses must be treated in
the same way any other
the same way any other
abscesses are treated. If it
abscesses are treated. If it
occurs in an infant or the child
occurs in an infant or the child
is unwell they must be
is unwell they must be
referred to a doctor.
referred to a doctor.
It is always vital to check
It is always vital to check
injection techniques to find out
injection techniques to find out
why an abscess occurred.
why an abscess occurred.
Abscesses must not be seen
Abscesses must not be seen
with good sterile technique.
with good sterile technique.

Fever
Fever
A fever is common after some
A fever is common after some
vaccinations. It is usually mild and does
vaccinations. It is usually mild and does
not last more than a few days. A fever,
not last more than a few days. A fever,
which begins a few days after the
which begins a few days after the
immunisation is usually due to another
immunisation is usually due to another
reason.
reason.
A fever may be
by a rash 4th
23accompanied
|Fiji TB ManualA fever may be accompanied by a rash
about a week after the measles vaccine
about a week after the measles vaccine
was given.
was given.

Fevers following vaccination
Fevers following vaccination
must be treated the same way
must be treated the same way
as other fevers and
as other fevers and
paracetamol may help.
paracetamol may help.
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If known HIV
positive

Yes

Not available

Do Not give
BCG

If known HIV
positive

None

Available and
positive

Do Not give
BCG
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Appendix 4.Performing Tuberculin Skin Test (TST/ PPD/ Mantoux)

If known HIV
positive

Yes

Not available

Do Not give
BCG

If known HIV
positive

None

Available and
positive

Do Not give
BCG

Appendix 4.Performing Tuberculin Skin Test (TST/ PPD/ Mantoux)
H OW TO CONDUCT MANTOUX (PPD/ TST) TESTING
All health care workers who conduct the tuberculin skin test (TST) must be
trained in how to administer, measure and interpret and document results.
i.
PERFORMING THE TEST
1. Locate the injection site:
Identify 10cm below the elbow joint
Place forearm palm side up on a firm, well-lit surface
Select an area free from dermatitis, sores and visible veins
2. Prepare the syringe:
Check the expiry date on the vial and ensure that the vial contains
tuberculin 0.1ml (STU)
Use a single dose tuberculin syringe with a 27-guage needle with a short
bevel
3. Inject tuberculin:
Hold the skin of the forearm taut and insert the needle (bevel facing up)
at an angle almost parallel to the skin surface
Administer 0.lml (STU) of tuberculin by slow intra-dermal injection to
produce a discrete bleb
4. Check the skin test site:
A pale bleb (wheal) that is 5-10 mm in diameter must be produced
Cover the site with cotton wool and tape loosely
Instruct the patient to remove the covering after 30-60 minutes and
leave the site uncovered
Instruct the patient on care ofthe site and give written information on
TST if available
5. Record information:
Document the procedure according to the requirements of NTF
recording and reporting
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6. Instructions to patient
The nurse must instruct the patient on care of the injection site, including
in regard to:
Common reactions following the TST (e.g. redness and induration)
Uncommon reactions (e.g. skin blistering and/or ulceration)
Not applying creams and lotions to TST site
Not scratching the TST site. If it feels itchy, apply a cold pack.
Showering and bathing as usual
ii.

READING THE TEST
Measure the results of the tuberculin skin test between 48 and 72 hours
after administering the test.
1. Inspect the site:
visually inspect the site under good light
identify erythema (reddening ofthe skin) visually but do not measure
this
identify induration (firm raised area) and measure this area

2. Palpate and mark induration (not the erythema) with a ballpoint pen:
Hold the skin firmly and find the borders of induration across the
forearm
Make marking on the borders of the induration using a ballpoint pen
Measure the transverse diameter of the induration in millimetres (mm)
with a flexible plastic ruler

3. Record the measurement
Record the diameter of induration in milliletres (rather than as positive
or negative)
Record erythema without induration as 0 mm
iii.

LIMITATIONS
Information will depend on the brand of purified protein derivative
(PPD) used. Staff must consult the product information for more details.

iv. LOGISTICAL AND OTHER ISSUES
1.
Storage
Keep the solution refrigerated at 2-8o C
130 | Fiji TB Manual - 4th Edition - 2017

132 |

Fiji TB Manual - 4th Edition - 2016

25 |Fiji TB Manual- 4th Edition - 2016
Throw away frozen tuberculin PPD (human)
If the tuberculin (human) is exposed to sunlight or fluorescent light for
an extended period, its potency may be reduced. In this case discard
the solution.
Transport the solution following the recommendations for vaccines in
PICTS
Discard unused tuberculin PPD solution 30 days after opening. Do not
use PPD after the expiry date.
2.
Disposal of needles and syringes:
Place disposable needles and syringes in appropriate puncture resistant
containers immediately after use.
3.
Spills
For PPD, splashes on the skin, thoroughly wash the area with water and
soap. For eye exposure, irrigate with running water for at least 15 minutes
and seek medical attention.
4.
Use of PPD in pregnancy
No teratogenic effects of testing during pregnancy have been documented.
Pregnancy must not be considered a contraindication to use tuberculin skin
testing when there has been exposure to an infectious TB case.

Fiji TB Manual - 4th Edition - 2016
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Appendix 5: Supervisory Forms
SUP 1

Ministry of Health & Medical Services
Fiji National Tuberculosis Programme
SUP 1: Supervisory Protocol Checklist
Users: NTBCO; NTBNCO, SLT and M&E-O
Purpose: To assess Divisional DOTS facilities ability to provide quality TB services

DOT Centre Assessment
Enter √ if response is Yes or No in respective columns
A. Description –Item – NTP guidelines
1. Is there a current NTP guideline readily available?( 1 mark)
2. Is the NTP guideline used by staff? ( 1 mark)
Description – Other TB Documents & Supplies
3. Is the TB register available? ( 1 mark)
4. Is the TB Contact Register available? ( 1 mark)
5. Is the Quarterly TUB 13,14 and 15 available? ( 1 mark)
6. Are TB IEC materials available and displayed in the health
facility? ( 1 mark)
7. Are Sup Forms 2a, 2b and 3 checklists available? ( 1 mark)

Yes

No

Comment

B. Description–Item– Presumptive TB case protocol
8. Is the “Presumptive TB Case” algorithm displayed in appropriate
areas?( 1 mark)
9. Do doctors and nurses follow the Presumptive TB Case
algorithm? ( 1 mark)
C. Description-Item-Infection Control
10. Administrative Infection Control (1 mark)
*TB Infection control policy in place
*Infection Control Committee active
11. Environmental infection Control (1.5 mark)
*Air-flow/exchange consideration
*Patient grouping by smear positivity (TB Ward)
*Visitor Control (restriction of visitors <5
years/immunocompromised/pregnant etc.)
12. Personal Protective Equipment (2 mark)
*Are N95 Masks used by Staff?
*Surgical Masks used by visitors
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SUP 1

*Handwashing facility available
*Cough etiquette practised
D. Description–Item–Diagnosis of Presumptive TB Case
13. Are all Presumptive PTB Cases requested to have sputum
testing? (1 mark)
14. Are Presumptive TB cases given correct education on how to
collect a good sputum sample? (1 mark)
15. Are sputum request forms correctly completed? (1 mark)
16. Are 2 sputum specimens collected? (1 mark)
17. Are chest x-rays requested? ( 1 mark)
18. Are children who are Presumptive TB cases referred to the
Divisional TB Control Officer or Paediatricians?
(1 mark)
19. For Presumptive TB extra-pulmonary cases, are appropriate
steps taken to obtain a sample for histological or biological
investigation? (1 mark)
E. Description–Item–Recording & Reporting
20. Does the laboratory send results directly to the requesting
health facility? (1 mark)
21. Does the laboratory report new AFB positive results urgently
(within 24hrs) to the TBCO & requesting MO? (1 mark)
22. Are all Confirmed TB Cases registered? (check TB laboratory
register & AFB Laboratory Register)
(1 mark)
Sub- Total (add number of „Yes‟ and „No‟ answers [16 items])
1

F. Description- Interview of TB patients - TB Ward or
Community

2

Comment

SUP 1

At least interview 1 patient during the visit
23. Do you know the symptoms of TB? ( 1 mark)
24. Do you know that TB is infectious if not treated? ( 1 mark)
25. Do you know that TB can be cured? ( 1 mark)
26. Do you understand TB and its treatment process?
mark)

(1

27. Do you know when you will be discharged and what you have to do
when you return home? ( 1 mark)
28. Are you provided with any pamphlets or any other information about
TB? ( 1 mark)
29. Has anyone in your family been given information about TB and
your condition? ( 1 mark)
30. Do you know the number and colour of prescribed medicines? ( 1
mark)
31. Do you know how long you have to take medicines?

( 1 mark)

32. Did anyone tell you the importance of taking all prescribed
medicines for full treatment period?
133( 1
| mark)
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33. Do you know what can happen if you do not complete your
treatment? ( 1 mark)
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30. Do you know the number and colour of prescribed medicines? ( 1
mark)
31. Do you know how long you have to take medicines?

( 1 mark)

32. Did anyone tell you the importance of taking all prescribed
medicines for full treatment period? ( 1 mark)
33. Do you know what can happen if you do not complete your
treatment? ( 1 mark)
34. Do you know the importance of follow-up sputum smear
examinations? ( 1 mark)
35. Do you know at what frequency the follow-up sputum smear
examinations are to be done? ( 1 mark)
36. Do you know of the need and importance of getting symptomatic
close contacts examined, especially children <5 years old are to be
referred to the health facility? (only when the patient is smearpositive ) ?( 1 mark)
37. Do you know that Diabetes is a risk factor for TB?
mark)

(1

38. Has the health worker informed you about diabetes and TB? ( 1
mark)
39. Have you been tested for Diabetes? ( 1 mark)
40. Do you know that HIV is a risk factor for TB? ( 1 mark)
41. Has the health worker informed you about HIV and TB? ( 1 mark)

SUP 1

42. Have you been tested for HIV? ( 1 mark)
Sub-TOTAL (add number of „Yes‟ answers [20 items])
Community Collaboration (HIV/ peripheral clinic and Public Health Activities – NCD/EPI)
43. Minutes of meeting with TB/HIV core team
44. Schedule and reports of peripheral clinics
45. Minutes of divisional and sub divisional meetings/presentations
made
46. Evidence of TB/Diabetes collaborative activities
Sub-TOTAL (add number of „Yes‟ answers [ 4 items])

I.

Review of TB Treatment

Enter √ if response is Yes or No in respective columns
G. Description –Item – TB treatment card and TB
Register recording

Yes

No

Comment

47. Are all new smear positive TB,PTB BC cases recorded on a
TB Treatment Card? (Cross check with laboratory
register)?( 1 mark)
48. Is information correctly entered for new or relapse cases on
the TB Treatment Card?( 1 mark)
49. Are all forms of TB cases recorded in the TB Patient
Register correctly and updated?( 1 mark)
50. Is each patient on the correct treatment category?
H. Description –Item – Treatment Supervision
51. Is the intensive phase of all TB patients‟
treatment
directly- 4th Edition - 2017
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TB Manual
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52. Is the continuation phase of all TB patients‟ treatment
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49. Are all forms of TB cases recorded in the TB Patient
Register correctly and updated?( 1 mark)
50. Is each patient on the correct treatment category?
H. Description –Item – Treatment Supervision
51. Is the intensive phase of all TB patients‟ treatment directly
observed?( 1 mark)
52. Is the continuation phase of all TB patients‟ treatment
directly observed?( 1 mark)
I. Description – Item – Follow-up Sputum testing
53. Are follow-up sputum results recorded correctly?
mark)

(1

54. Are sputum checks undertaken at 2 months for PTB BC? (1
mark)
55. Are there any patients smear positive at 2 months? If so
how many (%)? (1 mark)
th

SUP 1

56. Are sputum checks undertaken in the 5 and last month of
treatment? (1 mark)

J. Description –Item – Treatment Outcomes
57. Are there any patients smear positive at 5 months? (1
mark)
58. Were these cases re-classified correctly? (1 mark)
59. Were they re-started on the correct treatment?
mark)
60. Are there any patients who interrupted treatment?
mark)

(1
(1

61. Are interrupted cases managed correctly? ( 1 mark)
62. For treatment completers, is information correctly entered
on the TB treatment card and TB Register? (1 mark)
Sub-Total (add number of „Yes‟ and „No‟ answers [15 items])
II. Recording and Reporting
Enter √ if response is Yes or No in respective columns
K. Description –Item – TB register

Yes

No

Comment

63. Are the names, OPF, TB registration number or NHN and
addresses and telephone numbers legible?
(1 mark)
64. Is the classification, correct and up-to-date? (1 mark)
65. Are all diagnosed smear positive patients registered?
mark)

(1

66. Are all diagnosed smear positive patients registered within 7
consecutive days? (1 mark)
67. Are the follow-up sputum results and treatment outcome
results correct and up-to-date? (1 mark)
68. Does the TB Control Officer, TB Nurse Coordinator or TB Clerk
maintain the TB Register? (1 mark)
69. Does the TB Control Officer, TB Nurse Coordinator or TB Clerk
allocate a unique TB registration number?
(1 mark)
70. Does the Nurse Coordinator or TB inpatient and outpatient
nurse enter this number on the patient
Card and
in Edition - 2017
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71. Does the date of registration determine the quarter (and thus
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results correct and up-to-date? (1 mark)
68. Does the TB Control Officer, TB Nurse Coordinator or TB Clerk
maintain the TB Register? (1 mark)
69. Does the TB Control Officer, TB Nurse Coordinator or TB Clerk
allocate a unique TB registration number?
(1 mark)
70. Does the Nurse Coordinator or TB inpatient and outpatient
nurse enter this number on the patient Treatment Card and in
the Treatment Register? (1 mark)
71. Does the date of registration determine the quarter (and thus
the cohort) to which the patient belongs? (1 mark)
she/he is discharged? Are the remaining medicines sent from
72. the
Is the
Patient
Identity Card
given
to the
patient
whentoleaving
hospital
dispatched
to the
health
facility
nearest
the
the hospital?
mark) with the Tuberculosis Treatment
patient‟s
home(1together
Card? (1 mark)
73. Is one month‟s supply of medicines given to the patient, when
L. Description –Item – TB Treatment Cards and
Domiciliary card

SUP 1

Yes

No

Comment

Yes

No

Comment

74. Does the treatment card contain all complete general patient
information (name, address, age, contact person) listed? (1
mark)
75. OPF, TB Registration Number or NHN and name of Health
Unit legible and correct? (1 mark)
76. Disease classification legible and correct? (1 mark)
77. Anti TB medicines administration/ medicines collection dates
recorded correctly? (1 mark)
78. Information on missed and late doses recorded
79. Action taken for any missed dose documented in
„Remarks‟ section? (1 mark)
80. Tuberculosis Treatment Cards updated at the same time when
the treatment is given? (1 mark)
81. Are treatment cards maintained correctly and up-to-date? (1
mark)
82. Are details on past history of TB treatment mentioned on the
card? (1 mark)
83. Are follow-up sputum examinations done at the correct time?
(1 mark)
84. Are patients returning their domiciliary cards after treatment
completion and attending the final review? (1 mark)
Sub-Total (add number of „Yes‟ and „No‟ answers [22 items])
III. Supply chain management
Enter √ if response is Yes or No in respective columns
M. Description-Treatment centre supplies
85. Availability of appropriate storage space for supplies?
mark)

(1

86. Adequate supply of sputum containers? (1 mark)
87. Adequate quantity of sputum request forms? (1 mark)
88. Adequate supply of patient treatment cards? (1 mark)
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89. Adequate supply of patient identification cards?
mark)

SUP 1

(1

90. Adequate supply of referral/transfer forms? (1 mark)
91. Adequate supply of N95 mask available? (1 mark)
N. Description-Drug supply & Quality Assurance
92. Is the TB Control Officer actively involved in the quantification
and stock management of TB drugs with the delegated TB
pharmacist? (1 mark)
93. Availability of appropriate storage space for medicines? (1
mark)
94. Adequate supply of anti-TB medicines-Cat 1-2HRZE/4HR? (1
mark)
95. Adequate supply of anti-TB medicines-Cat 2-3HRZE
2S/5HRE? (1 mark)
96. Adequate supply of anti-TB medicines-loose drugs; pyridoxine
& PPD? (1 mark)
97. Have any anti-TB medicines stock-outs occurred in the most
recent 3 months? (1 mark)
98. Are there any expired anti TB medicines? (1 mark)
99. Are there any damaged anti TB medicines? (1 mark)
100.
Are ADR forms being filled for those related to TB drugs?
(1 mark)
101.
Are product quality forms being filled for quality
complaints? (1 mark)
102.
For FPBS – are there quality control checks in place? (e.g.
annual quality tests for TB drugs on an annual basis) – 1 mark
Sub-Total (add number of „Yes‟ and „No‟ answers [12 items])
103.
104.
105.
Sub-Total (add number of „Yes‟ and „No‟ answers [12 items])
IV. Health facility assessment - Human resources
Description-Health facility
106.
Number of staff positions at DOTS centre / TB Ward
107.

Number of health staff present during visit

108.

Number of staff trained in DOTS/VCT/PAL

109.

Number of staff needing training

Num

SUP 1

Sub-Total (add number of „Yes‟ and „No‟ answers

Checklist for Laboratory Supervisory Visit
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Users: Senior Laboratory Technician & Divisional
Laboratory
Technician

Comment
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108.

Number of staff trained in DOTS/VCT/PAL

109.

Number of staff needing training

Sub-Total (add number of „Yes‟ and „No‟ answers

Checklist for Laboratory Supervisory Visit
Users: Senior Laboratory Technician & Divisional Laboratory Technician

Purpose: Supervision by National Reference Laboratory (DMRL) to Divisional and Sub-divisional TB laboratories
& Microscopy Centres
Description –Item – Administration
1.1 Workplace
1.1.1 Is the laboratory made clean and tidy at the end of each
working day?
1.1.2 Is the laboratory ventilated by air-conditioning (rather
than windows, etc.)?
1.1.3 Is the electricity supply continuous and reliable?
1.1.4 Does the lab have a reliable supply of reticulated water?
1.1.5 Is the laboratory locked outside working hours?
1.2 Staffing
1.2.1 Have staff received formal training in sputum smear
microscopy?
1.2.2 Does each staff member have a current Training Record
in the lab?
1.3 Standard Operating Procedures
1.3.1 Is there a Manual containing procedures exactly as
performed in the lab?
1.3.2 Is the Method Manual located in the laboratory?
1.4 Laboratory Register
1.4.1 Is the Laboratory Register drawn up in a format approved
by the NTP?
1.4.2 Is the Register kept in the laboratory at all times?
1.4.3 Does the Register capture all TB specimen requests?
1.5 Data Collection
1.5.1 Is a Workload Report prepared each month and
forwarded to the NTP?
1.6 Equipment
1.6.1 Is the microscope working and in good condition?
1.6.2 Is the microscope cleaned regularly and kept covered
when not in use?
1.6.3 Are replacement bulbs available in the laboratory?
1.6.4 Is the microscope manufacturer‟s manual available in the
laboratory?
1.6.5 Are the service records for the microscope on file in the
laboratory?
1.7 Supplies
1.7.1 Does the laboratory have adequate stocks of materials,
slides, stains, etc?
1.7.2 Are the materials supplied promptly after ordering?
1.8 Laboratory Safety
1.8.1 Do staffs have sound knowledge of safety issues?
1.8.2 Are laboratory coats available and worn at all times?
1.8.3 Is the disinfectant active against tuberculosis organisms?
1.8.4 Is the microscope set up in a comfortable position?

Yes

No

COMMENTS

SUP 1

1.9 Quality Assurance
1.9.1 Are quality control records on file in the laboratory?
1.9.2 Did the laboratory complete the most recent Panel Test?
1.9.3 Does the laboratory participate in EQA by Blinded Slide
Rechecking?
1.9.4 Are the results of EQA on file in the laboratory?
1.9.5 Are the results of EQA discussed with NTP?
1.9.6 Is the Workload Report prepared each quarter for NTP
and reference lab?
Total (add number of „Yes‟ and „No‟ answers [30 items])
It is recommended that the TB Laboratory Technician carries out a Self-Assessment at least twice annually, in conjunction with a
representative from the National TB Programme. A copy of the signed assessment should then be forwarded to the National TB
Programme for comment and action as required.

Description – Item – SPECIMEN SUBMISSION
Yes
No
COMMENTS
2.1 Transport
2.1.1 Are specimens forwarded to the
laboratory
as soon
as - 4th Edition - 2017
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| Fiji TB
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possible
after collection?
2.1.2 When samples are transported long distances are they
protected from extreme environmental conditions?

Total (add number of „Yes‟ and „No‟ answers [30 items])
It is recommended that the TB Laboratory Technician carries out a Self-Assessment at least twice annually, in conjunction with a
representative from the National TB Programme. A copy of the signed assessment should then be forwarded to the National TB
Programme for comment and action as required.

Description – Item – SPECIMEN SUBMISSION
2.1 Transport
2.1.1 Are specimens forwarded to the laboratory as soon as
possible after collection?
2.1.2 When samples are transported long distances are they
protected from extreme environmental conditions?
2.2 Handling in the Laboratory
2.2.1 Are samples kept in a secure location after delivery to
the laboratory?
2.2.2 Is specimen quality checked visually and recorded in the
laboratory register before processing?
2.2.3 Are specimens generally processed on the same day
they are received?
2.2.4 Are specimens processed in Biological safety cabinets?
Total (add number of „Yes‟ and „No‟ answers [6 items])
Description –Item – MICROSCOPY
3.1 Smear Preparation
3.1.1 Are smears prepared on clean, new slides with frosted
ends?
3.1.2 Is the laboratory number written on the slide before
making the smear?
3.1.3 Is care taken not to contaminate the slide with
fingerprints or splashes?
3.1.4 Are all smears approximately 2 cm x 1 cm?
3.1.5 Are all smears fixed by gentle heating over a flame?
3.2 Staining
3.2.1 Is the staining method approved by the NTP?
3.2.2 Is the method shown in a chart near the staining sink?
3.2.3 Are reagent bottles labelled with name, preparation date
and expiry date?
3.2.4 Is the performance of the stain checked with a control
slide at frequent intervals?
3.2.5 Is the result of the control slide recorded in a register?
3.3 Smear Examination
3.3.1 Are at least 100 effective fields examined before
reporting a smear as negative? (Examination should take at
least 5 minutes.)
3.3.2 Are positives scored in accordance with the scale
recommended by WHO?
3.3.3 Are results entered directly into the Register?
3.3.4 Are completed slides stored in sequence in a slide box?
3.4 Reporting
3.4.1 Are results reported in a standard format approved by
the NTP?
3.4.2 Are all positives verified by another person?
3.4.3 Are results generally reported within 1 working day of
receiving the sputum?
Total (add number of „Yes‟ and „No‟ answers [17 items])
Description – Item – EPI DATA / LQMS
4.1 Epi Data
4.1.1 Has the technician been trained on the use of Epi Data
Software?
4.1.2 Are the Epi Data entries updated?
4.1.3 Has the technician been trained on LQMS? If yes, at
which level?
4.1.4 When was the last time the technician attended LQMS
training?
4.1.5 Has LQMS been implemented in the laboratory?
Total (add number of „Yes‟ and „No‟ answers [5 items])
Other Comments:

Yes

No

COMMENTS

COMMENTS

SUP 1

COMMENTS
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Number of Yes
Answers (a)

Total items
evaluated (b)

Percent Score (c)
(c=a/bx100) | 141

training?
4.1.5 Has LQMS been implemented in the laboratory?
Total (add number of „Yes‟ and „No‟ answers [5 items])
Other Comments:

Quantitative evaluation of laboratory facilities
Area
1
2
3
4

Number of Yes
Answers (a)

Administration
Specimen submission
Microscopy
Epi Data/LQMS
TOTAL

Total items
evaluated (b)
30
6
17
5
58

Percent Score (c)
(c=a/bx100)

LABORATORY DETAILS:
TB Lab Technician:

Signed:

Date:

NTP Representative:

Signed:

Date:

SUP 1

Quantitative evaluation of Divisional health facilities
Area
1
2
3
4

Presumptive TB case Assessment
Patient awareness and follow-up*
Review of TB Treatment
Recording and Reporting
Community Collaboration (HIV/ peripheral
clinic and Public Health Activities –
NCD/EPI)

5

Supply chain management
TOTAL

Number of Yes
Answers (a)

Total items
evaluated (b)
16
20 x 3= 60
15
22

Percent Score (c)
(c=a/bx100)

12
125

*Consider multiplier based on number of patients to arrive at the total points for (b); for example, if 2 patients are interviewed during the
visit to the health facility, then maximum points will be 28.

ISSUES
IDENTIFIED
1

Review of Presumptive TB case
Assessment

2

TB Guideline and Other TB
Documents

3

Patient awareness and followup*

4

Review of TB Treatment

5

Recording and Reporting

6

Supply chain management

ACTIONS

RESPONSIBILITY
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TIMELINE

Ministry of Health & Medical Services
Fiji National Tuberculosis Programme
SUP 2: Supervisory Checklist for Health Centres
User: Divisional team (including PH team).This is applicable for Senior Sub-divisional staffs (SDMO/SDHS)

Purpose: Divisional TB/PH staff supervision to Health Centre (TB component)
Health Centre:
Name of Divisional Staff:
I.

Date
Signature

Case finding (To interview a sample of staff including a doctor or a zone nurse or a clinical nurse)

Enter Y for Yes or N for No in respective columns. To interview the most senior clinical staff present
Description
Dr./ C/N Z/N
Comment
NP
1. Do health workers know the criteria for identification of a
‘presumptive TB case’? (1mark)
-

With signs & symptoms (as per TB manual)

2. Do health workers collect sputum at this health facility or
during screening in the community? (1 mark)
3. Do health workers know how to refer a presumptive TB case
or a confirmed TB case? (1 mark)
4. Do health workers know how to effectively manage a
presumptive TB case? (1 mark)
5. Can they outline the correct steps in obtaining a proper
sputum sample and transporting to the lab? (also looking at
quality & number of specimen collected) (3 marks)
6. Do they have an understanding of the Infection Control
measures to be taken for presumptive TB cases? (2 marks)
TOTAL of 9 marks
II.
Treatment (to interview a sample of staff including a doctor or a zone nurse or a clinical nurse)
Enter Y for Yes or N for No in respective columns. If no TB cases are currently on treatment in this health facility, Skip this
section and move to section III.
Description
Dr/ Z/N C/N
Comment
NP
7. Dose of medicine in the domiciliary phase is observed by a CDOTS or Family DOT provider on a daily basis. (1 mark)
8. The quantities of medicines remaining with the patient tallies
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with the treatment card entries. (1 mark)

9. If TB patients are late for clinic appointments, are steps being
taken to find them (within 1 week).This is applicable to TB
patients who are been reviewed by this Health Centre. (1
mark )
10. For TB patients who have missed doses of medications, are
corrective actions being taken? This is applicable to TB
patients who are been reviewed by this Health Centre (1
mark)
Total of 4 marks
III. Recording and Reporting.This section requires the assessing the TB treatment cards includes TUB 10 or
TUB 11 or TUB 12 and TB Patients Folders of current and Previous TB patients.
Enter √ for Yes x for No in respective columns
Descriptions:
11. Complete general patient information (name, NHN, address,
age, contact person) listed (1 mark)

Yes

No

Comment

12. Tuberculosis Registration Number, Date of registration and
name of Health Unit legible and correct (1 mark)
13. Disease classification legible and correct (1 mark)
14. Medicine administration and Information on missed and late
doses recorded /Medicine collection recorded correctly i.e.
ticks, crosses & underline (1 mark)
15. Tuberculosis Treatment Cards updated. (1 mark)
16. Is there a dedicated patient folder (PHIS or SOPD folder) at
this facility with these documents inserted i.e. treatment card
and case notification report & final review report where
applicable. (1 mark)
17. For patients who have completed treatment; has final reviews
being conducted and documentation present? (1 mark)
SUB-Total of 7 marks
Description –Item – (B) :TB register (TUB 5)
18. Is TB register available? (1 mark)
19. Is the TB register (TUB 5) being filled by the staff of this
facility? (1 mark)
20. Is the TB register up to date comparing to the Divisional TB
register? (1 mark)
Sub-Total at 3 marks
Description –Item – TB Contacts(TUB 7) Register
21. Is TB contacts register available? (1 mark)
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22. Is the TB contacts register for being filled by the staff of this
facility? (1 mark)
23. Has contact screening being conducted for PTB (BC)
bacteriologically confirmed cases and of child TB cases? (1 mark)
24. Are any of the contacts of those cases eligible for IPT
(Isoniazid Prophylactic Therapy) and have they commenced IPT.
(1 mark)
SUB-Total of 4 marks
TOTAL of 14 marks
IV :Treatment centre supplies (TB Medicine should be kept at the pharmacy in Health facilities where it is
available or in a cool non Humid place)
Enter √ for Yes or x for No in respective columns
Description – item – TB Medicines
25. Availability of adequate and dedicated storage space for TB
supplies (TB Medicine and commodities i.e. Sputum cups and
Biohazard bags) (1 mark)
26. Are there any TB Patients who are receiving TB medicines
from this health centre? Is there adequate supply of anti-TB
medicines? (1 mark).
SUB-Total of 2 marks
Description - item – (C): Other supplies
27.Adequate supply of sputum containers.(Sterile bottle Pink
&Yellow Lid)(1 mark)
28. Adequate quantity of sputum request forms (TUB 2a). (1
mark)
29. Adequate supply of referral/transfer forms (TUB 1). (1 mark)
th

30.Availability of TB Manual(Latest version- 4
minimum 1 per health facility ( 1 mark)

Edition) –

31. Adequate supply of IECs for awareness and displayed in
the Health facility (2 marks)
Sub- Total of 6 marks
TOTAL of 8 marks

V.

Patient Visitation- (If There is no Current TB patients to be interviewed, visit a previously treated TB
patient).The National TB program recommends that the Zone nurse visits the TB patients once a
month.
Enter √ for Yes or X for No in respective columns
Description
Yes No
Comment
32. Did the ZN know the location of TB patient’s residence? (1
mark)
33. Did the ZN make a home visit at least once a month? (1
mark)
34. (Questions 34- 38: Is for the TB patient to answer) If
applicable, do you have a Community-DOT provider? If so, does
he or she visit you daily? (1 mark)

143 | Fiji TB Manual - 4th Edition - 2017

Yes

35. Are you aware of your diagnosis and how the disease is
spread? Are you aware of the risk of the disease to your close
contacts?(4mark)
36. What are the dangers and consequences of stopping
treatment suddenly or missing doses? (2marks)
37 Can you list some of the side effects of the TB medications
and how you can deal with them? (2 marks)
38 Is there any member of your family being educated on TB
and your condition and how to care for you? (1 mark)
TOTAL of 12 marks
VI.

Who?
Relationship to you?

Health facility assessment – Human Resource Development related to TB Care (not to be scored)

Description
Number of Clinical staffs (doctors & nurses& Paramedics) at
facility.
Number of these staff attended TB Training or workshop > 1
day.
Number of these staff attended CME/CNE on TB care and
Prevention
Number of staff who have been mentored or trained on-site on
TB
Number of staff needing training-(Future training needs)
This section is not scored.

No.

Comment

Instruction for Scoring below:
1.
2.
3.
4.

Add the actual score for each section to the total score column
Add the Total score(B) as your Numerator
Add the all the Score allocation from the assessment items(A) as your Denominator
*For sections that are not applicable to assess or skip/move to the next section, do not give the actual score.
Therefore the score allocation would not be counted too in that particular section and the Denominator may
change.
5. Formula: Total score B (Numerator)
x 100
Total score allocations (A) Denominator
= Percentage

I.
II.
III.

Assessment
Items
&
Allocation(A)
Case finding (9 marks)
Treatment (4 marks)
TB treatment Card – 7 marks

Score

Total Score(B)

TB Register – 3 marks
TB Contacts Register – 4 marks
IV.

TB Drugs – (2 marks)

Other Supplies – (6 marks)
V. *Patient Visitation (12 marks)
TOTAL

… /…. X 100
=…………%

Grade A.Score 80-100%: Health
facility performing well in TB case
finding and care.
Grade B Score 60-79%: Health
facility performing adequately in TB
case finding & care. However, some
remedial action over next 3 months
needed.
Grade C Score < 60%: In adequate
performance of Health facility in TB
case finding & care- URGENT
remedial action needed within 4
weeks and frequent revisit by NTP.
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ISSUES
IDENTIFIED
1

Case Finding

2

Treatment

3

Recording & Reporting

4

Treatment Centre Supplies

5

Patient Visitation

ACTIONS

RESPONSIBILITY

TIMELINE

Names of health staff interviewed:
__________________________________________________________________________________________________
__________________________________________________________________________________________________
______________________________________________________________________________________________
Signatures: ……………………………………

……………………………………… ……..………………………………….

……………………………………

……………………………………… ……..………………………………….
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Ministry of Health & Medical Services
Fiji National Tuberculosis Programme
SUP 3: Supervisory Checklist for Nursing Station
User: Divisional team and Sub-divisional Team (including PH team)
Purpose: Divisional and Sub-divisional TB/PH staff supervision to Nursing Station (TB component)
Nursing Station:
Name of Divisional/Subdivisional Staff:

Date:
Signature:

I. Case finding ( To interview the zone nurse or the clinical nurse when applicable)
Enter Y for Yes or N for No in respective columns
Description
1. Do health workers know the criteria for
identification of a ‘presumptive TB
case’? (1 mark)
-

Z/N

C/N

Comment

With signs & symptoms (as per TB
Manual)

2. Do health workers collect sputum at this
health facility or during screening in the
community? (1 mark)
3. Do health workers know how to refer a
presumptive TB case or a confirmed TB
case? (1 mark)
4. Do health workers know how to
effectively manage a presumptive TB
case? (1 mark)
5. Can they outline the correct steps in
obtaining a proper sputum sample and
transporting to the lab?) (also looking at
quality & number of specimen
collected.(3 marks)
6. Do they have an understanding of the
Infection Control measures to be taken
for presumptive TB cases? (2 marks)
TOTAL of 9 marks
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If there is no current TB case on treatment, Skip section II and move to III
II: Treatment
7. Dose of medicine in the domiciliary phase is observed by a
C- DOTS or family DOT provider on a daily basis. (1 mark)

Z/N

C/N

Comment

8. The quantities of medicines remaining with the patient tallies
with the treatment card entries. (1mark)
9. If TB patients are late for clinic appointments, are steps
being taken to find them (within 1 week).This is applicable to
TB patients who are been followed up at the nursing
stations level (1 mark)
10. For TB patients who have missed doses of medications, are
corrective actions being taken? This is applicable to TB
patients who are been followed up at the nursing stations
level (1 mark)
Total of 4 marks
III.

Recording and Reporting. This section requires the assessing of TB treatment cards includes
TUB10 or TUB 11 or TUB 12 and TB Patients folders of Current and Previous Cases.

Enter √ for Yes or X for No in respective columns
Description
11. Complete general patient information (name, NHN,
address, age, contact person) listed (1 mark)

Yes

No

Comment

12. Tuberculosis Registration Number, Date of Registration
and name of Health Unit legible and correct (1 mark)
13. Disease classification legible and correct (1 mark)
14. Medicine administration and Information on missed and
late doses recorded/ Medicine collection recorded
correctly i.e. ticks, crosses & underline (1 mark)
15. Tuberculosis Treatment Cards updated. (1 mark)
16. Is there a dedicated patient folder (PHIS or SOPD
folder) at this facility with these documents inserted i.e.
treatment card and case notification report & final review
report where applicable. (1 mark)
17. For patients who have completed treatment; has final
reviews being conducted and documentation present?
(1 mark)
Sub-Total of 7 marks
Description – item
LEDGER BOOK

-

DORMICIALLARY

LEDGER

18. Is the Dormiciallary ledger book available? (1 mark)
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19.Are TB cases currently registered in your area recorded
in the ledger book? (1 mark)
20. Are the records of Patients visitation updated in the
domiciliary ledger book? (1 mark)
Sub-Total of 3 marks
Description – item - TB Contacts Register(TUB 7)
21. Is TB contacts register available? (1 mark)
22. Is the TB contacts register being filled by the staff of this
facility? (1 mark)
23. Has contact screening being conducted for PTB (BC)
bacteriologically confirmed cases and of child TB cases? (1
mark)
24.Are any of the contacts of those cases eligible for IPT
(Isoniazid Prophylactic Therapy) ( 1 mark)
SUB-Total of 4 marks
TOTAL of 14 marks
IV: Treatment centre supplies (TB Medicine should be kept at the pharmacy in Health facilities where it is
available or in a cool non humid place)
Enter √ for Yes or X for No in respective columns
II.
Description – item - TB drugs
25. Availability of adequate and dedicated storage space for supplies for TB supplies(TB Medicines and commodities
ie. Sputum cups and Biohazard bags). (1 mark)
26.Is there a current TB patients and receiving TB
Medicines from this Nursing station, Is there any adequate
supply of anti-TB medicines (1 mark)
SUB-Total of 2 marks
Description – item - Other supplies
27. Adequate supply of sputum containers (Sterile bottle
Pink or Yellow Lid). (1 mark)
28. Adequate quantity of sputum request forms (TUB 2a).
(1 mark)
29. Adequate supply of referral/transfer forms (TUB 1). (1
mark)
th
30.Availability of TB Manual(Latest version –4 Edition)
minimum 1 per health facility ( 1 mark)
31. Adequate supply of IECs for awareness and displayed in
the nursing station.(2marks)
Sub- Total of 6 marks
TOTAL of 8 marks

V.Patient Visitation
Enter √ for Yes or X for No in respective columns
Description
32. Did the ZN know the location of TB patient’s residence?
(1 mark)

Yes

No

Comment
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Yes

33. Did the ZN make a home visit at least once a month? (1
mark)
34. (Question 34-38: Is for the TB Patients to answer) If
applicable, do you have a Community-DOT provider? If so,
does he or she visit you daily? (1 mark)
35. Are you aware of your diagnosis and how the disease is
spread? Are you aware of the risk of the disease to your
close contacts(4 marks)
36. What are the dangers and consequences of stopping
treatment suddenly or missing doses? (2 mark)
37. Can you list some of the side effects of the TB
medications and how you can deal with them? (2 marks)
38.Is there any member of your family being educated on
TB and your condition and how to care for you? (1 mark)
TOTAL of 12 marks

VI.

Health facility assessment – Human Resource Development related to TB Care (not to be scored)

Description
Number of Clinical staffs at facility.
Number of these staff attended TB training or workshop>1 day
Number of these staffs attended CNE on TB care and
prevention
Number of staff attended On site/Mentorship training on TB
Number of staff need training.(Future needs Training )
NOT TO BE SCORED

No.

Comment

VII.
Instruction for Scoring below:
1. Add the actual score for each section to the total score column
2. Add the Total score(B) as your Numerator
3. Add the all the Score allocation from the assessment items(A) as your Denominator
4. *For sections that are not applicable to assess or skip/move to the next section, do not give the actual score.
Therefore the score allocation would not be counted too in that particular section and the Denominator may
change.
5. Formula: Total score B (Numerator)
x 100
Total score allocations (A) Denominator
= Percentage (%)

I.
II.
III.

Assessment Items & Score Allocation
Case finding (9 marks)
Treatment (4 marks)
Recording and Reporting ( Total 14
marks)
TB treatment Card – 7 marks
Dormiciallary Ledger Book (Green) – 3
marks
TB Contacts Register – 4 marks

Scores of Assessment
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IV.

Treatment Centre Supplies (8 marks)
TB Drugs – (2 marks)
Other Supplies – (6 marks)
V.
*Patient Visitation (12 marks)
TOTAL

Grade A.Score 80-100%: Health facility performing well in TB case finding and care.
Grade B Score 60-79%: Health facility performing adequately in TB case finding & care.
However, some remedial action over next 3 months needed.
Grade C Score < 60%: In adequate performance of Health facility in TB case finding & careURGENT

ISSUES IDENTIFIED
1

Case Finding

2

Treatment

3

Recording & Reporting

4

Treatment Centre Supplies

5

Patient Visitation

ACTIONS

RESPONSIBILITY

TIMELINE

Name of health staff
interviewed___________________________________________________________________________________
_____________________________________________________________________________________________

Signatures: …………………………………… ……………………………………… ……..………………………………….
……………………………………

……………………………………… ……..………………………………….
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Ministry of Health & Medical Services
Fiji National Tuberculosis Programme
SUP 4: Supervisory Checklist for TBLN/ Zone Nurses or District Nurse (when visiting TB patients)
User: Zone nurses, District Nurse and TBLNs

Purpose: Patient Interviews assessment form when visiting TB patients at home.
NURSING STATION:
SUB DIVISION:
ZONE:
NAME OF ZONE NURSE/District Nurse /TBLN:

DIVISION:
MEDICAL AREA:
DATE:

PATIENT BIO- DATA
Name :
TB Register No.
Address :
Gender :
Disease classification:
Treatment Regimen: Intensive Phase
Continuation Phase
Prophylaxis Treatment(IPT)
REVIEW OF PATIENT
General condition:

Weight:

Blood pressure :

Random Blood Sugar:

Temp:

Patients Complaints/Concerns:

Medications available (correlation between treatment card & blister packs) include color, amount, expiry date & storage :
Elixirs (color, amount, expiry date & storage):
Is patient attending monthly clinic & seen by the M/O /nurse?
If Patients is a PTB BC- Check if the 2 or 3months sputum collected Yes
- Check if the 5 months sputum collected
Yes
- Check if the 6 months sputum collected
Yes

NO
NO
NO

Is patients supervised by a C-DOT Provider? Yes…….. No……….(Tick as appropriate)
Name of C-DOT Provider:
Nurse’s Comments:

What is the Patients Final Review Date (Please remind patient to bring domiciliary Card when coming to attend Final
Review) :
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Date of visit:

Nurses Signature:
ISSUES IDENTIFIED

ACTIONS

RESPONSIBILITY

1
2
3
4
5
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TIMELINE

Annex
6:REPORT
REPORT
OF SUSPECTED
ADVERSE
DRUG
Annex 6:
OF SUSPECTED
ADVERSE
DRUG
REACTION
REACTION
(Note:
Identitiesof
ofReporter,
Reporter, Patient
andand
Institution
will remain
(Note:
Identities
Patient
Institution
will remain
Confidential)
Confidential)
I. PARTICULARS OF PATIENT

I. PARTICULARS OF PATIENT
Patient Initials or National Health Number: ______Sex: ________

Patient Initials or National Health Number: ______Sex: ________
Date of Birth (dd-mm-yyyy) or age:_________Weight in kg:_____

Date of Birth (dd-mm-yyyy) or age:_________Weight in kg:_____
II. DETAILS OF ADVERSE DRUG REACTION
Description of Reaction:
………………………………………………………………………………………………
II.
DETAILS OF ADVERSE DRUG REACTION
………………………………………………………………………………………………
Description
of Reaction:
………………………………………………………………………………………………
Date Reaction Started: __/__/___Stopped ___/____/____
………………………………………………………………………………………………

………………………………………………………………………………………………
Other relevant information; e.g. medical history, allergies, pregnancy,
………………………………………………………………………………………………
smoking, alcohol use etc. Please enclose any relevant laboratory results
Date
Reaction
including
datesStarted:
(if done) __/__/___Stopped ___/____/____
Other relevant information; e.g. medical history, allergies, pregnancy,
III.alcohol
DETAILS
DRUG any
ANDrelevant
ALL OTHER
DRUGS results
smoking,
use OF
etc.SUSPECTED
Please enclose
laboratory
USED
including dates (if done)
ALL MEDICINES IN USE **ASTERISK SUSPECT DRUG(S) Include
traditional medicines/supplements/OTCs

III.

Dosage
Route
Therapy ALL OTHER
Reason
DETAILS OF SUSPECTED
DRUG
AND
DRUGS
Regimen
Date
for use
USED

Medicine(s)/Vaccine(s)/
Traditional medicine(s)/OTC
Use Generic Names (Trade
name in brackets)

Start

Stop

ALL MEDICINES IN USE **ASTERISK SUSPECT DRUG(S) Include
traditional medicines/supplements/OTCs
Medicine(s)/Vaccine(s)/
Traditional medicine(s)/OTC
Use Generic Names (Trade
name in brackets)

Dosage
Regimen

Route

Therapy
Date
Start

Reason
for use

Stop

Please send the completed form As Soon As Possible to: The Principal Pharmacist, Medicines
Regulatory Authority, Fiji Pharmaceutical & Biomedical Service Centre, GPO Box 106 Suva or email
ilisabeta.pesamino@govnet.gov.fj

Please send the completed form As Soon As Possible to: The Principal Pharmacist, Medicines

Fiji
Pharmaceutical
Biomedical
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IV. MANAGEMENT OF ADVERSE REACTION
IV. MANAGEMENT OF ADVERSE REACTION

Reaction subsided after stopping the suspected drug/reducing the
Yes
No
Unknown
Reaction subsided after stopping the suspected drug/reducing the
Yes
No
Unknown
Reaction
reappeared after reintroducing
the drug Yes
No
Do you consider the reaction to be serious
Yes
No
Reaction reappeared after reintroducing the drug Yes
No
Do you consider the reaction to be serious
Yes
No

dose:
dose:
Unknown
Unknown

Reason for seriousness
Death
Life-threatening
Reason for seriousness
Hospitalization/prolonged
disabling
Death
Life-threatening
Congenital-anomaly
Other medically important
Hospitalization/prolonged
disabling
condition
Congenital-anomaly
Other medically important
condition
Treatment of Reaction
No
Yes (if yes please specify)
____________________________________________________________
Treatment of Reaction
No
Yes (if yes please specify)
____________________________________________________________
Outcome of the Reaction
Outcome of the Reaction
Not recovered
Recovered
Recovered with sequelae
unknown
Not recovered
Recovered
Recovered with sequelae
unknown
Fatal (Date of death): ___________________
Fatal (Date of death): ___________________
Any comment(s) if available:
……………………………………………………………………………………………………………………………
Any comment(s) if available:
……………………………………………………………………………………………………………………………
……………………………………………………………………………………………………………………………
……………………………………………………………………………………………………………………………
V.

REPORTER DETAILS

V.

REPORTER DETAILS

Reporting Person Name________________________________________________
Reporting Person
Name________________________________________________
Designation:
Physician
Pharmacist
Other health professional
Designation:
Pharmacist
Other health professional
Institution: Physician
___________________________________________________________
Institution:
___________________________________________________________
Signature: ___________________________
Date: _____________________
……………………………………………………………………………………………………….
Signature:
___________________________
Date:
_____________________
CAUSALITY
ASSESSMENT:
PLEASE
CIRCLE
(OFFICE USE ONLY)
……………………………………………………………………………………………………….

CAUSALITY ASSESSMENT:
CERTAIN
PROBABLE

PLEASE CIRCLE (OFFICE USE ONLY)
POSSIBLE
UNLIKELY

CERTAIN

POSSIBLE

PROBABLE

UNLIKELY

Please send the completed form As Soon As Possible to: The Principal Pharmacist, Medicines
Regulatory Authority, Fiji Pharmaceutical & Biomedical Service Centre, GPO Box 106 Suva or email
Please
send the completed form As Soon As Possible to: The Principal Pharmacist, Medicines
ilisabeta.pesamino@govnet.gov.fj
Regulatory Authority, Fiji Pharmaceutical & Biomedical Service Centre, GPO Box 106 Suva or email
ilisabeta.pesamino@govnet.gov.fj
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Annex 7: Sputum Transportation




Ideal Sputum Container
Rigid, to avoid crushing in transit;
Watertight and have screw-caps, to prevent leakage and
contamination;
Wide-mouthed (at least 35 mm in diameter), to expectorate easily
into a container without contaminating the outside.
Having a capacity of 50 ml;
Made of transparent material so that specimen volume and quality
can be checked without opening the container;
Made of single-use, combustible material to facilitate disposal;
Easily-labelled walls to allow permanent identification








Packing of Specimens
Collected in appropriate and labelled container.
Ensure that container is tightly closed to avoid leakage.
Parafilms can be used to seal the container caps.
Placed into a biohazard bag.
Placed in a cool environment 40C- 100C (refrigerator or cooler box).
Close the cooler box properly and transport












Transportation of Specimens
Once sputum is collected, specimen should be
sent directly to the Laboratory for processing.
In cases where transportation is an issue, health
care workers should keep sputum specimen in a fridge for as long as
5 days. However sputum samples should be sent asap.
Ensure that proper cold chain is maintained.
A cold pack with specimen transport
materials can be used in case of delay.
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Ensure that:
 Request forms are located separately from specimen containers;
 Containers are clearly labelled on the side, not on the caps; and
placed in a biohazard bag
 Each transport box has an accompanying list that identifies the
specimens, the patients from whom they were collected and the
collection date;
 The number of specimen containers in the box corresponds to the
number given on the accompanying list;
 The date of dispatch and the particulars of the healthcare facility are
on the accompanying list.
 When using cooler carriers request forms should be placed into a
separate bio- hazard bags to prevent forms getting wet.
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