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Preface

Tubarculogis is a major public health problem in the world as
well as in Bangladesh. Globally about 8.6 million new TE cases
oecured in 20112 ard about 1.3 million diad of TB in the sames
year. In Bangladesh, an astimated 225 new TB cases per
100,200 population and 45 TH deaths per 100,000 population
pcourred in 2012,

To centrol TB, NTP Bangladesh Introduced WHO
recommended DOTS strateqy in 1993 and has been
implemeanting Stop TB Sirategy. The Government of
Bangladesh |5 very much committed to combatting TB and this
commitment has been reflected in all the sector developmant
programmes including HPNSDP (July 2011-June 2016) where
TB control has been recognized as one of the priorty
programmes.

The technical aspects of TB contml through DOTS concem
casa finding, dlagnesls, treatment, recording and reparting and
the operatichal aspacts that relate to supservision, supply of
drug and other materials and meonitoring. Diagnosis and
treatment of children have been revised In this verslon of the
manual. The treatment regimsns which are revised in these
guidelinez are expesied to strengthen the collaboration
batwaen clinlclans, the NTP and s pariners.

| whole heartedly recommend this valuable documeant for using
ky the clinicians as well as programme experts as a reference
guide whila warking for TB contral.

Bl

M.M. Neazuddin

Secratary

Ministry of Health and Family Welfare
Bangksiesh Sacratarat, Dhaka.



Message

Tubsrculosls Is an anclent disease, which Is still a major public
haalth challenge in Bangladesh. The problem is aggravated by
the increasing population density, rapid urbanization, poverly
and Iliteracy.

Since the infroduction of DOTS strategy in 1883, The National
Tuberculasis Contral Progremme (NTF} has achieved a
ramarkable success In terms of case detection of new smear
positive TB caszes and their treatment outcomes. The
praogramme hes been maintaining a high {(>%0%) reatment
succass over the last six years.

In fact the most cost effective public health measure for the
control of Wwberculasis is sary detection and successful
traatment of infactious patients. Howewer, NTP, Bangladesh
has alsc given emphasis on diagnosis and treatment of all
typas of TB including drug resistant TB, <hild TE and TBHN
co-irfection in the light of stop TB strategy.

Through thls revised and updated editlon {5th Editlon} of
"MNational Guidslines and Opsratiohal Manual for Tuberculceis
Control” we are geing to adopt 2- sample policy for pulmonary
case diagnosls. The all six components of stop TB strategy
have also besn updated aiming to achisving universal access
of quality care for all pegple affected with TB.

| slncarsly acknowladge and appreclate the support and
confribution of tha MNational Tubsrculosis Control Programme
and its implementing pertners in updating this crucial
document. | would also ke to express my eamnest thanks to all
devalopment and technical partners for their support in this
regard.

T

—
e
.-'-.J

.-"-FF'
-

Prof. Dr. Khondhaker Md. Shefayetullah
Director General

Directorate Ganaral of Haalth Services
Ministry of Haalth and Family Walfare



Message

Despite the encouraging progress, global tubsrculosiz burden is stil
enomous with an estimated 8.6 million incident TH cases and 1.4
million TH deaths in 2012, Through GO-NGO colizborating approach
for TB contrnl, Bangladesh is also progressing well in terms of case
finding and casa heolding of infaclious TB patisnts under DOTS and
stop TB strategy. Free of cost diagnostic and treatment services have
been made available country wide. But stil TB remains as a major
public health challenge with large absclute number of TH incidenca,
prevalence and deaths. With a population of ower 152 million the
nofification of smear negative, axtra pulmonary and child TB cases stil

not up to the expectation.

To face the challanges and to achiove universal access to quality TB
carg for all people affected with TB, NTF has given special emphasis
on those specific areas in the light of stop TE stretegy. Under this
gituation revision of the National Guidelines and Operational
Manual fer Tuberculosis Conbrel was demand of tha time. | am glad
to announce that now this is on beard.

The revision of this national guidelines has baen done through a
geries of consultative participatory process involving key stakeholdsrs
waorking in the field of TB control. This revised 5th edition has been
snriched through adopting the WHO's new recommendations
regarding cass diagnosis, case dsfinition, and case management and
follow up. | trust from my heart that this decurnent will be instrumental
for all professionals of the public and private health care providers
irvolved in the National Tuberculosis Contral Programime.

| sinceraly acknowledge the technical assistance provided by Dr. M
Becx and tha sfforts of the NTP officials and all other stake holders in
preparirg this valuable documeant.

| do hope with the cooperation and support from all concems, NTPR,
Bangladesh will ba able to achieve its goal by following this revisad
guidalines.

a
Dr. Azhaque Husaln

Directar MBDC and Line Director TB-Leprosy
DGHS, Mohakhall, Dhaka



Acknowledgement

To combat tuberculosis that has been recognized as a public
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stake holders NTP has been able to updats the gukdelines and |s
balng published as 5th edition.

On behalf of NTP Bangladesh, | would like to express my sincera
thanks to the working group consisting of experts from NTP and
the parmars for thelr snormous contribution In thiz regards. | alsa
thankfully acknowledge the support frem our technical and
development partners e.g. WHO, USAID, GFATM for enhancing
the TB control efforts in Bangladesh.

NTP sincerely acknowledges the guidance and support from the
Honorable Minister, MOHFW, the Secoretary, MOHFW and
Director General, DGHS in implementing the tuberculosis control
programmea.

| hope this document will be very mugh helpful for anyons
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World Health
Organlzatlon

Caurry Ciffes for Bengladesh

Foreword

TB Is the second lsading cause of death from an Infectious
diseasa worldwids, after the human immuncdeficisncy virus
{HIV}). In 212, glgbally there were an estimated 8.6 million
new TB cases and 1.3 milllon deaths (Including 0.32 milllen
deaths from TB among HIVpositive peopla) for which highly
effective treatment is available. Most cases continuea to ogour in
the most productive age-group of 25-54 years, with malas
being disproportionately affected. Successful TB control
measures are of extreme importance if the epidemic is to be
haltad.

TB contrel depsnds on largely standardized procedurss and
managsrial capacity to implement these countrywids. As per
recommendation of Stop TB Stategy and with the expansion
of DOTS, the National TE Control Programma currently
emphasize on "Universal Accass®” for quality diagnosis and
treatmant for all TB patients in the community, public private
parthershlp and advocacy, communlcatlion and soclal
mahilization.

The World Health Organization (WHO) recognizes its critical
role in supporting urgent national efforts and committed fo
continue providing technical assistance to the NTP to anable
universal access to TB prevention, treatment and care, 20 as to
serve all those in nesd and t¢ meet the Milennium
Develspment Goal 6 target B of reversing TB Incldence and tha
global Stop TB 25 targets of halving TB prevalence and
moriality.

| expect that this Revised National Guidelines angd Operational
Manual for Tubsrculosla Control will ba helpful for all health
care professionals involved in the National Tuberculesis
Control Programme of Bangladesh who provide tuberculosis
cara at tha central or peripharal level health care facliitles both
in public and private sector.

Dr Thughara Femando
WHO Representafive to Bangladesh






. Introduction

1.1 Background

MNearly one-third of the global population, i.e. over two hillion peopls, is infectad with
Mycobacterium berciiosis and thus at risk of developing the disease. It causes ll-
health ameng milllons of pecpls each year and ranks as the second leading causs of
death from an Infectlous disease worldwide, after the Human Immunodeficlency Vins
(HIV}. Globally an estimated 8.6 millon new TB cases occumad In 2012 and about
1.3 milllon paople dled of TB Including 0.32 milllon HIY asscclated TE daath. Tha 22
High TE burden countrdes contrbutad 82% global burden of TB. OF the 2.6 millleh
incidant cases, an estimatad 0.53 million wersa children and 2.9 millon occurred
ameng wormen’.

Tuberculosis {TB] is a major public health problem in Bangladesh singce long.
Bangladesh ranks sixth among the 22 high TB burden countries. According to WHO,
the annuel astimated incidence for all cases is 225 per 100,000 population per year.
The prevalence (all cases) is estimated to be 434 per 100,000 population. The
estimated TB mortality is 45 per 100,000 population per year!.

In 1993 the World Health Organization (WHOC) declarad TB as a global emergeancy
and recommsnded a standard strategy for control of the disease known as "DOTS" or
Diractly Chsarved Treatment, Short-course,

Under the Mycobacteral Diseasa Control (MBDO) Directorate of the Directorate-
General of Health Services {DGHS), the Natlonal Tubercukisls Contrel Pregrammea
(NTF) adopted the DOTS strategy during the Fourth Health and Populaion Sector
Frogramme (1892-88) under the project "Further Development of TB and Leprosy
Control Services”. The NTP started its fisld implementation in Novamber 1883 in four
thanas {upazilas) and progressively expanded to cover all upazilas by Jung 1828,
NGO partners were involved from the inception of DOTS in the country. In July 1898,
the NTP was integrated within the cemponent of the Essential Services Package
under Primary Health Care of Health and Populaticn Secter Programme {HPSP). In
2003, HPSP was renamed as "Health, Nufmiticn and Population Sector Programme®
(HNPSF) (2003-2011) and NTP has Cenfinued its aclivities under the directorate of
MBDC of DGEHS under the Ministry of Health and Family Welfare. Now Ministry of
Health and Family Welfare (MOHFW) has been implementing the Health, Population
and Mutrition Sactor Development Programme (HPNSCF) for a period of five years

1 Sourcs: Slobal Tubsrculosls Raporl 2013




fram July 2011 to June 2016, with the goal of ensuring gquality and equitalde health
care for all citizens in Bangladesh by impraving access te and utilization of health,
population and nutrition services. |n all the sector programmes tuberculosis control
has been recognized as one of the prionty programmes. The DOTS strategy was
rolled out to all metrepelitan ciies in collaboration with City Cerporation Health
authority and different NGOs. NTP also expanded its collaboration with othar public
and private health care providers. Administrative DOTS coverage is considersd
unlverzal In the country.

The Government of Bangladesh, togethar with diverse pariners from the publle and
private sactors, Is committed to further strengthen the TB control pregramma. |t has
besn Implamenting tha Stop TB siratey since 2008 alming at strengthening quallty
DOTS, addressing MDR-TE and TB-HIV, engaging all cars providers, strengthening
health systerns, empowering people and the community and urdertaking operational
research. This was initiated with a view of sustaining the achievernents of the past
yvears and reaching the TB contrgl targets linked to the Millennium Development
Goals (MDGs).

1.2 Vision Btatemnent of the National TB Control Programmsa
Ta gliminate TB as a public health problem in Bangladesh.

1.3 Misslon Statement of the Natlonal TB Contrel Programme

Tha NTP alms to strengthen TE contrel efforts through establishing effective
parinerships, mobllizing necessary resources and ensuring quallty dlagnostic and
freatment services under the DDTS sirategy. It strives to make servces agually
avallable to all psopls In Bangladesh limespeciive of age, sex, religlon, sthnlciy,
soclal status of race.

1.4 Goal of Tuberculasizs Control
The overall goal of TB control is te reduce morhidity, morality and transmission of TB
until it is no longer a public health problem.

1.5 Objectlves of the Natlonal Tubsrculosls Control Programme

The oblectives of NTP:

# Ta sustain the global targets of achieving at least 70% case detection and 85%:
treatment success among smear-positive TB cases under COTS for the
country as a whols; In order to then-

#® Halve TB moriszlity and prevalence and to have halted and "begun to reverse
tha incidence® as stated under target 6.C, Goal B, of the Millennium
Cavalopmant Goals set for 2015; and then to eliminate TB by 2050.




1.6 Sirategies for Control of Tuberculosis

DOTS, an intemationally recommended brand for TB contral is the most cost
effectiva strategy available for controlling the TE apidemic. The NTP of Bangladesh
intreduced this strateqy in 1993 to achieve its cbjectives and tamgats. DOTS have the
fallowing five components:

Secure political commimant with adequate and sustalhed flnancing.

Ensure early cass detection and dlagnosls through quallty assured
bacterilogy.

Provide standardized freatment with supervision and patient support.

Ensure sffective drug supply and management.

Monitor and evaluats performance and impact.

In crder to achieve the TB targets set under the Millernium Development Goals,
Bangladesh is expanding the scape of services in line with the Stop TE Strategy. The
Stop TH Stretegy consists of six elements:

& & &% & 0 @

Fursue high quality COTS expansion and enhancement.

Address TBHI, MCR TB and the needs of poor and wiinemhle populations.
Contribute to health systema sirengthening based on primary health care.
Engage all care providers.

Empowesr pecple with TE and communities through partnership.

Enable and promata ragearch.

1.7 Activities of the NTP

To achlwve the objeactlves, the maln activitles of the NTP are:

Develaping policies, strategiss ard guidelines for TB contral,

Planning and budgeting for TB control acthdtles.

Develaping human rescurces for TB control including training.

Promoting eary detection of smear-positive patiants at all lavelz of the health
services.

Implementing quality assurance system for smear microscopy.

Diagnosing smear-negative, extra-pulmenary and childhood TB.

Ensuring Directly Observed Treatment (DOT) through community.
Participation and invelvement of govemment and non-govemment health care
providers.

Maintaining a high treatment suctess rate (>B0%) among diagnosed new
smear-positive patients.

Ensuring unintermupted supply of quality drugs, laboratory equipments and
consumakbles and other logistics.

intreducton I



Introducton I

Implementing standardized recording and reporting system.

Invalving academlc medical Inatihtes and hospltals, private practioners,
spaclal sarvicas llke prsons, defenss, Industrdes and othar corporate sectors
In the NTP activitias.

Strengthening cooperation and collaboration between the gavernment of
Bangladesh and Non-Govemment Organizations {NGOs) invelved in contrel of
tuberculosis.

Conducting regular supendsion, monltoring and evaluation of the NTP thus
maasuring programmes parformancs and Impact.

Ensuring pragrammatic managament of drug-resistant TB.

Establishing linkage for managament of TB-HIV codnfection.

Maintaining liaison with development pariners and establishing inter-sectaral
and inter-ministerial collaberation.

Carrying out speraional research related to TB control.



2.1

2.2

General Information

About Tuberculosis

Dafinitlen of tubarculoals

Tuberculosls 1s an alfbomma Infactlous diseass, caussd by bacll callad the
Mycobactarium tubercufosis, The bacilli usually entsr the body by inhalation
through the lungs amd spread to other parts of the body via the blopd stream, the
Ilymphatic system, or through direct extension to other organs.

Tuberculosis of the lungs or pulmoneary tuberculosis is the most common form of
TB and occurs in about 80% of cases. When the infection acours in other paris
of the body it is called extra-pulmonary tuberculosis.

Difference between TB Infectlon and TE disease
2.2.1 TE infaction

TB spreads from persoh te person through airborne particles that contain
M. tubercidosis, called droplst nuclel. TB badllll stay suspsnded In the alr as
droplats. Healthy people bacome Infected with TB through Inhalation of the
droplets centalning TB bacllll. Around 80% of the Infected people do not
progress to TB disease because of thelr Immunity.

People with TB infection usually; {i} do not have symptoms; (i} do not fael sick;
(i} cannpt spread TB to others; but {iv) may have a positive skin test {Mantou
test).

2.2.2 TB discase

Around 10% aof the pecple infacted with TB basili may progress to TB dissase in
their lifetime. TB bacilli multiply in their lungs or other crgans and produce the
symptoms and signs. TB disease means TB infection plus preaence of signe and

symptoms of TB (gsec 4.1).

2.3 Spread of the tubsrculosls bacllll

Patlents with pulmonary tuberculosls who cough up T8 badllll through coughing,
sheazing and apitiing are the maln source of TE Infecton. Presence of TB badll In
the sputum can be ldentifled on microscople or Xpert MTB/RIF examination of

Geaneral Information About Tuberculosis I I
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sputum specimens. Such patients whose sputum contains TB badilli are known
as bacteriologically confirmed TB cases {smear-positive and smear-negative
Xpert MTB/RIF positive cases).

If the bacili cannet be identified on either micrescepic or Xpert MTB/RIF
axaminatioh of sputum specimens of pulmonary cases, and the patients are,
based on a defined diagnostic process (see table 1, 4.5.2} diagnosed with
pulmenary TB, thesa patlents are categorized as smear-negative casas. Unllke
smear-positive cases, smear-negative cases are less Infectious and the diseass
ls usually less severs. Extra-pulmonary cases ars almost never Infectious,
unless they have pulmonary tubserculosls as wall.

An infectious ubarculosis patient axpels TB bacilli inte the air through tiny
droplets during coughing, sneezing, laughing singing and spitting. These
droplets dry quickly, become droplet nuclei camying the bacilli, ard may remain
suspended in the air for several hours. Infection oceurs if the inhaled bacilli in
thesa droplet nuclei enter and settle in the lungs of a healthy person and begin
te multiply.

The degree of exposure is extensive for those who are in close amd pralenged
contact with an infectious case (i.e. perschs who are living in the same
housshald with infectious TB cases).

The bacilli are rapidly destroyed by expeosura to sunlight and their concentration
in tha air iz reduced by good ventilation.

2.4 Development of tubsrculosls disease

If the body Immuna meachanlsm ks not serously compromised, approximately
90% of tha Infectad cazes will not develop tuberculosls diseass; In this case tha
bacilli usually remain dormant within thas body, The remaining 10% of infestad
individuals will subsequently develop disease, half of them within 1-2 years after
infection, the other half later in their life.



Functional Structure of

the National Tuberculosis
Control Programme

Flgure 1: Functonal Structure of NTP
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Case Finding and Diagnosis

of Tuberculosis

4.1 Signs and symptoms of TB

Tha highast priorty for TB control iz identification and zuccessful treatment of
patients who are suffering from smear-positive pulmenary TB.

Pulmonary TB should be presumed |n a perssh who presents with perslstent
cough for thrae weeks or mors, with or without production of sputum and despite
the administration of a non-specific antiblotic. Thus Presumptive TB rafsrs to a
patient who presents with symptoms or signs suggestive of TB (previously
known a5 a TB suspecl)

Cften a patient with pulmenary TB has ene or more of the Tollowing symploms in
addition to cough:

- Respiratory symptoms: shortness of breath, chest pain, coughing up of
bload

- General symptoms: lose of welght, loss of appetite, fever, night sweats
Sputum micreacopy for AFB should always be requested for a patlent, who
has cough for thrae weeks or longer, sven In the abssnce of any other
symptoms.

Diagnosis of Pulmonary TB should be done using the diagnosis flow chart
{section 4.8)

Signs and symptoms of extra-pulmonary TB depend on the site involved. Most
commoen examples are:

TB lymphadenitiz: swelling of lymph nodes

Pleural effusion: fever, chest pain, shotness of breath

TB arthritls: pain and swelling of pints

TB of the spine: radlologlcal findings with or without kss of function
Meningitls: hsadache, fever, siffness of neck and subssquent mental
confuslon

Case Finding and Diagnosis of Tuberculosis II

The diagnosis of axira-pulmonary TB should always be made by a graduate
physigian or specialist and often requires special examinalions such as X-ray,
MT, CT Scan, MRI, biopsies, Fine Needle Aspiration Cytology [FNAC}, efc.




4.2 Methods of case finding

The most important method of case finding is identification of symptomatic
patiants attending a health facility, sither on their own iniiative or refarred hy
anothar health facility, health worker, community yoluntesr, stc.

Patlents dlagnosed with any form of TB should always ba asked whather there Is
anybedy Iing In the sama house that has a chronle cough and be encouraged
to bring or send that person to the health faclity for sputum examination. All child
contacte below the age of 15 years of smear-positive patlents should bs
axamined for poesible signs of TB. The same applles to all housshold contacts
of idantifisd DR TE patients. Thus these should ba active approaches. In casa
these contacts cannot attend the health facility, the health worker or community
worker involved in TB cortrd shoulgd visit the house of the patient and identify
persons with symptoms suggestive of TB.

4.3 Case finding by medical staff and non-medical persens
4.3.1 By medical staff

It is thea mesponsibility of medical doctors {with paramedic and other fisld laval
staff) of govemnment health facilities and staff of NGO facilities involved in the
NTP to select people symptomatic for TE at tha health facllitles and to amangs
axaminaton of sputum for acld fast baclll {AFB} for them, az well as for
Prasumpilve TB casess rafarred by differant haalth providers and volunteers.
Patlents suspect of sxtra-pulmenary TB should be referred to the approprats
facllity/zpeciallst for dlagnosls. In addition, [dentiflcatlon of Presumptive TB
casess, their sputum examination, referral for diagnosis of extra-pulmonary TB
are also the responsibiliies of medical doctors of acadernic instilutes, prisons,
defense, corporate sectors and private prachitionars direclly collaborating with
the NTP or through partner NGOs.

4.3.2 By non-medical persons

Community participation plays an important role in identification of Presumptive
TB casess and motivating them to have their sputum examined or to visit a
health facility for diaghosis.

Casa Finding and Dlaghosls of Tubarculosis I

Nor-medical community members Incliude the following persons:

— Shagsthya shebikas ar cther health voluntesrs.

— Village dactors

—  Cured TE patients and patients on treatment.

— Qther important persons in the community such as religious leaders,
community leaders, pdlitical leaders, members of union councils, school
teachers snd persons whe have close communication with peaple in the
COmmunity.
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4.4 Diagnosis of TB

4.4.1 Tools for diagnosis of TB
Sputum smear examlnation

The most cost-sffective toal for scresning pulmenary Presumptive TB casess is
milcroscopy examinatkn of thelr sputum by the dehl-Neslsen (ZN) method. More
aver, sputum examination I8 the most rellable procedure for dlagnosls of
Pulmonary TB. Owver B5% of pulmonary TB patlsnts are smear-pestive and will
be detacted by the ZN mathed. The NTP has adopted the WHO recommerdation
of Introduction of Light Emitting Diode (LED) fluorescence microscopy (FM)
which wil iniially replace ZN microscopy in microscopy centres with a large
smear microscopy werkload and will gradually replace ZN microsgcopy. With LED
FM about 10% mere positive smears can be detected compared to ZN
microscopy.  In the remaining pulmenary TB patients, the number of bacilli in
their sputum is too low o be detected through ZN or LED FM microscopy. The
chance of finding acicdfast hacilli in sputum smears by micoscopy is directy
related to the concentration of the bagilli in the sputum. Sputum micrascopy is
likely to be positive when there are at least 5.000 bacili per ml of sputum. At
concentrations below 1000 bacilli per ml of sputum, the chance of finding AFB in
a smear is less than 10%.

Radiclogleal (X-ray} examinatlon of the lungs

Chast X-ray findings do not epecifically Indicate pulmonary tuberculesls bacauzs
thera are other chast dissases which may show the sama changes on X-ray.
Chast X-ray findings suggestive of pulmonary tuberculosls In patlents with
smear-negative microscopy shoukl always be supported by clinlcal firdings. A
yualfied physlclan shoukd declde on the diaghosls of TR based on X-ray findings.

Tuberculin skin test (Mantoux Test)

This test is only used for supporting TB diagnosis in young children {see details
in the child tuberculzsis section, Chapter 6). In populations with a high TB
prevalence, the tuberculin skin test is of little value in the diagnosis of TE disease
in adults. A pasitive tuberculin skin test dees not by itself differentiate M.
tuberculosis infection from TB disesse. Frevious exposure fo nop-TB
Mycobacteria may also results in a false-positive test result. With increasing age
an increasing percentage of the population will have besn infectad with M.
tuberculosis (almost 100% at the age of 40-50 years) and 90% of tham will rot
develop TB dizeass. Hence, diaghosis of TE based on Mantoux test will lead to
aver-diagnosis of many patients. Conversely, the tuberculin skin test result may
be nagativa, even when the patlent has TB. Conditions oftan assoclated with a



false-negative tuberculin skin test include severe malnutrition, miliary TB, HIV
infection and other immuno-compromised conditions.

Cultura of TE baclill

Culture is more sensitive than smear microscopy, detecting a higher propertion of
patients ameng presumptive TB cases. A propery performed culture can detact
low numbarz of TB bacllll, even below 100 par ml. However, It takes about slx
wesoks to provide a definlte result and It Is not accessible to most patlents.
Thersefors, It Is unsultabla a8 routing procedure.

Molacular tests

Xpert MTB/RIF and the Hain test (Line Probe Assay) are molecular tests have
heen indroduced in Bangladesh. These tests can confirm whether a patient has
TB with or without Rifampicin resistance in one day {Hain test) and in tws hours
{¥pert MTB/RIF}.

FNAC and Blopay

These are speclal tests for confimalion of sxtra-pulmenary TE and should be
perfarmed by the concemed spetialists.

4.4.2 Examination of spitiim spacimens

Sputum microscapy should be performad in all Presumplive TB casess on two
sputum specimens, as follows:

"On-the-spet” specimen: the first specimen is collectad on the spot when a
patient is identified as & pulmanary presumptive TB cases (spot specimen).

- Eerdy moming specimen: the patient is given a sputum container to collect the
seqond specimen at home on the fallowing morning (eardy moming
specimen).

- Early merning sputum should be collected for Xpert MTB/RIF sxamination in
available.

The rasponsible medical officer or paramediciaberatory staff should provide
clear instructions to the patient on how to collect the sputum: in tha opan air
{prafarably under shade) and as far as possible away from other people. If the
patient attends a centre where microscopy/Xpert MTB/RIF faciliies are
avgilable, sthe should either be instructed to bring the specimens to the
responsible staff or directly to the laboratory. If the patient sttends 8 centre
witheut microscopy Xpert MTB/RIF facility, the responsible staff sheuld ensure
that the two sputum specimens are brought to the micrescapyXpert MTB/RIF
centre within five days after collection.

Casa Finding and Dlaghosls of Tubarculosis I
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Te increase accessibility fo diagnostic serviees, outreach sputum collection
centres are organized by NGOs with support of govemment field staff at Union
Health and Family Welfars Centrag or other auitabla places including community
clinics. If the patient attends an outreach center, sfthe should he instructed one
day earier to bring one sputum specimen (sary moming sputum) and one will be
collected in tha outreach centre as spot specimen.

4.5 Case definitlona

Casa definition Iz hecessary for

#  Comact patient registration and reporting.

®  Comract cholee of appropriate standard reglman.
#  Patient folow-up.
@

Cohort analysis including determining trends in the proportions of different
types of patients

Case deflnltlon takes the following Into account

% Tha anaterical site of disease (pulmonary or extra-pulmonary)
# The bactericlogical results (smear-positive or smear-negative)
The histery of previous treatmant {new or retreatment)

4.5.1 Anstomical sife of ihe disease
The calegories by anatemical site are pulmonary and extra-pulmenary TB.

Pulmonary TB
Pulmonary TB refars to diseass affecting the lung parenchyma.

Extra-pulmonary TB

Extra-pulmonary TB refers to tubarculesls of organs other than the lungs. TB may
affact any organ or tissus. Examplas are: madiastinal andfor hilar lymph nedes,
laryrx, carvical lymph nodas, pleurs, meningas, sertral nervous system, spine,
bones and jeints, kidnays, pericardium, intestines, peritoneum and skin.

Miliary tuberculosis is 8 kind of pulmonary tuberculasis with acute
hasmatogenous spread.

Patients diagnosed with beth pulmonary and extra-pulmonary TB should be
classified as pulmenary TB.



4.5.2 Bacterfological siatus

Pulmonary TB is divided into bactericlogically confirmed {smear-positive and
Xpert positive} and smear-negative pulmonary cases. Smear-positive cases
represent 65-70% of all pulmonary cages and around 50% of all TE cases.
Beasd on Bacteriological status pulmonary tuberculesis is divided into two
categories

[ ]

A hacterleloglcally conflrmed TB case is one from whom a biological
specimen is posilive by smear microscopy, culture or WRD (WHO Approved
rapld Dlagnostic tool such as Xpert MTB/RIF). All such cases should be
notified, regardiass of whether TB treatment has startad.

A clinlcally diagnosed TB casa is one who does not fulfill the criteria for
bacteriological confirmation but has been diagnosed with astive TB by a
clinlclan or other graduate medical practitionar who has declded to glve the
patient a full course of TH treatment. This definition includes the caszes
diagnosed on the basis of X-ray abnormalities or suggestive histology and
sxtrapu/monary cases without laboratory confirmation. Clinleally dlagnosed
cases subsequently found 1o be bkacteriologically pasiive (before or after
starting reatment) should he redassified as bactericlogically confimed.

Dsfining the amear status In pulmonary cases ls Important to:

Identify smear-positive cases. These patients are the mast infectious cases
and usually have & higher mortality.
Record, report and evaluate pragremme performance (smear-pasitive/Xpert
MTB/RIF positive cases are the cases for which bacterinlegical monitaring of
freatment progress should be done).
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Tabla 1: Case definltlen by slte and bacterlologlcal status In adults

Cass classlfication Definitien
Pulmanary smear- s A pafient with at least one spulum specimen positive for AFB,
poshive TB (FTB1) incduding any scanty smear rasult,
Pulmenary smear (i Xpart iz availabls)
negative TH (FTB-} s A patient with symptoms suggestve of TB with two sputum
but positiva pn Xpart specinans negative fur AFB;
{(MTE+RIF} and
+ Found [t an Xpert MTBHRIF- (MTB detacted Rfamplcin
SmmphTI:}
Pulmanary smear- A. [ XTay Iz avellabla)
negative (FTE-) = A patient with aymptoms suggestive of TB with two =putum
specimans nagative far AFB;
and
= Xpert MTB/RIF {if available} i= Napativa
and
» Chast X-ray sbnomalltles conslstent with active TB;
ard

= Diagnosis iz made by a qualified physician

Extra-puimonary TG + A patlant with TB of organs other than the lungs s corfimead by
{EPTE} a quallfied physician s.g pleura, lymph nodas, abdomen,
ganttourinary tract, sidn, |olts and bonss, maningss.

4.5.3 Treatment history

The treatment histery is very impartant for proper categarization of the patient
and subsaquently chiosing the comest regimen,

Table 2: Case definition by previous treatment history

N u A patiant who has never meaived ant-TH dugs;
o

» A patlent who recelved antl-TB drugs for less than one maonth

Relapze « Ralapze patients have praviously besen traated far TB, ware declzred
cured or teatment completad at tha and of their most recant coursa of
treatrment, and are now disgnosed with a recument episode of TR
(elitier a true relapse or a new eplsode of TB caused by relnfestion).

Case Flnding and Dlagnosls of Tuberculosls I

Traatmant aftar « Traatmant after failure patients are those who have previously been
fallure treated for TB and whose treatment failad st tha end of their most recent
course of treatment.

Treatment afierloss  « Traatmant after loss to follw-up patienis have peviously been treated
o filberw upddefautt for TR amd wems declared |ost o follow-up at the and of thair most meant
course of reatment. {These were previously known as treatment after

default patents.}

Transfer In « A potient alresdy registered for reatment in 8 DOTS centre and whio is
subsaquantly ransfamed to another registration Lnk

Other (s) s Uther previowsly breated patients are those who have previousty been

freated for TB but whose outcome after thalr most resent course of
fregimant ks unknown or undocumented.




4.6 Flow chart for diagnosis and follow up of pulmonary TB

Flgure 2
[ COUGH FOR 3 WEEKS OR MORE ]
2 SPUTLM SMEAR EXAMS (1-8P0T SPUTUM
1- EARLY MORNING SPUTUM;
¥
2 suE.a.Rs
NEGATIVE
4
¥
O “**Xpert MTmmFm if *highly If nat highly
auggeutivie of TB suggestive of TB
¥
[ = ANTIBIOTICS 12 1
1 orz Balh
[ SHEAR {Sp ] [FOEITNE) NEGATIVE, ™| WEEKS
POSITVE

[ new ] [‘RI:‘FREATMENTJ

¥
START CAT-|

Send sputum
for Xpert MTESRIF

and START CAT-lI

v

MTE debocted | | MTE detechad
Riampleln Rlfamplzin
Suacaptible

registarnt

-

CONTINUE CATHI Traat az MOR TE
Rafer o PMOT Unit

IF S¥YMPTOMS PERSIST, H.EPEAT 2 SMEARS

(

[ and Repeat “*Xpert MTE/RIF/GXR
¥

¥
POSITIVE J NEGATIVE

¥

[ START TREAﬁTgEgT NON TE

S pér resy

| Xpert MTB/RIFICXR e

FOLLOW UP

*  Previous history of reatment 1 mornth; CAT 1l
= Exelude Clarithromycin, Quinslanes, Amossdavulanats

+or Xpert MTE/RIF shauld ba advissd by quallied phyelclan. Do Xpart MTE/RIF first” f both Xpart

MTB/RIF and CXF ia availabie

*  Highly suggeslive of TB; Preaumptive TB cases with cough for 3 weeks, fever and weight losa.

4.7 Dlagnosls of extra-pulmonary TB In adulis

Exdra-pulmonary TB can oceur at any age and can involve any organ. Many patienis

with EFTEB may also suffer from pulmonary TB.

Definitive diagnosis of extra pulmonary TB is often difficult. Diagnosis may be
presumptive, provided other cenditions mimicking tuberculasis can be excluded.
Patients usually present with constitutional features {fever, night sweats, weight loss)

Casa Finding and Dlaghosis of Tubarculosls | I
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and local features related to the site of disease. The degree of certainty of diagnosis
may depend on the availability of diagnostic tools, e.9. X-ray, ulrasound, FNAC,
hiopay, etc.

Diagnose the case as EPTE using the following diaghostic toals:

Flgurs 3

.

¥

o S S

Smear andfor culture for AFB of bodily fluids: plaural flukd, pericardial fluid,
ascitic fluid {laparsscopic), cerabrospinal fluid {by lumbar puncture), urine,
aspirate (FNAC) from any solid argan e.g. imph node, spine, epididymis elc.
Hizste-pathologlcal examination (Hopsy) - finding of cageating granuloma In the
biopsy material obtained from hody tiesues such a2 mph nede, peritonsum
{(laparoscopic), synovium, sping, bone, liver, spleen, genital tact, efe.
X-ray of invelved structure, e.g. ung, Spinse, hene, joint, adrenal gland
Biochernical test, 8.q. sxudate.

Cyiological examination of effusions, ascites, CTSF fluid, ete.

Tuberculin skin test (TST a.g. MT)

CT Scan

Molecular teste- a.g Xpert MTE/RIF.

4.7.1 Features and diagrostic approach of EPTE

Tuberculous ymphadanopathy

The lymph nodes most commonly Invelved ars the cervical nodes. Gthar shes
may also be Involved Including submandibular, supraclavicular, Ihgulnal or
axllary nodes. Involvement of lymph nodss may result from direct esdenslon of
Infacton or from hasmatagenolus spraad.

The usual courss of lymph node dissase is as follows:

Initially they are firm and disgrete.

Later become flustuant and matted together fallowed by abscess formation.
The skin may then breakdown leading to chronic sinus formation and.
Ultimately healing with scaming.

Diagnesis is based on FNAC {smears for AFB, Xpert MTB/RIF, cultures for MTB)
and or biopsy {Histopathalogy}.

Millary {dlssaminated) TB

Millary TB results from widespread blood-bome dissemination of TB bacllll;
usually In chlldran. It |s often the consaquence of a racant (prAmary)
Infactien, In adults It may be due to slther recent Infacton or reactivation of
old dissaminated focl.



Patients present with constitutional features rather than respiratory symploms.
They may have hepats-splenomegaly and charoidal fubercles on fundoscopy.
Often the presentation is assaciated with fever of unknown origin and wasting
may ba marked. A rare presentatich seen in the elderly is cryptic miliary
tuberculesis which has a chronic course and remains undiagnesed unless thera
is high degres of suspicion. An acute septicemic form, non-reactive miliary
tuberculosiz occurs very rarely and is due to massive hematogenous spread of
tubarcla bacllll.

Diagnesis is based on chest X-ray. it shows diffuse, uniformly distributed, small
millary shadows. "Millary® means "llke amall millet seedz". Vardous hematologlcal
abnormalitles may be sseen Including anemla, leucopenia, neutrophllic
leukocytosls and leukamold blood reactlons. Liver function tests may be
abnomal. Bacteriologleal cenfirmation (smear or culture) ls sometimes possibie
from sputum, cersbrospinal fluld, bone marrow, Iver or bload. Granulomas are
avident in liver or bone marrow biopsy specimen from many patients.
Bronchoalveslar lavage is more likely to permit bactariokegical confimmation.

Tuberculous serous effusions {pleural, pericardial, ascites)
The prasantation Is usually with canstiutional and local features.

MicroscopyXpert MTBIRIF of the aspirate from tuberulous sergus effusions
rarely shows AFB because the fluid forms as an inflammatory reaction to TB
lesions in the serous membrane. TB culture, even if available, is of no immediate
help. The white cell content is variable, usuelly with predominant lymphocyles
and menagytes. The aspirate is an exudate {i.e. protein content is mare than 30
of1). Interpret with caution the lsboretory result of pretein cencentration in any
aspirated fluid. If there has been a delay in lahoratory analysis, a protein clot
may have formead in the sample. The laboratary result may then ba falsaly low.

Tuberculous pleural effuslon: The clinical and chest X-ray diagnosis of a
plaural sffusion is straightforward. Ultrasound can confirm the pressnce of fluid
in the pleural space in case of doubt. Always perform diagnostic pleural
aspiration if a patient has a pleural effusion. The fluid is usually straw-colared.
The white cell count is usually high with predominant l[ympheocytes. Occasionally
the fluld Is blood-stained. The presence of pus on asplration Indicates an
empyema {purulent effusicn). If facllles are avallable, closed pleural blopay
uslrg an Abrams neadle |8 useful for histological diagnosls. Since the distribution
of TB leslons In the pleura Is patchy, the diagnostic yleld of closed pleural blopsy
ls about 75%. Mulipla Hopsies |ncrease the diagnostls yeld. A small open
phaural biopsy increases the yield aven further.

Tuberculous pericardlal sffuslon: The dlagnosls usually rests on sugyestive
constitutional and cardisvascular features and invesligation findings [ECG, chest
X-ray and echocardiography).

Casa Finding and Dlaghosls of Tubarculosis I
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Tuberculous ascites: Ascites results from peritzneal TB. Routes of spread of TB
to the pentoneum include the following: (&) from tuberculous mesenteris lymph
nades; (b) from intestinal TE (pulmonary TB patients may develop intestinal
ulcers and fistulae a2 a result of swallowing infected sputumy); {c} blood-bome.
Patients presant with constitutional features and ascites. There may be palpable
abdominal masses {mesenteric mph nodes). Aspirated fluid is exudative with
high protein content and leucocytosis with predominantly lymphocytes. The yield
of direct smear and culture for AFBE I8 relatively kow; culture of a large volume
ascitic fluld can Increase the yeld. Ultrasound may show faatures conslstent with
TB, Including snlarged mesentardc or refropertonaal lymph nodes. Definltive
dlagnosls resta on a peritoneal blopsy. Blind percutanecus needls blopsy of the
paritonaum has a low plek-up rate and a high complicatlon rats. In axperisnced
hands, laparoscopy under local anesthetic has a high pick-up rate. Laparoscopy
enables direct visualization and biopsy of peritoneal TB lesions. Laparotarmy will
confirm the diagnosis in nearly every ¢ase but is tog invasive for routine use.

Gastro-intestinal TB

Any portion of the gastrointestinal fract may be affected by tuberculosis. The
terminal ileum and cazcum are the sites most commonly involved. Abdominal
pain {at times similar tz thet of appendicitis), chrenic diarrhea, subacute
obstruction, hematochezia and a right iliac fossa mass are commeon findings at
presentation. Fever, weight loss and night sweats are also frequent. A "doughy
abdomen' due to extansive intra-abdominal inflammation may alse be detacted.
Diagnosis rests on barum examination of the small and large intestine or on
coloncscopy.

Spinal TB (Pott's dicease)

The sites most commoenly involved are the lowar thoracic vertebras {with T-10
belng the most common) and upper lumbar splne but the cervical splne can also
be affected. TB starts In an Intervertebral disc and spreads along the anteror
and lengltudinal ligaments before Invelving the adjacent vertebral bodles. With
advanced diseass, collapse of vertebral bodles results In kyphoesls {glbbus). A
paravertebral cold abscess may alse form. This may track to shtes such as the
lower thoracic cage or balow the inguinal ligament (Psoas abscass).

Plaln X-ray of the apine |s usually dlagnostic. Tha typleal appearance Is sroslon
of the anterior edges of the superior and inferior borders of adjacant vertabral
bodies. The disc space is narrowsd. CT scan or MRI reveals the lesions more
cormectly. Aspiration of the abscess or bone biopsy confimms the fubereulous
etiology by histopatholegy and culfure. The main differential diagneses are
malignancy and pyegenic spinal infections. Malignant depesits in the spine tend
to emode the pedicles and spinal bodies, leaving the disc intact. Pyogenic
infection tends te ke more acute than TB, with more severe pain.



Joint TB

Walght bearng Joints are mostly affected. Tuberculosls of the hip joints causes
paln and Imping. TB of the knes produces palh and swaellirg. A history of
previous frauma |s oftan ellclied. Systemic symptoms are present In about half of
the patiants. Pulmonary TB is detectsd in approsdmately half of thesa patisnts.
Radiclogical abnomaliies include bone ergions, joint space namowing, and
ultimately joint destruciion. Diagnosis requires synovial biopsy.

Genlto-urdnary TB

Tuberculosls can Involve any part of genltor-urinary tract. it Is usually dus to
hasmatogenous seedling followlng primary Infsctlen. Local symptoms
pradominate. Urinary frequency, dysuria, hematuria, and lein pain are common
presantations. Howewer patient may be asymptomatic and the disease
discovered after severe destructive lesions of the kidneys have developed. Urine
analysis gives abnormal result in 90% of cases, revealing pyuria and hematuria.
Sterle pyuria first raises the suspicion of repal tuberculbosis. An intravenous
pyelegraphy helps in the diagnosis. Calcification and ureteric stricture are
suggastive findings. AFBXpert MTB/RIF from cenfrifuge urine specimen helps in
diagnosis. Culture of three censecutive morning urine specimens vields a
definitive diagnosis in neary 90% cases. Severe ureteric strictures may lead to
hydronephrosie and renal damage.

Ganital tubarculosls 8 more common In femala than In male. In female patiants,
It affacts tha falloplan tubes and erdomeirium and may cause Infartlity, paivic
pain and menstrual iregularities. Diagnosis requires biopsy andfor culture of
spacimans obtained by dilatation and curetiags [ and ). In male patients,
tuberculosis preferentially affects the epididymis {producing a slight tender
mass), orchilis and prostatitis may also develop. In almost half of cases of
genitourinary tuberculosis, urinary tract disease is also present.

Hapatlc and Splenlc TB

Dissaminated TB may invelva the liver or spleen and can causs diagnostic
confusion. Soliary or multiple abstesses may develop. Witrasound or CT scan
and guidad FNAC give diagnosis in most of the tages.

Less common extra-pulmonary forms

Tuberculosls may cause chodorstinis, uveltls, panopthaimitls, phlyctenular
cohjunctivitls. In the nasopharyn, tuberculesls may simulate Wegner's
granulomatosis. Cutansous manifestations of tuberculosis include primary
infaction due to direct inoculation, abscess and chronic ulcers, scrofulodema,
lupus vulgaris, miliary lesions, and erythema nodosum. Adrenal tuberoulosis is a
manifestation of advanced disease presenting as sign of adrenal insufficiency.

CNS tuberculosls
This is described under children tuberculasis. (But it can also occur in adults).

Casa Finding and Dlaghosls of Tubarculosis I
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5.1 Tha role of treatmeant In the control of tuberculosls

Early treatment and cure of infectious cases of tuberculosis cut the chain of
transmission of TB infection in the communily. Therefore, quick idenfication of
presumplive TB cases, rapid diagnasis, sarly initiation of treatment and suscessiul
completion of treatment are the most effective ways of preventing TH.

5.2 Alms of treatment

The aims of treating TB are:

&  Tocura the patient of TH

To prevent death from active TB or Iis late sffects {dizabllity}
To prevent relapse of TB

To decraase transmission of TB to athers

To prevent the development of acquired drug resistance

5.3 Baslc Princlplas of TB treatment
The hasic principles effective TB treaiment are:

A. Appropriate combination of drugs to kil different bacterial populations
B. Drugs are given for the required duration {several months) to kill tha bacilli
€. Drugs are given in the comect dosage to achieve the therapeutic effect.

5.4 Fixed-dose combinations (FDCs)

Tahlets of fixed-dose drug combinations have several advantages over individual
drugs:

{8) Prescription emars are likely to ocour less frequently because dosage
recommeandations are more straightforward and adjustment of dosage
according to patient weight is easier.

{h} The number of taklets o ingest is smaller and may thus encourage patient's
adherence. For example, 8 new smearpositive patient of 35-54 kg body
weight has to teke three tablets of 4-FDC daily during the intensive phase of
freatment. On the other hand if loase drugs are used, nine tablets (three
R150, one H300, three Z500 and two E400} will be requirsd to prescrine for
the same patisnt.

{z) Drug resistance is less likely to occur; patients swallow all drnugs and cannot
skip any particular drug.




FDCs have the disadvantage that if severe side-effects ccour, in that case all
drugs have te be stopped and the patient has o continue treatment with single
drug, excluding the drugis) which might be responsible for the side-effect. In
order to manage side sffacts, 5% of single drugs will be supplied togsther with
FDCs.

5.5 Standardized Regimens

Standardized regimens have the following advantages ower individualized
prescription of drigs:

# Belter cure rate over rendomized combineticn of anti TB drugs.

@ Less nisk for drug resistance develepment dus fo redustion in prescription
emars.

Better estimates of drug nesds for procurement, distrbution and monitaring.
Facilitate staff training.

Reduced costs.

Facilitates regular drug supply when patients move from one facility to
anather.

Bangladesh has adopted the use of standardized ragimens of anti tubercular
drugs for new and relapsed/re-raatment cases.

&.5.1 Treatmend phases

Effective chemotherapy conslsts of two phases:

{a) The initial or intensive phase administered daily far two manths in new cases
and three months in re-treatment cases. The aim of this phase is to rapidly
reduce and sliminate the multiplying bacili without allowing the development
of acquired resistanca to the prescribed drugs. During the intensive phase,
the tubercla bacill are killed rapidly. The infactious patients quickly become
norHnfactious {within appraximataly wo weeks).

it} The contihuation phase Is essentlal to eliminate the remalning bacteral
population {malnly persisters). Drugs are adminlsterad dally for the rest of
the treatment duration according to the category.

Table 3 : Standardized treatment regimen for each disgnostic category [Adults)

Treatmant regiman

Traatment of Tubarculosis *I

TE disgnostic
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Typa of Pallant
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New Exira-prulmonary TH

New conmwmilant! eascciatad HIVAIDS
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of iraatrmnt of one month or mors
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5.6 Dosages of FDC tablets
FDC tablets are composed as follows,

4FDC; iseniazid 75 mg + rifampicin 150 myg + pyrazinamide 400 mg + sthambutol
275 myg

2FDC; lsonlazld 75 myg + rifampleln 150 mg
SFDC. lsonlazld 75 myg + rifampledn 150 myg + Ethambutsl 275 my

The dosages of FDC tablets for adults are as follows: Formulation /dosages of loose
drugs

Category |

Tabls 4 : Druy dosages category |
Intenalve Phasa

Continuaton Phasa

Daily {first 2 months) Daily {Next 4 manths}
Numkbear of 4FDC tablats Number of 2 FOC tablats
30— 57 2 2
38 - 54 3 3
55 -T0 & 4
> Tl 5 b
Catagory Il

Tabla 5 : Drug dosages category Il
Fra-treatmant Interdive Phaus

Continuation Phase

weight {kg) Dai Dally
{first 3 n'gnu'n} {firat 2 months} Dally {rexi 5 maonths)
NuFReE a0 Injaction Number of 3 FOG tablets
FOCtablale  Strepipmycin
30— 37 » 500mg :
58— 70 4 1gmt 4
= T0 5 1gm* 5

* Tha dosa of streptomycin should not excead 500 mg daily after the age of 50 years
5.7 Start of treatment

Treatment should be started as soon as poaslble after a conflrmed dlagnesis ls
mada

The responslble madical officerfgraduate physlcian should categerize the patlent. A
paramedical ataff may fill In the reatmant card and register tha patlant In the TB
reglster and malntaln other documents related to the dlaghosls of the patlents. The
first dose of drugs should be given at the respactive health facility, where after the
patient is refarred to the DOT provider {ses saction 5.11). At the time of start of
freatment all drugs for the whole course of treatment {intensive and continuation
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community member, These DOT providers include assistant health inspectors (AHls},
health assistants (HAs), community health care providers (CHCP), community health
warkers {CHWs), Shasthya shebikas, village doctors, community |leaders, cured
patisnts, stc. All non-madical persennel whe deliver DOT should be supervised at
Iaast monthly.

Medical officers and paramadics in consultation with patients should identify the DOT
provider, the name and address of whom should be recorded on the patient's
treatment card. The medical officer or paramed|c has to ensure that the DOT provider
racalvea the fllled-In copy of Treatmaent Card {TB 01}, Identlty Card {TB 02} and drugs
at the spacific Intervals.




5.11 Methods of DOT
The following flow chart shows the declslon tres for DOT.

Flgurs 4
( Can the patient come to the reatment center evenyday T )
v
¥ ¥
{Na ) (Yo}
*
1, Tell thes patient ko coma dally
2. Ghve 1 day aupply of medicine for wealkends and other publkc:
hol | ey
Can the patient come to the Sub Centrs {SCHFamily welfaras centre (FWCYeommunity
Clinic (GO javary day?
L
1. ggmunlﬂh with the respansible parsan of the galecied cartar and amangs for

2. Ensure & copy of TB (1 and regular drug supply to the cenber for that paricular

petiernt
3. Gonfinm attendencs on original treatment card (TE 01 kept at the Inkiating
canbarty the raspansibls parsan

1. Communicate with the health workar DOT providers and amanga for DOT

2. Training should ba ansured to non madical COT providar befors rafamingthe
patient to that provalder

3. Ensura & copy of TE 01 and regular drugsupply [Z-1wis} bo the salected
DOT pravider for that particular patlent

4. CGonfimm attendanca of tha paiant in original treatmeant card (TB 01) kept at
tha Inlitating centar by tha rasponsiia persan

f. Enzura ettendancs of tha patient at microscopy canter for follow up of
gpuum exmination at spaciland Intervals

6. Non mesical DOT providers should be supervised at |e ast momthly by the

Inktlat
= nitlating cantra y

4. Ensura altandance of tha patient at microscopy cantar for follow up of sputum -
examination a2t specified imterval i
¥
]
{I= there a raliable Health workar/DOT proviters? o E
* =
¥ ¥ =
E:
¥ =
p =
s
E
=

L g
( Can the patient b admitted io hospital for the intensive phase of Treatment? ]

¥
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5.12 Drug supplles to DOT providers

if DOT is provided at the centre where the patient is registersd, the drugs for that
patient for the whole course of the freatment should be kept at the place which is
secursd ardd suitable for drugs in that centre. The peramedic responsible for DOT
should he given the drugs for fwo weels at a time.

if DOT Is provided from a sub-cantre, where the patlent Is not reglstered for treatment
or at community leval by a health workervillage dector/shasthya sheblka drugs
neadad for two to four weaks should be given at a time to the DOT provider untll the
end of the freatment.

5.13 Regularity of treatment

DOT providers should ensure that the patients swallow the drugs according (o
prescription. They should crganize tracing of absentess end prevent patients fram
becoming lost to follow up. Priofty must be given to smear-positive pulmanary TB
patients. If a patient misses three consecutive doses of the treatment he/she must be
traced immediately to resume DOT without delay.

To anaura sasy tracihg of patlents the detallsd address should be fllled on the
Tuberculosls Treatment Card and TB Reglster (Moblls numbsr should be Included |§
avallable with the patlant).

5.14 Follow-up of treatment

In arder to evaluste the result of treatment, sputum smear examinations should be
performed at defined intervals.

5.14.1 New smearM{pert MTE/RIF positive palients

One sputum specimen should be examined st the end of menth 273, 5 and & efter
the etart of treatmant. It s Impottant to note that follow up sputum elould always
be the eardy moming sample. The sputum at six months can alzo be collected
during the |ast twe weeks of reaiment.

In case the sputum smear ks posltive at the end of the second month:

— The patient should NOT be continued with the intensive phase of treatment,
but be sterted on the continuation phasea of the treatment.

— Inthese patients a sputum sample should ke sent to Xper MTB/RIF lab e
check whehether patient is RIF resistance or not.

— Follow up of all RIF sansitive cases should hs dons by Smear Microscopy.

—  Further managament of these patients will depsnd on the outcoma of the
Xpert MTB/RIF result (ses Chapter 10. Drug Resistant Tubarculesis)

If the sputum is positive at month 5 or B the outcome will be recorded as
treatment failure and referred for Xpert MTB/RIF. The patient must be re-
raglstered as "treatment after fallure of Cat I" and ba freated with a course of
Catagory |l or other appropriate regimsn based on Xpert MTB/RIF resultz In




aadition, if the Xpert MTB/RIF result is positive with RIF resistence at any point of
freatment, the treatment cudcome should be "Failure® and will be rigistared in OR TB.
At tha time patients attend for the follow-up smear axaminations, they should be
weighed and the weight be recorded on the Tubkerculosis Treatment Card of the
patient. f by then the patient's weight exceeds histher pre-treatment weight
rarge, the number of daily FDG tablets should be adapted. This should be
recorded on the patient's treatment card.

5.14.2 Ra-fraatment smearpent MTE/RIF positive palfants

{One specimen of sputum of patients treated with Category Il regimen should be
axamined at the end of month 3/4, 5 end 8. The sputum at eighth manth can also
be collected during the last two weesks of treatmant

In case the sputum smear is positive at the end of the third month:

— The patlent should NOT be continued with the Intensive phase of reatmeant, but
be started on the continuation phase of the raatment

- In these patlents a sputum sample should be sant to Xpert MTE/RIF lab to
check whethar patlent Is RIF raslstance or hot.

~ Further managament of these patisnts will depand on the result of the Xpert
MTB/RIF {ser Chapter 10. Drug Resistant Tuberculosis)

If the amear is positive at month 5§ or 8, the cutcome should be recorded as
freatment failure and the patient should ba refarred for sxaminaticn for DR TB.

At tha ime patlents attend for the follow up smear axaminations, they should be
wealghed and the walght be recorded on tha Tuberculesls Traatment Gard of the
patient. If by then the patient's weight excesds histher pra-reatment weight
rarge, the number of daily FDC tablets should be adapted. This sheuld be
recorded on the patient's treatment card,

5.14.3 Smear negafive and extra-pulmonary patiants

At the end of tha second month of treatment ohe sputum spaciman should be
sxaminad of all smear-nagative pulmonary TB patlents to ensure that thay
remmain nagative. In case the smear is positive (3 second smear should confirm
the result), the patient should be declarsd "Treatrant Failure” and referred for
Xpert MTERIF. The patient must be re-registered as "reatment after failure of
Cat I" and be treated with a course of Category Il or other appropriate regimen
based on Xped MTB/RIF results. K the sputum is negative the patients should
zontinue the treatment and pregress of the patient should he assessed dinically.

Ih caze of axtrapulmonary TB, no smear examination iz nacessary and the
patients should be assessed clinically. If the patient is not improved dinically,
patiant should be assessed for DR EPTB.

Alsg in these patients the number of daily FOG tablets should be adapted
according te weight gain during Testment and be recorded on the patient's
treatment card.

Treatment of Tuberculosis I
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516 Drug reactions: Management of side effects or atdverse reactions
related to the use of antl-tubsrculosis drugs

Most TB patients complate thelr freatment without any slgnificant adverse effects of
drikjs. However, a few patlents do expetence adverss effects. Patlents sometimes
discontinue the treatment due i major or even minor adverse affects. It is therafora
important that patients are dinically monitored during treatment so that adverse
effests can be detested promplly and managed properly. Routing laboratory
menitering is not necessary.

Health workars! DOT providers can menitor side effects of drugs by teaching patients
how to recognize symptoms of commen side effects and to report if they develop
such symptoms, and by asking about symptoms when the patients report to collect
drugs.

Table 8 Symptom-based approach to slde effects of antl-TB drugs and thelr
management

Drug(s} probably

responshis Hanagamant

Minor Comtinue anti=TB drugs, check drug dosus

Ancraxdy, nauesa, Pyrazinamica, Ghva drugs with or after maals
- abdominal pain Rifamplcin
s Jodnt pain Pyrazinarmica Ghva non staraldal antHnflammatony dnug (NSAID)
E Burming sarston | Sl (Siwe prtichendre 7O rryg daily
= In L et
2 Orangedrad LiANe Rifampledn Rearsiirancy, the patisnt shalld be (nkmed &t the
2 baginning of the [raatment that It happans
E commonky and ks nomal
hching with minor Al drugs Ezcluda skin dispasss. Qive antdhestaminss
‘5 £kl rath
E Major Stap rsponsible drug(s)
Iching with sidn Rash  All drugs Stop ant-TE drugs.
{waderate to Tevary} |ty e offending dreg (nreads sxpat oplnion)
2 Dopfmaga (o weocgn Straptamysin Step srmptamysin and nevar uss again
= BUMACDPY} ;
Dilzzfress {veitipo StreptomyTin Stop etrpemyzin and never uga agaln
B My}
Jeundice (oiher cousas  Mosl ant-TB druge Stop el ent-TE drugs undl |eundics resolven ineeds
axcluded]), hapalite [eapecially igoninzd, azpart opaion)
pyfarEarmds mnd
rifamplcin}
Yomiing and Gonfuesiwn  Mosl enti-TB drugs Gtop all emti-TH drugs wtil jpundies. resahsas Lingart
{lEpact drig Indiesd Livar furedtan teet and poothrombin time tesd
acU b Ihver fallure if {neade apart apinkon)
Jundlce present)
Wisual Impalnmenl Ethambtel Etop athambarol and nevar ues again
{other cauzas sxcludad}
Shock gyndromes, Rifeanplcin Stop dfemplcin and never wse ageln
purpure, peuks @nal
Failura, oute hemolytic
BnaAml




5.17 Treatmant oulcomes

At the end of the reatment course, one trestment outcome will be recorded for each
TE patient. Talde 6 shows the passible, mutually exclusive treatment outcomes.

Table 9 : Treatment outcome description

& A puimgnary TE patdent with bacterologically confimed TE at the beglnning of
braatment who was smear or culfurs-negathive In the ket month of treaiment and
on at leasl one previcus follow up occasion.

Traatmart + A TP patlant who completed meatrent without evidence of fellure but with mo

Complatad record te show that sputum amesr or cullure reaults in the last month of
Ireatmant &nd on &k (sast oe previoos follow up cccasion weare nagative, sither
hacauess tasts ware not done or bacayss resufts as unavalabla.

# EP TH casaz ars alzn recorded 3z trealmsnt complatad as no sputum test 1z dons
after completion of full course Treatment.

Treatmant # A TE patiant whosa spulum smear or culiurs is positive 2t month B or later during
failura Irsaimant.

R
# A naw or reiraatmant smear-posiiive patisnt who was diagrnsad with DR-
TE during tha course of treatmant

OR

2 A patient who wae Inltially smesar-negative and was found smaar-poskive at the
end of the second month of eatment

Died #  ATE patient wheo dies for any reasan befors staring or during the courss of
raatment.

Lesttafolowup! & A TR patlent who did not start treatment of whooe ratment wae ntamuped for 2
Desfaubtzd consecutive months or more.

Transfarrad & A pabient who has been transfemed to snother recording and reporting unit
QL amd for whom the matmant oulcoma is not known {this should eccor only in a
mingrity of casss] 2 the mporlng unit

Mot evaluated & A patlent whosa treatment owloomea |5 ned known (ather than Tansfer out).
Treakrertuezes #  The sum of cumed and lrestmmenf complaied.

5.18 Referral and transfer of patlents

A patient during treatment may require refemmal or transfer to another designated
DOTS centre for continugtion of treatment. In these cages, the medical officer of the
refamring/Aransferming centre should fill the Tuberculosis RefemalfTransfer Form (TB
07} in triplicate. One copy should be sent to the refamalfiransfer center, one copy is
given to the patient and che copy remains in the file of the treatmant iniiation centra.

When treatment is conlinued in the raceiving DOTS centre, the patient should be
registered there as a "ransfer in® gase. The lower portion of the form {TB 07F) should
be returned to the gentre from where the patient was referred.

If a patient was treated without being registered (e.q. in a hospital or by a private
practiticner) and will cantinue freatment in the designated DOTS centre, this
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constitutes a referral and not a transfer. In this case, the receiving centre will register
the patiznt as per treatment categery (new, relapse, treatment after loss to follow up,
failure} and not as transfer in.

Every efforts should be taken to collect the reatment outcome of the transferred out
patlents from the refermed centre and final culcome be reported by the refering
centra n order te minimize the number of transfer outs In treatmant cutcome.
Refarsd centres should alse try thelr best to Inform the refering centres on the
suteome of treatment of transfer in cases.

5.19 Traatment of tuberculosis in special situations

Drugdnduced hepatitls

Anti-TB drugs can damags the liver. Isoniazid, pyrazinamide and rifampicin are most
commonly responsibile, sthambutol rarely. When a patient develops hepatitis during
TB treatment, the hepatitis may ba due lo the ani-TB drugs but may alzo hava
anather cause. It is importent to rule cut other poassible causes before deciding that
the hapatitis is drug-induced. If the diagnosis of hepatitis is made, the anti-TB drugs
should be stopped. The drugs must be withhald until the jaundice or hepatic
sympioms have resalved and liver function tests have retumed to neormal. I liver
function tests cannot e done, then it is advisable fo wait two weeks after tha
jaundice has disappeared before recommancing anti-TB treatment. In most cases the
paliznt can restart the same anti-TE drugs witheut retum of hepatitis. This can be
done either gradually {one by one} or all at once (if the hapatitis was mild). However if
the hepatiis produced severe jaundice, it is advisable to avoid rifampicin and
pyrazinamide. A suggested regimen in such patient is 28HEAOHE. A severely il TB
patient with drug-nduced hepatiis may die without anti-TB drugs. In this case the
patient should be treated with two of the least hepatotoxic dugs, streptomycin and
ethambutel. After the hepatitis has resolved, usual TB treatment should be restarad.
In cage of sxtensive TB, ofloxacin can be considered in conjunclion with streptomycin
and sthambutol as an interim non-hepatooxic regimen.

Acute viral hepaiitls

TB freatment shoukl be defared untll the acute hepalils has resolvad. Whan It Is
nacessary to treat dudng acute hepatitls, the combination of streptomycin and
ethambutel for three months is the safest option. If the hepalitis has rasolved, the
palient tan receive a continuation phase of sbc months isoniazid and rifampicin. if the
hepatitis has not fully resolved, streptomycin and ethambutol should be continued for
a total of 12 months.

Chronic llver dlsease

Patlents with Iiver diseasa should not recelve pyrazinamida. Isonlazld plus ffamplcin
plus one or two non-hepatotoxic drugs, such as streptomyein and ethambutol can bs
used for total treatment duration of & months (25HRE/GHR).

Renal failure




Isoniazid, rifampisin and pyrazinamide are gither eliminated almest entirety by billiery
excrefion or metabalized inte non-toxic compounds. These drugs can therefare be
given in normal doses to patients with renal failure. Patients with severs renal failure
should receive pyridoxing with isoniazid in order to prevent peripheral neuropathy.

Streptomycin and ethambutol are axcreted by the kidney and can be glven In reduced
doses or Intermitently where facllitlas for close monttorng of renal function are
avallable. The safast regimen for patlsnts with renal fallure Is ZHRZ/M4HR.

Pregnancy

Mosat anti-TB drugs are safe for use in pregnancy with the exception of straptomycin,
which |z ctotexle to the fetus. The regimean thus for re-treatment of pregnant woman
would be: 3(HRZE¥S(HRJE (3 months of dally 4FDC followead by 5§ months of dally
Z2FDCG with Ethambutel).

Breast-feeding women

A woman with TB who is breast-feeding should receive a full course of anti-TE drugs.
Ragular and full course chemotherapy is the best way to prevent tranamission of
tubercle badllll to her baby. The mother and baby should stay together, mother should
uae face mask and breast-feeding should be continued. Prophylaciic treatmant with
Isonlazld should be gliven to the baby for 6 manths or at least three months ahead
{which onea Is longer) of the tima the mother Is considerad nonh-Infactlous. BOG
vaccination of the nawborm should be postponed until the end of tha isoniazid

prophylais.
Women taking oral contraceptive plils

Rifamplcin reduces the efflcacy of estrogen thus Increases the fsk of pragnancy. A
higher dose of sstrogen {60 p) can be used with rfamplcin or ancther form of
coniracaption may be used.

Diabates mellitus

During the course of ant-TB treatment a diabetes mellituz patient may reduire
treatment with Insulin,

5.20 Use of stercid In the treatment of tuberculosls

Steroids may be of benefit in tubercular Pleural effusion, pericarditis, TB Meningitis,
TB peritonitis, miliary TB, tubercular osteomyeliis, laryngeal TB, TB lymphadenitis
and genitourinary TB, but the evidence iz scanty and the routine use of stercids
cannot be recommended. Stemid treatment in these patients should be considerad
on a case by case basis by the attending physician.
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Tuberculosis In Children II

This chapter gives a summary of some imporznt aspects of TB in children. Details on
diagnosis of childhood TB, including drug-resistant TB, TB-HIV co-infaction,
treatment, prevention and operaticnal aspects of control of childhood TE are
elaborately described in the NTF "Maticnal Guidelines for the Management of
Tuberculosis in Children”, first Edition, 2012.

6.1 Background

Of the estimated 8.6 million new cases of TB that occurred globally during 2012, an
estimated 0.53 million and 74,000 deaths occumed in children {under 15 years of
age}. Of the 173,619 TE patients diagnesed during 2012 in Bangladesh, anly 4,842
(2.8%) were children. This indicates that there is substantial under-diagnosis of TB in
children in Bangladesh. Adults with smear-positive PTB usually infect chikdren, but
not all children develop the diseass after infection. The likelihood of developing
dizeass is highest shortly aftar infection. Infants and children under 5 years are at
particular risk of developing TB dissase. Immunosuppressive ilnesses incuding
measles, malnuirition, whooping cough, and HIV infection facilitate progression of TB
infection to dizeasa.

5.2 (a) Key Risk factors:

Children with M. fubarctifosls infaction are not usually il and do not exhibit symptoms
of TB unless the diseasa is active. Only a amall parcentage of children wha inhals the
TB organism develop active dizeasa. Certaln groups are at far greater ek than
others {sea below).

Kay risk factors for TB in childran

# {lose contact with & kmown case of TB (parents, siblings, close relatives,
caregivers, neighbours, ar leachers),

# The age of the child: the risk of developing TB diseass is highast in very
young {<5 years}, immune immature children.

&  Severe malutrion andfor other Immuncsuppressive condilions (such as
measles In last 3 months, whoopling cough, HIV Infections, taking drugs liks
sterpids, afc.).

# The time since exposure or infection (the vast majorty of children who
develop TB disease da 5o within the first year after M. fuberculosis exposure
or infectian).




{iz} Clinical spectrum of childhood TB
TE in children presents in different ways, including:

Persistent cough for more than 2 weeks not responding to conventionsl
antibiotics

Persistent documented fever (for more then 2 weeks).

Documantad walght loss or no walght galn durng past months.

Fatigue and reduced playfulness.

Extra-pulmenary TB is quite cemmon in chikiren and the commonest presentations

e

A painless enlarged mass of lymph nodes, usually in the neck: TB
lymphadenitis.

Cough and Difflcult breathing: pleuralfpsicardial TB

Abdominal pain, altered bowel hablt, mass or ascles: abdeminal TB
Iritability, headache, vomiting, drowsinass, lethargy, convulsions: T8
meningitis or fuberculoma of brain

Acute angulation of vertebrae {gibbous}): apinal TE or shortened limb with or
without limping gait-Hip joint TB

In adition to the examples menticned above TB can affact any cther organs and
therfare symptoms may vary depending on the organ involved

6.3 Diagnosis of tuberculesis in children

Diagrosis of TB in children iz difficult as symptems are often non-specific, most
children cannot produce sputum for microscoplc examination, X-rays are often non-
specific and the Mantsux test I cften negative In children with severs mainuirition.

For establishing the diagnosis in children, the physician has to combing the olinical
signs and symptoms, rsk faclors [smear-positive household contact, Bge,
malnutrition etc.) with the results of several tests (as described in detail in the nationel
guidelines on management of TB in children).

6.4. Treatment regimens for children

The recemmended deses of first line anti-TB drugs for children ars as follows:
Table 10 : Recommendad doses of first line antl-TB drugs for children

g | i s imgperig mert

|soniazid (H) 10 {5-15} [medrmum J0mag]
Rifemplcin (R} 1810 -200  [madmum B00mg]
Pyrezinarmice (Z) 35 {30 -40)  [madmum 2000mg]
Ethambuls {E} 70 {15 -25)  [maximum 1208mp]

Streptomycin (8) 16{12 -18)  [maximum 1000mpg]
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The number of IFDC tablets during the intensive phase of reatment and the number
of 2FDC tablets during the continuation phase of treatment are determined by the
weight of the child.

Takle 11 : Daily dosages of the FDC's in children balow the age of 8 years

intansive Phass {2 manths} Cantirwation phasa {4 months)

RHZ* 60,306,150 RH 80,3

2-28kg % b %alsb
3-58 kg 1 b 1 tab
5-0.8kg 1% tabs 1% tab
8-11.9 kg 2 tabs 2 tabs
12-149 kg 2% abs 2% tabs
15-19.9 kg 3 s 3 tabs
20248k 4 tbs 4 tabs
25-29.6 kg 5 bs 5 tabs
35-35.9 kg 5 Ibs & tabs

*R — Rifarmpicin, H — leoniazd; 2 — Pyeainarmide
i RH{80/30% and RH (80460} both are available, ahould be used 50% from each group
@ Chikiren with presumptive or confimmed pulmenary tukerculosis or tuberculous peripheral
lymphedenitis who live in settings with low HIV prevalence or low resistance to isoniazid
and children who are HIV-negative can be freated with a three-drug regimen (HRZ) far 2
months followsd by a two-drug (HR) regiman for 4 months.

# Children with extensive pulmonary dissass living In ssttings of low HIV prevalence of
low INH reslstance shouki be traatsd with a four-drug regiman {HRZE) for 2 months
follewed by a two-drug regimen (HR} for 4 months, Ethambutol is considered to be
safe in children at a dose of 20 mofkg (range 1525 ma'kg} daily.

Children above the age of 8 years or with weight more then 35kg should be
traatad according to the weight band scheduls for adults.

Table 12 : Treatmeant regimens for childran In each TB diaghostic category

Cat. | B |pira-thoracc TE withoul lung cavtiles o 2HRZ] 4[HR}
axtensive shveaier coneadidebon
B |mira-thoracc TB vith [ung cadtes or I{HRZE 4{HR}
axtensnm Bheoler conaoideBon
B TE Lymph Moda SHRZE 4{HA}
B TH pleural effusion 2{HREE 4{HR}
B Paricardlal TB 2HRZE H{HR}
B Abxdominal TR 2HRZJE 4{HR}
= TE mankighis* aHRZ)s™ 10HR)
B Dmieoartiodss TH 2(HREJE {HR]
aat I B Provdotshy traated srsar pos s B{HAE

pulmanary TB (relapas, Ieatmert afterlosl  2{HRZ)ESH(HRZIE
tor EnBownipvcataLlt, Insaimart fallura)

MCR TB Standardtzad traaimant ragimen with 27 ine ant TH drgs



*  Usa of steroid is mandatary for TBM and tuberculous pericarditis.

** Sireptemysin should be avaided when passible in children because the injection is
painful and irreversible auditory damage may oceur. It is mainky reserved for the
first 2 months of treatmant of TBM.

If RH{60f30} and RH {60/60) both are available, should be used 50% from sach

group

8.5 Chemoprophylaxis for children

All chlldran aged less than & year, whose housshold contacts are under freatment for
smear-positive TB, should bs given chemoprophylaxls with lsonlazld 10 mygfkg per
day for & months irespactive of their BCG status if the child is fres of aclive TB.
Ferlla-up should be camied out at |east every month until completion of
chemoprophylaxis. An infant bom tz a mother with infectious pulmonary TB can be
safely breastfed if isoniazid prophylaxis is given. If a child receiving isoniazid
develops sympioms, assessment for TB should be done. If the chikd hes not been
BLG vaceinated, BCG should be given after completion of isoniazid prophylasis. (For
further detsils please refer Naticnal Child TB guidelines, NTP}

Tahbla 13 : Guldance for Correct Dosing of INH Praventive Therapy

Dose recomumandations for IBH prevantive therapy In children

Body walght Isondazid {INH) 100mg tablat*
249 % tab
593 1 tao
10-14.9 1% tahs
15-13.9 2 tabs
20-25.9 2% tabs
» 30 kg 3 f=bs

* NB. INH 10mg/kgiday, single dose; Crush the appropriate frastion and dissolve in
water or multi-vitamin syrup

5.6 BCG vaccination

BCG vaccing is recommended a8 saon as passible after birth to avoid life threatening
TB diseagses such as TB meningitiz and miltary TB. However, the efficacy of the
vaccine is at most 80%. Re-vaccination offers no added protection, and tharefore is
hot recommended.

A amall number of children (1-2%} develop complications following BCG vaccination.
These Include local abscesses, secondary bacteral Infectlons, suppurative adenitis,
and local kalold farmation. Most reactions resclve over a few manths. Childran whao
develop diszaminated BCG dizeass should be treated for TB and Invastigated for
immuno-deficiancias.
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Recording and Reporting II

A standardized recerding and reporting systam is an important component of DOTS.
it allows for assessment of case datecton and treatment outcome agalnst the targets
set |t also allows for maintalining survelllance and monltoring with a regular two-way
communication batween central and peripheral lavals.

Tha programmatic progress and achlevements of NTP should be assesaed at different
levals of Implementation e.g. upazlla, distrct, city and central levels. The NTP
racording and reporting system conslats of standardlzed forms, cards and reglstars.
the descrptkin of which are given below [Samplas are Included In Annex 2}

7.1 Tuberculosls Treatment Card (TB 01)

The madical officer or paramedic fill-up the Tuberculosis Treatment Card as scon as
a patient is diagnosed with TB. The card is kept at the health facility where the patient
Is treated. Durlng Intensive phase of the treatmant of new cases the number of 4FDC
tablet and In re-treatment cases the dose of streptomycin Ih addition to 4FDC should
ba wiittan In the box of the front page. If a patlent Is treated with single or multlple
lonsa drugs the dally dosage should be fllled In the boxes for H, R, £, and E.
Slmllarly, during tha continuation phage tha doge of ZFDC tablet for new cases and
IFDC for re-irpatment cases should ba filled in tha box at back page. If the patiant is
treated with single or mulliple loose drugs, the doses should be filled in the
appropriate boxes. There is a special box for child TB. The doses of child TB should
be filled vp in the box accordingly. If during treaiment the number FDC tablets are
increased due to weight gain of the patient, the revised number of tablets shoukd be
written underneath the boxes preceded by the dete of change.

7.2 Tuberculasis ldentity Gard {TB 02)

The medical officer or paramedic fllls this card as soon as the dlagnosls of
tubsreulosis is made and the patient kesps the card. The most important parts of this
card are the date on which treatment was started, and ¢ategorization of the patient.
The patient should be instrugted to bring this card each time sfhe atlends for anli-TB
reatment, but s/he shoukd also bring and show it if sfhe altends for any complaint at a
health facility, as compleints might be caused by the anti-TB drugs.

7.3 Tuberculosls Reglsater (TB 03)

This register is kept at the TB treatmant facility. The Tuberculesis Register contains
all the important general information of the patiant, classification of the disease, and




type of patient, date of start of treatment, smear microscopy results, Xpert MTB/RIF
results and the treatment oulcome. The date of registration is the date the patient is
registerad in the Tuberculosis Reqgister. This date may be different from the date the
patiant was diagnoeed in the laboratory or started treatment. Space should be kept
blank at the end of each quarter to highlight the end of the quartery cohort. This will
facilitats preparation of the quarterly reports and cohort analysis of treatment
outcome. At the end of the quarter, a tally can be made by sex {males and famale
patlents}, diseasa classification, type of patlent or treatmant cutcome. Each quarter
ghould be started on a new page.

From this reglster the quarterly reports on case notification, case detection and
freatment cutcome wlll ba complled. It 1s the responsibliity of the staff that malntalns
the reglater to keep It up-to-dats.

7.4 Tuberculosls Leboratory Reglater (TB 04)

The Tuberculosls Laboratory reglster Is kept at all laboratorles performing sputum
examinalion for AFB and Xpert MTB/RIF. The microscoplat or madical technologlst
lab who examines the smears enters all Information Inte the reglster. Tha reglater
gives Informatlen on the number of presumptive TB cases examined, the number of
emaar-positive casss detected and tha number and results of smear axamination for
follow-up of treatment. It also gives information on the number of Xpeart MTB/RIF
positive cases detectad {if available). The Laboratory sedal number should be started
with 1 at the beginning of each calendar year. Space should be kept blank at the end
of each quarter in the register. After each quader, the number of presumplive TB
cases and number of total smears examined, number of smear-positive pafients,
number of follew up smesrs exemined snd number of positive follow up smears
examined should be entered. Source of refermal {referred by) also needs to be filled.
The next quarter will start on a new page but the seral number will continue
threughout the year.

7.5 Request form for AFB MicroscopyXpert MTB/RIF examination {TB 05}

The medical officer or paramedic who requests the smearfXpert MTB/RIF
examinations should fill up this form. If the smears are examined at the facility where
the patient attends, the form should be brought to the laboratory with the first "an-the-
spot” specimen. The patisnt should he given a sputum cup for the sardy moming
spaciman. |f smears are examined at another facility, the two smearsfsamples with
the filled-in request form should be brought to the examining laboratory. It is essential
to indicate whethar the sputum is sent for disgnosis or follow-up. A detailed address
{Including moblle phene numbar) of the pallent should be recorded If sputum I3 sent
for dlagnosls. This Is Important to trace the patlent If sputum Is found positive and the
patlent doss not retum te the health facllity. Early meming sampla g prefarable to
parferm Xpart MTB/RIF If avallable. If faclity to perform Xpert MTB/RIF Is not
avallble, sputum sampla should be sant to the nearest facllity with Xpart MTB/RIF.
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This form will be used for sample other than sputum also, for whizh nature of sample
is to be clearly mentioned.

7.6. Form DR TB 06 - Request form for Diagnosis/Follow up of Drug
Reslstant TB

This form should be Kept In all DOTS Canters. This form will ba used for diagnosls In
presumptive DR TB casss and for follow up of treatment |n elther the Intenslve phasa
or continuation phase. It is mandatory to fill the form complataly {all four parts, A-D}
arild will be sent to NTRLU/RTRLSs or Xpert MTB/ RIF sites along with presumptive DR
TE sases or samples for dizgnosis or follow up from DOTS centers.

After examining samples for disgnasis in case of presumptive DR TB cases or follow
up in DR TB cases during treatment the lower part {E) of the form should be filled up
completely by NTRLU/RTRLs or Xpert MTB/RIF sites and send back to requested
sites{DOTS Centers) immeadiately.

7.7 Tuberculasis referralftransfer form (TB 07)

This form is used for referring or transferring petients from ene health fasility to
anather. It should be filled in triplicate: one copy goes to the receiving center, one is
given to the patient and one remains in the file. The receiving facility sheuld fill the
bottom part of the form and retum it te the sending institution as soch a9 the patient
reports.

1.8 Requisition form for Drugs (TB 08)

This form should ke filled quarterly with a copy to the District authority. The
requirement for each item is calculated by multiplying the number of cases in the last
quarter {hy catagory}, the number of treatment doses and average units per dose by
which working stock or running requiremsnt will be cbtained. This figure is muliplisd
by 2 to abtain stock of one quarter and 100% buffer stock (i.e. buffer stock for ohe
guarter}. By subiracting the in hand stock at the time of the indent from the above
multiplleation result, the requiremant for each drug Item for one guarter will ba
obialned. Stock of minimum one patlent's madicine for sach category should be
ensured at all ime; even thera was no patlent during previous quarter (sspacially for
Cat-1l and Child TB). Cwver stock should be avaldad by radistribution of medicines to
the nearast low stock fadiities bafore prapadng regquast for naxt quartar. If thete la
any stock cut, the actual duration should be mentioned in the remarks columng by

days.
7.5 Abhssntee tracing form {TE 039}

This form should be used for retreval of patlents whe do not turn up for thelr
srhaduled drug intake.




7.10 Quarterly report on case finding {TB 14)

Prepare this repart as follows:

ldentify all patients registered in the Tuberculosis Register during the quarter
under report

Laoking at the columns "Category” and "Pre-treatment smear sxamination®,
count the number of new mala smear-positive cases, putting a mark with a
penicil after a patient has bean countad

Continue In the same way with the naw famals smear-positive cazes

All new smear-positive tazes have now bean Identiflad and they sheuld be
enterad In the Block-l {column-1)

In the same way Xpert MTB/RIF positive cases should be Identfled and
anterad In the BHock-1

Divids the new smear-positive male and femals palients according to the age
groups and record the numbers in block-2. Verify that the number of males
and the number of females for all age groups together are the same as
reparted in blogk 1. In the same way numbers of Xpert MTBRIF positive
cases should be counted, recorded and verified according te sex and age
categery in block-3.

Count {and mark) the smear-posilive previcusly freated patients, divided into
relapses, after failure and after defaults, then Xpert MTB/RIF new & previucusly
freated the smearnegative cases, the extra-pulmonary cases and the other
praviously treated, divided into males and females and enter these numbers in
the respective columns of block 1

Add the totals of column 1-8/9 and enter thesa in column &

Varify that all patients registered during the quarter concermned have been
Included In tha report

Do the same for smear-negative and extra-pulmonary patlents and entar the
numbers In blocks 4 and 5.

In block & and 88 data of TB/HIV and PLWHA suspact for TB should be
racorded.

The report should he filled in triplicate. One copy should be sent to the District
Medical Cfficar, ohe te the NTP HQ in Dhaka and one should be kapt in tha records.
The raport should be sant prompthy after the respective quarter is finished.

7.11 Quarerly Report an Treatment Results (TB 11)

This report is for cohort analysiz of the treatment results. The differant types of
patlents are evaluated separately. The evaluation 1s done guartery of the cohort that
started tha treatment 12-15 months earler. The Infarmation should be collected from
thve updataed Tuberculosls Reglster.

Descripticn of the treatment outcomes is presented in section 5.17, table 9. The
repart should be prepared in the same way as the case finding report.

Recording and Reporting I
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7.12 Quarterly Report on Sputum conversion at 2/3 Months of Smear-positive
Pulmeonary TB Cases (TB 12)

This report provides information about the smear result at the end of the first two
months (new smear-positive patients) or three months (retreatment patients) of
treatment. In the best circumstances up te 10-15% of patients will remain positive
at the end of the intensive phase. If the percentage is lower, this may indicate
that scanty ar low-positive smears are missed and thus provide an idea sbout the
quality of microscopy.

The report should be preparad in the same way as the case finding repart

7.13 AFB Laboratery Performance Report (TB - 13)

This repart replaces the TB 13 repor.” Quarerly Report on Laboratery Findings
of Tuberculesis”. This repert is prepared quarterdy and provides information on
diagnostic and follow-up smears examined, divided into positive, scanty and
negative results and whether the smears were examined by ZN or FM
micregcopy. This report is part of the smear rechecking system and includsd in
the EQA SOF.

7.14 Preparation of reporis

The fallowing table helps to memorze when to send the reports to the
district/naticnal authorities. Tha reports should ba sent within four weeks after the
quarter is finishad.

A cohort |z a group of patlents dlaghosed and reglstered for treatment durng a
guarter.

A year is divided into four quarters, so sach quarter containg thres) months. 1st
quarter [January, February, March), 2 nd quartar (Apnil, May, June), 3rd quarler
{July, Angust, Septembxer), 4th quarter {Oclober, Novemnber, December).

Tabls 14 : Reporting quarter for case finding, smear converslon treatment result,

Raporting on Gasa finding Smear conversion Troatmsnt result
{_I'bl'm TB 10) {forn TB 1) (form TB 11)
1.1.12 4% Quariar 12 3" Ouarter 12 4 Ouarter 11
14.13 1= Quarter 13 At Quarer 12 1% Quarier 12
1.7.12 2™ Guarter 13 1% Quarter 13 2 Cnsarber 12
1.7.13 2" Cuarter 13 2™ Quarlar 13 a~ Quarter 12



Supervision, Monitoring

and Evaluation

8.1 Suparvislon

Supervision iz the kay element of TB control and is considered a comerstons for
systainakility of different NTP aclivities. Il is the process of helping people to improve
thelr performancs In order to mest cbhjaclives. Supervislon Is the part of monltordng
that looks at tha joh performance of the paopls in the programmea.

All health workers need help to salve problems and overcome difficulties. They need
feadback on thair parformance and encouragemant in their work, Supervision should
encourage, molivate, train, support, monitor, guide and beost staff morale. i is a set
of activities to improve steff competence, effectivensss and efficiency of work through
obsarvation, discussion, technical support and reviewing recerds. The focus of
supervisory vigitz is on education through on-the-job training, ccordination,
mativalion, facilitation and guidance in implementation of the activiies es per NTF
guidslines with the sverall objective to achieve nalional targsts and goals.

Supervisory visits are planned with the following aims:

To ensure sffectve Implementation.

Ta provide technical guidance and administretive support.
Ta validate reported data.

To effect sorastive maasures wherever required.

To ensure patisnt and staff satisfaction.

To strangthan the relationship batween the central, intermadiate and
peripheral levals and the implementing staff.

8.1.1 NTP supendsion poficy
Flgure 5 : Supervision

| Diislon ||:>| District |

| u%ua =

| Community |
8.1.2 Process of supendsion
Supsrvisery visits must be planned carefully. A schedule for supervisory visit
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should be prepared in advance. Before each visit, it is important to review the
findings of the last supervisory visit, any notes of aclions faken since the last
vislt, and any additlonal Infermation about the health facliity.

8. 1.3 Tools for supervision
Supervisory checklist

Supervisary checklists are to be used to idantify the administrative and technical
problems systematicelly {Annex 3). They should be sysiematically filled in,
calculating all indicators and answaring all questions, together with the haalth
worker. The chechlist should be completed upon the end of the suparvisory visit.
The checklist provides a guide but a supervisory visit may never be limited to
completing the chacklist,

8.1.4 Poinis to be focused during supervision
General

# Awvailability of the Matiornal Guidelines ardd Operational Manual for TB and
other NTP guidelines and SOPs including laboratory manual;

¢ Avallablity of recording and reporiing formats,
#  Availahilty of health ACSM meterials for TB;
& Human rescurces: staff status {post sanctioned and vacant), availability of job

descriplion; fraining status of staff, knowledge, skills and aftitude of relevant
staff, job satisfaction.

Identlfication of suspects and laboratory dlagnosis

—  Trends in suspects: Number of presumptive TB casess per month; suspect
notification rate (Presumptive TB casess detectsd during a defined pariod in
a defined gecgraphic area Aotal population of that area x 100,000)

— Inquire about any unexpscted situatich and provide fesdback; numbar of
sputum examined per suspect {when there are several suspects for whom
single sputum smears have bean examined, as this may polnt out to poor
counseling of patients about the diagnostic procedurs or wrong patients
suspected for TB);

— SBource of referral of suspacts;

— Trlangulatdon: check that all patlents dlagnosad according te the TB
Lakoratory Register have startsd treatment (treatment card availabls}
and are registered in the TB register. Check for any inconsistency
batwaen the three formats.

— Check that smsar-negative presumptive TB casess are referred to a qualified
physician for further investigations according to TB diagnostic elgorithm.

—  Calculate sputum positivity rale among presumptive TB casess and during
follow up. Thiz ameunt should ba arcund 10% for both suspects and follow up
smaears. Inguire in case of any very low or very high sputum positivity rate.



—  Check the quality of smears (size. shape, thickness, evenness, staining)
— Check maintenance of microscope and other equipment and logistics
— Chack whather thare |s adequate supply of laboratory consumables

— Check Infecon contrel measures taken [patlents waltihg area, sputum
collected outside, availabilty and use of mask, ete.)

Varificatlon of TB records

Trends In case notiflcaion: Mumber of TB casss per quarter {smsar-positive
cases, retreatment cases, all cases); notification rate {zases detected during a
defined period In a defined yeographlc area / total populaion of that arsa »
100,000 - inquire about any unexpectad situation ard provide feadback.

Sputum conversion rate: {8} For NSP: Tatal number of new smear-positive
vases bacoming smear-nagative after two mornths of treatmentfietal new smesar-
positive cases registersd during the same quarter x 100 {b) for retreatment
smear positive: total number of retreatment smear-positive cases becoming
smear-nagative after three months of treatmentftotal retreatmant smear-positive
cases registered during the same quarter x 100). These rates are axpected to be
around 85-90%. Inquire in case of any low conversicn or very high conversion
and provide feedback.

Treatmant success rate: Total number of new smear-positive cases who ware
declared "cured” or "Treatment Completed™fotal number of new smear-positive
pases registered in the same period x 100. This rate can be caloulated in the
same way for bactericlogleally confirmed cases, Xpert MTE/RIF positive cases,
retreatment cases, smear-negative cases and extra-pulmonary cases. Inguire
ahout any unexpected siluation and provide feedback. The treatment completicn
rate for smear-positive caszes should not excesd 5%.

Unsuccessful cutcomas: Lost to follow up {default} rate, failure rate and
transfemed-cut rate: Total number of new-smear posilive cases who "loss o
follow Up {defaultsd)”, "falled® or were "fransfermed out” / total numbar of new
emear-positive cases registerad during the sama period x 100. These rates can
be caloulated in the same way for retreaiment cases, smear-negative cases and
sxtra-pulmenary cases.

Inquire about any unexpected siuation and provide feedback.

Health sducation and counasling

@ Check availability and use of health education materials
# Check coungellng procaduras
# Interview 8 selected number of patients ta-
— ralate your findings with the Information avallable on the patlent cards,

— check knowledge sbout the diseases, duration of treatment and
consaguancas of Interruption of reatmant

Supervislon, Monltering and Evaluation I




8.1.8 Supervizion Report

Feedback is one of the most important parts of the supervision. It is entouraged
to fill the checklst on the spot together with the related health parsonnel. This will
fatilitate strengthening of a good relaticnship. Supervision reports should be
submitiad to relevant authorities and feedback must be provided to relevant figld
authoritles.

8.2 Monitoring

Maonltering means to watch, keep frack, of check usually for a speclal pumposs. In our
caoe it relates to maintaining and improving the health care for TB patisnts and
syspecis 5o that it meets our aspirations, and to take appropriate action to improve
performanca. It Is an ongolng process camled out by the programms Implemanters.
Monitering is the activity that ensures that measurable information of a programma is
implemented, recorded and reported.

B.2.1 Methods of Moniforing

# Rautine reporting
— Thae core of a menitorng system.

— Fozuses on data management, supply, finance, training, quality
asaurance, and dnig uss.

@ Supervisory visits
— Relnforce routine reporting requirements.
—  Provide on-the-spot training, informal and direct menitoring.
# Sentinel reporting
—  Supplaments rouling reporting.
—  Most useful when a system is undergeing rapid or substantial change;
an detect unexpected or unintended outcome.
® Special shudies
—  When additional information ard use of exparts to design and conduct
tha atudy are required.

Both monitoring and supervision are ongaing processses. Thare should ba a plan
for regular supervision and monitaring at all levels.

8.3 Ewvaluation

Evaluation is chiaining results of the pmgramme that are measurable. | indicates
whather tha programma has achlovad Its targets and takes nacessary staps for
developing strategiss amd interventions for further improvement as per requireamants
af the pregramme.,

The NTP advocates continugous periodical intemal monitering of the programmsa.
External Jelnt evaluations ars conducted by both the NTP and extemnal natkwnal and
intemational experts at an interval of two te three years.




Supply of Drugs,

| Laboratory Consumables
. and Documentation Materials

A ragular, uninterrupted supply of quallty drugs, laboratory consumablas and
documerntation materials to all facilities where patients are diagnosed and treated
should be ensured. Diagnosis of TB through smear microscopy and treatment of all
registersd TB patients are provided free of charge. The central level of NTP is
responsible for planning, precurement and supply of anti-TB drugs, laboratery
consumebles and documemntation materials iz its implementing partners.

8.1 Reguirement of drugs

Quantification at all level is based on the quantity drug needed for treatment of
different categories of patient {annex 4). Quaniification of anti-TB drugs is usually
done annually by the central leval of NTP with the technical assistance of WHO and
the Glebal Drug Fagility (GDF). This estimation of amounts of drugs required is hased
an the number of TB cases {sategory-wise) reated during the previous year, annuelly
adjusted; treatment regimen adopted, buffer stock (including smount of drugs
required during lead time te supply)} and stock-in-hand at the time of the drug order.

Quantification of anti-TB drugs at the upazila, CDC or city leval iz usually done
quarterly according to the number of patients diagnosed during the previous quarter
(TB-08}. Local health authority in collaboration with NGOs will calculate the quantity
of drugs required and fill in the requisition form fer drugs {TB 08) at the end of avery
quarter. The form will be sighed by the Upazlla Health and Famlly Planning Officer
{(UH&FPO} or unit chlef, countersigned by the Chvil Surgeon {or suparvizor for the
unilt} and forwarded to the central level prafarably within the first wesk of the following
month. The relevant NGOs will collect the drugs from canfral level ard will deliver to
respaciive Indanting authorty. Alternatively, tha NTP may arrange for supply of tha
drugs to the indenting authority.

The NGO will collect the: required drugs frem the UHC through indent to the UHEFPO
and will report consumplicn and balance of drugs and other delivered
logistics/|aboratory consumables 1o the respective UHAFPG (or unit chisf).

The information abaut drug consumption and stock at upazile level will ke
sommunicated to the central level quarterly together with case finding and treatment
result reports. It is the responsibility of the UH&FPO {or unit chief) to ensure that this
information is sent in time to aveid delays of suppliss. The buffer stock of drugs and
labaratory consumables for paripheral storas will bs for one quarter.

Supply of Drugs, Leboratory Consumables and Documentation Materlals II
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9.2 Requirement of Laboratery Consumables

All health faciliies require an adequate supply of sputum containers to ceollect and
transport sputum specimens to micrascopy centers. TH laboratories need a good
quality binccular/lLED microsceps, regular supply of slides and reagents. The
"Laberatory Request Form” (Annex 5 and 6) gives information on how to calculats the
reguired quantities of the ingredients for the stains and other supplies. Furthar details
are given in the "Laboratory Manual on Smear Microscopy for Tuberculesis and its
Guallty Control In the NTP of Bangladash™.

9.3 Requiremant of Documentation Materlals

Each registration unit nead= a TB Register (one register will usually he sufficient for
one year), TB freatment cards and patient identity cards based on the estimated
number of patients. Sputum request forms should be available in the TB diagnoatic
faclities. Che sputum request form Is sufficlent for requesting dlagnestic examination
of two sputum specimens from a Presumptive TB cases and ohe for each follow-up
axaminatien during treatmant. Each laboratory nesds one or mere TB |aboratory
reglsters por yaar depanding on tha number of suspects and follsw-up cases
examined. On an annual basls, all reglstration unlte (UHC, CDC, urban clinle, madieal
college hospital, ate.} need 25 copies of tha quartady report forms on case finding,
smear conversion, laboratory reporting form, IPT form and treatment outcomea. All
districts need 15 copies of the "Requisition Form for Drugs” and the” Laboratory
Request Form”. NTP will ensure procurement of the documentation materials and its
supply as per indent.

8.4 Ingpection and Storage of Drugs and Supplies

WUpon receipt, all drugs and supplies should b inspected by a "Survey Commities'
constituted for the store. The committee wil tally the supplies with the 'Invopice' and
will report discrepancies or damages, if any.

Drugs and supplies should be stored in optimum conditiens in a secured roam. The
drugs and lebaratory reagents should be monitered regulady for expiry date. The
drugs with sharter expiry dates should be plaged in front and those with longer expiry
dates behind (FEFC or first expiny-first out). A stock ledger must be maintained and
updated whenever drugs and cther matarials are raceived or dispensaed. In addition,
a stock card (bin card} should be maintained for each drug. Tha bin card must be
updated whenavar drugs are received or dispansed, go that it always talliss the
actual balance in stock as well as with the stock ledger.

The aofficer In charge of the store will ensure Inapacton of supplles, s optimum
storage and proper reconding as detalled |n the "Standard Operaling Procadures for
Managing Drugs and Supplles®.



4.5 Issuance of Drugs and Supplies

Drugs and cther supplies will be issusd guarterly upon completely filled form TB 8
"Requisition Form for Drugs form® and "Laboratory Request Form", according to
distribution schedule.

2.6 Monitoring and Supervision of Stores

Monitering and supervision of drugs/supplies managament must be done at all levels.
Feporits of case finding and drug stock status from the upazila received through
indent form as well as quarterly stock status from the Central Store should be the raw
material for monitering. Drug and other supply management (sspecially GDF drugs)
should be included in the agerda of monitoring meetings at all lavels.

Supervisery visits, including drugfother supply management, should be done by using
the checklist Included In the gensral supervsory checkllst. Reports of the supervizory
vistts should ba analyzed for mohitoring and feedback.

Supply of Drugs, Leboratory Consumables and Documentation Materlals I
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| Tuberculosis

Drug Resistant Tubsrculesis I I

10.1 Definition and causes of Drug-resistant tuberculosis

Drug-resistant tuberculosis is confimmed through laboratory tests that demanstrate
growth of infecting isaletes of Mycobactarium tuberculosis in-vitro in the presence of
one or more anti-tuberculosia drugs. By definition, there are four different categaries
of drug resistance, namsly:

Mono-resistance: resistancs to ons anti-TB drug.
Polyresistance: resistance to mere than one anti-TB drug, other than isoniazid
and rifampicin.

= Multidrug-reslstance (MDR): resistance to at least Isonlazld and dfamplcin, the
two most potent ant-TB agents.

= Extenslve drug-resistance (XDR}: MDR TB, plus resistance to at least one of the
flucrozuinolonss, and at lsast one of three Injsctable sacond-line drugs
{eaprasmycin, kanamycin and amikacin).

DR TE patients: Any patient who falls into oneg of the above listed categories of drug
resistance is considered as DR TB patient

Although its causes are microbial, dinical and programmatic, DR TB is essentially a
man-made phenomenon. From a micrebiological perspective, resistance is caused by
a genelic mutation that makes a drug ineffective. An inadequate or poorly
administered treatment regimen allows drugresistant mutants to beceme the
dominant strain in a patient infected with TB. The table bslow summarizes the
common causss of inadequats treatment. The most frequent mistakes include wrong
classification of patiants {Category | niven to unrecognized refreatment cases) and
the addition of a single drug to failing regimen.




Table 15 Causes of Inadequate Anti-TB Treatment

Hsalth-cars providers: Drugs: inadaquats Fatignis: inadaquats

inadequate regimens supply or quality drug intake

= |nappropriate = Poor guality; + Poor adharance
guidelines or non- + Unavailability of + Lack of Information
compliance with gertein drugs (stock- | ¢ Adverss effacts of
guidelines; outs or dalivery freatmant;

» Abssnca of disruptions); * {Ss?d:‘:abar::;s i
quidelines; » Poor storage . Mal;!-abé.urptlun due to

= Poar training; conditions; other causes:

= Mo monitoring of « Wrong dose ar + Substance
freatment and poar combination of dependency
DoT; drugs. disorders;

+» Poorly organized or = Mental disorders;
furnded TB contral = MNon-cooperafive;
progremmes. s Education level.

Treatment of DR TB with Categery | or |l may create even more resistance {o the
drugs used. This has been termed the "smplifier effect” of the short-course
chematherapy. Ongoing transmission of established DR TB sirains in a pepulatizn
may alse contribute to new drug-resistant cases.

10.2 Addressing the scurces of drug-reslatant TB

Any ongolng clinlcal or programmatic problems resuling In the creation of new casses
of DR TB should bs addressed urgently. Both pravention and treatment measures
should be incorporated into NTP eparational plans to have the greatest sffect on DR
TB control. Well-administered first-ling treaiment for susceplible cases is the best
way to prevent acquisition of resistance. Timely identification of DR TB and adequate
treatment regimens with second-line drugs administered eary in the course of the
disease are esseniial to stop primary transmissicn. Standardized infection control
measures in &ll health facilities are also very critical for prevention, as well as, contact
fracing of drug-resistant TB cases. In shod, the integration of the national DOTS
Programme with treatment of DR TB works synergistically te eliminate all the
patential sources of TB transmission.

10.3 Targeting Risk Groups for DST for Firstline Drugs

The following groups will be targated as presumpive DR TB {previously known as
DR TB asuspects} for druy susceptiblity testing (DST}

Failures of Category |l
Failures of Category |
MNeh converters of Category Il {remain positive at meonth 3)
Meh converters of Category | (remain positive at month 2}

B o @
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All relapses (Category | and 11}

All reatment after lass to follow up {Categery | and II)
Closs contact of a MDR TB patient with symptoms
All HIV infectad persons

Others {Specifiy} ..

It iz often easier to remember that any patient who starts Category Il and not
doing well on a reatment, HIV infacted patients and all contacts of DR TB
patiants with active TB nesad ST to guide what TB treatmant they should gat
while awaiting DST results, the following groups could be considersd for direct
enroliment in DR TB regimans:

+ Category |l failures;
Al cases of DR TB will be reviewed by the Divisional PMDT coordinator.

10.4 Instructlons for Sputum Sample Dellvery to NTRLIRTRLXpert
MTB/RIF testing centres from the Refaerral Facliity and Reporting
Processes:

Twa sputum specimens {spet and early morning} should be submitted for culturs.
Previcusly freated patients may have had DST in the past but it may no longer
reflact the resistance pattemn of the strain they have at the time of enrallment in
the DR TB conirol programme. If no DST has been conducted in the previous 30
days, a DST should be done at the start of DR TB treatment. All anti-TB drugs
should be stopped for at least 3 days prior to sputum collection for culturs.
Sputum samples for culture must be processed Immadlately. However, In case of
delay, refrigeration at a temperature range of 28-8% Iz racommended, provided
that a prompt transfer to Lab will be made within 7 days. Otherwlse falcon tube
with 1% cetylpyddinlum chlodde (CPC) In 2% NaCl {Sodlum chloride) should be
usad.

CPC Is not parmitted for liguld media, therafors, specimans decontaminated with
CPC cannot be used for MGIT [Myeobactarla Growth Indlcator Tube) technlques.
CPC is parmittad for LJ solid madia.

Instructlons for sputum sample dellvery to NTRL/RTRL/Xpart MTB/RIF
testing centres. from the referral facility and reporting processes: {Tha
"Refarting Facilities” includs: UHCs, Urban DOTS Centers, Disrict Hospitals,
CDGCs, CDHs, Medigal College Hospitals ets}
= Any heslth worker in the field can collect sputum from a presurplive DR, TB.
* The specimen is sent from the field to & referring facility in a regular
sputum cup the sama day it is collected. {Nota: It is encouraged to send
the sputum specimen, not the patisnt. In complicated cazes the patient
may be sent to the refeming centres for specimen collection and a full
evaluation by tha DR TB braatmant taam).




Figure G is a summary of the flow of how a patient gets referred for DR TB
scraening undar NTF. Each UHC or Urban DOTS Cantra should have ragular
scheduled weskly fransportation of the spacimens.

The specimen is processed within a few hours at the referring facility by
transferring 3 5 ml of sputum into the Falcon tubes, containing 5ml of

CPC for solld culturs and DST only.

For Xpart, fresh spacimen should be sent to Xpert facility without CPC.

{Catylpyridinium chloride) 2olution.

Sputum sample In the falcon tube will be sent to NTRL or the RTRL
centres via a fransport system set up by NTF within 7 days of collection.
DST results will be sent kack in paper system and selectronically to the
referring facility that sent the specimen with a copy to NTF focal person
and raspectiva divislonal PMDT coordinator

Figura 6 : Referral Flow Chart

Presumpiive DR TB ldentified
(Rafersncs sectan 10.3)

Raferring Facility sends spacimens to closest NTEL or RTEL or DOTS Centre (Xpert
equipped) [With completed cultura and DST request form {form DR TB 06} and signed

by the referming phyziclansa.thority]

NTRL or RTRL ar DOTS Cantre {Xpert equipped), send results (positive or negalive)

back to Referring Facility {Copies to NTP DR TH Focal Parson and divisianal PMOT Coordinatar)

Rafarming Facility in consultation with Div PMOT

Coordinator amangas admission of diagnosad patient

ity the: clesest DR TE deskgnated hasplital faclity

NTP MDR TB Foczl Person
{Confirms the ragismation and
fellow-up of all R TB patients)

Digcharge to communlty from hosptial when:
1.

Twa cangacitive amear negative (ohe weak apart)
and clinically improving ;

2. Tolerating drugs (no major side affacts);
3.
4. Cutpatisnt team trainsd amd mady to provide

Completed at least 4 weeks of hospltaltzation;

communiby-based DOT

Gvemlght. by the Civislonal
PMDT coordinatar

| Community Care
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10.5 Flow of Patlents Into Treatment

Patients considered for DR TB scresning are descriced earier in this
Chapter. Once a pafient has been screenad, spome patients can enter DR TB
treatmeant based on the group from which they ceme from, before the results
of the culture and DST retumn. The flow of patients info treatment has been

diagramed in Figura 10.2

Figure 7 : Flow of patient inta the DR TB programme
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10.6 The Standard DR TB Regimen

All MDR TB and XDR TB regimens will consist of two phases: the first phase Is
the period in which the injectable agent is used (referred to as the intensive
phase}, and the second phase is after it is stopped (referred io as the
contihuaton phass) up to the and of freatment. Traatment regimen for XDR TB
cases can be censtructed individually based of DST profiles and availahility of

drugs.

The recommended Standard MDR. TH Regime

n is a= follows:

B{Km-Z-Lx (Ofx)-Eto-Cs)/1 2{Lx (Ob)-Eto- Cs-Z)

The numbers in front of the drug abbreviations represent the average number of

months the drugs are to be glven




Table : 16 Langth of Treatment for the Standard MDR TB Reqlmen

Diate of irsl zustained Lmnpih of njackable agant Length of Total Imatmenl fr Standard MOR
Bormensnn TE rowgintan
Babvean month 0and 4 B mondhs totzal 20-27 monthes
Betwaon monthes 5 and 6 Add 4 moniks from convarsion fudd 18 menths From cermersion date
dala

*Date of first negative smear and culture by two consecutive months
Thae racommended Standard XDR TB Reglmen s as folkwa:
12{Cm-Z-Mix-PAS-Ce-Amx/Cly- Lrd -CfzyH 2{Z-Mh-PAS-Co-Amx/Chy- Lzd -Cfz)

ADR TBE and failures of the Standard MDR TH Regimen should be treated with
the above regimen.

Table 17 : Length of Treatment for Standard XDR TE Reglmen

Date of first sustained Length of injectable Length of Total treatment for

Gorwversian® agent Stanclard MDR TB regimen

Betwesn month 0 and 2 12 monthe total 24 months

Betwasn months 3 and 6 Add 10 months fram Add 22 months from conversion date
conversion dals

Dosing of anti-tuberculosis drugs is based on the weight of the patient
Therefore, monthly monitering of patient body weight is impariant, espegially in
pasdlatrc cases whers the adjustment of doses should be monltored closely
since children gain weight rapidly. Similardy, when adults qain weight or move
int¢ a higher weight class, their medication dose should be adjusted.

Mote: For details please see the National Guidelines and Oparational Manual for
Pregrammatic Management of Drug-Resistant TB {2nd Edition).
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Infection Control I I

Transmission of TE is a recognized risk in haalth care facilities and communities,
especially in resourcelimited seltings where transmission is facilitated by inadequats
TB infection control measures.

This chapter highlights the important aspects of infection control. Details are inciuded
in a separate national guideline: "Mational Guidelines far Tuberculesis Infection
Control®, first edition of 2011.

The goal of infection contral {IC) in TB is to reduce tranemission of TE within
populatich especially in such selings as health facilities, congregate ssitings and
households. This overall goal is further broken up in to following four major
abjectives:

» To strengthen coordination for Implementing appropriats TB-IC.
To raduce the ganeration of aerosols and theraby the sxposurs to droplst
nuclei.
To redduce concentrations of infedtious particles
To reduce inhalation of infectious particles.

TB infection contrel has four cemponents. By order of importance, these are:
managerial aclivities, administrative controls, environmental centrals and personal
respiratary protection.

11.1 Companents of Infection Cantral
8. Managerial activities:

TB infaction control requires action at national and sub-national level to provide
managerial direction, and at health facility level to implemant TB infaction control
measures. The recommendad set of activities for naticnal and sub-national TB
infaction control is necessary to facilitate implementation of TB infection control in
health-cara facilities, congregate seftings and households. The range of activities
Includes Identifying and strengthening a coordinating body, Adopting a natlonal
strateqy and Gulellnes Including HR development, assessments at all levels of
health care and congragate seftings, comprshsnsive planning and budgating,
survslllance of TB disease ameong health workers, appropriate design, constructlon,
ranovation, use and maintenance of health care faciliies, ACSM and most
importantly Menitor and evaluate the set of TB infection control measures.



b. Administrative controls

The administrative controls include policies and procedures for prompt identification
and treatment of infactious casas, hance regarded as the first line of defense in terms
of TB infection contrel. The aims of administrative controlz ars to reduce the chances
of generating infectious nuclei by the patients as well 2s to limit the spread in
snvircnment An important aspect of administrative contral measures is the physical
separation of patients known or suspected of having TB or DR TB {aspacially smear-
postive casses) from other patlents.

£. Envirenmental controls

Erwironmental controls are regardad as second line of defense. The set of measures
aim {o dilute the concentration of droplet nuclei already suspended in the air.
Envirgnmental control measures mazximize diluticn and air exchange and
decontaminate air when adeguate ventlation cannot ke reached in high risk aress. In
chaosing a ventilation system {(i.e. natural, mechanical, or mixed-mode), it is
impartant to consider beal conditions, such as building structure, climate, requlations,
culture, cost and outdoor air quality. Any ventilation system must be manitered and
maintained on a regular schedule. Maintenance faciliies should be kept in hand.
Adaquate resourcas (budget and staffing} for maintenanca are critical. Use of LWVGI
{Ultraviolet germicidal irradiation) lights or fixture is another envirohmental control and
a vary efficient way to destroy M. tubsrcidosiz in indoor facility therefors the use of
thesa ficures is particularly important in DR TB in patient wards. However LWVGI
lightz need regular menitoring and the health care workers should be awara of
radlation hazards.

d. Personhal resplratory protection

Pergonal respiratory protaction is the third line of defensa espesially aimed at
protecting HCWs. Respirators can protect stalf against nosocomial TB transmission.
Because they are visible and relatively expensive, health workers may assume that
these alene will prevent TR transmission. However, they cannot be wom cantinuously
and may not be used when an unsuspectzd TB case, or unsuspected DR TB case, is
encountered. Staff pretection can only be assured by respirators with a high-
efficizncy air-intake filter, and fitted tightly eround the face so that no air can come in
fram besides the respirstor.

Wearing of masks by patients minimizes dispersal of bacilli when they talk, cough,
yawn or sneeze. These can he simple surgical masks; they will retain the droplets
expalled by the patient effectively. In addition bagic infection contrel measures have
to be taught to patlantz such as covering the nose and mouth durdng coughlng and
aneazihg and to dizcard used tissue Inta covared bins.

Infactlon Control I
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11.2 Essential Actions for Effective TB Infection Control Safety without

Stigma
11.2.1 Including Patients and Community in Advocacy Campaigns

Community should be well-educated about TB infeclion, prevention and control.
Patients should know and understand their TB stetus and have a right to rapid

TB diagnosis and treatment. They should know thet TB <an be spread by
coughing and should expect health care settings ard community services to
require persons to caver their mouths when coughing.

11.2.2 Develog an Infection Control Plan

All facilities should have an infaction contrel {IC) plan and a facility person or
team razponsible for 1C.

11.2.3 Ensure Safe Sputum Collection

Sputum enllection can potantially ba hazardous for health care workers ard other
patients. HCWs should explain to patients that safety without stigma iis important
for good TB infection contral and that sputum be collected outside.

11.24 Promole Cough Efiquette and Cough Hygiene

Every facility should have a poster on TB infeclicn control and cough etiquette in
at lzast the culpatient department waiting area, admissions arca, and casualty
depariment. Patients should be instructsd to cover their mouths and nose when
coughing, with hands, cloth such as handkerchisf, clean rag, tissues, or paper
masks.

11.2.5 Trage Presumplive T8 casess for FastHrack® or saparafion

All patlents should be scresned upon arrival for chrenlc cough | fever, welght
loss, night sweats, haemoptysls, or contact with a parson with TB. Psrsons
suspected of having TB should be “fast-tracked” for rapid diagnosis and cars
sarvices or should be askad to wail near an open window or in a comforiabla
area separate from the general waiting room {outside when possible).
Community-based treatment madels should be encouraged. Whers there are in-
patient settings, Presumpiive TB casess should be placed in 8 room or area
separate from general wards. Patients with known ar suspected drugresistant
TB should be separated frem general ward patients and from ether Presumptive
TB casess.

11.2.6 Assure Rapid Diagnosis end Early initietion of Treatment

Patiants suspected of having TE should movae to the front of the queus for all
garvices and should undergo prompt evaluation for TB. Sputum collection should



be done away fram other people. Sputum specimans are sent to a quality-assured
laboratary for AFB smear. A patient-tracking system assures that Presumptive TB
casess who are AFB smear-negative receive additional procedures {g.9. chest x-
ray and referral visits} or treatment as quickly as possible. DOTS treatment for TB
begins immediately when a diagnosis of TB is mads.

11.2.7 Improve Room Air Venlifation

Patlant walting arsas should be opan and well-ventllated. Windows and doors
should remaln open when possible, to maxim|ze cross ventllation. Appropriataty
placed slmple fans can asslst ventllation. Where weaather parmits, open-alr
shaltars with a roof to protect patients from sun and rain ars recommended.
Patients should not wait for services in narmow, poordy ventilated coridors.
Hospitals where palients with drugresistant TB receive care should provide
separate patient wards or moms, preferably with geod ventilation.

11.2.8 Prolect Health Care Workers

Health care workers should know the symptoms of TB and should understand
that soms health care workers, especially those in contact with (suspect) DR TB
patisnts may wear personal respiratory protection, i.e. a respirator. Safaty without
stigma should be the goal, a request to patients to wear a mask or cover their
mouth while coughing/sneszing and to produce sputum outside, or work in a well
vantlated rosm sheuld not ba stigmatizing but Is part of a safer clinlc for

everybody.
11.2.9 Capacfly Bullding

Training on TB infaction confrol practices should be incorporated inte the broader
infaction control trainings at hospitals and facilities (.. hand washing, other
respiratory, and Hood kome infestion cantrol trainings).

11.2.10 Maonitor infeciion conirol praclices

Supervision of infection contrel practices should ke part of every supervisory
vigit. On-site measures include examining medical records of a sample of TB
patisnts locking at the time interval from facility attendance to auspicicn of TB, to
ordering sputum for AFB or Xpert MTEB/RIF, to collection of sputum, to reporting
the results, and to initiation of TB treatmant. In addition, seme patients should be
Interviewad oh thalr underatanding of Infecion control, safety and stigma.

Infaction Control I




- TB/HIV Co-Infection

TBHIY Co-nfection I I

This chapter highlights the important aspects of TB/HIV infection and its
management. Details are included in a separate naticnal guideline: "Mafional
Guidelines on TB/HIY Pmgramme Callaboration®, first edition, 2009

12.1 Definition of TB/HIV co-Infecton
TBHV co-infection danotes two digeases in ons body,

There is a posilive co-relation between TB incidence and HIV prevalence. Generally,
the lifetime risk of develping active TB is arcund 10 percent while for TBMHIV ca
infection the risk is eround & percent. HIV is the mest powerful known risk fectors for
reactivation of latent tuberculosis to active disease, HIV infected people are most
susceptible to develop TB when they are exposed to Mycabacterium tuberculosis.
HIY increases the rate of recurrent TB, and TB-HIV casea pese an increasing risk of
TB tranemission fo the general community. Tha astimated TB/HIYV co-infoction is
0.1% according to the study done on a sample of 1000 patisnts in Dhaka. The HIV
prevalence amongst tha most vuinerable population is still low, about 7% amongst
injecting drug users (2008}, but is increasing fast (1.4% in 2008).

1%.2 Collaboration between the NTP and the Matlonal AIDS/3TD
Programme {NASP)

Tha collaboraticn between the NTP and the NSAP collaborates has gradually bean
strengthened in development of a strategy to respordd to the national and district level
raquirements.

A natlonal TBHIV Co-ordinatlen Committee has been astablished, as well as
functional collaboration betwesn NTP and NASP In Joint planning and Implamentation
of collaborative TB/HIV aclivitias

12.3 Goal of the TB/HIV sirateqgy

Tha goal of the TE/HIY Strategy Is to reduce TBHIY asscclated morbldity and
mortality through collaboration batween the NTF and the NASP.

12.4 Objectives of TB/HIV Strategy

The objectives of the TB/HIV atratedy are;
1. Establish the mechanlsm for collaboration between NTP and NASP




2.
3.

Decrease the burden of TB among Paople Living with HIV {PLHIV} and
Decrzasge the burden of HIY in TB patients.

12.5 Strategies to achieve the goal and objectives

The sirategies to achiove the goal and obiectives are:

Conduct routine HIV testing among TB patients and national, 2-3 yeary, HIV
serm-prevalence survey among TE patients.

Carry out joint TB and HIV activities: training of HIV stalf in DOTS, training TB
staff in HIV counseling and testing and ART.

Establish coordinating mechanism at health cara facilities.

Conduct monitering and evaluation and include TBHIY data in the MIS of the
programmss.

12.6 Strategles for Implemantation

Tha siratagies for implementation are:

Establish intenzified case finding among PLHIV through increasing
acceasibility to TB information and screening.

Ensura TB Infaction control In health care faclliies and congregate sattings.
Decraasa the burdan of HIY In TB patlents through provislon of HIV testing
and coungeling, Intraduction of HIV preventive maasures.

Provids Cotrimaxazole preventive tharapy (CPT} to HIV-posltive parzons
shsuring HWYAIDS cars and support and providing antl-retroviral therapy.

12.7 Criteria for TB/HIV Referral

From VT te DOTS:

1.
2.
3.

Al HIV-positive patlants.
Suspectad TB cases amohy the high risk groups.
Immadiate family/pariners contacts of HIV positive patients,

From DOTS to VCT:

%

0w N

TB with history of high risk behavior {IDU, unsafe bleod fansfusion, SW,
migrant workers, H/C STI, MSM, transgendar/ Hijra}.

Complicated extrapulmanary TB, Relapss and treatment failure cases.
DR TBE.

Clinical suspects of HIV infection.

Childran of methers known ta he HIV-positive.

TBHIV Codnfection I




TBMHIV Co-infection I

12.8 Mechanism for TB/HIV Refemal
From VCT to DOTS:

The HIV-positive patient is refemed to nearest DOTS centre with the referral form
Sputum is collected and brought to nearest DOTS centre if the patient cannot go to
the DOTS centre If an HIV-positive patient iz diagnosed with TB, the VCT focal
perzon should communicata with the respongible TB/HIV partner organizatioh or
DCTS centre for ant-TB drugs, amange collection of ant-TB drugs, ansure dally
Intake of the drugs (DOT) and recording oh treaiment cared at VOT centre In
addifon the VOT focal parson should refer the patient for sputum follow-up
examinations, Including final examination, and whensver possible slde-affacts of the
drugs sceur, discharge the patlants at the end of the reatmant course and provide
the DOTS cantre with a copy of the Treatment Card.

From DOTS to VCT:

Patient is referred with the referral cerd after counseling by TB staff. If the patient is
diagnosed as HIV-positive, hefshe should be counseled at the VCT centre and be
provided with HIV care and ART.

12.8 Diagnosis and Management of TBIHIV co-infection

This is described in the "National Guidelines on TB/HIY Programme Collaboration”
12.10 Supervision, Monltering and Reporting

Routing supervision and monitoring of TB and HIV activities will ba dona by the
individual programmes through a joint M&E plan prepared by NTP and NASP.



Public Private Mix

.2 | (PPM) for TB Control

This chapter highlights the important aspects of PPM. Details are included in a
separate natichal guidsline: "Guidelines for Public Private Mix far Tuberculosis
Control®, first edition, 2006.

Public-Private Mix iz a sirategy that links the rescurces of public and private health
care providers to achisve national TB Contral targets.

13.1 The Importance of PPM In the context of Bangladesh

In Bangladesh private practitioners consiitute a large proportion of the sarvice
delivery infrastructure. Almost half the pecple are astimated to sesk cara for chast-
related problems frem the private sector. Thus it is important that the private sector is
an integral component in the delivary of TB services under the umbrella of the NTP. It
Iz widely recognized and experenced that the quallty of and access to health care
provision can be greatly enhanced by Involvement of all health care providers through
PPM. The combined afforts of the publlc and private sector are criical for Bangladesh
Ih order to halp halt the TB burden.

Although many private providers in Bangladesh are already providing sarvices to TB
patients, TB management practices in the private seclor are not standardized and the
exact number of TB gases detected and freated in the private sector is not kmown.
This is due i the leck of sufficient interaction end formal linkages between NTP,
private, NGO and public sector providers. Their invelvement in the delivery of
services will enable provision of high quality and effective TB services by all care
providers.

13.2 The PPM appraaches for TB Contrel in Bangladesh

NTP and its partners implement several PPM appreoaches:;

1. Public with Privatz {for example: NTP gollaborating with NGOs and private
sector)

2. Public with Publiz, {for example: NTP col aboratireg with Defanse, Police Health
Services als.)

3. Prvate with Private health cars providers {for example: NGOs worklng with
Private Practitioners)

Public Private Mix (FPM) for TB Control I I
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13.3 Current and Potential Providers of PPM

The cument and potential providers of PPM are:

Instttutienal Providers:

Mational TB Central Programme.

City Corperation Health Services.

NGO partners.

Academlec Medlcal Insthutions e.9.: Madical Goleges, Speclallzed Institutiens
and Universities.

Other Govarmment Hosphtala e.g.: District Hoapltals, Upazlla Health
Complexas and Chest Hospltals.

Corporate SectorsfWork Places e.g.. Export Processing Zona (EPZ}, Port,
Rallway, Tea gardens, garment Industry, kniting and other companles stc.

Prison Health Sarvices.

Defensef Police Medical Services.

Private Hospitals and Clinics/ Private laboratories,
Pharmaciesfdrug sellers.

Rafuges camp authoritias.

Individual Providers:

Specialist Physicians,
Graduate Privata Practitbners {PP's).

MNergraduate PPs e.9.: Sub-assistant Community Medical Cfficer (SACMO),
Madical Asslstant, Practitioners with LMF {Llcantiate Medical Faculty} and
MFPC {Member of the Faculty of Polll Chikitsok} ete.

Mon-qualified PPs e.g.: Village Doctors.
Community Health Velunteers e.g.; Shastho Shebika, Cured TB Patient, ste.

13.4 Reles of Diverse PPM Partners

NTP

Ceniral level planning for PPM for TB Contral.

Developing and digtributing PPM guldelines and trainlng modules.
Tralning of tralners.

Developing and distributing advocacy materials.

Providing drugs and logistic supplies.

Supervision and monitaring.

Recognitizn of high performing partners.



Implamanting Partnars

—  Local leval planning for PPM.

—  Training.

— Establishing suceassful linkages among providsers.

— Providing free sputum amear microscopy and ant-TE drugs.
— Organizing delivery of DOT.

— Recording and reporting.

— Supervision and monitering.

Contractual tools are used, such as a Memorandum of Understending {Mal)), to
formalize partnership between Institutional providers and the NTF or a Letter of
Agreament {LoA} to estaklish effective linkages with individual providars. Thess tools
are drafted through mutual consensus and msant to clanfy expected roles and
responsibiliies of the collaborating partners.

Public Private Mix (FPM) for TBE Control I
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. Communication and
- = Social Mobilization (ACSM)

Advocacy Communication and Social Mobilization {AGCSM) II

Advocacy Communication and Soclal Mebllizatlon (ACSNM)

Tubserculosiz is social diseases with medical aspect. It is regarded a= a barometar of
social welfare. It is a public health problem worldwide. One third of the world
population is infected with TB. Bangladesh ranks &th ameng 22 high burden
countries. AGSM activities arc essentlal effecttive TB Contral In Bangladesh.

14.1 Advocacy

The activities designed to place high the political and developmental agenda. It will
deal political will and wil increase tha financial and other resource in a substantial
bagis. NTP is conducting the advocacy in the ministry, directorate and in the different
policy level as routine acthviles. Te cover TB related toples regularly and In a
ragponsive manner for generating support from govemmants and donors advecacy ls
alen conducted with the medla paople.

14.2 Communlcation

It is a theme exprassing the process used by the pecpls to exchange information,
views and oplnkong within each other. |t 1z a two way procass Involving paricipation
ard dialogue as kKey elamant to change behavior of the specific group of people. In
general people are not well Infermed regarding the symptom of TB, the mode of
spraad and personal hyglene. They do not know that the TB Is curabls, the treatmant
of TB Is fres of cost and the service providing all over the country by DOTS strategy.
Maximurn affort is going on in communicating the fmrget group of paopla by NTP
through arranging communication maeting andfor through with the halp of NGO
partners wherever feasible.

14.3 Soclal Mobllization

Soclal moblization Is the procass of Invalving and mollvating Interasted stakeholders
{ganeral population, health workers, policy makers atc.} to organize and take action
for a common purpose to assist in the delivery of resources and services o
strengthen community paricipation for sustainability and self-reliance. The aims of
social mobilization are to bring about a social change within the country and o build
up parinership. NTP is now working with more than forty NGOs in the TB conirol
activities to achieve the commen goal.




ACSM helps in the TB control process by improving case detection and treatment
adherence. Combating stigma and discrimination, empowering people sffected with
TB and mobilizing political cemmitment and resaurce for TB.

NTP has developed for distibution of substantial amcunt of IEC malterial for
enhancing ACSM activities to eware the high risk, marginalized and difficult to reach,
population.

Advocacy Communication and Soclal Mobllizatlon {ACSM) B I




Annexes

Annex-1
Job Descriptions of the NTP staff
at different level
Job Descripfion 14{A)
= Area : DGHS
Sub-Area : Mational TB Contral Prograrmme (MNTP).

5 Fost ! ParamedicfiCounsaslar, Haalth Aqslstant/Haalth workonfCHCPIlags Doctor
E Localion : Upezila Health Complex, Upezila and unicn lavel health faciliies,

mahalkaisity corporation, NGO office.
Supervizer | UHEFPQ, Lagal NGO authorty.

Responsibliities:

1. Perform social awarensess raising activities by disseminating information on symptoms of Tu-
herculasis; avallng cost-frea raatmant at Upazlla haalth complsx, Chest Dissage Clink:
{CDCr) and salectad NGO dinic; impartance of compliange with full course treatment ragi-
men.

2. ldentificalion of suspects from communily and refer them ta reapective health care outiets.

3. Parform ACSM activities and help removing social sigma ralated te Tubsrculosis.

4. Act s DOT provider and perform following activities-

Fix an appointment {tima and place) after a convereation with the patient.

Ensure appropriate dosage of drugs in sach appointment

Update the freatment card by documenting svery ime g patlent takes drug.

Remain eware of the sida affects of the drug and inform the patients about them

beforshand.

Sand the patients to related health centers if the side effects do not subside.

IMspirg the patients to visit and take daily dogs of drugs.

g Incase of delays, vish patients’ houss to Identify the problem and take necessary
actions by consulting with them.

h. CGonlact respactive health centers if a patient is not found,

i. Discuss and inspire the patients to undertake sputum examination during 2nd,
M and 5t of the treatment tanure as wall as aftar traatment complation,

5. Assist and inspire the palients to complste full course of reatmeant ragimen.

8. Promptly [dentfy side effects durng the course of treatment, provide agsurance, guldancs
and timaly rafamal for doclors advice.

poFa
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Job Descripfion 1{B)

Araga . Drractorate Gensral of Health Services {DGHS)
Sub-area . Mational Tuberculosis Control Programme {NTP)
Post ;. Laberatory Attendant {Govi/GFATM)

Job Lecation ;. UHC/CDCICDH

Suparvisor : Upazila Health and Family Planning Officer (UHEFPO}, Medical
Technologlat- Laboratory, Senlor Medical Technologlst laboratory (SMT lab),
Frogramma Organizer {PO), Medlcal Officar - Diseaga Control {MO-DC), EQA
supendsor, Rasldant Consultant/NTP officar, Junler Gonsultant - CDC, Suparvlsory
lavel NGO officlals, Any govt. higher authority.

Reaponsibliities

1.

m oW M

mN>m

9.

Collect sample from presumptive TB pallent/TB patient follewing proper sample
collaction proceduras.

Aaslat MT lab In smeardng stalning of slides as par guldelines.

Numbering the contalners and slldes.

Keap the laboratory anvironmeant neat and clean and well vantilatad.
Gather knowledge on labormbory procadures findings; follow up, resonding,
liaison, ECHA and infemal qualily conirol i,

Maintain all precaution? Safely measures in warking time.

Help MT lab in documenting, display and recort] keeping.

Coordinate Govt. MT lak TLCA PO and NGO personnel in sharing findings,
updates, requirements and in assessing needs.

Help in recording and reporting.

10. Any other duties assigned by the competent autharity.

Annex I




Job Descripfion 1{C)

Area : DGHS
Sub-Area : Natlonal TB Control Programme (NTP),
Post : Medical Technologist {Laboratory)

Locaflen  : Upazlla Haalth Complex, Hospltals, Clinles {GeB, NGOs)

Suparviser : Upazlla Health & Famlly Planning Offlcar {(UHZFPO)Y Hospltal
Superintendentf Officer in, charge (including NGO} hospital and clinic Resident
Medical Officer, District authgrity/administratve head of respective NGOQs, Jr.
Consultant, Chest Disease Clinic, MG TB/Leprasy {Designated) of the District, Chief
Medical Technologist (Laboratory), Civil Surgeon Office, Programme officials from
divisional and national level.

Annex I

b

1.

2.

Responzlbliltles:

Maintain ¢ssential safety pracautions during sputum cellection, laboratory work
and disposal of potentially infections materals,

Collest sputum samples from presumplive TB cases and patients on TB
treatment, and give a unique identification number to each sample.

% Explain the sampling prcedure ta the patient
# |ssue sputum containers and demonstrate how to use them

Prepars and examine smears for AFB according to SOP or guidslines.

Record results {laboratory registrar, request form} and report promptly to the
reqjuesting staff.

Assure adequate stock {by indenting fimely) and maintain proper storage of
reagents, slides, sputum contalners and ather laboratory materials.

Monltar sputum smear results perfodically for Internal quality control; keep smears
for re-checking;

® Analyzs the microscopy results from the TB laboratory reglster monthly and
quarterly and display the results induding suspect positivity rata.
® Proagorve all slides after examination till a sample for re-checking is tiken.

Maintenance of microscopes and other laboratory equipments as per
SOP/guidelines.



Job Descripfion 14D}

Area : DGHS
Sub-Area : Natichal TE Contral Programme (NTP),
Paost : Programma Organizer

Location : Chvil Surgaon Office
Suparvisor: Chvll Surgaon

Responsibliites:

1.

Supervise NTP activiies I tha flald level and asslst In Implementation of TB
conhtrol measures.

Supervise, assist and ensure proper registration, regording and repording of TB
patients by LTCA/TLCA and take appropriate measures to ke cormective actions
Bs when requirsd.

Assist to conduct district quartedy monitoring meetings (QMM), prepare meeting
minutes, submit to Civil Surgeon for distribution and assist to executs
recommendation of QMM up to fisld level.

Azslst snaurng adeguate stock (by Indenting timely) and malntaln proper storage
of Antl-TB drugs and other loglstics Including ACSM materal.

Ensure propar display of ACSM miaterials to all DOT cenires.

Assist in coordination with NGCs and other private secters for implementation of
COTS.

Organize awarenass building activities to the community to promote salf-reporting
and treatment compliance of TB patients.

Annex J I
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Job Descripfion 14E)

Aren : DGHS
Sub-Area ;. National TB Ceontral Pregramme {NTF},
Post:
1. Upazila Health & Family Planning Officer {JHFPO)
2. Medical Officer TB/Lepresy (MO TB/LEP] Designated
3. Medical Officer Chest Disease Clinic
4. Medleal Officer Dissasa Contral (MO DG)
5. Medlcal Dfficers/MAE offlcar, NGDs

Location: Chvll Surgecn's Office/Chast Disease ClinlefUpazila Health ComplexfNGO
office or clinke.
Supsenrdsor: Clvil Surgeon

Rasponsibliities:

1.
2.

10.

11.

12,
13.

14.

Overall coordination of activitles for NTP In the relevant geographl: arsa.

Coordinate to ensure quality assurad AFB Microseopy by Govermment and pariner
NGQ's Medical Technologists.

Support NTP in sustaining and enhancing DCTS to reach all TB patients.
Aszsist to ensure DOT and treatmant adharenca according to the NTP guidelines.

Supandse and ensure regular updating of TB raglstrar by TLCAS asslgned TLCAS
NG PO/ paramadic to Improved casa detectlon and treatment success.

Support fo ensure traging of defaulting TB patients and resumpfion of their
treatment invelving GovL/NGC fizld staff.

Ensure referral of suspects and provision of DOT by Govt /NGO field siaff.
Follow-up clinical progreas, identify and manage adverze drug reactions.

Coordinate, supervise and monttor managemeant of DR TB, TE-HIV collaborativa
activities |n [Ine with Natlonal Guldelinss.

Ensure appropriate pubdic-private pardnership by involving corporate, defense,
prisens and cther relevant sectors for TB Control Pregramme.

Ensure acourate quarterly reporting, moniter of NTP perfermances and take
apprapriate comective action if necessary.

Ensura in-service fraining to concemed staff of TB contral.

Asslat and ansura ACSM activities to Individuals and community to promots self-
raporting and traatment compllance of TB patients.

Taking part in regular supervision of NTP at the relevant levels.



Job Descripfion 1-{F}

Araa : BGHS

Sub-Area : National TB Gontrol Programma {NTP),
Post : Junior Consultant, Chest Disease Clinic
Logation : CDG

Supervisor: Civil Surgean

Responsibilities:

1.
2

10.

Overall coordination of activities of NTP in the ralevant gecgraphic area.
Coordinate quallty assured laboratory networks and standard diagnostic facliies
of NTP sarvica delivary through government and partners.

Support NTP in sustaining and enhanging DGTS to reach all TB patients.

Ensure identification of Presumptive TB casess and diagnaosis of TB spacially
Smear Megative, Extrapulmonary, DR TB and Child TB according to the NTP
guidslines.
Ensure treatment according to the NTF guidelines, including directy observed
treatment.

Coordinate, supsarvise and monitor managemant of DR TB, TB-HIY collaborative
activities In line with National Guidelines.

Ensure proper recertds of the patients under treatment and assist in updating
registers of the Tuberculesis patients loss te follow-up.

Ensure fracing of loss to follow up TB patients and resumption of their freatment
through Government and pariners.

Ensure clinizal progress, Identify and treat adverse reactlons to drugs and
manage complicated cases whan and whare nacassary.

Ersure regular supply of Anfi-TB Drugs and other logistics including ACSM
material;

11. Assist and ensure accurate NTP quarterly reperting. quarery manitering of NTP

12,

13.

performances and appropriate comective action towards TB control.
Organize and facilitate in-service fraining to neceasary staff, which addresses
NTP sarvices.

Ensure appropriate public-private partnership by Involving corporats, defense,
prisons and other ralevant sactors for TB Controd Programma.

14. Assist and ensure ACSM activities to individuals and community to promote self-

reporting and treatment compliance of TB patients.

15. Ensurs, Parform and menitor regular supervizion of NTP activities at the relsvant

levals.

16. Provide expert opinkn on the referred and complicated cases Including DR TB.

Annex I




Job Descripfion 1-(G)

Araa : DiSHS
Sub-Area : HNational TB Contral Pregramme {NTP},
Poat : Givll Surgeon

Location : Chdl Surgech Offica
Superdsor: Dhdslonal Director/ Lina Dirsctor/Programme Manager

Rasponsiblities:

1.

Annex I

10,

11.

12,
13.

Supervise the overall coordination precedure of NTP in the relevant gesgraphic
area.

Supervise and provide administrative and technical support for quality assured
laboratory networks and standard dlagnostic facllles of NTP zervice dsllvery
through govammant and partners and suppert NTP In sustalning and snhancing
DOTS to reach all TB patlants.

Ensure guality laboratory performance for TB induding Xpert MTB/RIF.
Supervise and provide technical support te ensure anti-TE treatment according to
NTP guidelines.

Suparvise and provide technical support for proper recording and reporting
fellowing NTF guidslines.

Bupendse, coordinate and monltor management of DR TB whh the facllitles
designated by NTF.

Cocrdinate and supervise TB/HIV collaborative activities when required.
Supervise and manitor public-private partnership by  involvement of private,
corperate, defense, priscns and other relevant sectors in TB contrel within  the
gacgraphic locations.

Conduct district quartedly menitoring meetings (OMM) on TB control activities,
monltar NTP parfarmance and advice cormective measures f nacessary.
Superviss proper collsction, storags and distribution of an-TB drugs, logistics
and ¢onsumables.

Supervise and provide technical suppert for in-service training to relevant staff
providing NTP services.

Monitor ACSM activities for awarsness building activities.

Overses tha referral of suapacts and provislon of DOT by Govammant fleld staff.



Job Description 1{H)

Areg, : DGHS
Sub-drea : Maticnal TB Cantrol Programme (NTF),

Past

Health Inspecter {HI}

Axgistant Health Inspector (AHI)

Family Planning Inzpector {FPI}

Madlcal Asslatant (MA)

Health Asslatant (HA}

CHCP

NGO Health Weorkers/community vounteers.

NS RAENS

Lecation  : UHGS Union Heelth & Family Welfare Genter (UHFWC)
Superviser: UHEFPO!Madical Officer of UHFWCINGO local autharity

Annex I

Responsibilitics:

[

Assist and enaura the referral of Presumptive TB casess and patients.

Assist and sensure the directly observed freatment In the community, contact
fracing and defaulters tracing.

Assist and ensure proper registration, recording and reporting of TB patients.
Assist in collaborating public-private seciors.
Assist and ensure adequate and timely supply of anti-TE drugs and other items.

Assist and organize awarensss building activity at tha community to promate self-
reporting and treatmant compllance.

Ll

L U




Job Descripfion 1D

Araa : DGHS
Subarea : Tuberpulosis
Post : Leprosy and TB Control Assistant (TLCA)

Location : Upazila Health Complex
Supervisor: UH&FPO

Responsibilities:

1.
2

Annex I
[t ]

10.

13

12,

13.
14.

Support Diaghoslz of Presumptive TB casess referad to UHC.

Reglatar patlants and malntaln proper records of the patlants undar fraatmant and
updata registers of the tuberculosis.

Assigt iniiation of treatment by MGDC according to the NTP guidelines.
Assist and ensure refemral of suspect and pravisicn of DOT by provider,

Asgist tracing of contacts as well as defaulting TB patientz and resumption of
thelr treatment Invelving Govil. fleld staff.

l[dentify advarse reacions of drugs and refer the patient to UHEFPO MODC for
propsar managemsnt.

Assist appropriate public-privete partinership for TB Control Programme.

Prepare NTP quarterly reports including Lab performance and submit to UH&FPO
timaly.

Prepare reports of NTP performance for Upazlla monthly meeting and Diatrict
Guartery mesting.

Prapare indant for anti-TB drugs and other raquirements with the help MCDC and
submit to UHAFPO.

Assist in implementing ACSM activites in the community to promote self-
reporting ard freatment compliance of TB patients.

Ensura display of updated ACSM information, proper use of availabla NTP ACSM
materials and collect the required material from NTP.

Parform ragular suparvizlon of NTP activiles at the fleld level.
Maintain liaison with NGOs ard other partmers in the field level.



Job Dsscripfion 1={J}

Area : Directerate General of Haalth Sarvices (DGHS)
Sub-arsa : National Tuberculosiz Control Programme (WNTP)
Post : Programme Organizer (PO-{govi.))/PO - GFATM

Job location : Chvll Surgeon Office/CDCYCDH

Supenvisar : Civil Surgeonflunior Consultant/Superintandant, Divislonal Consultant/

NTP officials, Suparvisory level NGO officials, Any govi. higher autherity.

Responsgibilities:

1

10.
11.

12.
13.

Organlze meeting, odentatlon, fralning, seminars and sesalons on uberculosls at
district leval.

Communlcate pariclpants, resource persons, NGOs, BMA or other vital mambaers
to ansure thelr participation In fralning, mesting, seminars or seaslons as when
required.

Supervisa and ensure NTP performance and effective implemantation of TB
control Pragramma |h the fleld.

Supervise, assist and ensure proper registration, recording and reporting of TB
patients by TLCA and take appropriate cormective action as whan requirad.

Assist to conduct quarterty menitering maesting (GMM) on DOTS, prepars meeting
minutes and submit to Civil Surgeon for distribution and assist to executs
recommendations of QMM up to fisld level.

Assist and ensure regular supply of antiTB drugs and other logistics including
ACSM materials and ensura proper distribution mechanism.

Assist and ensure proper display of ACSM materials to all DOT centers and
updates the TB related information in the display board.

Assizt in coordination with NGQs and other private sectors for implementation of
DOT.

Assist and organize awareness building aclivitios to edutate community on
fuberculosis, build linkage between community and facilities and ensure quality of
services.

Provida referral slip to all faciliies within the assigned areas.

Monlter &-TB manager, child TB, PAL, DR TB and referral casss along with
general monltorng.

Acts as facllitator as when required.

Any ather duties assignad by line/otherftechnical supervisors.

Annex I




JEAUE [EHRO J0 Brjeulhs NP AR PR ALNWARD =T P, RIMWANRS) =/ SRI00 S50 A =010 TARRUS MASTT =35 YRS PIF) RMUWMAT =540 ‘MURIRTR] W8 = dd

W e (@ | [If | ¥ R\ W|2|%| 1[0 ab[eb 4[| S (r)S[F )G jo)R|f 8]0 k|8 %]}

hap JEE), ALUOH
Liefe Yol e [ ] e [ Y0 ) pesuo s J) [ Jeque UORBAKSSHG 16U JORLIN [mloiEAt Lioed) v SErUD o) Loyt e 6L eiecipl| o o efeydadde o U| (& Jeu3
FAIO L AL ML ) mLdY 5 3 Z H ¥ 5 3 7 H H 3 7 H H
waol [ [ [ [ [ | | (1 1t 1 1 [ |
Wk v
arLd0 [ ]oade [ ] omdv [ ] oo
=] AH|
_ — [ e [ lziw [ ]
AIH /L {WENS Jo 2es0p pUR ws0p Jod SpeHTR) 10 JRgUInu SIEfpU] pue AEsED 31
= AEq Aauenbayy
w,F subes0p pus uswBa pagUKLd -35YHD JAISNILNI |
wunl dgpnds o | |Epeoy mEM A0 BS | ddMEMPRIDUON | oo
W dOHD | wepedEL Moy aog an g40 dd WENPEG
__ﬂ__ oy | N o | meas ey | Loy 1 104 fupiacid wosiad o sselnpe ¢ SUIEN
. VWD e 3 A [ ueesiesg [ | Edsou Bng . olly [ ]4 [N s
— Wosdsisiang ] IMRjenin oy & b Iy walmal : uogqednong
—1 sxiopy ] ] g E— Y T TR
|- Ll L | |  UBERad JOEJU0D JO BEUDPRY  MUEN
s [ ] anpaliau e O Ly
] peed P LI Wty
= enppeod rmoug {y i} ssa.ppy
[ fmuowmd kD3 e L Amuoup " AURY 3 DURGENH 13 J8L0ES
LHEUIR LCH] JUHHMEN| S J0 SEpEY ' BBy - SUEN
"ol LRt B 1

{ofind LI} PUBS JUIUGIALL SISORRIBGNL
L lodl | ysepeiBUiq "seojleS UiBeH Jo (elsles) epanpelid
INAVEOOU TOLINGD SIEUTAOUIENL TYNOLLYN

Z-Xduuy




SO0 [BAIRBY J0 MBI

- Xaluy

oS PRI 10 S8aIDPY % BUEN

(A ) vopaesd Brup jo sedAi )

petanfeAZ 10M
e pauesuR]
PRIBIN I Ay 2 £ 18]
B[ 8E) PHEHAGERL]

e

patedI0s TR TRal]
pang

UL optn

Utiega 1o e
GO G UHHURRS |

e | 08

&

%

i

8|

We | O | 6L | BF [ AL [ BE | 8L [ R [ FE [ R L

ol

&

i|l8|8|r|E[%]1

finel

S ARG

L Joll Lsij [5] Sl “pespuidns 10Ul Ji pamolis )| [—] J6ilie UOREAIER0 a0l JPUN PamoEme Lsad anbl] SBrup aU) Uel B ] B slepll o K04 elejidoidde sy i) @ J6l3

H H

[T 1]

[ ] ook
[ ] pma

i H H

[T T ]

[ ] oade
[ ] zue

H H

LT 1

[ ] oask
[ ]

x0q jeudoidde 8] Ul e [Z] %of Ind

safesop Grup pue uswBa poguoERld -35YHY NOLLNNILNGD Il

(s8ind yog} paeg JusInes)) SIFCNAqQN]




5z

ﬁv“ﬁt {remol M saoqfTeg o BR0rH
dhednle itz SOIED [ile b b2 DI & it [ ] 20 Yeliowd [ ] skbig
{m mpeereaL}
eS| e e
i [ mapst [ bl | [ ] odinschich [ ] sk
B bl LR Bl
= b lkllesh 1005 Ll
WLy
Pl Bpibblalz (STOCT 48
e bl g
T ol oy s edbilain
| B gitalie Bt s
: A Btk Ul B ke Kl gy 28 ) [ ] enaa [ ] elvn [] riva
IRl B Lishopld)
| et gy phisie Bivie Balks 1 Q1 {2 il bl Mo e
|l bl s @ e kil bt {53 Shctite [ [ ]nah Bialal
1l 2 e, b b (e S ()
e 4D It a0 Lol pmicks, (%)
| bt bl Bk Belege (i)
Eipte title gialel Hinjr Sl 2y (k) Unitg] b
I bk} Bt Bl Biolulbe, (4] Sl 4
labigi
Juba2llablie “lirln Bpiaielhn SREJR
_ FETNIV Y-S 5% T Qllepe> LBisy] ik Hgkn
[+ g | Y




- Xeuuy

TooBeE anmeex e 0 PSR B EULET oy ueged: Legn = 0
JLUGHUIREN 0 JUGAU FRUCE3ES B B0 VS BU718 MR- NEBMIT FHIHY BEAL DU BA0afiel-ReUs 8O S Dy WOsd 1 J0 s unes jo

SN 4, BULE EL0 300 i PRSTUER | S0 DU JURRE] WAy Soc-IBGIT JUNLIGRINI 10 M Y J0 "WRUER ) NG JRE| JO 5 LKL 18 S 300 3 T I0 JOGS WIS po0um Jvped 1Y BRIl = 4

"G G UL BAMIRSLID UM PG| Ry MR LR G FALITH Sy Junged © §VRIRETTN B, G TED| MR ISP = (1]

"LAUITIOD SYHLAL B U] L1081 AW TS MLBRSLIE, SR L0 IR BUMALA (Ul] MR I 1o SHATRL JU00 TR LN AU 0 BOATJCLER O U BLIAcdi L LLKA) PRLMELIR] L] S Oy LU B L SR |

*IEETE atpsdd-TEAL: AL 6 I 'PenG FRmn MR, s uaned pomen Qendsud B aadeel e

UPANALL B LI e e P LT, 1 1 L | P ey i LG NI S Ot (UG B - i e

e st e 1y,

po bt
W | dean &3 [ yun -
BOEE | oqapryume| L0 | ) | WREPRSER | LRG0 | W am FsaEn P
oy | dgpey WSUTER] | upugesy |WSMRI [otdmey | Ay | BERSAD | R0 ERQ | N EREN AT U R unuBdrTG 1mg FEL BBy gL 40 B
g padd),

£l

\sapmBueq '$3qiuag (RIRIH JO |RIUSG SIRI093)K]

Jesibien StEOnBgn]

JMNYHOOH T LNGD SISOINJMEENL TYNOLLYN




*LLLITNCE S3.00 LGl S L LI 4] PACLIS W L= AU ST DL SIS 0L v UL g N L 0ted A O LLMOLIN 3 GLUGS MY JLSALTEU] CNROLR LR SUBLG: 1C4] JELTCLI 08 oL LSO S U JUBHIR] © BRIAN(BAR IOTN0 BRLAEURL ‘G
"EAHALD 1 HIJUICAL i JPOREIOA 1) PaynLien1 Wz TucLpmeuy oo juenied g1 (peainajeyin sogo o e g

TSI, B L{UEILE LGSR S 407 (LK BUG 18 BRAMOC-IBLE (1IN0 B DU By e - e San Gupm B o £ L] 40
BN ] Bumnp g1 |0 ype pesouBag SEM o, JueEd SwIECTHIBHUN UBLBAAT MG WU Y 0 JusugEs. Bunng ey i Gy 18 saeod & I Y JESSHUE e Ssmys uemed 5] ' irge) Juses
wabEN=H, "Ly sar, Bumnp s LR iy Rt SARL] O, LWL JURGE] ° (1] ' V6 KTERSAS JIU 8 JIEE) THIE {1 PEIBHIUITY i N BEMGD [ | REpE R IRUIERI ) 7
W = o 5 JUEBATEE] TR 7 A ENE 19 AT DU 1R TR MO UL 7 L) R RN DR pUR pesdums: pasugem | pans |
Sl | LR W NFEEEI U )X | oy Attt | BTN U] AP W | S IR

Slatiet| B el &
FEIFLEL| X4 €
'y 5 H|a a o
= fusimEge} B )
topep g | fempymg) | o) mw - wil Aol Jo IR | | sl
MiA A Nids ] PUOIL Laf | WRIOW LRG| LU g RERUZ ___.E.:___ | TIERLE | | RMUE
Lettan L. ey AH ALK, sedus i s JLRHLIER
L HELAPE ATHMLL EIE{] PUN SROTING JeMInE | W] PUS gy (90 e wreda sene Qaresy srede seddn @ uofed e wndg
sasiBay msunuegn)
yeape bueq 'seqnag UlEaH (0 FRISUSE S(RIEIIK]
H JHNYHSCHd TOHLNOS SISOTNIHIENL TYHLYN

- xaluy




-HEE

Ve neesy] B0 SBOANLY BB IEeH AJurmaunT =40HD Juemed Gl pERD - 410 VR MEY 00N - 94N
' e - gg (It efega - 04 SunGe STEL - 44 Juuasen uened o - 04 UEER pEG RELILEAE, - 448 RegpEd juaed pamdin peuusss) - 0B,

AL 4 UL Y ML el B | R

LTI R o
.EﬂMu_EE_B.hamuﬂ_u: poRM | TN
A R e P T Tereou ey Jopuered) uewpeds | [Fueg
swery | emplg | paussy | AL |FE| pmey | ussay | louny | w8 | 8By | g Iy goapy Pyuauey | o | g
Jmmbay Asipioqer] SO MOUaGnL
Py Yaopp|BuRg 'sed|aeg WleaH Jo BIALGS Slelopall]

JHNTHDONd TOULNGT SIS0 TMDNIEINL TYHOLYN




Annex

NATIOMNAL TUBERCULOEIS CONTROL PROGRAMME
Dirsciorate Gansral of Haalth Sardess, Bangladesh
Request Fem for AFB Microscepypart MTB/RIF Examination
{The txmpleded Forrn with reulis abould ba sart prompdy by

the Leboralary to the referring facility)
Mame of Raferring Facilty': Diats:
Mams of Patiant: Aga: g M| F[]
0 coupsation: Mame af Father / Husband:
Full Ardre=s of Paliart:
Talaphone no of patisnlicantacl person:

OPD Rag. Mo.: {if any]; (For Prezumpiiva TE cazasfzuspacts only):
Ramon fof examinetion: Dlagnosks || Folowup [ | Hiolowup, No. of month of Trestment

Dizsaza Clazailicalion: Pumonary [ | Extra-pumonary{EF} [ | KEP, Site

Moture of Spacimenc Spulum [ | Unne [ | Pus [ | Cher[ | Speefy
Spedmen idenkfication no: Patient TE Regetration Mo;
(For folkrw-ug peliarts)

Signalure of person requesting examination:

M & damgation of paron requasting emmineton;

1. hrcfucting af piabife and privale fealth faciiwproviders

REBULTS {To be compiedad in tha Laboratony)

Lak Regitration No:
Wisueal appearancs of th =packmen (I it ls eputum): Mucopuriant [ | Bloodstalned [ | Sallva [
Iieroscopy rasults
Rasuill
Dale of Colection® | Spaciman Nogethvs Seanty {197 " 2 -
1
2
¥pert MTBRIF rosults
. Reeeull
Daka of Colecion” | |0 numbar "Ry TR dotesten, [ T= MTE detsctod, | N=MTB nol =Irvalldno
Sputum collocted by Examined by;
Signalum: Slgnature of Medical Tach {Lakj:
P
P:m:; Iishod by th Ikecting th R
*Tia bt 3 g parmd colkesting the Iy
"Hg3=d MuErtiun ll'i.;mmﬁt i

Mame of Labflirganization;




CRTB 08
Govammat of tha Paople's Republic of Bangladssh
Frogrammats Management of Drug Reststance Tubercukoss (PMOT)
Hallonel TB Control Prograrme
Fiequeat and Regartirg Rorn for DiagnosisTolkew up of Drug Regstent TH

A Pape, errificadion [0
TE registnation Mo § Currnt); Prorvipus TE egiviiion ko OF amric DR TR reg ivirriion s
Wama o patist AgAlWEr_ Saw_ *HNarbiLa: Pok ¢ Nag fininen
Arirean:
Tl Phorm 4,
B. TE Divnawe bypw s irnactimnd: Fisiory
Ste Puonary Exira pumanary [apacy:
Hﬂwdwl{mnmumwmrn By Relapess (Caiagiry | [ Catagary 1}

S A L i L AT pohoca g B Rarturm alew bt bl up [Criagury | Gitagery [
2 Falkawn of Caagery || ramsln posften st month 8 or ) Th s norkaton of DR, TB paimi wth pymetoms.
% ot cotvivtd o Cibsgoaty | bt poasities A Mo 24 By HI i
&) Mon comtars ol Catbeey || ramain poditien & manth 3} By Gmam ety !
. Crigin of mquaert
DChvision name & 10 Dairet nowres 5 I, Ll ey AT & 10
Locsl Bty reglrrloniaerial mmban Do G0 covevdoessm s Broarmsulids_ nd_ mpeciman
ooy wchrigue ured hrell imhl Flwubon ZH] LET Fworersomd e misreey {FM]

. Feaquest i Ieing ak tha relisranca abaratnne
jDlegmek ¥ Folow Ui M of
Dty pecimends] oolieoled; [ 00 Spmimen entfiortion mumber (3);
Spatiman:  Spum SnULM I prasrEive, GRS . ............ Chrt BpaciTy]:

Fequastd el: 0 mimacapy fpe: ZMLED o cultura {L- { MEHT) o Xpert MTERE 0 D4T Comventionad o Lina Proba Amvey (LPA):
Tiwrs(Spemdy

Parman hax) Listing SumminEian: Mame: Fosltior Cll Wumbar ol s kot pamany:
Cigenimtior Gowemmaeniben Grarmant | spasn Signartura fwrith ofi el eead) and e
* | rformmmtion tharl nan b dewsiered oplionad iy
E. Raforence abominy Fasuls;
R 5T S IR oA Ction |1 s FABSENcE | BBy FUsfnranes LadwHeiy Bpsciman I,
1. Ml ks Keanination: Cists faprivel Pratvbois Rasport al s {any]
[ILE] Hem Beanily 1+ b F Tt DN aainan L ETh Muwaeanea Croajapacty)
bl il ] Tl el F
L Mgewl MTEVRIF { MTEVRIF; it Db riponiiel Pieciiut g s Cibbes (F iy
FUFL=MITE chrhaciand, FLN raciiriance T WTE dalacted], R raeliance ol H=WTTB e I= vl o Feu bt
o# dekecied cabertud delacind e
Ahedoed ;B (L] Liguid (WGITY, Collyrs ragyle Dyl wigmbed et vt gt D ()
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Annex I

TB 07
NATIONAL TUBERCULGSIS CONTRUL PROGRAMME

Dimctorets Genoml of Health Sardeas, Bangladssh
Tubarcyloss Relamal/ Transhr Fom
(Al qut In triplicale wilh carbon paper between sheets)
WNeama of Refamingy Transfaring Unit
MNama of Instibution to whers patient is refermsd {if known) :

Wame of Palignt ! Age ! Jex:
Addrass (in full} :
Fhone Ne.;
TB Ragistralion Mo,
Type of Patient: Type of Treatmen:
[ ] Mew smaar positive [] GATH
[ ] Mew smear nagaliveEP [] ocarz
[ ] Re-reatment [ ] DRTB
[ ] Othera speciy} [] chid
Diate of treatment started
No. of days for which patient received drugs al [ast sltendanca
Reasons bor referral !
Rermarks ; Signaturs ;
Designation :
Date Raferrad! transfarred:

For 18 by the Institulion where the pallent |s referred to send the outeoms report 1o the Inatiition whers
ptiont was inilially mgistered

MNarma of patiant : TB registration No. :

Age: S M | | F | |

TE Reglsiration no {of the organizsliontrom whene the patient waa referred © | |
Traatment result:

Curad O Treatmsnl completed O Falue O Lost to follow up! Defautted O Died O

Dats Dats: Data : Crate ; Data :

Signature : MName :

Drates ; Daslsneation :

Send thig part back to the refeming unit as soon ag the treatment outcome report ie availabla.

For use by Institution where patlent has been referrad

Wame ef patlent : TH reglatration No.
Age: Sex ; M | | F | |
DataRefamed’ Transfemad:
Dete of Received ot this instiution on :
Slgnatur ;
Dagignation :
MName of institution from where palismt was refsmed :
[Hstrict : Date

Send this part back to the Refarmed Linit 3 soon as patisnt has reporbed and been mgisbrad and akso serd
tha treatment outcome to the camisr from whers the patisnt was referred after completion of treatment.
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Natienal Tubarculoels Contral Programma-Bangiadesh
Directorats Genaral of Health Sendoes
Tohaideall, Dk
Bupervision Theck Liat
Dtz of Visk
Mame of Cantrs:
Address:
Catchmenls Population:
Estimatsd Mumber af T paliants {All Farms):
Nama of Supsrdsor
Fallow up of previous wistt
Dabs of last vislt ........J ... / 2000
Prabilerms idartified ard recommendations of kel vidt

Annex J I

Statue of Implsmantalion acsamiing o recommandations:

Training atahuz of health wonar (1), including laboretory technoiogist, at the time of the viait;

1. Number of health worker{s) direclly imvobved in TB Gonlml Programememe
i} Haalth Comsr
ii] Peripheral Haatth Waorkers

2. Wumbar of Heallh Workans) prazant an the day of visil

3 Intaniew with health workarsMHOTS providars (If available during viit):

(]

* Knmwheeiga of the dlsaass Satlsfactery D Unsalisfactory D
* Do thay rafer suspects Yar D No D
* Do they supervies treatment Yas D No D
¢ Do they follow-up drug raoelion cases Yor |:| Mo |:|




Annex I

4. Inisrview zome patients ko chack their knowlsdgs and satisfaction of services avallable (Answared satistactorly)

m Nams of the dissass haisha is sulering from? You [ ]
B How can we suspacl whelhar a person haz TB of not? Yas |:|
m [Duration of reatment Yoo |:|
m Understanding of Imaguiar reatmant Yas [ ]
m Danger of Imegular Featment Yaa |:|
m Avallablity of free reatment {whe and where) Yes [ ]
5 Availability of NTR manual { Laboratory Manual {Availabls) Yan |:|
6. Documentalion:
8.1 Treaiment Cards

b. Musmber of suspect with positive smear

£ N of Follow up sxamination

o, Me, suspacts with 1 smear examinaton

Complata []  Incomplete [ ]
6.2 Laboralnry register (chack kst quarian

a. Number of suspect with nagativs smaar

(] & Mumber of casss ragictarsd In TB reglster
[ ] T No.of +vs smear among follow-up sxam

|:| 0. CasaBmear posihity mde

[ ] h % efauspacts with 1 smear sxamination

8.1 TE raghstar, Yos [ | Mo [ ]
6.4 Palinnl Slatistics {Availabls)
|. Cass rgiatarsd Yea [ | he [ ]
Il Bpubim conversion Yea [ | Me [ ]
I, Traaimart: culeoime Yeo [ | Mo [ ]
7. Laborstory serdcan:;
T.1 Migescops funeioning
i. Pragence of fungus Yee [ | No [ ]
Il Proservation of Miroscope ~ Yea [ | Na [ |
i, Stock of alides Euffcent I:l Isulicient I:l
W.Stockof contaners  Suient | | Wwuficient | |
v. Lab regents Suicent | | wuficient ||
7.2 Reagenis (Carbol fuchsine, methy blue, HCLete) ~ Suficent [ | insuffclont || Absen
7.3 Data of bast supply
7.4 Exarnining elldes
74.1 Siza of the smear EpyrTiate I:l Inappropriate I:I
742 Thcknass of the smesr  appropriste | | Inappeopeiae ||
745 Evannass appropriats. | | inappeopriats ||
744 Stalning of #lides eppropriate [ | Ineppropdate [ |
7.5 Quially Assurance In place Yes [ | No [ ]

7.6 Regular Collaction of slides kX EQA  Yea | | Ne [ ]

No

F EFEF T FE

O OOdOdO

OO

[]



7.7 Foed back of EQA available Yae |:| Ho D

7.8 Aclion taken Yoo [| Mo [ ]
7.5 Diaposal of [zb. westge (propedy done) Yea |:| [ |:|
B. TE regesler
8.1 Informiation of patients Complete [ |Incomplete [ |
8.2 Crozs chack whathar all +# from |ab mpister ar registarad Yes D No |:|
8. Patisnis shatictics:
9.1 Mo, of all casas ragletsrad: [ ]
8.1.1 Cazs Nolfication rals [l casss): |:|
§.1.2 Caza datection rabe (ol casss): (Mo, of all cases |n kst 4 quartsr x 1081 No. of sepectsd cases for a yeor |:|

0.2 Mo, of new Smean +E casas megisEmdt I:l

0921 Cana notificalion rate N5P; {No. of NSF cames in lest 4 quarar x 100000 Population;
9.3 No. of patisnts rskamad by privats praciiibner wa | w[ ] e []
9.4 Check for the eomecmess of (ha bast quartar rmpart
9.4.1 Sputum comversion Comect |:| Intom act |:|
(B, o e dare e +ér czigeng it biacanne megalive At the: and of the irtantive phasaMo, of new amer
pasitive cazes regisiEred previous quarter) |I|
§.4.2 Treatmant sucosss rabe: [] Comet [ | Incomeel [ |
{No. of new smear posilive cured / No. of new amear positive cases registered of B-12 manthe aga) N
10, Drug Management and oiher logislica
1.1 Drugs stock

10.1.1 Drugs avallablo for full quarter whth reserva slock  Suficlent | | Ineuficlent | |

15.1.2 At-TB druge ere stored in oocl and dry space and bakeled appropritely — Yas | | No ||
(a) Cool and dry spaca Yog No
|} Labaled appropristely Yos No
(e} Temperature chat mainkained Yo No

10.1.3 Bin Ciard (Awallable) Yoz Mo

10.1.4 FEFG principle (Apphying) fes Her
10:.1.5 Exparatory wiatemant (Availabla)  yem Mo |:|
10.1.8 Are abock ledgar updated with Information of all racelpt, delivariss and signed by reaponsibls offcar?

Yo [ | Mo [ | Floasespecy, o] |
10.1.7 Are shores mamtaived with exdunesd B well vertated?

Yes |:| Mo |:| Please spedfy, ifl‘H:I| |
1012 Other kegistics

i Formcadafregister  Suffident | | Insulicient [ |

Himnn
HINNN N

o

=250
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11, ACHM Acihitias:
|. Progsnca of Posters | Sticher You
ii. Digphay of poster | slicker Yoz

I Presanca, digtriution and usa of adycational matsrals
(Laafiet, i, char, Sash chart, brochurs) Yas

£ F

I¥. Slgnboard with DOTS facliftes In fremt of heallh comtar Tag
¥, Heolth sducedon on TB by heatth By Yoz
vl. DOTS comrndthes meeting hobd regulady Yas
¥l DOTS commitles mastng minutes avallabla Yag

OO0 O
OO0 O

£ £ £ £ ¥

12. Inksction Condral:
121 Any designated parsonfeoordineting body to supandse TE infaction sontral in the faclite
Yas [ | Ma [ | Commant |
12.2 How many health cars warkers havs besn trminad In TB infection ool
Yes [ | Ma[ | Commen |
12.3. Have any ACSMAEC materals {for emmpla leafiels, stciars, postars on cough atiquatia) are in place
Yea [ | Mo [ | Commant |
124, Appropriaie ventlalion presant in facilily
Yos [ | Mo [ ] Comment | |
12.5. Prowislen For separaton and Fst rack In placs
Yas [ | Mo [ | Commant | |

12 6. Sputum collaction, slida procezsing and dispossl am baing enaursd olewing guidsline

Yes [ | Mo [ ] Comiment | |

13, TNV

131 No-of TB pabams scrsensd for HIV In last quarier [ ]
13.2 No-of TB pabiant fourd HIV postive In last quariar [ ]
13.3 Mo of PLWHIY In tasl cquarter scranned for TB In |ask quartsr [ ]
134 Mo of TB casas disgoossd among totsl PLWHIY samined in lastquartee | |

14, DR TB:
14.1 No. of DR TB suspecia refermad for dhagnosis In last quarker [] []
14,2 No-of DR TB patients confimmed ameong them [] []
133 No of DR T patients undar Imatmeni [] []
14.4 Hawa haatth cam workers baan brinsd in MOR TB vor [ | Mo [ ]
14.5 Documents updated |Register, Treatment card) Yea [ | Mo [ ] Metevaimble | ]
14.5 Interview with haalth workerDOT provideraPatuent (i evailable during viei): [] []
14.8.1 DT provider's Knowledgs of the disesss and raaiment salisfectory [ | Nol setisfactory [ |
14.8.2 Pationf's Knewlodga of the dissass and Ieatment satisfaciary | | Mot satiefactory [ |




15, PAL (I visiting plice i UHC):
15.1 PAL activtios Intiatad vea [ | Mol ]
152 I Inllated no of TB patiarts antified through PAL acihities In last quartsr []

16. ETE manager activies n place ves[ | o[ |
17. Childhood TB:

17.1 Number of undes-5 children eligible far PT in last quarter [] []
17.2 Number of under5 childran regiskared for IPT in laat quarter [] []

1B. Mama and dasigration of kay parsonnal's pasent during supsoyision:

e
P R T e R R e A R A R R e R S e
B ot rmtm1atm181 R 1118181811118 1R84S R181 1R R18 L1181 SRR848 RS E SRR 1 111 1R SRR SRR L AR OB RS

12, Summary of mejer frdings

20, Recommandation { Comments of suparvisor

21, Mame of Suparvisorts with signatura;
1.
z

Hew to calculal:

Case notification rala (CNR) : Number of caaas registersd and mportad ko NTP perane hundrad thoewsand populstion per
yaar.

CNR = (Numbar of cases ragisiirsd in kast 4 quarter / Total populalian) o 100,00

Case deteclion rate {CDR): Number of cases detecled expreased 65 3 parcentage of cases extimaled ko ocour during 2
paeiod af one year.

COR = (Mumbar of cases ragisiared in kst 4 quarter { Mo, of stimated ceses i (a5t 4 quarsd) X 100

Treatment auccess rate; Total number of new smear-poaitive cames who were declaned "cured” or Trestment Completed”
¥ 10 7 tokal nasmbae of new smear-posilive cazss regesterad in e same pariod.
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104

Quartites of Drug nesded for the difersnt calagoras of patiarts Quartitiss nesded or Cat 1,
adult patientz (body weighl 38-54 kgl HRHFEM [RH):

INTENSIVE PHASE: {DAILY) DOBE WO, OF TABLETS PER ADULT PATIENT
4 FDC tablet containing: 3 tabiet dolly for 60 doses BOX3 =180

R 160 mg/H75 mgi?400 mg/E276 mp

CONTINUATION PHASE: {DAILY) DRSE NO. OF TABLETE PER ADULT PATIENT
2 FO tablet conlalning: 3 tabletz daily for 4 montha | 120 X3 =380

F 150 mgrHTs mag =120} duses

Quaantithes nesdad for Cat I, adult paliants (bedy weight 38-54 ks ZHRHZE)N (RHZEVS{RHE)

INTENSVE PHASE DALY}

DsE

MO, OF TABLETS /INJECTION

PER ADLLT PATIENT

4 FO tablet conlalning: 3 tablats daily for 90 dozas | &3 =270

R 150 mgfHTS mpf2400 maE27S mg 1 viaks dally for 80 deses L]

Streptormyein vials 1gm

Wartsr for injection vk wes with 1 vinks dhally Fow 60 dhesmg it

StrepHmyin

CONTINUATICH PHASE: [DALY) DOSE NO. OF TABLETS PER ADULT PATIENT
A FOC tablet conlaining: 3 tmbletn deily for § monthe =| 150X 3= 450

R 160 mgHTH mg'E 278 mg 15} dozes

Quenttes: neaded for all childrea:
HRHZJEH {RH)
INTENSIVE PHASE: {[DAILY) DOSE WO. OF TABLETS PER CHILD FATIENT
3 FOAL tubdat conkaining: 3 tabs daily for 60 doses B0 X3 =180
R 80 mgfH30 mg/2 150 mg

Ethambutal 100 mg 3 fabe dolly for 80 deace B0 X% =180
CONTINUATION PHASE: (DALY} DOEE W, OF TABLETS PER ADLULT PATIENT
2 FDX. tablat conlaining: 3 tablelz daily for 4 monthe =| 1 X3 = 360

R 8t mgfH30 mg 17 dnsas

2 FO: taiiat conlaining: 3 tabletz deily for 4 montha =| {20 %3 = 360

R At mofHG mg 124} dozes

* for ehildran welghing 20 kg or more
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