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INTRODUCTION 
 
 
Training courses are often developed with a general purpose in mind, but without careful 
consideration of the jobs to which learners are expected to apply their training. For example, 
someone may develop a general course about laboratory procedures without considering 
specifically: 
 
• For whom is the course intended? Is it for current laboratory supervisors or technicians? 

Or for staff newly hired to do a certain task? What is their background and previous 
training? 

• What tasks will these individuals be expected to do on the job? 
• What skills and knowledge are required to do those tasks? Which skills and knowledge 

are already known, and which need to be taught? 
• What is the real work setting like? What are conditions like on the job? 
 
Questions like these must be answered before developing a training course; otherwise, the 
course materials may contain much irrelevant content. It is possible that the course will be 
entirely irrelevant, perhaps containing interesting information, but not teaching the essential 
skills that learners need in their actual jobs. Even if the training course is conducted many 
times, job performance is not likely to improve. 
 
Effective and useful training is performance based; in other words: 
 
• It is based on analysis of the tasks performed in a particular job. 
• It uses methods that actively involve the participant (to increase learning and the 

likelihood of transfer to the work setting). 
• It enables the trainer (or facilitator) to assess whether the participant is learning and to 

give individual help as needed. 
 
The introductory section of this document describes a 10-step process for developing 
performance-based training courses. This process was used by the Stop TB Department of the 
World Health Organization (WHO) to develop the following training courses: 
 
Management of tuberculosis: training for health facility staff  (WHO/CDS/TB/2003.314) 
Management of tuberculosis: training for district TB coordinators (WHO/HTM/TB/2005.347) 
 
A large part of the development process is devoted to analysis of the tasks involved in a 
specific job, for example, the tasks of health workers responsible for detecting and treating 
patients who have tuberculosis (TB). This document provides the complete lists of the tasks 
that served as the basis for the development of the above courses. In addition to the task lists, 
this document provides lists of the skills and knowledge needed to perform the tasks. 
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The task lists and the skills/knowledge lists are valuable as examples of the extent and depth 
of analysis required to develop performance-based training for any purpose. These lists could 
be especially useful to individuals responsible for: 
 
• developing, adapting, or reviewing training materials intended for similar target 

populations with similar jobs, or 
• identifying staffing needs, developing job descriptions, and hiring staff to perform tasks 

related to management of TB.  
 
The task lists and the skills/knowledge lists do not themselves constitute training and do not 
provide all of the details necessary to do a task. For more details about a task, consult the 
training courses listed above. 
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1. The 10-step process for developing training courses 
 
The process for developing performance-based training includes the following 10 steps. The 
first four steps constitute the task analysis that is necessary to design and develop relevant, 
useful training materials. Steps 5–10 constitute the design and development process. 
 

1. Define the target population for training. 

2. List the tasks to be performed by the target population on the job. 

3. List the skills and knowledge needed to do the tasks. 
4. Select the skills and knowledge to be taught. (These make up the 

“training objectives.”) 

5. Organize the selected skills and knowledge into suitable teaching units 
(modules) and develop the training design (including brief outlines of 
module content and planned training methods). 

6. Draft expanded outlines of modules, including instructional objectives, 
main body of text, and descriptions of training methods, examples and 
exercises. 

7. Experts provide realistic examples and information for use in exercises. 
8. Draft the complete modules, facilitator guidelines, and course director 

guidelines. 

9. Field-test the training materials. 

10. Revise and finalize training materials based on the field test. 
 
 
1.1 Defining the target population 
   
The target population is the group of learners for whom the training is intended. It is critical 
to define this group in order to design the training appropriately. For example, training for 
clinicians would be very different from training for new community health workers, even 
though they may do some of the same tasks. To define the target population, ask questions 
such as: 
 
• What are the job titles of the intended participants in the training? 
• How were they originally trained for their jobs? 
• What are their educational and professional backgrounds? 
• Are they still in school or already on the job? 
• How are they accustomed to learning? 
• What languages do they speak and read? 
• What types of health facilities do they work in, and how are these facilities equipped? 
• By whom are they supervised? 
• Is it possible for them to attend a training course away from their jobs? 
 

Task 
analysis 

Design and 
development 
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Example 
 

The target population for Management of tuberculosis: training for health facility staff 
includes health workers at health centres, hospital outpatient departments, dispensaries or 
health posts, all of which are referred to in the course as “health facilities”. Health workers 
at this level may include health assistants, medical assistants, nurses, clinical assistants, 
clinicians or physicians. Some may be private practitioners. They may or may not be able 
to attend 5 days of training away from their jobs, so options are given for conducting the 
course in a series of shorter sessions as well. 

 
The target population for Management of tuberculosis: training for district TB 
coordinators includes individuals responsible for planning, organizing, implementing and 
evaluating the activities of a district TB control programme. A district usually serves a 
population of 100 000 or more.  
 
The District TB Coordinator is usually a physician or a nurse. He or she may have clinical 
duties, but the job is primarily administrative and managerial. The District TB Coordinator 
has no direct supervisory authority over health facility staff, but is responsible for 
overseeing their performance of tasks related to TB case detection and treatment in health 
facilities. In some districts, a team of people may work together to carry out the tasks of the 
District TB Coordinator. 

 

 
  
1.2 Listing the tasks to be performed by the target population 
 
To list the tasks to be performed by the target population, one must know what “good 
performance” is, in other words, what a good performer would do on the job. To find out, the 
training developers must have access to: 
 
• technical experts who can accurately describe the job, 
• good performers who can be observed doing the job, and/or 
• documents and manuals that accurately describe the job. 
 
Through discussion with experts, observations, and review of documents, the training 
developers develop a step-by-step task list.  
 
 

Example 
 

The task lists for management of tuberculosis presented in this document were derived 
from guidelines in the following WHO publications, as well as discussions with WHO staff 
who have observed and consulted on TB control in many countries: 
 
• Tuberculosis handbook. Geneva, World Health Organization, 1998 (WHO/TB/98.253) 
• An expanded DOTS framework for effective tuberculosis control. Geneva, World Health 

Organization, 2002 (WHO/CDS/TB/2002.297) 

• Treatment of tuberculosis: guidelines for national programmes, 3rd ed. Geneva, World 
Health Organization, 2003 (WHO/CDS/TB/2003.313) 
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1.3 Listing the skills and knowledge needed to do the tasks 
 
For each task involved in a job, the training developers next list the skills and knowledge 
required to perform the task. Skills are generally actions such as measuring, mixing, 
recording, calculating, communicating, or making decisions. Required knowledge is the 
information needed to do a task correctly. 
 
 

Example 
 

One task involved in treating patients who have TB is to Inform the patient and family 
about TB and directly observed treatment. One skill required for this task is to 
communicate clearly in a supportive way. Required knowledge includes the key facts that 
must be communicated about TB and its treatment. 

 
 
Making a list of required skills and knowledge often necessitates more questioning of experts 
to explore what is involved in each task. The final list of skills and knowledge can be very 
lengthy, and it becomes obvious that choices must be made about which skills and knowledge 
are most important to teach. 
 
  
1.4 Selecting the skills and knowledge to be taught (training 

objectives) 
 
Experts use a list of criteria to decide which skills and knowledge to include in the training. 
These will make up the training objectives for the course. The selection criteria may include 
such factors as the following. The first list below shows factors that would lead to inclusion 
in the course; the second list shows factors that would suggest that the skill or knowledge 
could be excluded (not taught) in the course. Some of the factors may be more or less 
relevant in different situations. 
 
Possible criteria for inclusion 
 
• Many members of the target population lack the skill or knowledge. 
• Training (including practice and feedback) is required to learn the skill or knowledge 

because it is new or difficult. 
• The task for which the skill or knowledge is needed is important to the patient’s outcome. 
• The skill or knowledge is needed frequently. 
• It is practical to teach the skill or knowledge in the given training setting. 
 
Possible criteria for exclusion 
 
• The task, skill or knowledge cannot be described specifically and thoroughly enough to be a 

meaningful part of training. (This may be because of differences of opinion among technical 
experts, lack of authoritative evidence on how the task should best be done, etc.) 
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• Teaching the skill or knowledge is not practical in the time or with the resources 
available. 

• Most members of the target population already have the skill or knowledge. 
• The task, skill or knowledge is straightforward and could be done correctly after reading 

guidelines such as a checklist or manual. Practice and feedback are not required. 
• The task is done or the skill/knowledge is used infrequently (e.g. it deals with a condition 

that is extremely rare). 
• The task is done differently in different areas or health facilities (must be tailored to a 

unique setting). 
• The task for which the skill or knowledge is needed is of low importance to the outcome 

of the patient. 
• There are substantial obstacles to doing the task (such as lack of equipment, drugs or 

time) that would prevent health workers from doing the task even if they knew how. 
These obstacles would have to be overcome before the training could be useful. 

• Another training course is available to teach the task/skill/knowledge. 
 
Similar criteria can be used to decide which of the included tasks, skills and knowledge will 
receive more emphasis and practice in the training course. 
 
 
 

Example 
 

In determining skills and knowledge to be included in the Management of tuberculosis 
courses, most of the tasks, skills and knowledge listed for the health facility and district-
level personnel were selected to be described in the text, but fewer were selected to be 
emphasized and practised. For example, it was decided that the skills and knowledge to 
conduct special studies (listed on pages 88–89) could not practically be taught in the 
district-level course. In addition, it was not as important to teach these skills and 
knowledge because special studies are done infrequently at the district level. Some 
information and sample protocols for special studies were provided in an annex to 
Module I: Develop the District Plan of Action for TB Control, but the skills and 
knowledge did not receive emphasis in the course and were not practised.  
 

 
 
1.5 Designing and developing the training course 
 
Steps 5–10 of the 10-step process (page 3) include designing the training and fully 
developing the course based on the task analysis. 
 
As part of the design process, the training developers organize the selected skills and 
knowledge to be taught into logical teaching units called modules. The design for each 
module includes its training objectives and a brief outline of the information, examples and 
exercises that will provide opportunities for practise using the skills and knowledge. 
 
Development of each module progresses from the brief design outline, to an expanded 
outline, to the complete module. Expanded outlines of the modules specify more completely 



 7 

the information and the types of examples and exercises to be provided. For example, 
examples might be given through pictures, live demonstrations or video. Exercises might 
include written exercises, group discussions, role plays or clinical practice. To develop 
realistic examples and exercises, the training developers rely on interviews with technical 
experts who are familiar with the target population, job setting, tasks and conditions. 
 
Development of complete modules includes preparation of guidelines for the facilitators who 
will conduct the course. Guidelines for a course director may also be needed. Finally, the 
modules and associated guidelines are reviewed by technical experts and field-tested with the 
target population. The training materials are then revised and finalized based on reviews and 
results of the field test. 
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As explained in the Introduction, the following task lists 
and skill/knowledge lists served as the basis for 
designing and developing the Management of 
tuberculosis training courses for the health facility and 
district levels of TB control programmes. They may be 
used as examples of task analysis, or as a basis for 
developing job descriptions, identifying staffing needs, 
or developing training for similar target populations. 
 
Note: During development of training materials, there is 
always a natural evolution of language and terms used, 
and sometimes there are changes in technical content. 
For this publication, the original task and 
skill/knowledge lists were updated to be consistent with 
the final language and content of the course modules.  
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management of tuberculosis 
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2.1 Tasks at health facility level 
 
 
The tasks described below should be performed by health workers responsible for TB case 
detection and treatment at health centres, hospital outpatient departments, dispensaries or health 
posts, all of which are referred to in the list as “health facilities.” Health workers at this level 
may include health assistants, medical assistants, nurses, clinical assistants, clinicians or 
physicians. Some may be private practitioners. Some tasks should be performed only by 
clinicians, and these are shown below in a shaded box. 
 
 
A.  Detect cases of TB 
  
A1. Identify TB suspects by asking all adults (aged 15 years or more1) about cough. If an 

adult has been coughing for 2 weeks2 or more, suspect possible pulmonary TB.  
 
A2. Enter the TB suspect in the Register of TB Suspects. 
 
A3. Collect three sputum samples from each TB suspect (or send patient to the 

microscopy unit if it is easily accessible). Sample 1 is collected on the spot; sample 2 
is collected by the TB suspect upon awaking the next morning; sample 3 is collected 
at the health facility when the TB suspect brings sample 2. Refer very ill patients 
without delay to a clinician for assessment and care. 

 
A4. Complete a Request for Sputum Examination; pack sputum samples and send to the 

microscopy unit (laboratory) for examination. 
 
A5. When sputum examination results are received from the microscopy unit, record them 

in the Register of TB Suspects and decide on the appropriate action to take. 
 
A6. If two or three sputum examination results are positive, the patient has smear-positive 

pulmonary TB; inform the patient about his or her disease.  
 
A7. If only one sputum examination result is positive, refer the patient to a clinician who 

will make a clinical assessment of whether the patient has TB. 
 
A8. If all sputum examination results are negative, and the TB suspect is no longer coughing, 

inform the suspect that the sputum examination found no pulmonary TB and that no 
treatment is needed. If the patient is still coughing, refer to a clinician, or treat with a 
nonspecific antibiotic. If the cough persists, repeat sputum examination in 2 weeks.  

 
A9. Ask adult household contacts of TB patients about cough. Check all children (aged 

less than 5 years) from the household for TB symptoms. 

                                                 
1 The age depends on the country-specific decision on the age ranges of children and adults. Some countries use 
12 years. 
2 Some countries use 3 or 4 weeks of cough as the duration for sputum examination. 
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B.   Treat TB patients 
 
B1. Select the appropriate treatment regimen (Category I, II, III) for the patient. (Note: A 

TB specialist may select Category IV for patients with chronic or multidrug-resistant 
TB (MDR-TB) and design an individualized drug regimen.) 

 Determine the disease site (pulmonary or extrapulmonary) from the results of 
sputum smear examination and/or a clinician’s diagnosis. 

 Determine the type of patient (i.e. new, relapse, treatment after failure, treatment 
after default, transfer in, other) by asking whether the patient has ever taken any 
anti-TB drugs before.   

 Consider the disease site, type of patient, and results of sputum smear examination 
to select the treatment category. Your country has specified a particular drug 
regimen for each category. 

 
B2. Determine where the patient will receive directly observed treatment. Discuss with the 

patient the specific treatment needed, and where, when and by whom the treatment can 
be observed (e.g. at the health facility by a health worker, or elsewhere by a community 
TB treatment supporter). Community TB treatment supporters should be selected, 
trained and supervised, as described in tasks D1–D5 below. 

 
B3. Prepare the patient’s TB Treatment Card. 
 

 Record general patient information, name and address of the community TB 
treatment supporter (if applicable), health facility, disease site, type of patient, 
results of diagnostic sputum examination, and contact person. 

 Weigh the patient and record weight. 
 Record treatment category, frequency of treatment, treatment regimen and dosages 

for initial and continuation phases of treatment. Use the patient’s weight to determine 
appropriate dosages. 

 
B4. Obtain or assemble a drug kit for the patient that contains all the drugs needed for the 

entire treatment regimen (both phases). Label the kit with the patient’s name. (See task 
H2 below.) 

 
B5. Provide directly observed treatment for each patient on the correct schedule during the 

phase(s) in which this is required. (Health facility staff or the community TB treatment 
supporter may directly observe treatment.) 

 Watch the patient swallow the correct number and type of tablets. 
 If required, administer streptomycin injections with a sterile needle and syringe, 

after the tablets are swallowed. 

 Record the treatment on the TB Treatment Card.  

A10. A clinician diagnoses TB in ill patients based on sputum examination results, clinical 
signs and X-ray. A clinician may request sputum examination independent of 
duration of cough. A clinician can diagnose smear-positive or smear-negative 
pulmonary TB or extrapulmonary TB. The clinician informs the patient about his or 
her disease but may refer the patient to another health-care provider for treatment. 
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B6. Determine if a patient has major or minor side-effects. If a patient has minor side-
effects (e.g. loss of appetite, orange/red urine), give appropriate advice and 
reassurance. If a patient experiences major side-effects (e.g. itching of skin, deafness, 
dizziness) or worsening of clinical condition, stop anti-TB drugs and refer the patient 
to a clinician or hospital. Record symptoms and referral on the patient’s TB Treatment 
Card. 

B7. If a community TB treatment supporter is used, review the community TB treatment 
supporter’s copy of the TB Treatment Card monthly, and provide the next month’s 
supply of drugs. For patients who are on self-administered treatment, see them every 
2–4 weeks and provide the next supply of drugs. Record the drugs provided on the 
patient’s TB Treatment Card. 

B8. Give preventive therapy, and immunization if needed, to household contacts of the TB 
patient: 

 Give preventive therapy (a course of isoniazid) to household contacts aged less 
than 5 years who have been determined not to have TB disease. In some countries, 
isoniazid preventive therapy is also given to adult household contacts who do not 
have TB disease. 

 After a course of isoniazid preventive therapy, give one dose of BCG vaccine to 
children aged less than 2 years who have not already had BCG immunization. 

B9. Monitor progress of the TB patient’s treatment through follow-up sputum 
examinations. 

 Determine when the patient is due for a follow-up sputum examination. The 
schedule depends on the patient’s treatment category.  

 Collect two sputum samples for a follow-up examination. 

 Complete a Request for Sputum Examination; pack sputum samples and send to 
the microscopy unit for examination. 

 When results are received, record them on the patient’s TB Treatment Card.  

 Use results of follow-up sputum examinations to make decisions about treatment 
and to determine treatment outcome (see tasks B10–B13 below). 

B10. Use results of sputum examination at 2 months for Category I cases (or at 3 months 
for Category II cases) to determine whether a patient is ready for the continuation 
phase of treatment or needs an additional month of initial-phase drugs.  

 If results are negative, start the patient on the continuation phase of treatment after 
he or she has taken all doses of the initial-phase drugs.  

 If results are still positive, give an additional month of initial-phase drugs; then 
begin the patient on the continuation phase of treatment. 

B11. For Category III patients (smear-negative pulmonary TB), if sputum examination 
results are negative at 2 months, begin the continuation phase of treatment. In the rare 
event that results are positive, repeat the sputum examination to exclude laboratory 
error. If still positive, record the patient’s outcome as “Treatment failure”; re-register 
the patient as “Other”; and begin Category II treatment.  



 13 

 
B12. For Category I and II patients (initially smear-positive), use results of sputum 

examination at 5 months to determine whether treatment has been effective or the 
patient is a treatment failure. 

 If sputum is still positive at the end of 5 months of treatment or later, record the 
outcome as “Treatment failure.” Open a new TB Treatment Card, marking the type 
of patient as “treatment after failure,” and start the patient on Category II 
treatment. 

 If sputum is negative after 5 months of treatment, complete treatment with 
remaining doses of continuation-phase drugs. 

B13. At the end of treatment, determine the patient’s treatment outcome (cure, treatment 
completed, treatment failure, died, default or transfer out). Record the treatment 
outcome on the patient’s TB Treatment Card.    

 
 
C.  Inform patients about TB 
 
C1. Inform the patient and family about TB and directly observed treatment (first 

meeting). Inform patient about: 

 What is TB 

 How TB can be cured 

 How TB spreads 

 How to prevent TB from spreading 

 Who else (among household contacts) should be examined for TB 

 Necessity of directly observed treatment 

 Details of treatment regimen (duration, frequency, where to go) 

 What to expect; what to do next 
 
C2. Try to find out the perceptions of the patient about his or her disease; correct any 

wrong perceptions or beliefs about TB, discuss main worries or doubts and answer 
questions. 

 
C3. Continue providing information throughout treatment, as needed, including information on: 
 

 Treatment regimen (type, colour, amount and frequency of recommended drugs) 

 Side-effects of the drugs (if reported/observed) and what to do if experienced  

 Importance of continuing treatment 

 What happens if the patient takes only some of the drugs or stops treatment  

 Frequency and importance of required sputum examinations, when they will be 
done, and meaning of results 
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C4. Inform all TB patients, family and contacts about human immunodeficiency virus 
(HIV) and TB. 

 
C5. If a TB patient is pregnant, refer her for voluntary HIV testing and counselling. 
 
 
D.  Identify and supervise community TB treatment supporters 
 
D1. Identify a suitable community TB treatment supporter who can observe a patient’s TB 

treatment at a place and time daily that is convenient for the patient.  
 
D2. Make a copy of the TB Treatment Card for the community TB treatment supporter. 

The original card (prepared previously as in task B2) is kept at the health facility. 
 
D3. Train the community TB treatment supporter to perform the essential tasks of directly 

observed treatment; provide important information about TB and its treatment. 
(Should be possible in 1 hour.) 

 
D4. Supervise and resupply the community TB treatment supporter with drugs. (The 

health worker may visit the community TB treatment supporter, or the supporter may 
come to the health facility to collect drugs and meet with the health worker). 

 Check the community TB treatment supporter’s copy of the TB Treatment Card to 
see whether the patient is taking all the appropriate drugs on schedule and the 
supporter is marking the card correctly. 

 Copy onto the original TB Treatment Card the entries that specify the drugs taken 
and the dates. 

 Ask about any problems with the TB patient, including drug side-effects, missed 
days, or other problems, such as reluctance to take drugs.  

 If the patient is soon due for follow-up sputum examination, give the community 
TB treatment supporter the necessary instructions and a sputum container. 

 Give the community TB treatment supporter a supply of drugs for the next time 
period. 

 Thank and give support to the treatment supporter for his or her work. 

(Note:  The patient will visit a physician or trained high-level health worker for a 
clinical evaluation to monitor progress.) 
 

D5. If a community TB treatment supporter does not come at the scheduled time to collect 
drugs, arrange for a home visit to the treatment supporter, and to the patient if 
necessary, to find out the problem and to ensure that the patient gets treatment. 
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E.  Ensure continuation of TB treatment  
 
E1. Coordinate medical referrals (e.g. referrals for diagnosis or special care). When a 

patient is referred, use a Tuberculosis Referral/Transfer Form. 
 
E2. Coordinate transfers when a TB patient is moving. If a patient will move out of the 

area, prepare a Tuberculosis Referral/Transfer Form and send it to the facility in the 
district where the patient will continue treatment. Discuss the transfer with the patient, 
the location of the facility that is expecting him or her and the need to not miss any 
treatment; provide drugs for the interval if needed.  

 
E3. If a patient will travel out of the area, or will for some reason be unable to have his or 

her treatment directly observed for one or more days, provide instructions and drugs 
for a limited period of self-administration. Record on the patient’s TB Treatment 
Card. 

 
E4. Conduct home visits for patients who miss a dose. If a patient misses a scheduled dose 

for more than 24 hours, find the patient by making a home visit within 24–48 hours. 
Talk to the patient and family and determine the problem that caused the interruption. 
Try to solve the problem (may include a change of community TB treatment 
supporter). Administer the treatment, and inform the patient about the importance of 
not interrupting treatment. Record the events on the patient’s TB Treatment Card.  

 
E5. If a patient who self-administers treatment does not collect his or her resupply of 

drugs on the scheduled date, conduct a home visit within a week to deliver the drugs 
and determine the problem. 

 
E6. Trace patients who interrupt treatment. 
 
 
F.  Maintain records related to TB treatment 

 
Note:  Most of these tasks have been listed previously, for example, in section B, 
where they are listed in the sequence with the treatment tasks done for one patient.  
This section groups the major recording tasks together. 

 
F1. Maintain a Register of TB Suspects by recording each TB suspect (full name, 

address), date of sending sputum samples to the laboratory for diagnosis, date results 
are received, results, date that a TB Treatment Card is opened, and observations. 
(Tasks A2 and A5) Periodically (e.g. weekly) check that results from sputum 
examinations are received and recorded; if not, take action to find the results. 

 
F2. Open and maintain a TB Treatment Card for each patient. 
 

 Initially, record general patient information, name and address of the community 
TB treatment supporter (if applicable), health facility, disease site, type of patient, 
results of diagnostic sputum examination, weight, prescribed regimen and dosages 
for the initial and continuation phases of treatment and contact person. (Task B3) 
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 During treatment, record drug administration, missed doses, drug collection (if 
applicable), follow-up sputum smear results and remarks. (Tasks B7, B8) 

 
 Record treatment outcome on the TB Treatment Card. (Task B13) 

 
F3. Keep TB Treatment Cards organized in a file box, and make TB Treatment Cards 

available for the District TB Coordinator when he or she visits the health unit. 
 
F4. Complete a Tuberculosis Referral/Transfer Form when referring or transferring a 

patient with TB to another health-care provider. Keep one copy of this form; send one 
copy with the patient; and provide one copy to the District TB Coordinator. (Tasks E1 
and E2) 

 
 
 
 
 
 
 
 
 
 
 
 
 

 
 
 
 
 
 
 
H.  Manage anti-TB drugs and other supplies at the health facility 

 
Note: Oral drugs may be received at the health facility packaged as loose tablets, in 
strips of the same drug, in blister packs of a daily dose of all drugs for a regimen, in 
kits assembled with a full treatment regimen for one patient, or in some combination 
of these. 
 

H1. When drugs are received from the district level, check that the correct (unexpired) 
drugs were received in the correct quantities. If not, request the missing drugs and 
return extra or expired drugs that were sent in error. 

G.  Periodic follow-up visits to a clinician 
 A clinician or other trained higher-level worker in a health facility or hospital should 

conduct a periodic clinical evaluation of TB patients to monitor progress. This visit of 
the TB patient to the clinician should be made when results are available from a recent 
follow-up sputum examination so that the results can be discussed with the patient. 

G1. Assess the patient’s general condition. If the patient has difficulty breathing or is 
acutely ill, first assess and classify. Refer if necessary (serious conditions). Treat the 
acute illness, if mild.  

 Weigh the patient.  

 Review drugs taken and ask about symptoms and side-effects. If patient has a side-
effect, manage it appropriately.  

 Reiterate important messages about TB and its treatment and answer any questions 
that the patient may have.  

 If weight loss, other signs of disease, or poor clinical progress, consider other possible 
causes (such as HIV) and give appropriate treatment or refer if needed. 

G2. Motivate the patient to take TB treatment regularly. Praise the patient for successfully 
taking the treatment so far, and give the patient support for continuing the treatment. 
Do not blame the patient when there is a problem with adherence. If there are any 
problems with continuing the treatment, work with the patient to overcome the 
problems.  
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H2. Ensure that an adequate supply of anti-TB drugs is in stock for all patients in 

treatment and for the expected number of new patients to begin treatment during the 
quarter.  

  
 If the health facility receives various anti-TB drugs separately, assemble drug kits 

for new patients. This involves collecting a sufficient quantity of every drug 
needed for the expected number of new cases in each different category and 
assembling the kits correctly. 

 If drug kits are assembled at a higher level and sent to the health facility, obtain an 
adequate number of kits for each treatment category. 

 If a patient defaults or dies during treatment, return the leftover drugs from the 
patient’s kit to the storeroom to use when extra tablets are needed for special 
cases. 

  
H3. Before packaging drugs in kits, and before giving drugs to a patient or community TB 

treatment supporter, check the expiry dates. Do not use expired drugs. 
 
H4. Ensure that there is an adequate supply of needles, syringes, water for injections, 

sterilizers in good working condition, and sputum containers (and slides and other 
supplies for making smears if there is a microscopy unit in the health facility). 

 
H5. Ensure that there is an adequate supply of TB Treatment Cards, Request for Sputum 

Examination forms, Tuberculosis Referral/Transfer Forms, and Register of TB 
Suspects pages. 

 
H6. Use good drug storage procedures to manage anti-TB drugs. Use old stock of drugs 

before new stock. Protect drug supplies from theft and unauthorized access and from 
adverse environmental conditions (heat, light, moisture/rain, dust and pests). Maintain 
a stock card for each item. (Note: Task H6 may be done by a staff member responsible 
for the drug store room rather than by the health worker who cares for TB patients.) 

 
 
I.  Monitor TB case detection and treatment at the health facility (self- 

monitoring by the health facility) 
 
I1. Collect and compile data to monitor TB case detection, including:  

 Number of outpatients aged 15 years and over attending the health facility  

 Number of TB suspects identified (adults aged 15 years and over with cough for 2 
weeks or more) 

 Number of TB suspects whose sputum was tested 

 Number of sputum smear-positive TB cases detected 
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I2. Collect and compile data to monitor TB treatment, including: 

 Number of new sputum smear-positive cases put on treatment 

 Number of these cases that convert at 2 or 3 months 

 Number of these cases cured 

 Number of these cases that completed treatment 

 Number of these cases that defaulted 
 
I3. Calculate indicators related to TB case detection and treatment. Indicators related to 

case detection (measured for the previous quarter) include: 

 Proportion of outpatients aged 15 years and over who were identified as TB 
suspects 

 Proportion of TB suspects whose sputum was tested 

 Proportion of TB suspects tested who were sputum smear-positive 
 
Indicators related to TB treatment include: 
 

 Conversion rate (measured for patients who began treatment in the quarter that 
ended 3 months ago), that is, the proportion of new sputum smear-positive TB 
cases that converted after 2 or 3 months of treatment 

 
 Treatment outcome rates (measured for patients who began treatment in the 

quarter ending 12 months ago), such as the proportion of new smear-positive 
cases that were cured, completed treatment, or defaulted 

 
I4. Analyse indicators related to TB case detection and treatment (that is, interpret what 

the results mean). 
 
I5. Based on results of monitoring, identify problems, investigate their causes, and 

identify and implement solutions. 
 
 
J.  Coordinate with other health-care providers in the area 
 
J1. Coordinate with hospital and private practitioners to ensure that patients who are 

referred to them are cared for and, after treatment of complications or other illnesses, 
are referred back to the health facility to continue TB treatment. (Also see task E1) 

 
J2. Communicate with other health facilities in the district to ensure that transfers within 

the district are successful (i.e. that a transferred TB patient reported to the other health 
facility and is receiving TB treatment). (Also see task E2) 

 
J3. Maintain contact with local private health-care practitioners (physicians and non-

physicians) to ensure TB case detection and good treatment. 
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2.2 Tasks of the District TB Coordinator 
 
 
The tasks described below should be performed by the District TB Coordinator, that is, the 
person responsible for planning, organizing, implementing and evaluating the activities of a 
district TB control programme. A district usually serves a population of 100 000 or more. 
 
The District TB Coordinator is usually a physician or nurse. He or she may have clinical 
duties, but the job is primarily administrative and managerial. The District TB Coordinator 
has no direct supervisory authority over health facility staff, but is responsible for overseeing 
their performance of tasks related to TB case detection and treatment in health facilities that 
deliver outpatient care, including public or non-public health centres, hospitals, dispensaries 
or health posts. In some districts, a team of people may work together to carry out the tasks of 
the District TB Coordinator. 
  

 

A.  Develop the District Plan of Action for TB Control (hereafter called the 
District TB Plan) 

 
A1.  As a basis for planning, assess the extent and quality of current TB control services in 

the district (e.g. number, proportion, and locations of facilities providing TB control 
services; sputum conversion rate in the district).  

  
A2.  Plan to maintain and improve current TB control services. 
 

 With the aim of increasing treatment success in health facilities already providing 
TB control services, set an annual target for conversion of new sputum smear-
positive cases in the district. 

 
 Identify activities needed to maintain and improve current TB control services and 

achieve the sputum conversion target.  
  
A3. Plan to expand TB control services to more public health facilities. 
 

 Determine if it is appropriate to expand provision of TB control services to more 
public health facilities in the district at this time. 

 
 If appropriate, set a target for expanding TB control services to more public health 

facilities in the district. 
 

 Identify activities needed to expand TB control services to more public health 
facilities. 

 
A4. As appropriate, also plan to expand TB control services to non-public health facilities.  
 
A5.  Identify district-level activities needed for planning, monitoring and evaluation. 
   
A6.  Develop the District TB Plan. Use the plan as a basis for scheduling activities, 

obtaining resources, etc.  



 20 

 
B.  Manage drugs and supplies for TB control 
 

The exact tasks involved in managing anti-TB drugs in a particular country may vary, 
depending on: 

 
 the national guidelines for treatment and the recommended drugs and doses for 

weight bands;  
 

 the presentation of the drugs procured for use in health facilities: whether the 
drugs are pre-packaged in patient kits containing a complete regimen, whether 
they are fixed-dose combinations (FDCs) as recommended, whether they are loose 
or in blisters;   

 
 whether the drugs are purchased centrally or through decentralized purchasing. 

(The WHO recommendation is for purchasing centrally for cheaper prices and 
more consistent quality.) 

 
B1.  Quarterly, determine quantity of anti-TB drugs to order for the district; place order.  
 
B2.  Quarterly, determine quantities of needles, syringes and sterile water for injection to 

order for the district (if these are not included in Category II kits); place order. 
  
B3.  Quarterly, determine number of sputum containers to order for the district; place order.  
 
B4. Quarterly (regularly), request distribution of anti-TB drugs to each health facility 

according to the number of patients registered there (new cases put on treatment) 
during the last quarter.  

 
B5. Quarterly, ensure distribution of TB-related supplies to health facilities (sputum 

containers, syringes, sterile water for injections).  
 
B6. Each year, order a supply of forms and registers for the district. 
 
B7. Ensure supply of additional drugs for TB/HIV patients. 
 
B8. At the end of each quarter, check that the balance of drugs in stock at the district 

storeroom is enough for one quarter’s consumption plus reserve for one quarter. 
 
B9. Ensure good storage procedures at the district storeroom. 
 
B10. If any problem occurs with drug supply (e.g. insufficient supplies at a health facility), 

take action quickly.  
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C. Conduct supervisory visits for TB control 
 
Supervise personnel involved in TB case detection and treatment in the district’s health-
care services by making periodic supervisory visits to health facilities (e.g. once a month, 
twice a quarter). 
 
C1. At the beginning of each quarter, make a schedule for supervisory visits to health 

facilities (monthly visits recommended).  
 
Tasks C2–C7 are done during each supervisory visit: 
 
C2. Enter each new patient in the District TB Register and assign a District TB Number.  
 
C3. Update the District TB Register for each patient who is currently in treatment or has 

completed treatment. 
 

 Record follow-up sputum examination results in the District TB Register. 
 

 Check that transfers to the health facility are receiving treatment. 
 

 Determine whether smear-positive patients are converting by the end of the initial 
phase of treatment, and try to solve any problems. 

 
 Record treatment outcomes in the District TB Register. 

 
C4. Review the Register of TB Suspects. 
 
C5. Check that work is done according to national guidelines for TB control.  
 
C6. Promote the TB control programme and motivate health facility staff responsible for 

TB control services. 
 
C7. Identify training needs of health workers responsible for TB case detection and 

treatment. 
 
C8. Write a report of each supervisory visit, noting problems identified and actions taken 

or needed.  
 
 
D. Ensure laboratory support for TB control 
 
D1. Collaborate with the district TB laboratory supervisor to ensure sufficient TB 

laboratory services. 
 
D2. Visit TB microscopy units in the district periodically (e.g. monthly). 
 
Tasks D3–D10 are done during visits to microscopy units:  
 
D3. Confirm that all smear-positive TB cases listed in the Tuberculosis Laboratory 

Register are also registered in the District TB Register and that sputum examination 
results are entered correctly. 
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D4. Confirm sputum examination results by comparing entries from a sample of follow-up 

sputum examinations in the Tuberculosis Laboratory Register and the District TB 
Register. 

 
D5. Review the Tuberculosis Laboratory Register to identify problems. 
 
D6. Use data from the Tuberculosis Laboratory Register to assess how health facilities are 

identifying TB suspects. 
  
D7. Check whether microscopists keep slides for quality assurance by the provincial 

laboratory supervisor. 
 
D8. Check equipment and supplies at the TB microscopy unit.  
 
D9. Check whether the TB microscopy unit has trained staff.  
 
D10. Keep notes of items to follow up after visits to TB microscopy units. 
 
D11. Quarterly, ensure distribution of laboratory supplies to microscopy units (usually the 

responsibility of the district laboratory). 
 
 
E.  Provide training for TB control  
 
E1. Identify training needs of health facility staff responsible for TB case detection and 

treatment. Check regularly (every 6 months) for changes in staff and their responsibilities. 
Whenever you are informed of a change of staff responsible for TB detection and control, 
determine whether the individual is trained to perform assigned tasks. (See task C7) 

 
E2. Ensure that health facility staff know what TB-related tasks they are responsible for. 
 
E3. Arrange for initial training of health facility staff to perform TB case detection and 

treatment tasks. 
 
E4. Ensure that TB microscopists receive training needed. 
 
E5. Train additional health facility staff to identify TB suspects. 
 
E6. Follow up after initial training. For example, check that performance of tasks by recently 

trained staff is consistent with guidelines and training (staff have started providing 
services as trained).    

 
E7. If there is a performance problem caused by lack of skill or knowledge, determine 

what type of training is most appropriate (e.g. on-the-job training, or a special training 
session for a group). 

 
E8. Conduct on-the-job training as needed.  
 
E9. Organize a brief training session for a group, if needed. 
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F. Monitor TB control efforts in the district (quarterly) 
 
F1. Monitor implementation of the District TB Plan. Determine whether activities are 

being implemented as planned.  
 
F2.  Review the District TB Register for completeness. 
 
F3. Compile data from the District TB Register in quarterly reports. Submit reports to the 

provincial TB coordinator. 
 

 Complete a Quarterly Report on TB Case Registration. 
 

 Complete the Quarterly Report on Sputum Conversion.  
 

 Complete the Quarterly Report on Treatment Outcomes.  
 

F4. Calculate and analyse indicators related to TB case detection, quality of diagnosis and 
TB treatment. 

 
F5. Graph progress towards district target for sputum conversion.  
 
F6. If monitoring of activities or indicators reveals problems, investigate the causes and 

try to solve the problems.  
  
F7. Conduct periodic district meetings (e.g. every 6 months) of health facility staff 

responsible for TB control services.  
 
 
G. Advocate for TB control and collaborate with other health-care 

providers and programmes  
 
G1.  Obtain support for the district TB control programme from political and 

administrative authorities. 
  
G2. Promote the DOTS strategy to non-public health facilities and collaborate with them 

in TB control efforts.  
 
G3. Promote the DOTS strategy to private physicians, physicians’ associations, and 

medical and nursing associations.  
 
G4. Promote the DOTS strategy and TB control services to community organizations and 

their leaders. 
 
G5. Collaborate with the HIV/AIDS programme. 
 

 Exchange information on services available for HIV testing and for TB case 
detection and treatment.  

 
 Involve HIV testing and care sites in intensified TB case detection.  
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 Encourage TB infection control measures in crowded settings. 
 

 Stay informed of national-level decisions on interventions related to TB/HIV. 
 

 Coordinate information on TB and HIV provided as part of training for staff at 
health facilities and HIV testing and care sites.  

 
 

H.  Evaluate TB control efforts in the district (annual) 
 
H1. Evaluate achievement of sputum conversion target. 
 
H2. Evaluate achievement of target for expansion of TB control services. 
 
H3. Summarize evaluation results and recommendations. 
 
H4. Use results of evaluation as a basis for planning (see task A1). 
 
 
I.  Conduct or participate in special studies, if needed 
   
I1. Conduct or participate in special studies with the purpose of improving the TB control 

programme.  
 
I2. If a special study reveals a problem and causes, take appropriate action to solve the 

problem. 
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3. Skills and knowledge lists for 
management of tuberculosis 
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3.1 Skills and knowledge needed by health facility staff 
 
 
The skills and knowledge listed below are needed by health workers to perform tasks related to 
TB case detection and treatment at health centres, hospital outpatient departments, dispensaries 
or health posts, all of which are referred to in the list as “health facilities.” Health workers at this 
level may include health assistants, medical assistants, nurses, clinical assistants, clinicians or 
physicians. Some may be private practitioners. Some tasks should be performed only by 
clinicians, and these are shown in a shaded box below. 
 
 

A.  Detect cases of TB  
 
A1. Identify TB suspects by asking all adults (aged 15 years or more3) about cough. If an 

adult has been coughing for 2 weeks4 or more, suspect possible pulmonary TB.  

Skills: 
• Asking appropriate questions and listening to responses to decide duration of cough 

Knowledge: 
• Importance of asking all adults about cough and its duration 
• Questions to ask to determine presence and duration of cough  
• Threshold for duration of cough that indicates possible TB and need for sputum 

examination (sputum smear microscopy) to assess presence of tubercle bacilli 
 

A2. Enter the TB suspect in the Register of TB Suspects. 

Skills: 
• Registering the suspect in the Register of TB Suspects 

Knowledge: 
• The need to register all TB suspects  
• Information to record in Register of TB Suspects (see task F1 for more detail)  
• Where to get the necessary information 
  

A3. Collect three sputum samples from each TB suspect (or send patient to the 
microscopy unit if it is easily accessible). Sample 1 is collected on the spot; sample 2 
is collected by the TB suspect upon awaking the next morning; sample 3 is collected 
at the health facility when the TB suspect brings sample 2. Refer very ill patients 
without delay to a clinician for assessment and care. 

Skills: 
• Enlisting the cooperation of the patient to give a sputum sample 
• Getting patient to cough effectively and produce a good sputum sample 
• Collecting sputum samples safely 
• Instructing TB suspect how to collect an early morning sample 
• Labelling samples correctly, clearly, in the right place on the containers 
• Identifying very ill patients and referring them 

                                                 
3 The age depends on the country-specific decision on the age ranges of children and adults. Some countries use 
12 years. 
4 Some countries use 3 or 4 weeks of cough as the duration for sputum examination. 
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Knowledge: 
• Recommended procedure for collecting sputum samples from TB suspects 
• When and where to collect the samples required for diagnosis (3 samples during a 

2-day period) 
• Steps to collect and label sputum and safety precautions (e.g. where to do it) 
• Location of nearest microscopy unit 
• Signs and symptoms of a very ill patient 
 

A4. Complete a Request for Sputum Examination; pack sputum samples and send to the 
microscopy unit (laboratory) for examination. 

Skills: 
• Filling out Request for Sputum Examination form 
• Packing sputum samples correctly in box for shipping, if required. 
• Sending samples to microscopy unit 

Knowledge: 
• Steps to correctly pack sputum samples for shipping 
• Where to send samples; how soon they should be sent 
• Information requested on Request for Sputum Examination form and where to get 

the information 
 

A5. When sputum examination results are received from the microscopy unit, record them 
in the Register of TB Suspects and decide on the appropriate action to take. 

Skills: 
• Reading Results section on bottom of Request for Sputum Examination form to 

determine whether patient qualifies as smear-negative or smear-positive.  
• Given laboratory results, determining what the patient needs. 
• Recording date and results in Register of TB Suspects  

Knowledge: 
• What qualifies as smear positive (two positive smear results qualifies as smear-

positive, or one positive result plus radiographic abnormalities consistent with TB, 
or physician’s diagnosis of TB) 

• What positive results mean (i.e. that patient has smear-positive pulmonary TB) 
• What to record on Register of TB Suspects  
• Actions to take if the patient is sputum smear-negative (all three samples negative) 
• Actions to take if the patient is sputum smear-positive (two or three samples 

positive) 
• Actions to take if the patient has only one positive sputum examination result 

 
A6. If two or three sputum examination results are positive, the patient has smear-positive 

pulmonary TB; inform the patient about his or her disease.  
Skills: 
• Making contact with smear-positive TB patient 
• Informing a smear-positive patient that he or she has infectious pulmonary TB 
• Informing patient about TB and its treatment. (See tasks C1–C5 for detailed skills 

and knowledge.) 
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Knowledge: 
• Points to cover when first informing a smear-positive patient (see tasks C1–C5). 
 

A7. If only one sputum examination result is positive, refer the patient to a clinician who 
will make a clinical assessment of whether the patient has TB. 

Skills: 
• Explaining the results of the sputum examination and why referral is needed 
• Completing the Tuberculosis Referral/Transfer form to refer a patient 

Knowledge: 
• Reasons for referral 
• What to do if clinician is not available: repeat sputum examination (three samples) 
 

A8. If all sputum examination results are negative, and the TB suspect is no longer 
coughing, inform the suspect that the sputum examination found no pulmonary TB 
and that no treatment is needed. If the patient is still coughing, refer to a clinician or 
treat with a nonspecific antibiotic. If the cough persists, repeat sputum examination in 
2 weeks. 

Skills: 
• Informing a smear-negative patient 
• Treating a smear-negative coughing patient 

Knowledge: 
• Treatment steps for smear-negative coughing patient 

 
A9. Ask adult household contacts of TB patients about cough. Check all children (aged 

less than 5 years) from the household for TB symptoms. 

Skills: 
• Asking household contacts of TB patients cough and deciding whether sputum 

examination is needed. 
• Checking whether a child contact has symptoms of TB and, if so, referring to 

clinician for diagnosis or exclusion. If child has no symptoms, noting that child 
should get preventive therapy (see task B8). 

Knowledge: 
• Which persons in contact with a TB patient should come to health facility to be 

checked and importance of asking adult household contacts about cough 
• Questions to ask adult household contacts about cough 
• Symptoms of TB in a child: loss of weight, fever, no growth, cough 
• The need to determine whether contact has TB before giving isoniazid and/or 

BCG immunization 
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Skills for health facility staff: 
• (None required of the non-clinical health facility staff) 

Skills for clinician: 
• Diagnosis of TB 
• Informing patients of their disease 

Knowledge for health facility staff: 
• That a clinician may diagnose TB using sputum results, clinical signs and X-ray, 

while health worker diagnoses only smear-positive pulmonary TB based on 
sputum results 

• Types of TB: smear positive, smear negative; pulmonary, extrapulmonary and 
what each means 

Knowledge for clinician: 
• Points to cover when first informing a smear-positive, smear-negative or 

extrapulmonary patient about TB  
 
 
B.  Treat TB patients 
 
B1. Select the appropriate treatment category (Category I, II, III) and treatment regimen 

for the patient. (Note: A TB specialist may select Category IV for patients with 
chronic or MDR-TB and design an individualized drug regimen.) 

 Determine the disease site (pulmonary or extrapulmonary) from the results of 
sputum smear examination and/or a clinician’s diagnosis. 

 Determine the type of patient (i.e. new, relapse, treatment after failure, treatment 
after default, transfer in, other) by asking whether the patient has ever taken any 
anti-TB drugs before. 

 Consider the disease site, type of patient and results of sputum smear examination 
to select the treatment category. Your country has specified a particular drug 
regimen for each category. 

Skills: 
• Interviewing a patient to determine any previous treatment 
• Determining the disease site (pulmonary, extrapulmonary) 
• Determining the type of patient  
• Selecting the correct treatment category 
• Asking a woman if she is pregnant, and if so, selecting an appropriate treatment 

regimen 

A10.    A clinician diagnoses TB in ill patients based on sputum examination results, clinical 
signs and X-ray. A clinician may request sputum examination independent of 
duration of cough. A clinician can diagnose smear-positive or smear-negative 
pulmonary TB or extrapulmonary TB. The clinician informs the patient about his or 
her disease but may refer the patient to another health-care provider for treatment. 
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• Determining whether there are other special circumstances that affect regimen or 
advice to the patient (e.g. oral contraception, breastfeeding, known coinfection 
with HIV) 

Knowledge: 
• Possible disease sites, their definitions and how each is diagnosed: pulmonary, 

extrapulmonary (i.e. extrapulmonary and smear-negative pulmonary are 
diagnosed by physician; smear-positive pulmonary is diagnosed by sputum 
examination results). 

• Possible types of patients and definitions: new, relapse, treatment after failure, 
treatment after default, transfer in, other. 

• Correct treatment categories for different disease sites and types of patient  
• Treatment regimen (country-specific) for each treatment category 
• Importance of asking every woman if she is pregnant. Treatment guidelines for 

pregnant women: Do not give streptomycin to a pregnant woman as it will 
damage hearing of the fetus. Treat pregnant women who have TB, but not with 
streptomycin. 

• Recommendations for treating breastfeeding women: Do not separate mother and 
infant; give infant preventive therapy (isoniazid, BCG). 

• Recommendations for TB patients who are taking oral contraceptives 
• Recommendations for TB patients who are co-infected with HIV (e.g. possibly 

defer antiretroviral treatment until after TB treatment to avoid drug interactions) 
 

B2. Determine where the patient will receive directly observed treatment. Discuss with the 
patient the specific treatment needed, and where, when and by whom the treatment 
can be observed (e.g. at the health facility by a health worker, or elsewhere by a 
community TB treatment supporter). Community TB treatment supporters should be 
selected, trained and supervised, as described in tasks D1–D5. 
Skills: 
• Deciding whether a patient should have directly observed treatment  
• Describing to a new patient the reasons and options for having treatment observed  
• Teaching a patient about his treatment (see tasks C1–C4) 
• Answering a new patient’s objections or questions and enlisting the patient’s 

cooperation  
• Helping a patient find a convenient community TB treatment supporter who is 

likely to be effective 

Knowledge: 
• The options for directly observed treatment (what sorts people could observe, in 

what sorts of locations) 
• Recommendations for directly observed treatment (always for initial phase; for 

continuation phase if rifampicin is included)  
• The reasons/benefits of directly observed treatment 
• Points to teach about the patient’s treatment  
• The order of preference (probable effectiveness) of different treatment supporters 
• Requirements if patient requires streptomycin (i.e. treatment supporter must be a 

health worker trained to give sterile injections). 
• Indications for hospitalization: patient is very ill or has no other way to be 

administered drug therapy. 
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B3. Prepare the patient’s TB Treatment Card. 

 Record general patient information, name and address of the community TB 
treatment supporter (if applicable), health facility, and the disease site, type of 
patient, results of diagnostic sputum examination and a contact person. 

 Weigh the patient and record weight. 

 Record treatment category, frequency of treatment, and treatment regimen and 
dosages for the initial and continuation phases of treatment. Use the patient’s 
weight to determine appropriate dosages. 

Skills: 
• Recording all the necessary initial information in the correct places on the TB 

Treatment Card, skipping none 
• Determining highest grading of 3 sputum examination results (+, ++, +++) to record  
• Using and reading a scale to weigh an adult 
• Determining the appropriate drugs, frequency and dosages for both phases of the 

patient’s regimen and recording them correctly 
• Reading the drug code for TB treatment regimens 

Knowledge: 
• Meanings of all the items and abbreviations on the TB Treatment Card 
• District TB Coordinator or supervisor later provides the District TB Number 
• What to record on patient’s TB Treatment Card and where to record it (e.g. record 

date of sputum examination, and under “Smear” record neg; or if patient qualifies 
as smear-positive, record highest grading) 

• Possible disease sites (pulmonary, extrapulmonary) and definitions 
• Possible types of patient (new, etc.) and definitions 
• Possible regimens for Category I, II, or III (specific regimen to be determined by 

the country) 
• What information is needed to complete each line or box (e.g. tick one box under 

“Type of patient”; in boxes under Selected Category, write digit above each drug 
abbreviation to indicate number of tablets daily and dosage of S in grams; under 
Continuation Phase, tick the selected category and write number of tablets per dose) 

• The appropriate dosages and frequency for each treatment regimen, given 
patient’s weight, or where to look up the dosages 

• How to record the dose of an FDC; definition of FDCs 
 

B4. Obtain or assemble a drug kit for the patient that contains all the drugs needed for the 
treatment regimen (both phases). Label the kit with the patient’s name. (See task H2.) 

Skills: 
• Identifying a drug kit for the appropriate treatment category and labelling it 
• Adjusting kits for a patient’s weight (see task H2) 
Knowledge: 
• How to select a correct kit for the category of patient (how the kits are labelled) 
• The need to use a kit that is suitable to hold and protect the drugs outside the 

health facility, if packaging for a community TB treatment supporter 
• Importance of having a kit for each patient; benefits for patient and health workers 
• Standard number of doses in TB treatment regimens 
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B5. Provide directly observed treatment for each patient on the correct schedule during the 

phase(s) in which this is required. (Health facility staff or community TB treatment 
supporter may directly observe treatment.) 

 Watch the patient swallow the correct number and type of tablets. 

 If required, administer streptomycin injections with a sterile needle and syringe, 
after the tablets are swallowed. 

 Record the treatment on the TB Treatment Card.  
Skills:  
• Getting out the correct drugs for the day from the patient’s drug kit 
• Watching the patient swallow the tablets  
• If required, administering streptomycin injections with a sterile needle and syringe 

after the tablets are swallowed (done only by trained health worker) 
• Recording the drugs administered on the TB Treatment Card. 
• Recording when the patient misses a scheduled dose 
• Deciding what to do when a patient has a planned absence (e.g. for travel) (See 

task E3) 
Knowledge: 
• The correct drugs to give each day 
• The importance of actually watching the patient swallow the tablets  
• Procedures for giving an injection with a sterile needle and syringe 
• Procedures for measuring the correct dose of streptomycin in the syringe 
• How and where to record drugs administered to the patient; notations and their 

meanings 
• How to handle a patient’s planned absence (e.g. for travel) – Health worker may 

provide up to one week of doses of oral drugs to the patient for self-administration 
(See task E3.) 

• How to record days on which appointments are not scheduled, missed 
appointments, doses given for a few days of self-administration, etc. 

 
B6. Determine if a patient has major or minor side-effects. If a patient has minor side-

effects (e.g. loss of appetite, orange/red urine), give appropriate advice and 
reassurance. If a patient experiences major side-effects (e.g. itching of skin, deafness, 
dizziness) or worsening of clinical condition, stop anti-TB drugs and refer patient to a 
clinician or hospital. Record symptoms and referral on patient’s TB Treatment Card. 

Skills: 
• Asking questions about how the patient is feeling to determine whether there are 

minor or major side-effects  
• Discriminating major drug side-effects from minor ones  
• Advising and reassuring a patient with minor side-effects 
• Assessing clinical condition and recognizing worsening of clinical condition 
• Recording symptoms and referral on patient’s TB Treatment Card 
• Referring a patient to physician or hospital (giving patient instructions, 

completing Tuberculosis Referral/Transfer Form, instructing patient to return to 
facility to continue TB treatment after physician or hospital has discharged him) 
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Knowledge: 
• Questions to ask/what to observe to determine whether there are side-effects 
• Signs of minor and major side-effects 
• What to ask and what to look for to assess patient’s clinical condition 
• Signs of worsening clinical condition 
• Major side-effects require referral 
• Advice to patients about minor side-effects 
• Where to record side-effects or other clinical symptoms and referral on TB 

Treatment Card 
 

B7. If a community TB treatment supporter is used, review the community TB treatment 
supporter’s copy of the TB Treatment Card, and provide the next month’s supply of 
drugs. For patients who are on self-administered treatment, see them every 2–4 weeks 
and provide the next supply of drugs. Record drugs supplied to the community TB 
treatment supporter or the patient on the patient’s TB Treatment Card. 

Skills: 
• Asking the community TB treatment supporter or patient about any problems in 

the last month/2–4 weeks 
• Reviewing the treatment supporter’s copy of the TB Treatment Card and copying 

the information on drugs administered onto the original TB Treatment Card 
• Recognizing any problems shown on the card (such as missed treatment during 

the previous month) 
• Reading the TB Treatment Card to determine the drugs needed for the next 

month/2–4 weeks 
• Recording (on the original TB Treatment Card) the number and type of drugs 

provided for the next month/2–4 weeks 
• Teaching or reviewing with the TB treatment supporter or patient the important 

points about treatment  

Knowledge: 
• Questions to ask the community TB treatment supporter or patient  
• What information to copy from the TB treatment supporter’s copy to the original 

TB Treatment Card 
• Problems to look for on the TB Treatment Card 
• When to change from the initial phase of treatment to the continuation phase of 

treatment (depends on standard regimen and whether the patient has had sputum 
conversion at 2 or 3 months – See task B10) 

• Instructions to give or review with the treatment supporter or patient when giving 
more drugs 

 
B8. Give preventive therapy, and immunization if needed, to household contacts of the TB 

patient: 

 Give preventive therapy (a course of isoniazid) to household contacts aged less 
than 5 years who have been determined not to have TB disease. In some countries, 
isoniazid preventive therapy may also be given to adult household contacts who 
are HIV-positive or to all adult household contacts who do not have TB disease. 

 After a course of isoniazid preventive therapy, give one dose of BCG vaccine to 
children aged less than 2 years who have not already had BCG immunization. 
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Skills: 
• Determining whether or not to give isoniazid preventive therapy and/or BCG to 

household contacts 
• Determining correct dosage and dispensing isoniazid 
• Instructing patient or mother on the schedule for taking isoniazid and returning for 

more tablets 
• Determining whether a child has already had BCG immunization 
• Administering BCG immunization 

Knowledge: 
• Definition of household contact 
• Purpose of BCG immunization; purpose of isoniazid preventive therapy 
• Criteria for giving preventive isoniazid therapy (in most countries: household 

contacts aged less than 5 years who do not have TB) 
• Reason that isoniazid (alone) must not be given to persons who have TB disease 
• National policy on isoniazid preventive therapy and/or BCG 
• Dosage and schedule for isoniazid administration (5 mg/kg daily for 6 months) 
• Need to finish isoniazid preventive therapy before giving BCG 
• Criteria for giving BCG immunization (children aged less than 2 years who have 

not already had BCG immunization) 
• How to determine whether or not a child has already had a BCG immunization 
• Dosage and schedule for BCG immunization (one dose, if not received before) 
• Procedure for giving sterile injections 

 
B9. Monitor progress of the TB patient’s treatment through follow-up sputum 

examinations. 

 Determine when the patient is due for a follow-up sputum examination. The 
schedule depends on the patient’s treatment category.  

 Collect two sputum samples for a follow-up examination. 

 Complete a Request for Sputum Examination; pack sputum samples and send to 
the microscopy unit for examination. 

 When results are received, record them on the patient’s TB Treatment Card.  

 Use results of follow-up sputum examinations to make decisions about treatment 
and to determine treatment outcome. (See tasks B10–B13) 

Skills: 
• Reading a patient’s TB Treatment Card to determine when the patient is due for 

follow-up sputum smear examination. 
• Collecting and sending sputum smears to the microscopy unit (same skills as for 

tasks A3–A4) 
• Reading Results section on bottom of Request for Sputum Examination form to 

determine whether the patient qualifies as smear-negative or smear-positive; if 
smear-positive, determining the highest grading 

• Recording results on TB Treatment Card 
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Knowledge: 
• Recommended schedule for sputum smear examinations: 

− For new smear-positive patient: at 2 months, (again at 3 months if took an 
extra month of initial-phase treatment), 5 months and 6 months. 

− For a smear-positive re-treatment patient: at 3 months, (again at 4 months if 
took an extra month of initial phase drugs), 5 months and 8 months. 

• How many sputum smears are needed for a follow-up examination (two) 
• Procedure for collecting two samples over 2 days 
• Same knowledge as for tasks A3–A4 above  
• How many positive smear results qualifies as smear-positive on a follow-up 

examination (one) 
• What to record on patient’s TB Treatment Card and where to record it (record 

date, and under “Smear” record neg, or if qualifies as smear positive, record 
highest grading)  

 
B10. Use results of sputum examination at 2 months for Category I cases (or at 3 months 

for Category II cases) to determine whether a patient is ready for the continuation 
phase of treatment or needs an additional month of initial-phase drugs.  

 If results are negative, start the patient on the continuation phase of treatment after 
he or she has taken all doses of the initial-phase drugs.  

 If results are still positive, give an additional month of initial-phase drugs; then 
begin the patient on the continuation phase of treatment. 

Skills: 
• Deciding from follow-up sputum smear results whether patient is ready for 

continuation-phase treatment, or should continue initial-phase treatment for 
another month. 

• Explaining to patient about the continuation phase of treatment, and how it differs 
from the initial phase of treatment, how long this treatment phase will last, etc. 

• Explaining to patient about taking one more month of initial-phase drugs 
• Adding the extra month of drugs to the patient’s drug kit and administering the 

drugs for another month 

Knowledge: 
• What positive results mean (i.e. that patient has not had sputum conversion yet) 
• Possible reasons that a patient has not had sputum conversion yet 
• Appropriate action if there has not been sputum conversion (i.e. a new pulmonary 

smear-positive case is still smear-positive at the end of 2 months, or a smear-
positive re-treatment case is still smear-positive at the end of 3 months): Patient 
should continue initial-phase drugs for another month and then have another 
sputum examination 

• What negative results mean (i.e. that there has been sputum conversion, and that 
the patient should begin the continuation phase of treatment) 

• Simple explanation to patient about taking one more month of initial-phase drugs 
(e.g. sputum examination shows that you are still infectious, so we will give you 
one more month of these drugs) 

• What to record on TB Treatment Card about additional month of the initial-phase 
drugs 
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• When patient should begin the continuation phase of treatment (i.e. after the 
patient has taken an additional month of initial-phase drugs, regardless of sputum 
smear results) 

• What to explain to patient about sputum conversion and beginning the 
continuation phase of treatment (e.g. what will change, how long the continuation 
phase will last) 

 
B11. For Category III patients (smear-negative pulmonary TB), if sputum examination 

results are negative at 2 months, begin the continuation phase of treatment. In the rare 
event that results are positive, repeat the sputum examination to exclude laboratory 
error. If still positive, record the patient’s outcome as “Treatment failure”; re-register 
the patient as “Other”; and begin Category II treatment.  

Skills: 
• Changing to Category II treatment and re-registering the patient  

− Preparing a new TB Treatment Card, stapling old card to it 
− Collecting new drugs for Category II and returning unused drugs from the 

patient’s treatment box 
− Explaining new treatment regimen to the patient  

Knowledge: 
• Meaning of positive results in a previously smear-negative patient: Either the 

results of the initial or follow-up sputum smear examination were false, or the 
patient has become smear-positive. In either case, the drugs are not working and 
Category II drugs are needed. 

• How to register this type of patient: (i.e. re-register as “Other”) 
• How the District TB Coordinator will register the patient (i.e. as a new entry with 

a new District TB Number in the District TB Register) 
• The type of treatment for an “Other” patient: Category II treatment; drugs in 

Category II treatment; dose of each drug; where to find this information 
• What to record on new TB Treatment Card; need to staple the old card to new one 

 
B12. For Category I and II patients (initially smear-positive), use results of sputum 

examination at 5 months to determine whether treatment has been effective or the 
patient is a treatment failure. 

 If sputum is still positive at the end of 5 months of treatment or later, record the 
outcome as “Treatment failure.” Open a new TB Treatment Card, marking the 
type of patient as “treatment after failure,” and start the patient on Category II 
treatment. 

 If sputum is negative after 5 months of treatment, complete treatment with 
remaining doses of continuation-phase drugs. 

Skills: 
• Identifying a treatment failure 
• Changing the patient to Category II treatment 

− Preparing a new TB Treatment Card with new category of treatment 
− Collecting new drugs for Category II and returning unused Category I drugs 

from the patient’s drug kit to the supply room 
− Explaining to the patient about the treatment failure and the new treatment 

regimen 
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Knowledge: 
• Definition of treatment failure 
• Frequency of treatment failure: in only approximately 1–3% of cases in countries 

with low drug resistance 
• Treatment recommended for a treatment failure: Category II treatment; drugs in 

Category II treatment; dose of each drug; where to find this information 
• What to record on new TB Treatment Card; need to staple old card to new card 
 

B13. At the end of treatment, determine the patient’s treatment outcome (cure, treatment 
completed, treatment failure, died, default or transfer out). Record the treatment 
outcome on the patient’s TB Treatment Card.  

Skills: 
• Recognizing when a treatment regimen is completed 
• Determining treatment outcome and date of outcome 
• Recording outcome on TB Treatment Card  
Knowledge: 
• Requirements for completing treatment 
• Procedure when doses are missed (i.e. the duration of the treatment extends until 

all doses are taken) 
• Definitions and criteria for each treatment outcome (e.g. for “cure” the patient 

must be smear-negative in the last month of treatment and on at least one previous 
occasion) 

• Only initially smear-positive patients can have “cure” outcome; smear-negative 
patients can have “treatment completed”  

• Need to wait for 2 months of missed treatment to record a patient’s outcome as 
“default” 

• How to determine date of treatment outcome 
• Need to contact other health facilities in the district to determine treatment 

outcomes for patients who transferred to those facilities 
• Where to record outcome on TB Treatment Card  
• The importance of making information on the patient’s outcome available to be 

recorded in the District TB Register 
 
 

C.  Inform patients about TB 
 
Communication Skills (for C1–C5): 
• Asking questions and listening to the patient’s answers 
• Understanding the patient’s medical history 
• Understanding the patient’s knowledge 
• Motivating the patient; praising the patient for what he or she is doing well 
• Demonstrating caring 
• Encouraging patients to raise questions about issues they do not understand 
• Asking checking questions to be sure that patient remembers key points 
• Explaining information clearly, in a supportive way, speaking at a reasonable 

pace, making eye contact, using a respectful tone.  
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C1. Inform the patient and family about TB and directly observed treatment (first 
meeting). Inform patient about: 

 What is TB 

 How TB can be cured 

 How TB spreads 

 How to prevent TB from spreading 

 Who else (among household contacts) should be examined for TB 

 Necessity of directly observed treatment 

 Details of treatment regimen (duration, frequency, where to go) 

 What to expect; what to do next 

Skills: 
• Communication skills, as listed above 

Knowledge: 
• Key points to make about the disease TB (e.g. caused by a germ, often settles in 

the lungs, spread by coughing or sneezing, can be cured) 
• Outline of points for teaching a patient about TB treatment: 

– The type and colour of the prescribed drugs 
– The length of treatment and frequency of visits for taking treatment 
– When and where the patient will begin treatment 
– What to expect (e.g. orange/red urine if rifampicin is taken) and not to be 

concerned  
– The importance of taking all the prescribed drugs; not to interrupt taking the 

drugs under any circumstance 
– Drugs for the entire period of therapy are kept in a kit labelled with the 

patient’s name; there is therefore no danger that the health facility will run out 
of drugs for the patient (if health facility uses this system).  

– The need to inform the treatment supporter if he or she will leave the area so 
that uninterrupted treatment can be arranged  

• The key points to be sure a patient can recall (e.g. type, colour, number of tablets 
to take at each visit) 

• Clear description of directly observed treatment in terms understood by patients 
• Reasons that directly observed treatment is important for the patient and others 
• The importance of the family supporting the treatment 
• Ways to prevent TB from spreading (e.g. take regular treatment; cover nose and 

mouth when coughing; ventilation in home) 
• Which household contacts should be examined or tested for TB (all children aged 

less than 5 years; other household members if they have cough) 
• Which messages to teach at first, what to later review and reinforce at other 

contacts with patient and family 
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C2. Try to find out the perceptions of the patient about his or her disease; correct any 

wrong perceptions or beliefs about TB, discuss main worries or doubts and answer 
questions. 

Skills: 
•••• Asking questions to draw out the perceptions and beliefs of the patient about TB 

and any main worries or doubts 
•••• Providing information and support to change any wrong perceptions or beliefs 

about TB 
•••• Easing a patient’s main worries or doubts and answering main questions 

Knowledge: 
•••• Local terms for TB and its symptoms 
•••• Techniques to change perceptions or beliefs 
•••• Correct information about TB and its treatment 
•••• Common misperceptions and incorrect beliefs about TB 
 

C3. Continue to provide information throughout treatment, as needed, including 
information on: 

 
 Treatment regimen (type, colour, amount, and frequency of recommended drugs) 

 Side-effects of the drugs (if reported/observed) and what to do if experienced  

 Importance of continuing treatment 

 What happens if the patient takes only some of the drugs or stops treatment  

 Frequency and importance of required sputum examinations, when they will be 
done, and meaning of results 

Skills: 
• Communication skills, as listed above  

Knowledge: 
• When a change occurs in the treatment regimen, need to teach the new details of 

the regimen (e.g. colour/type of drugs, amount to take, frequency and duration) 
• Questions to ask and observations needed to determine if the patient has side-

effects 
• Major and minor side-effects and how to manage them 
• Dangers of taking only some off the drugs or stopping treatment 
• What to do and explain to a patient who is planning to move from the area (See 

task E2) 
• What to do and explain to a patient who is planning to travel for a short time (See 

task E3)  
• Schedule for follow-up sputum examinations  
• Meaning of results of follow-up sputum examinations (See tasks B10–B13) 
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C4. Inform all TB patients, family and contacts about HIV and TB. 

Skills: 
• Communication skills, as above 

Knowledge: 

• The specific points to teach about HIV 
− An HIV-infected person is much more likely to develop TB. 
− TB can be cured in HIV-infected persons, but the chance of relapse is higher. 
− Benefits to knowing HIV status: to help prevent, diagnose and treat 

complications; to enable planning for care of patient’s family and children 
• Options available locally for HIV testing 
• That all sexually active people should use condoms, no matter what their HIV 

status, to prevent HIV transmission 
 

C5. If a TB patient is pregnant, refer her for voluntary HIV testing and counselling. 

Skills: 
• Communication skills, as above 

Knowledge: 
• The need to ask all women of childbearing age with TB about pregnancy status 
• The particular reasons for a pregnant woman to be tested for HIV; the additional 

benefit of knowing her HIV status, i.e. it may be possible to provide drug therapy 
to prevent transmission of HIV to infant  

• That all children born to an HIV-positive mother will test positive for 7 months 
because of antibodies that the infant receives from the mother  

• Chances that children born to HIV-positive mother will be infected with HIV and 
continue HIV-positive are 1 in 3 

• Options available locally for HIV testing and counselling 
 
 
D.  Identify and supervise community TB treatment supporters 
 
D1. Identify a suitable community TB treatment supporter who can observe a patient’s TB 

treatment at a place and time daily that is convenient for the patient.  

Skills: 
• Eliciting the patient’s ideas about possible community TB treatment supporters 

who would be convenient 
• Negotiating with the patient to select a convenient community TB treatment 

supporter who is likely to be effective 

Knowledge: 

• Characteristics of an effective community TB treatment supporter 
• Questions to ask the patient in order to identify possible community TB treatment 

supporters who would be convenient 
• Possible sources of and types of treatment supporters; order of preference in terms 

of supervision by the health services: (i) trained community health worker; 
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(ii) health facility staff in the community, such as in his or her own village after 
work; (iii) community or workplace volunteer 

• If a patient’s regimen will include streptomycin injections, then only a health 
worker who is trained to give sterile injections can be the patient’s treatment 
supporter  

• Family members are not recommended to be treatment supporters (except in 
selected cases where they are already providing treatment and support, such as for 
a bedridden person or a very young child) 

 
D2. Make a copy of the TB Treatment Card for the community TB treatment supporter. 

The original card (prepared previously as in task B3) is kept at the health facility. 

Knowledge: 
• Requirement that a copy be kept by the community TB treatment supporter and 

marked when treatment is observed 
• Requirement that the original be kept at the health facility 
• What to copy onto the card for the community TB treatment supporter 

 
D3. Train the community TB treatment supporter to perform the essential tasks of directly 

observed treatment; provide important information about TB and its treatment. 
(Should be possible in 1 hour) 

Skills: 
• Assessing what a community TB treatment supporter already knows and what he 

or she needs to be trained to do 
• Training the supporter how to do the essential tasks for providing directly 

observed treatment to patient (training by using information, examples and 
practice on what to do, write and say)  

• Using checking questions to assess whether the supporter is prepared to do the 
tasks and if not, giving additional training 

Knowledge: 
• The steps of a training session for a new community TB treatment supporter 
• Essential tasks to teach a community TB treatment supporter and how to do them 

(e.g. how to give the patient the correct anti-TB drugs according to the schedule, 
watch the patient swallow the drugs, record on the TB Treatment Card).  

• Important information to teach a community TB treatment supporter, such as 
information about TB and how it is spread, need to take all doses of the drugs, 
possible side-effects and how to manage, etc.  

• Acceptable ways to modify drug administration on the weekend (or during a short 
trip) 

• Recommended response if patient does not come for treatment (i.e. visit patient’s 
home the next day; if unsuccessful finding the patient or convincing the patient to 
return to treatment, immediately request help from the health facility)  

• Procedure if a patient misses a dose, i.e. continue taking drugs at the 
recommended frequency (do not double up), but extend the duration of treatment 
until all of the drugs are taken 

• Ways to motivate the patient to continue treatment (e.g. give praise for taking 
each treatment and support for continuing treatment) 
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D4. Supervise and supply the community TB treatment supporter with drugs. (The health 
worker may visit the community TB treatment supporter, or the supporter may come 
to the health facility to collect drugs and meet with the health worker.) 

 Check the community TB treatment supporter’s copy of the TB Treatment Card to 
see whether the patient is taking all the appropriate drugs on schedule and the 
supporter is marking the card correctly. 

 Copy onto the original TB Treatment Card the entries that specify the drugs taken 
and the dates. 

 Ask about any problems with the TB patient, including drug side-effects, missed 
days or other problems, such as reluctance to take drugs.  

 If the patient is soon due for follow-up sputum examination, give the community 
TB treatment supporter the necessary instructions and a sputum container. 

 Give the community TB treatment supporter a supply of drugs for the next month. 

 Thank and give support to the treatment supporter for his or her work. 

(Note:  The patient will visit a physician or trained high-level health worker for a 
clinical evaluation to monitor progress.) 

Skills: 
• Determining the number of tablets of each type to give to the community TB 

treatment supporter for the patient for 1 month 
• Reading the TB Treatment Card and assessing entries about drugs taken 
• Asking questions and listening to identify problems 
• Advising the community TB treatment supporter on how to solve the problems 

Knowledge: 
• What a correctly marked TB Treatment Card looks like when drugs are taken on 

schedule 
• Common errors in administering treatment or in recording treatment on the card 
• The appropriate quantity of each drug for a patient for a month 
• How to record on the original TB Treatment Card the drugs given to the 

community TB treatment supporter  
• Schedule for follow-up sputum examinations  
• When to change from the initial phase to the continuation phase of treatment 
• Implications for the community TB treatment supporter if the continuation phase 

will be self-administered or directly observed 
• Need to thank and give support to the community TB treatment supporter 
 

D5. If a community TB treatment supporter does not come at the scheduled time to collect 
drugs, arrange for a home visit to the treatment supporter and to the patient if 
necessary, to find out the problem and to ensure that the patient gets treatment. 

Skills: 
• Finding the community TB treatment supporter, determining the problem, and 

deciding if the treatment supporter will be able to continue to serve in that role. 
• If a new treatment supporter is needed, identifying a new one as in task D1 and 

training him or her as in task D3 
• Making a home visit as in task E4 
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Knowledge: 
• What to do if community TB treatment supporter will no longer be able to serve 

that role (quickly find and train another treatment supporter)  
• If a new treatment supporter is needed, same knowledge as for tasks D1 and D3 
• Same knowledge as for task E4 

 
 
E.  Ensure continuation of TB treatment  
 
E1. Coordinate medical referrals (e.g. referrals for diagnosis or special care). 

Skills: 
• Explaining reason for referral to the patient and family 
• Communicating with clinician or hospital to ensure that the patient is taken care of  
• Explaining the need to continue TB treatment after discharge from the clinician or 

hospital 
• Completing the Tuberculosis Referral/Transfer Form 

Knowledge: 
• Reasons to refer a patient to a clinician for diagnosis  
• Reasons to refer a patient for special care (e.g. severe side-effects) 
• How to complete the Tuberculosis Referral/Transfer Form, number of copies 

needed (three), and who should receive them 
• What to do if patient does not return to the health facility as expected to complete 

TB treatment (i.e. contact clinician or hospital to determine status of the patient or 
treatment outcome) 

 
E2. Coordinate transfers when a TB patient is moving. If a patient will move out of the 

area, prepare a Tuberculosis Referral/Transfer Form and send it to the facility in the 
district where the patient will continue treatment. Discuss the transfer with the patient, 
the location of the facility that is expecting him or her and the need to not miss any 
treatment; provide drugs for the interval if needed.  

Skills: 
• Communicating to the patient the importance of continuing treatment during and 

after the move 
• Identifying a suitable health facility for the patient in the new area, and 

communicating with the patient and the new facility about the transfer 
• Completing the Tuberculosis Referral/Transfer Form 
• Following up to determine whether the patient completes the transfer and to later 

determine the treatment outcome 

Knowledge: 
• How to complete the Tuberculosis Referral/Transfer Form, number of copies 

needed (three), and who should receive them 
• What to send with the patient (copy of the TB Treatment Card, copy of the 

Tuberculosis Referral/Transfer Form, enough doses for the days of travel) 
• Need to send the patient’s drug kit directly to the new health facility (not with the 

patient) 
• What to do if transfer of the patient is not confirmed (help to find the patient) 
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• Need for the originating facility to find out the patient’s ultimate treatment 
outcome 

• Definitions of treatment outcomes  
• When to use the outcome “transfer out” (only when a transferred patient’s 

treatment outcome cannot be determined) 
 

E3. If a patient will travel out of the area, or will for some reason be unable to have his 
treatment directly observed for one or more days, provide instructions and drugs for a 
limited period of self-administration. Record on the patient’s TB Treatment Card. 
Skills: 
• Preparing a packet of drugs for each day that the patient will be absent 
• Giving careful instructions on when and how to take the drugs 
• Asking checking questions to make sure that the patient understands when and 

how to take the drugs 
• Marking the TB Treatment Card to show the days on which the patient will self-

administer drugs 

Knowledge: 
• Need to remind patients regularly to inform health workers of travel plans so that 

arrangements can be made 
• Allowed period for self-administration (up to 2 weeks) 
• Instructions to tell the patient 
• How to mark the TB Treatment Card for a period of self-administration 

 
E4. Conduct home visits for patients who miss a dose. If a patient misses a scheduled dose 

for more than 24 hours, find the patient by making a home visit within 24–48 hours. 
Talk to the patient and family and determine the problem that caused the interruption. 
Try to solve the problem (may include a change of community TB treatment 
supporter). Administer the treatment, and inform the patient about the importance of 
not interrupting treatment. Record the events on the patient’s TB Treatment Card.  

Skills: 
• Finding a patient who misses treatment 
• Asking questions and listening to identify whatever problem caused the patient to 

miss treatment 
• As necessary and feasible, helping to overcome the problem 
• Informing the patient and family about the importance of not missing treatment 
• Convincing a patient to resume treatment  
• Motivating the patient to take treatment regularly and for the necessary duration 
• Recording the interruption and action taken on the patient’s TB Treatment Card 

Knowledge: 
• That a 24-hours non-scheduled gap in treatment requires contacting the patient 
• Procedure for contacting patients (e.g. home visit required; take the patient’s 

drugs; if patient not at home, get information from family on whereabouts) 
• Steps to identify the cause of the missed treatment (e.g. what questions to ask, 

what to look for) 
• Possible causes of missed treatment and possible actions  
• Solution may include a change of community TB treatment supporter 
• Reasons not to interrupt treatment 
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• Good motivational statements 
• What to record on the TB Treatment Card about an interruption and action taken 
• Procedure if a patient misses a dose (i.e. continue taking drugs at the 

recommended frequency (do not double up), but extend the duration of treatment 
until all of the drugs are taken) 

• The need for health facility staff to make arrangements so that it is possible to 
leave the health facility to do a home visit (e.g. agree on a schedule that has one 
staff member attending the health facility while another does home visit) 

  
E5. If patient who self-administers treatment does not collect his or her resupply of drugs 

on the scheduled date, conduct a home visit within a week to deliver the drugs and 
determine the problem. 

 
Same skills and knowledge as for task E4 

 
E6. Trace patients who interrupt treatment. 

Skills: 
• Finding a missing patient by talking with the listed contact person, family, 

neighbours, co-workers, etc. 
• Determining actions to take to resume treatment if patient is found  

Knowledge: 
• How long to continue looking for the patient (2 months) 
• Definition of “default” (interruption of 2 months or more) 
• What to do to resume treatment if patient is found within a month, between 1 and 

2 months, or after 2 months 
 
 
F.  Maintain records related to TB treatment 
 

Note:  Most of these tasks have been listed previously, for example, in section B, 
where they are listed in the sequence with the treatment tasks done for one patient.  
This section groups the major recording tasks together. 
 

F1. Maintain a Register of TB Suspects by recording each TB suspect (full name, 
address), date of sending sputum samples to the laboratory for diagnosis, date results 
received, results, date TB Treatment Card is opened, and observations (Tasks A2 and 
A5) Periodically (e.g. weekly) check that results from sputum examinations are 
received and recorded; if not, take action to find results. 

Skills: 
• Recording each TB suspect and the date that his or her sputum samples were sent 

to laboratory for diagnosis 
• Reading Results section on bottom of Request for Sputum Examination form to 

determine whether the suspect qualifies as smear-negative or smear-positive 
• Recording results of sputum smear examinations in the Register of TB Suspects  
• Checking that results are received on all samples sent for examination 
• Checking that all TB suspects with positive results were notified and treatment 

was begun 
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Knowledge: 
• Abbreviations used in the Register of TB Suspects  
• What information to record in specific columns about a TB suspect and sputum 

samples sent for examination 
• Reason for needing contact information on the TB suspect: to enable tracing 

smear-positive cases who do not come back after smear examination. 
• Notations used by microscopy unit to record results 
• What qualifies as smear-positive (On an initial sputum test of 3 samples, 2 

positive smear results count as positive, or 1 positive result plus radiographic 
abnormalities consistent with TB.)  

• Meaning of positive results (i.e. patient has smear-positive pulmonary TB) 
• Information to record in specific columns of the Register of TB Suspects about 

results of sputum samples  
• How to follow-up to find lost sputum smear examination results 
• Acceptable time interval between sending samples to the microscopy unit and 

receiving results back at the health facility 
• How to check whether results were received and treatment begun for all 

individuals with positive results 
 
F2. Complete and maintain a TB Treatment Card for each patient. 

 Initially, record general patient information, name and address of the community 
TB treatment supporter (if applicable), health facility, disease site, type of patient, 
results of diagnostic sputum examination, weight, prescribed regimen and dosages 
for the initial and continuation phases of treatment, and contact person. (Task B3) 

 During treatment, record drug administration and/or drug collection and follow-up 
sputum smear results. (Tasks B5, B7, B9) 

 Record treatment outcome on the TB Treatment Card. (Task B13) 
Skills: 
• All skills listed for tasks B3, B5, B7, B9, B13  
• Recording drug administration and/or drug collection 
• Reading and recording follow-up sputum smear results 
• Recognizing when a treatment regimen is completed 
• Determining treatment outcome and date of outcome 
• Recording treatment outcome on TB Treatment Card  
Knowledge: 
• All those listed for tasks B3, B7, B9, B13 
• How and where to record drug administration and/or drug collection 
• What to record and where to write follow-up sputum smear results 
• Requirements for completing treatment 
• How to classify outcome (requirements for different outcomes) 
• Where to record outcome on TB Treatment Card  

 
F3. Keep TB Treatment Cards organized in a file box, and make TB Treatment Cards 

available for the District TB Coordinator when he or she visits the health unit. 

Knowledge: 
• How to file TB Treatment Cards (keep together in a box) 
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• The District TB Coordinator will need to see the TB Treatment Cards during 
regular monthly visits 

 
F4. Complete a Tuberculosis Referral/Transfer Form when referring or transferring a 

patient with TB to another health-care provider. Keep one copy of this form; send one 
copy with the patient; and provide one copy to the District TB Coordinator. (Tasks E1 
and E2) 
Skills: 
• Recognizing when a Tuberculosis Referral/Transfer Form is needed 
• Completing a Tuberculosis Referral/Transfer Form 

Knowledge: 
• The purpose of the Tuberculosis Referral/Transfer Form and why it is important 
• The form must be completed in triplicate 
• Entries needed on the Tuberculosis Referral/Transfer Form (what to write where) 
• Where to send the form and what to expect. (The new facility will return the lower 

part of the form as confirmation once patient has been registered there.) 

 
 
 
 
 
 
 
 
 
 
 
 
 

 
 
 
Skills for clinician: 
• Assessing, classifying and treating acute illness 
• Reviewing patient’s TB Treatment Card and asking the patient questions to 

determine drugs taken, symptoms, side-effects 
• Recognizing side-effects; discriminating significant side-effects from minor ones 
• Reassuring patient who is experiencing minor side-effects 
• Taking appropriate action to manage serious side-effects 
• Assessing whether patient is improving 
• Looking for signs and asking questions to identify possible coinfection with HIV 

G.  Periodic follow-up visits to a clinician 
 A clinician or other trained higher-level worker in a health facility or hospital should 

conduct a periodic clinical evaluation of TB patients to monitor progress. This visit of 
the TB patient to the clinician should be made when results are available from a recent 
follow-up sputum examination so that the results can be discussed with the patient. 

G1. Assess the patient’s general condition. If the patient has difficulty breathing or is 
acutely ill, first assess and classify. Refer if necessary (serious conditions). Treat the 
acute illness, if mild.  

 Weigh the patient.  

 Review drugs taken and ask about symptoms and side-effects. If patient has a side- 
effect, manage it appropriately.  

 Reiterate important messages about TB and its treatment and answer any questions 
that the patient may have.  

 If weight loss, other signs of disease or poor clinical progress, consider other possible 
causes (such as HIV) and give appropriate treatment or refer if needed. 
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• In TB/HIV patients, looking for signs and asking questions to identify 
opportunistic infections 

• Communication skills, as listed in task C 
• Encouraging the patient to ask questions  
• Recognizing weight loss, other signs of disease, poor clinical progress 
• Determining appropriate management for patient who is not improving and has 

other problems 

Knowledge for clinician: 
• The steps of a periodic clinical evaluation to monitor progress  
• Questions to ask the patient and signs to look for to assess patient’s current health 
• Importance of addressing any acute problem before discussing TB follow-up 
• Steps to assess, classify and treat acute illness 
• Information to obtain in medical history in order to assess HIV risk factors 
• Common opportunistic infections in HIV-positive patients and how to treat them, 

or where to refer these patients 
• Possible impact of HIV infection on TB treatment: delayed smear conversion, 

increased mortality, drug side-effects 
• Questions to ask patient to identify any side-effects 
• Appropriate responses to side-effects: information and reassurances to give patient 

experiencing minor side-effects; action for physician to take in response to serious 
side-effects; possible HIV-related drug side-effects 

• Importance of clinical signs of progress (i.e. weight gain and feeling better) to 
determine treatment progress in a smear-negative patient 

• Important messages to reinforce about TB and its treatment 
• Most frequent associated diseases and other problems of patients with TB in the 

area and how to manage them 

 
 
 
 
 

Skills for clinician: 
• Praising and motivating the patient to continue treatment  
• Supporting the patient 
• Eliciting genuine responses from the patient about problems continuing treatment 
• Responding to problems, helping the patient overcome the problems  

Knowledge for clinician: 
• Effective statements to motivate patients to continue treatment 
• The importance of supporting the patient 
• Problems at the health facility that can decrease the motivation of TB patients, 

such as a negative attitude of health workers towards patients, or blaming the 
patient for lack of adherence to treatment 

• Good supportive statements 
• Common problems with continuing treatment and possible solutions (e.g. 

changing community TB treatment supporter) 
 

G2. Motivate the patient to take the TB treatment regularly. Praise the patient for 
successfully taking the treatment so far, and give the patient support for continuing 
the treatment. Do not blame the patient when there is a problem with adherence. If 
there are any problems with continuing the treatment, work with the patient to 
overcome the problems.  
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H.  Manage anti-TB drugs and other supplies at the health facility 
 
Note: Oral drugs may be received at the health facility packaged as loose tablets, in 
strips of the same drug, in blister packs of a daily dose of all drugs for a regimen, in 
kits assembled with a full treatment regimen for one patient, or in some combination 
of these. 
 

H1. When drugs are received from the district level, check that the correct (unexpired) 
drugs were received in the correct quantities. If not, request the missing drugs and 
return extra or expired drugs that were sent in error. 

Skills: 
• Receiving and sorting through drug shipment, comparing drugs received with 

those ordered/needed 
• Noting discrepancies (e.g. incorrect drug, missing drug, incorrect strength of drug, 

wrong drug, insufficient quantity of a drug, expired drug) 
• Requesting missing drugs, returning extra drugs, returning or destroying expired 

drugs 

Knowledge: 
• Steps to check a drug shipment (e.g. check expiry dates, check drugs received 

against those expected/needed, check strength of drug, count quantities received 
and compare with amount needed) 

• Procedures for requesting drugs, returning extra drugs, returning or destroying 
expired drugs 

 
H2. Ensure that an adequate supply of anti-TB drugs is in stock for all patients in treatment 

and for the expected number of new patients to begin treatment during the quarter.  

 If the health facility receives various anti-TB drugs separately, assemble drug kits 
for new patients. This involves collecting a sufficient quantity of every drug 
needed for the expected number of new cases in each category and assembling 
kits correctly. 

 If drug kits are assembled at a higher level and sent to the health facility, obtain an 
adequate number of kits for each treatment category. 

 If a patient defaults or dies during treatment, return the leftover drugs from the 
patient’s kit to the storeroom to use when extra tablets are needed for special cases. 

Skills for assembling kits: 
• Reading the drug code for each TB treatment regimen (drugs, their abbreviations, 

duration of phases, timing and frequency of doses) 
• Reading a table or other description of drug requirements to treat a patient; 

understanding notations, abbreviations used in describing drug regimens 
• Gathering together the drugs required from the available stock 
• Counting the correct drugs in the correct quantities needed by a patient for a given 

regimen and duration 
• Adjust quantities for different patients with weights who are not in the average 

weight band 
• Checking expiry dates and using older stock first 
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• (If tablets are not in daily blister packs), putting loose tablets and tablets packaged 
in strips into small envelopes/packages for each day 

• Inserting the drugs in the drug kit and labelling the kit 

Knowledge for assembling kits: 
• For each category of treatment (initial and continuation phases), the drugs in the 

regimen, duration of each phase, and dosage of each drug 
• Standard number of doses per month to put into a kit for a daily regimen (28 

doses) and for a 3-times-per-week regimen (12 doses) 
• Advantages of FDCs and how their use simplifies assembly of kits 
• Possible packaging of drugs (e.g. loose, strips, blister packs) and how their use 

affects assembly of kits  
• What all the drugs look like; what an assembled box looks like 
• For Category II patients, need to include in the kits vials of streptomycin (56 

doses) and 5 ml sterile water for each dose 
• Importance of making a drug kit for each patient; benefits for patient and health 

workers 

Skills for obtaining pre-assembled drug kits: 
• Checking that all registered patients have a drug kit with all their drugs 
• Estimating the number of new patients to begin treatment next quarter in each 

category and the number of drug kits needed for each category 

Knowledge for obtaining pre-assembled drug kits: 
• Procedure to estimate number of new patients to begin treatment next quarter in 

each category and number of drug kits needed for each category, including reserve 
stock 

• Minimum stock is one kit for each treatment category  

Skills for returning unused drugs from a kit: 
• Determining when a patient defaults or dies 

Knowledge for returning unused drugs from a kit: 
• Definition of default (2 months without drug treatment) 
• The need to return leftover drugs to the District TB Coordinator 
• Procedure for returning drugs (forms and notes required, etc.) 
 

H3. Before packaging drugs in kits, and before giving drugs to patient or treatment 
supporter, check the expiry dates. Do not use expired drugs. 

Skills: 
• Reading expiry dates from drug containers 

Knowledge: 
• “First expired, first out” (FEFO) principle for using drugs 
• Expired drugs should not be used 
• What to do with expired drugs 
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H4. Ensure that there is an adequate supply of needles, syringes, sterile water for 

injections, sterilizers in good working condition, and sputum containers (and slides 
and other supplies for making smears if there is a microscopy unit in the health 
facility). 

Skills: 
• Estimating quantity of sputum containers needed for a quarter 
• Estimating required quantities of needles, syringes and vials of sterile water for 

streptomycin injections  
• Ordering/requesting more supplies if current stock will not meet needs 

Knowledge: 
• Items that must be kept in stock; criteria for adequate quality of each 
• How often to check quantities in stock 
• Amount to allow for reserve stocks 
 

H5. Ensure that there is an adequate supply of TB Treatment Cards, Request for Sputum 
Examination forms, Tuberculosis Referral/Transfer Forms, and Register of TB 
Suspects pages. 

Knowledge: 
• Quantities of each form usually needed each year or formula for calculating 

number needed for each year 
• How often to order forms 
 

H6. Use good drug storage procedures to manage anti-TB drugs. Use old stock of drugs 
before new stock. Protect drug supplies from theft and unauthorized access and from 
adverse environmental conditions (heat, light, moisture/rain, dust and pests). Maintain a 
stock card for each item. (Note: Task H6 may be done by a staff member responsible 
for the drug storeroom rather than by the health worker who cares for TB patients.)  

Skills: 
• Reading expiry dates 
• Implementing good drug storage procedures for anti-TB drugs and supplies (see 

knowledge below) 
• Recognizing and correcting storage problems (e.g. drug cabinet in direct sunlight, 

drug kits stored on floor) 
• Making a stock card for each anti-TB drug or supply (e.g. syringes)  
• Keeping the stock card up-to-date  

Knowledge: 
• Procedures for keeping drug supplies safe (use a secured room or cabinet for TB 

drugs; keep it locked when not in use) 
• Procedures for keeping storage area or cabinet in good condition 
• Procedures for organizing drugs and supplies, FEFO principle 
• Procedures for keeping a stock card up-to-date 
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I.  Monitor TB case detection and treatment at the health facility  
(self-monitoring by the health facility) 

 
I1. Collect and compile data to monitor TB case detection, including:  

 Number of outpatients aged 15 years and over attending the health facility  

 Number of TB suspects identified (adults aged 15 years and over with cough for 2 
weeks or more) 

 Number of TB suspects whose sputum was tested 

 Number of sputum smear-positive TB cases detected  

Skills: 
• Keeping general outpatient register up-to-date and using it to determine total 

number of adult outpatients attending at the facility 
• Recording in the Register of TB Suspects all adults with cough lasting 2 weeks or 

more, sputum samples sent for testing, and sputum results 
• Compiling from the Register of TB Suspects the number of TB suspects identified, 

the number of TB suspects whose sputum was tested, and the number of sputum 
smear-positive TB cases detected; recording these numbers on a worksheet 

Knowledge: 
• Purpose of collecting and compiling data to monitor TB case detection (for self-

monitoring by the facility) 
• Data recorded on general outpatient register 
• Data recorded on Register of TB Suspects  
• Definition of TB suspect 
• Definition of sputum-smear positive 
• Data needed to measure indicators related to case detection 
• Where these data are found in the registers 
• How to compile or tally the data needed 
• The quarter for which data are needed to measure indicators related to case 

detection (i.e. the quarter that just ended) 
• How often to tally these data 

 
I2. Collect and compile data to monitor TB treatment, including: 

 Number of new sputum smear-positive cases put on treatment 

 Number of these cases that converted at 2 or 3 months 

 Number of these cases cured 

 Number of these cases that completed treatment 

 Number of these cases that defaulted 

Skills: 
• Locating in the files TB Treatment Cards for all new, sputum smear-positive cases 

put on treatment in the quarter that ended 3 months ago 
• Reading follow-up sputum examination results on these TB Treatment Cards to 

determine the number of new smear-positive cases that converted at 2 or 3 months 
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• Locating in the files TB Treatment Cards for all new, sputum smear-positive cases 
put on treatment in the quarter that ended 12 months ago 

• Determining treatment outcomes of these cases who were put on treatment 12 
months ago; counting the number of cases with each outcome 

• Compiling information/numbers from TB Treatment Cards on a worksheet 

Knowledge: 
• Purpose of collecting and compiling data to monitor TB treatment (for self-

monitoring by the facility) 
• How to record and interpret information on the TB Treatment Card 
• Reason for focusing on new sputum smear-positive cases for monitoring TB 

treatment 
• Definition of sputum conversion; when it typically occurs  
• Definitions of treatment outcomes; need to wait 12 months to compile data in 

order to allow time for outcomes to occur 
• Data needed to measure indicators related to sputum conversion and treatment 

outcomes 
• Where these data are found on the TB Treatment Cards 
• How to compile or tally the data needed 
• The quarter for which data are needed to measure indicators related to sputum 

conversion (i.e. the quarter that ended 3 months ago) and treatment outcomes (i.e. 
the quarter that ended 12 months ago) 

• How often to tally these data 
 

I3. Calculate indicators related to TB case detection and treatment. Indicators related to 
case detection (measured for the previous quarter) include: 

 Proportion of outpatients aged 15 years and over who were identified as TB 
suspects 

 Proportion of TB suspects whose sputum was tested 

 Proportion of TB suspects tested who were sputum smear-positive 

Indicators related to TB treatment include: 

 Conversion rate (measured for patients who began treatment in the quarter that 
ended 3 months ago), that is, the proportion of new sputum smear-positive TB 
cases that converted after 2 or 3 months of treatment 

 Treatment outcome rates (measured for patients who began treatment in the 
quarter ending 12 months ago), such as the proportion of new smear-positive 
cases that were cured, completed treatment or defaulted 

Skills:  
• Totalling numerator and denominator data for rates and proportions 
• Using formulae to calculate rates and proportions 

Knowledge: 
• Formulae for indicators related to TB case detection and treatment 
• Sources of data for numerators and denominators 
• Quarters from which data should be used to measure each indicator 
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I4. Analyse indicators related to TB case detection and treatment (that is, interpret what 
the results mean) 

 Skills: 
• Interpreting what indicators show about the health facility’s performance in 

detecting and treating TB cases 
• Comparing achieved proportions/rates to the expected or desired level 
• Comparing results achieved from one quarter to the next (e.g. by keeping a line 

graph) 
• Interpreting indicators in relation to one another  
• Determining possible reasons for unexpected results or changes in indicators, or 

further investigation needed 

Knowledge: 
• Desired or expected levels for each indicator (For example, it is expected that 2–

10% of adult outpatients will have prolonged cough and thus be identified as TB 
suspects. The desired default rate is less than 5%.) 

• Possible interpretations if results are higher or lower than expected 
• Possible interpretations if indicators increase or decrease from one quarter to the 

next 
• How indicators are related to one another and how their interpretation is affected 

by one another 
• How to read a line graph (what X and Y axes mean) 
 

I5. Based on results of monitoring, identify problems, investigate their causes, and 
identify and implement solutions. 

Skills: 
• Understanding what monitoring results show and identifying problems  
• Identifying causes of problems 
• Identifying appropriate actions to solve problems 

Knowledge: 
• Common problems, causes and solutions or remedies 

 
 
J.  Coordinate with other health-care providers in the area 
 
J1. Coordinate with hospital and private practitioners to ensure that patients who are 

referred to them are cared for and, after treatment of complications or other illnesses, 
are referred back to the health facility to continue TB treatment. (Also see task E1) 
Skills: 
• Contacting the district hospital to determine exactly to whom to refer TB patients 

who need care at the hospital  
• Asking hospital staff or private practitioner to always send patient back to the 

health facility for continuation of TB treatment  
• Contacting hospital staff or private practitioner about a particular patient, to check 

whether the patient is receiving care 
• If a patient does not return to the health facility to complete treatment, contacting 

the hospital or private practitioner to determine the treatment outcome 
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Knowledge: 
• Steps to coordinate care with district hospital or private practitioners  
• Requirement to know the treatment outcome of every patient initially registered at 

the health facility in order to evaluate the health facility’s performance 
 

J2. Communicate with other health facilities in the district to ensure that transfers within 
the district are successful (i.e. that a transferred TB patient reported to the other health 
facility and is receiving TB treatment). (Also see task E2) 

Skills: 
• Keeping record of transfers, following up to ensure transfers are complete 
• Getting information from the other facility on outcome of treatment of each 

transferred patient in order to do evaluation 

Knowledge:  
• Importance of checking that transfers are competed and no patients default 
 

J3. Maintain contact with local private health-care practitioners (physicians and non-
physicians) to ensure TB case detection and good treatment. 

Skills: 
• Informing local private health practitioners that the public health facility provides 

diagnosis and treatment of TB free of charge 
• Referring private patients back to their private practitioner after they are 

diagnosed, if appropriate 
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3.2 Skills and knowledge needed by the District TB Coordinator 
 

 
The skills and knowledge listed below are needed to perform tasks of the District TB 
Coordinator, that is, the person responsible for planning, organizing, implementing and 
evaluating the activities of a district TB control programme. A district usually serves a 
population of 100 000 or more.  
 
The District TB Coordinator is usually a physician or a nurse. He or she may have clinical 
duties, but the job is primarily administrative and managerial. The District TB Coordinator 
has no direct supervisory authority over health facility staff, but is responsible for overseeing 
their performance of tasks related to TB case detection and treatment in health facilities that 
deliver outpatient care, including public or non-public health centres, hospitals, dispensaries 
or health posts. In some districts, a team of people may work together to carry out the tasks of 
the District TB Coordinator. 
  

 

A.  Develop the District Plan of Action for TB Control (hereafter called the 
District TB Plan) 

 
A1.  As a basis for planning, assess the extent and quality of current TB control services in 

the district (e.g. number, proportion and locations of facilities providing TB control 
services; sputum conversion rate in the district).  

Skills: 
• Mapping health facilities offering TB control services and relating to population 

density and availability of microscopy support 
• Determining the proportion of facilities providing TB control services 
• Determining whether TB control services are adequately reaching children 

(calculating the proportion of TB cases who were less than 15 years old; 
interpreting that proportion) 

• Interpreting indicators (proportions, rates, percentages) monitored by the district 
level, particularly the sputum conversion rate 

• Identifying successes and progress based on monitoring 
• Identifying and describing problems based on monitoring 
• Identifying possible or likely causes of problems 

Knowledge: 
• What to put on a map of district: health facilities (public and non-public), TB 

microscopy units, population centres and roads 
• What to put in key to map: names and locations of health facilities, description of 

services provided, sponsoring organization (e.g. ministry of health, 
nongovernmental organization (NGO), military, prison, private), outpatient load 
and number of TB cases registered (if TB control services are offered) 

• Names and locations of facilities offering HIV testing and care services  
• Population data (number of people per area)  
• Definition of “providing TB control services” (have staff trained to detect and 

treat TB cases; have the necessary anti-TB drugs and supplies; have microscopy 
support; and have actually started providing TB control services) 
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• Types of data needed to assess extent of provision of TB control services. For 
facilities offering TB control services: Are they continuously supplied with TB 
drugs and supplies? Is at least one person trained to detect and treat TB cases 
according to national guidelines? Are they actually detecting and treating cases? 
How many? Is there a TB microscopy unit at the facility or nearby? 

• Data needed to determine the proportion of TB cases who were less than 15 years 
old, expected levels for this proportion (5–15%), and possible causes if proportion 
is outside this range 

• What indicators to review from monitoring and when to review them (just after 
3rd quarter, since planning occurs in 4th quarter) 

• Meaning of indicators (e.g. cure rate, completion rate, sputum conversion rate) 
• Meaning of “treatment success” (cure rate plus completion rate = treatment 

success rate) 
• Delay needed to measure certain indicators (e.g. 12 months before measuring 

treatment outcome rates) 
• Meaning of “cohort”; implications for planning (e.g. need to recognize when the 

cohort that is reflected in an indicator was registered and treated) 
• Main indicator to look at to judge quality of TB control services already offered, 

i.e. the sputum conversion rate or the proportion of new smear-positive TB cases 
registered in the district who converted at 2 or 3 months (Reason: This is a proxy 
for “treatment success,” which requires a delay of 12 months before it can be 
measured. The district should strive for at least 85% sputum conversion and 
treatment success.) 

  
 A2. Plan to maintain and improve current TB control services. 
 

 With the aim of increasing treatment success in health facilities already providing 
TB control services, set an annual target for conversion of new sputum smear-
positive cases in the district. 

 
 Identify activities needed to maintain and improve current TB control services and 

achieve the sputum conversion target.  
 Skills: 

• Comparing conversion rate from recent quarterly monitoring to 85% 
• Identifying factors affecting current sputum conversion rate 
• Predicting how much the district can improve in one year in order to set target 
• Identifying district-level activities that relate to and are likely to contribute to 

achievement of target (i.e. activities done at the district level or by the District TB 
Coordinator to influence the work done by health facilities in detecting and 
treating TB cases) 

• Interpreting monitoring data from past 9–12 months to identify problems (e.g. 
work that is not being done, not being done well, or not being done in the needed 
locations) 

• Identifying activities that the District TB Coordinator should do to investigate or 
solve those problems 

• Stating activities specifically, including time, place and a measurable achievement (e.g. 
“Visit 6 health facilities providing TB control services each month”). 

• Breaking down activities into tasks that must be done, and specifying when they 
must be done (“Visit health facilities A,B and C in first week of month”). 
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Knowledge:  
• Definition of target  
• What to include in a target: date, action, measurable level to be achieved such as 

proportion/rate/number, district 
• Recommended type of target to set at the district level (sample target statement 

with blanks): 
 

By the end of 200__, the quarterly conversion rate in the district will reach at least __% 
(conversion rate = proportion of new sputum smear-positive TB cases that convert at 2 or 
3 months). 

 
• Why 85% is desired level for sputum conversion rate; relationship of sputum 

conversion to treatment success 

• Possible impact of HIV or other factors (e.g. availability of drugs) on sputum 
conversion rate (may limit improvement) 

• Possible target(s) to set if district has already achieved 85% sputum conversion  
• Categories of district-level activities that may relate to target (e.g. supervision, 

training, drugs and supplies, laboratory support) 
• Examples of tasks that may need to be done to complete activities 
• Examples of types of resources needed to do activities  

  
A3. Plan to expand TB control services to more public health facilities. 
 

 Determine if it is appropriate to expand provision of TB control services to more 
public health facilities in the district at this time. 

 
 If appropriate, set a target for expanding TB control services to more public health 

facilities in the district. 
 

 Identify activities needed to expand TB control services to more public health 
facilities. 

Skills: 
• Determining if quality of current TB control services is high enough to warrant 

expansion. (Sputum conversion rate should be at least 80% before expanding.)  
• Comparing current level of TB control service provision with expected or ideal 

(100% of health facilities should ultimately provide TB control services in order 
to achieve high case detection and widespread cures.) 

• Predicting how much expansion is practical in the coming year 
• Determining which public health facilities to expand to next for most impact 
• Identifying activities that relate to and are likely to contribute to achievement of 

target for expansion of TB control services 
• Stating activities specifically, including time, place and a measurable achievement 

(e.g. “6 health workers trained in TB case detection and treatment by (date) from 
health facilities A, B and C”).  

• Breaking down activities into tasks that must be done, and specifying when they 
must be done (e.g. “By (date), secure invitations to provincial course on 
Management of tuberculosis”). 
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Knowledge: 
• Definition of “public” health facilities (health-care facilities that are government-

run and open to all of the public) 
• Definition of “providing TB control services”(health facility is continuously 

supplied with TB drugs and supplies; at least one TB health worker is trained; the 
facility has microscopy support; the facility has actually started detecting and 
treating cases) 

• Signs of whether expanding service provision is or is not an appropriate goal in 
the district now. (Is sputum conversion at least 80%? If not, why not?) 

• Recommended type of target to set at the district level (sample target statement 
with blanks): 

 
By the end of 200_, ___ out of ___ public health facilities in the district will provide TB control 
services.  

 
• Factors to consider in choosing health facilities for expansion (e.g. location, 

population density, use of existing health services, incidence of TB in area, 
interest level of facility director) 

• Factors affecting how many health facilities to choose (e.g. resources for more 
drugs, training, supervisory visits, a new TB microscopy unit) 

• For districts that already provide TB control services in all public health facilities, 
ideas for other possible targets. For example, a target could be to expand TB 
control services to non-public health facilities (see task A4).  

• Categories of activities related to expanding TB control services (e.g. drugs and 
supplies, training, supervision, laboratory support) 

• Special activities and attention needed for health facilities newly offering TB 
control services (e.g. must train and supply, ensure that activities actually start, 
and then supervise carefully) 

• Examples of resources needed to do activities 
 
A4. As appropriate, also plan to expand TB control services to non-public health facilities.  

Skills: 
• Determining whether it is appropriate for the district to expand TB control 

services to non-public health facilities at this time 
• Choosing the most appropriate non-public health facilities to expand to 
• Negotiating and reaching agreements with responsible officers at each facility on 

how best to collaborate 
• Predicting how much expansion can practically occur in the coming year 
• Identifying activities that must be done to achieve a target for expansion to non-

public health facilities (e.g. advocacy, coordination) 
• Stating activities specifically 
• Identifying tasks that must be done to accomplish activities and resources needed 

  Knowledge: 
• Definition of “non-public” health facilities: All health-care facilities that are not 

run by the government (e.g. private clinics), or are run by the government but are 
not open to all of the public (e.g. prison or military health facilities) 

• Criteria for judging when to expand to non-public health facilities (when most 
public health facilities are providing TB control services according to the national 
guidelines; the average sputum conversion rate at public health facilities is at least 
80%; and access to TB control services can be improved by expansion) 
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• Recommended type of target to set at the district level (sample target statement 
with blanks): 

 
By the end of 200_, ___ out of ___(types of  non-public health facilities) in the district will provide 
TB control services.  

 
• Examples of appropriate coordination and advocacy activities to enable expansion 

to non-public facilities (see task G-2) 
• Examples of ways to collaborate with non-public health facilities (e.g. what the 

district TB control programme can offer the facility and vice versa) 
 
A5.  Identify district-level activities needed for planning, monitoring and evaluation. 

Skills: 
• Stating activities specifically and breaking them down into tasks  
• Recognizing situations in which a special study would be useful (see task I1) 
• Recognizing the type/extent of district-level involvement needed in special studies 

Knowledge: 
• List of expected planning, monitoring, and evaluation activities at the district level 
• Recommended timing of these activities (e.g. Monitor shortly after the end of each 

quarter. Plan for next year during 4th quarter using monitoring results from the 
3rd quarter. Evaluate annually in January or February.) 

• Examples of special studies, their purposes and methods (see task I1) 
   
A6.  Develop the District TB Plan. Use the plan as a basis for scheduling activities, 

obtaining resources, etc.  

Skills: 

• Scheduling realistically 
• Estimating resources needed to implement activities (including a budget for anti-

TB drugs, if needed) 
• Comparing available resources to those needed 
• Specifying additional resources needed 
• If additional resources cannot be obtained, determining which activities are most 

important to implement using available resources 
• Presenting the District TB Plan in a simple, logical format 

Knowledge: 
• Components of a District TB Plan: background information, targets, activities in 

the areas of: 
– maintaining and improving TB control services 
– expanding TB control services 
– planning, monitoring and evaluation of TB control services 
– other (e.g. advocacy, coordination with other programmes such as HIV/AIDS) 

• For each activity, the need to specify who will do it, when it will be done, and 
what resources are available and needed 

• Suggested simple format for scheduling activities 
• Level of detail to specify in planning and scheduling (e.g. by month but not day-

by-day) 
• Example of how schedule feeds into more specific day-by-day calendar as the 

month approaches 
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• Activities that are the responsibilities of district level vs higher levels 
• Contents of the district plan of action for health; how TB activities are 

incorporated in that plan 
• Suggestions for how to use the District TB Plan: Show it to District Medical 

Officer and the provincial-level TB supervisor. Use it to discuss resources needed, 
etc. 

• Awareness that a plan is no good unless it is implemented; the planned activities 
must be done  

 
 
B.  Manage drugs and supplies for TB control 
 

The exact tasks involved in managing anti-TB drugs in a particular country may vary, 
depending on: 

 
 the national guidelines for treatment and the recommended drugs and doses for 

weight bands;  
 

 the presentation of the drugs procured for use in health facilities: whether the 
drugs are pre-packaged in patient kits containing a complete regimen, whether 
they are FDCs (recommended), whether they are loose or in blisters; 

 
 whether the drugs are purchased centrally, or through decentralized purchasing. 

(WHO recommendation is for purchasing centrally for cheaper prices and more 
consistent quality.) 

 
B1.  Quarterly, determine quantity of anti-TB drugs to order for the district; place order.  

  Skills (if anti-TB drugs are ordered in pre-packaged kits): 
• Reading the drug code for the treatment regimen for each category (drugs, 

strength, frequency and duration) and understanding the number and type of 
tablets and injections that will be used 

• Tallying cases in each treatment category treated at each health facility in the 
district in the past quarter 

• Estimating the expected number of patients in each treatment category in the 
coming quarter (which will equal the number of kits needed for each treatment 
category) 

• Determining the number of kits in stock in the district storeroom 
• Determining the number of kits for each category to order, given the need for 

reserve stock and the number of kits already in stock at the end of the previous 
quarter 

• Using an Ordering Worksheet as an aid in calculating orders for drug kits 
• Recognizing when additional drugs may need to be ordered (e.g. for children, 

special cases or TB/HIV patients) 
Knowledge (if anti-TB drugs are ordered in pre-packaged kits): 
• How to read the drug code for the treatment regimen for each category 
• Contents of a pre-packaged kit of anti-TB drugs for a Category I or III patient 
• Contents of a pre-packaged kit for a Category II patient (should include vials of 

streptomycin, sterile water, and syringes and needles as well as oral drugs); if 
streptomycin is not included, how much to order separately: 56 vials for each 
Category II case  
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• Differences in kits designed for daily treatment in the initial phase, followed by 
intermittent treatment in the continuation phase vs kits designed for daily 
treatment in both the initial and continuation phases 

• Assumption that cases in each treatment category in one quarter will be 
approximately the same in the next; however, if planning to expand TB control 
services, need to consider that and raise the expected number of cases 

• Method for tallying from the District TB Register cases in each treatment category 
treated at each health facility 

• That kits may be adapted for patients in different weight bands and for children by 
adding or removing blister packs from the kits; that there is no need to try to 
calculate needs for different weight bands, as roughly equal numbers of patients 
will have blister packs removed as added 

• Alternatives for treatment of children 
• Amount of reserve stock needed in the district storeroom (one additional quarter’s 

worth of anti-TB drugs) 
• Additional drugs needed for special cases (e.g. patients who do not convert at the 

end of the initial phase, patients who have an adverse reaction to the FDC, patients 
with chronic or MDR-TB, household contacts of TB cases who need isoniazid) 

• Local procedures for ordering; when to place the order (during the first week of 
the quarter) 

If separate tablets are ordered instead of pre-packaged kits, some skills and 
knowledge are the same as above, such as estimating the number of cases in each 
treatment category. Different skills and knowledge are listed below. 
Skills (if separate tablets are ordered): 
• Determining total tablets of each drug and vials of streptomycin needed to treat 

one patient in each category  
• Using a formula and Ordering Worksheet to calculate numbers of separate tablets 

or vials of streptomycin to order to treat expected cases in each treatment category 
in the coming quarter 

Knowledge (if separate tablets are ordered): 
• Standard number of doses for regimens of different frequency and duration 
• Formula for calculating the amount of any drug needed in one quarter, i.e. number 

of tablets of each drug or vials or streptomycin for one case, multiplied by the 
number of estimated cases 

• Formula for calculating the amount of any drug to order, i.e. amount needed for 
all patients x 2 (for reserve stock) minus amount in stock 

• Formulation and packaging of anti-TB drugs that are/will be supplied to district 
• FDCs in monthly cards (i.e. 28 daily doses or 12 doses for a three times per week 

regimen) make it easy to make a drug box at health facility  
• FDCs of 3 and 4 drugs are highly recommended; (HR) is mandatory  

 
B2.  Quarterly, determine quantities of needles, syringes and sterile water for injection to 

order for the district (if these are not included in Category II kits); place order. 
 Skills:  

• Calculating the number of each item needed 
• Using the Ordering Worksheet to determine the number of each item to order 

including reserves 
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Knowledge: 
• What supplies may or may not be included in Category II kits 
• If not included in kits, how many of each item must be ordered per kit (or per vial of 

streptomycin if ordered separately) 
• Importance of ordering sterile water for injection (it is costly) 
• Advantages of using disposable syringes and needles (recommended to avoid 

transmission of bloodborne diseases, especially HIV infection); importance of proper 
disposal 

• If reusable syringes and needles are used, importance of maintaining sterilizer at 
each health facility and following recommended sterilization procedures 

 
B3. Quarterly, determine number of sputum containers to order for the district; place order.  

 Skills: 
• Estimating quarterly need for sputum containers based on the expected number of 

sputum examinations to be done for diagnosis and follow-up 
• Determining number of sputum containers in stock at the end of a quarter 

Knowledge: 
• Steps to estimate the number of sputum containers needed for diagnosis  
• Steps to estimate the number of sputum containers needed for follow-up examinations 
• Formula for calculating number of sputum containers to order, adding 50% for 

reserve stock and subtracting the number of sputum containers in stock at the end 
of the last quarter 

• Importance of having a reliable supply of sputum containers to enable and encourage 
TB case detection and follow-up examinations; a shortage is a serious problem 

 
B4. Quarterly (regularly), request distribution of anti-TB drugs to each health facility 

according to the number of patients registered there (new cases put on treatment) 
during the last quarter.  

  Skills (if anti-TB drugs are distributed in pre-packaged kits): 
• Determining the number of kits of anti-TB drugs to distribute to each health 

facility by using a Distribution Worksheet 
• Determining quantities of any loose tablets or paediatric presentations of anti-TB 

drugs needed for children at each health facility 
• Requesting distribution of drug kits and any additional drugs needed (such as 

isoniazid, or drugs for a patient with MDR-TB) from the district storeroom to each 
health facility 

• Ensuring that the kits and drugs are sent to or collected by each health facility in a 
timely manner (using existing methods of distribution for integrated drug 
delivery) 

Knowledge (if anti-TB drugs are distributed in pre-packaged kits): 
• Procedure for calculating the number of kits of anti-TB drugs to distribute to each 

health facility, described on the Distribution Worksheet 
• Where to obtain estimates of kits already in stock at each health facility (i.e. from 

most recent supervisory checklist) 
• When to make distribution request to the district storeroom 
• Importance of keeping in stock at each health facility the anti-TB drugs for 

treatment of at least one TB patient in each category 
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If separate tablets of anti-TB drugs are distributed instead of pre-packaged kits, a 
different, more complex Distribution Worksheet is required to determine the 
quantities of each type of tablet (and vials of streptomycin) to distribute to each health 
facility. Otherwise, skills and knowledge are similar. 

 
B5. Quarterly, ensure distribution of TB-related supplies to health facilities (sputum 

containers, syringes, sterile water for injections).  

  Skills:  
• Determining the number of vials of sterile water, sterile needles and syringes 

needed by each health facility for the quarter (if these are not included in kits) 
• Calculating the number of sputum containers to distribute to each health facility 

(taking into account the number already in stock at each health facility) 
• Arranging for distribution of TB-related supplies to health facilities 
• Ensuring that distribution system for drugs and supplies is working 
Knowledge: 
• TB-related supplies needed at health facilities 
• Formula for calculating quantities of TB-related supplies needed by each health 

facility; when to adjust amounts sent 
• Existing methods of getting TB-related supplies delivered to health facilities 
• How to determine during supervisory visits to each health facility whether 

quantities of supplies sent and used are adequate, and whether more or fewer are 
needed next quarter 

 
B6. Each year, order a supply of forms and registers for the district. 

Skills: 
• Calculating the quantities of different forms and registers to order annually 

Knowledge: 
• The main forms and registers needed, and where they are used:  

– Used at health facilities:  Register of TB Suspects, Request for Sputum 
Examination, TB Treatment Card, Referral/Transfer form; other forms that a 
specific country may use, such as TB Identity Card 

– Used at district: District TB Register, Quarterly Report on TB Case 
Registration, Quarterly Report on Treatment Outcomes, Quarterly Report on 
Sputum Conversion; any other forms that may be required by the national TB 
control programme  

– Used at TB microscopy units: Tuberculosis Laboratory Register 
– Same forms are used by all countries/districts doing DOTS; other forms may 

be used in addition depending on own system. 
• How each form is used  
• How to calculate number of each form or register needed (e.g. number of TB 

Treatment Cards needed for expected cases) 
• Formulae for determining number of each form or register to order, i.e. number 

needed, plus 20% for reserve, minus number in stock  
• Forms and registers should be ordered annually, rather than quarterly 
• When to place order: well before the end of the year to distribute before the new 

year begins 
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B7. Ensure supply of additional drugs for TB/HIV patients. 

Skills: 
• Coordinating with the HIV/AIDS programme to plan supply and use of drugs 

needed by TB/HIV patients, such as co-trimoxazole and antiretroviral therapy 
(ART) 

• Ensuring that an adequate stock of co-trimoxazole is available in the district 
storeroom and in each health facility 

• Coordinating with HIV/AIDS programme to ensure availability of guidelines and 
training for the use of ART in TB patients 

Knowledge: 
• Drugs needed by TB/HIV patients (co-trimoxazole for prevention of other 

infections and, if available, ART) 
• Amount of co-trimoxazole required (enough for treatment of TB/HIV patients 

identified in one quarter, plus an equal reserve, plus amount required for other 
uses such as treatment of acute respiratory infections in children) 

• National guidelines for use of ART 
• Possible interactions of ART with anti-TB drugs, particularly rifampicin and 

isoniazid, that may lead to ineffectiveness of anti-TB drugs or ART drugs and 
increased risk of drug toxicity 

 
B8. At the end of each quarter, check that the balance of drugs in stock at the district 

storeroom is enough for one quarter’s consumption plus reserve for one quarter. 

Skills: 
• Reading and organizing information from district storeroom stock cards or reading 

a summary report to determine quantities in stock at end of quarter 
• Checking stock in district storeroom from time to time and comparing with stock 

cards  
• Comparing quantities of drugs reported to be in stock at the district storeroom at 

the end of a quarter with quantities needed in stock  

 Knowledge: 
• Formula for calculating drugs needed in stock at the district storeroom at the end 

of a quarter 
• Purpose of stock card; need for stock cards 
• Need to increase order if quantities remaining at end of quarter are not sufficient 

 
B9. Ensure good storage procedures at the district storeroom. 

 Skills: 
• Checking storage procedures and identifying problems in storage at the district 

storeroom (including checking expiry date of drugs on shelf, checking whether 
stock cards are used) 

• Talking and coordinating with the supervisor of the district storeroom to improve 
storage of anti-TB drugs and related supplies 

Knowledge: 
• Important conditions for storage of drugs and TB-related supplies at the district 

warehouse (e.g. drugs are protected from theft and unauthorized access, protected 
from adverse environmental conditions, no expired drugs in stock) 
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• How stock cards are used 
• Rules for stock rotation according to the FEFO principle (first expired, first out) 
 

B10. If any problem occurs with drug supply (e.g. insufficient supplies at a health facility), 
take action quickly.  

 Skills: 
• Being alert to supply problems in health facilities; identifying problems with drug 

supply at a health facility 
• Taking quick action to solve problems and provide needed drugs 

Knowledge: 
• Importance of keeping adequate drug supplies and quickly solving problems with 

drug supplies 
• Ways to find out about drug supply problems in health facilities  
• Common supply problems to watch for and their causes; possible quick actions to 

take to solve problems and provide drugs 
 
 

C. Conduct supervisory visits for TB control 
 
Supervise personnel involved in TB case detection and treatment in the district’s health- 
care services by making periodic supervisory visits to health facilities (e.g. once a month, 
twice a quarter). 
 
C1. At the beginning of each quarter, make a schedule for supervisory visits to health 

facilities (monthly visits recommended).  

Skills: 
• Determining a feasible schedule for supervisory visits, considering locations and 

needs of health facilities, transportation issues, etc.  
• Making entries on a calendar; using a calendar to keep track of scheduled visits 
• Keeping track of problems or issues that should be followed up and the health 

facilities affected 

Knowledge: 
• What to include in a supervisory schedule: health facilities to visit, schedule of 

visits, problems observed previously to follow up, issues to follow up based on 
analysis of the District TB Register or quarterly reports  

• Recommended frequency (monthly) to visit each health facility to complete 
District TB Register 

• How distance to a health facility and case-load at the facility can affect decisions 
about the supervisory schedule 

• Methods other than visiting health facilities to obtain information for the District 
TB Register 

• How to determine priority health facilities to visit more frequently or sooner (e.g. 
facility where training is needed, facility with supply problem)  
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Tasks C2–C7 are done during each supervisory visit: 
 
C2. Enter each new patient in the District TB Register and assign a District TB Number.  

Skills: 
• Reviewing and interpreting TB Treatment Cards 
• Identifying TB Treatment Cards for patients not yet included in the District TB 

Register 
• Recording data for these patients in the District TB Register 
• Recognizing patients who have transferred from another health facility within the 

district (and thus are already in the District TB Register) 
• Recognizing patients who have transferred from outside the district (and thus 

must be entered in the District TB Register and assigned a District TB Number) 

Knowledge: 
• Meaning of all items, notations, and abbreviations used on TB Treatment Cards 
• Meaning of all items (column headings) and abbreviations in the District TB 

Register, including definitions and abbreviations for type of patient 
• Where to find the information on the TB Treatment Card to record in the District 

TB Register 
• How to record information in each column of the District TB Register (e.g. 

numbers, tick marks, dates) 
• How to construct a District TB Number according to country’s system (e.g. using 

a letter to represent the district, followed by numbers for the year and the patient) 
• Where to record the District TB Number on the patient’s TB Treatment Card 

  
C3. Update the District TB Register for each patient who is currently in treatment or has 

completed treatment. 
  

 Record follow-up sputum examination results in the District TB Register. 
 

 Check to see whether transfers to the health facility are receiving treatment. 
 

 Determine whether smear-positive patients are converting by the end of the initial 
phase and try to solve any problems. 

 
 Record treatment outcomes in the District TB Register. 

Skills: 
• Reviewing and interpreting TB Treatment Cards 
• Identifying patients due for follow-up sputum examinations 
• Identifying TB Treatment Cards showing follow-up sputum examination results 

and interpreting results 
• Recording sputum examination results in the District TB Register 
• Comparing information received on Tuberculosis Referral/Transfer Forms to 

information on TB Treatment Cards to see if patients referred to the health facility 
are receiving treatment 

• Identifying TB Treatment Cards showing patients who have interrupted treatment 
or had irregular treatment, and discussing with the health worker how to find the 
patient or solve the problem 

• Identifying TB Treatment Cards for patients who have reached treatment outcomes 
• Determining treatment outcomes 
• Recording treatment outcomes on TB Treatment Card and District TB Register 
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Knowledge: 
• Meaning of all headings, abbreviations, and entries used on TB Treatment Card 

(including notations used for sputum examination results: Neg, +, ++, +++, or 
numbers for “scanty”) 

• Schedule for follow-up sputum examinations for all treatment categories 
• Tip: Prior to a health facility visit, list cases due for follow-up sputum examination 

at that facility. This will save time during the visit, as the cases may appear on 
several pages of the District TB Register. 

• Where and how to record sputum examination results in the District TB Register 
• How to record two results in the same box if necessary (e.g. if positive at 2 

months, make a diagonal slash in the box and write small, so another result can be 
recorded below the slash at 3 months) 

• What to do if a patient is due for a follow-up sputum examination but no results 
are recorded: Ask staff if sputum samples have been taken and sent for 
examination. If not, remind them to do so. 

• How to change entries in the District TB Register if a patient transfers within the 
district: Write a remark; leave the original health facility in the health facility 
column. 

• How to enter a patient who has transferred from outside the district in the District 
TB Register and assign a new District TB Number 

• What to do if a transferred patient has not reported for treatment: Ask both the 
original and the new health facility to search for the patient. 

• What to do if a patient has interrupted treatment or had irregular treatment 
• Definitions of treatment outcomes 
• Where and how to record treatment outcomes on TB Treatment Cards and in the 

District TB Register 
• What to do if a current patient has a final outcome and starts new treatment (for 

example, a “failure” begins new treatment; a smear-negative patient becomes 
smear-positive and begins re-treatment): Assign a new District TB Number and 
enter the patient on a new line of the District TB Register. Enter the previous 
District TB Number in the remarks column. 

• Need to inform original health facility of the treatment outcome of a transferred 
patient 

 
C4. Review the Register of TB Suspects. 

 Skills: 
• Comparing the number of TB suspects identified to the number of adult 

outpatients and determining if the ratio is as expected (30-50 TB suspects for 
every 1000 outpatients attending for any reason) 

• If not as expected, determining why 
• Searching the Register of TB Suspects (or the Tuberculosis Laboratory Register) 

for any TB suspects who had positive results but did not begin treatment 
• Comparing dates that the health facility sent sputum samples to the TB 

microscopy unit with dates that results were received to determine whether there 
is a problem with diagnostic delays 

• If the health facility maintains both a Register of TB Suspects and a Tuberculosis 
Laboratory Register, comparing entries to ensure consistency 
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Knowledge: 
• Purpose of Register of TB Suspects, what it looks like and how it is used 
• That a Tuberculosis Laboratory Register is sometimes used instead of a Register 

of TB Suspects if the health facility has a TB microscopy unit 
• Expected number of TB suspects per 1000 adult outpatients seen (30-50) 
• Reasons that the expected number of TB suspects may not be found (e.g. health 

workers may not be asking all adults about cough) 
• What to do if a TB suspect is listed who had positive results but did not begin 

treatment (i.e. register the patient; open a TB Treatment Card; ask the health 
worker to find the patient to ensure treatment is started) 

• What to do if a TB suspect is listed who had one positive result but does not have 
a TB Treatment Card (i.e. ask health worker to refer the patient to a clinician for 
assessment or collect 3 more smears for examination) 

• Meaning of “diagnostic delay” (more than 4 days between sending sputum 
samples to a TB microscopy unit and receiving results) 

 
C5. Check that work is done according to national guidelines for TB control.  

Skills:  
• To assess performance of TB case detection and treatment tasks: 

− Observing ongoing work, if possible 
− Talking with health facility staff 
− Reviewing the Register of TB Suspects, and reviewing TB Treatment Cards 
− Talking with TB patients (if present) 

• Recognizing correct and incorrect performance (according to national guidelines) 
• Describing a performance problem specifically (in terms of who is not doing what) 
• Determining the probable cause(s) of a performance problem and possible 

solutions 
• Keeping notes of observations and findings that can be used to follow up and 

solve problems later 
 Knowledge: 
• Key tasks, supplies and other indicators to check in a health facility to assess 

whether TB case detection and treatment are correctly done (to be presented in a 
checklist format) 

• How to read and use a checklist for supervisory visits 
• Complete understanding of how health facility workers should do TB case 

detection and treatment (Prerequisite is health facility course or sufficient 
experience to know national guidelines for TB control well)  

• Definition of a performance problem 
• Questions to answer in order to precisely describe a performance problem 
• Steps to analyse causes of a performance problem; examples of possible causes 

(Responsibility not assigned? Lack of skill or knowledge? Lack of motivation? 
Obstacles such as lack of supplies?) 

• Examples of appropriate solutions for different causes 
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C6. Promote the TB control programme and motivate health facility staff responsible for 
TB control services. 

Skills: 
• Describing the TB control programme and DOTS strategy and their objectives and 

effectiveness; describing the benefits of improved procedures (directly observed 
treatment, use of FDCs) 

• Talking with clinical staff and building a good working relationship 
• Maintaining a good working relationship  

Knowledge: 
• Why it is important to take special care to build relationships with health facility 

staff (District TB Coordinator has no direct authority and can only accomplish 
work through cooperation) 

• Ways of building a good working relationship (e.g. by sitting together with doctor 
or nurse from the health facility to discuss how to carry out the TB activities as a 
team) 

• Ways to maintain a good working relationship (e.g. by ensuring a consistent 
supply of anti-TB drugs; by keeping in contact; by cooperating to find and 
implement solutions to any problems) 

 
C7. Identify training needs of health workers responsible for TB case detection and 

treatment. 

Skills: 
• Discussing with the officer in charge of the health facility which staff have 

responsibilities for TB case detection and treatment, and the specific tasks that 
they have been assigned 

• Maintaining an up-to-date record of health workers responsible for TB case 
detection and treatment and their training needs 

• Determining whether health workers responsible for TB case detection and 
treatment are competent or need training  

Knowledge: 
• What tasks are involved in TB case detection and treatment (as taught in 

Management of Tuberculosis: Training for Health Facility Staff)  
• Number of health workers needed for TB case detection and treatment (one health 

worker with primary responsibility and another who can substitute as needed) 
• Suggested format for keeping a record of health workers responsible for TB case 

detection and treatment and their training needs 
• When to update this record (every 6 months or when there is a change in staff) 
• Importance of continuing to provide training because of staff turnover 
• How to assess competency and training needs by observing performance and by 

asking questions of a health worker and the officer in charge of the health facility 
 
C8. Write a report of each supervisory visit, noting problems identified and actions taken 

or needed.  

Skills: 
• Keeping notes during visits; organizing notes from many visits  
• Selecting important observations, problems, and points to put in report 
• Writing a readable, helpful report 
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 Knowledge: 
• What items to include in report (e.g. problems, causes, and recommendations)  
• Suggested format of report (include at end of supervisory checklist) 
• Purposes of report; how it is helpful to the health facility and to the District TB 

Coordinator for planning purposes  
 
 
D. Ensure laboratory support for TB control 
 
D1. Collaborate with the district TB laboratory supervisor to ensure sufficient TB 

laboratory services. 

 Skills: 
• Collaborating with the district laboratory supervisor to check how TB laboratory 

services are functioning and how individual TB microscopy units are functioning 
(including quality assessment of how slides are prepared and read) 

• If problems are identified by the district laboratory supervisor or the District TB 
Coordinator, collaborating as needed to solve them 

• Assessing whether every health facility has reasonable access to a TB microscopy 
unit (with reliable transportation of sputum samples and results between the health 
facility and the TB microscopy unit) 

• Annually assessing the TB microscopy workload for the district and distribution 
of the workload in the district  

• Determining whether there is a need to increase the capacity of the TB laboratory 
services in the district 

   Knowledge: 
• How the TB microscopy units function in relation to the health facilities: the chain 

from sputum collection, to sending sputum samples to the TB microscopy unit and 
sending results back to the health facility 

• What tasks should be performed at a TB microscopy unit 
• Timeframe for performance of tasks: sputum samples should be processed and 

results reported within 24 hours of receipt at the TB microscopy unit 
• Definition of reasonable access to a TB microscopy unit: Sputum samples can be 

transported from the health facility to the TB microscopy unit within 24-48 hours 
• The time from collection of a TB suspect’s first sputum sample until the suspect’s 

three samples reach the TB microscopy unit should be less than 1 week 
• Formula for determining the average workload (number of sputum examinations 

done each day) for a microscopist  
• Recommended range of TB sputum smears to be read by a microscopist per day 

(at least 2–3 per day to maintain proficiency, and not more than 20 per day to 
avoid visual fatigue and deterioration of quality) 

• That two microscopists can share one microscope 
• Items to assess distribution of TB microscopy workload:  

– Is workload of any microscopist too much? Are microscopes too far from 
facilities with lot of demand? 

– Are additional microscopes/locations necessary? Where? 
– Could capacity be increased by adding staff in an existing TB microscopy 

unit? 

• Indications that there is a need to increase the capacity of TB laboratory services  
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• Possible ways to increase capacity of TB laboratory services 
• If there is need to increase capacity, should discuss the need with the district 

laboratory supervisor  
 
D2. Visit TB microscopy units in the district periodically (e.g. monthly). 

Skills: 
• Scheduling visits to TB microscopy units 
• Communicating effectively with microscopists  

Knowledge: 
• Purposes of visiting TB microscopy units 
• The District TB Coordinator’s non-supervisory role in relation to the TB 

microscopy unit; if problems are identified, the District TB Coordinator should 
report them to the district laboratory supervisor 

• How often to schedule visits (if the TB microscopy unit is in a health facility, the 
visit is done in conjunction with the supervisory visit to the health facility) 

• What to bring (the District TB Register, to compare with the Tuberculosis 
Laboratory Register kept at the microscopy unit) 

 
Tasks D3–D10 are done during visits to TB microscopy units:  
 
D3. Confirm that all smear-positive TB cases listed in the Tuberculosis Laboratory 

Register are registered in the District TB Register and that sputum examination results 
are entered correctly. 

 Skills: 
• Reading a Tuberculosis Laboratory Register 
• Comparing entries in the Tuberculosis Laboratory Register and the District TB 

Register to confirm that all patients who had smear-positive results in the 
Tuberculosis Laboratory Register are registered in the District TB Register 

• Comparing microscopy results recorded for a patient in the Tuberculosis 
Laboratory Register with the result recorded in the District TB Register to ensure 
that the highest of the three results was recorded 

• If a patient with positive sputum examination results is not found in the District 
TB Register (and a month has past since the positive results were recorded in the 
Tuberculosis Laboratory Register), registering the patient in the District TB 
Register and making notes to find that patient  

Knowledge: 
• Format of Tuberculosis Laboratory Register (column headings and what they 

mean) 
• Purpose of comparing entries in the registers: to identify any patients with positive 

results who have not been registered in the District TB Register and may not have 
started treatment 

• Importance of registering and finding these patients: Up to 5% of smear-positive 
patients are lost because they never report back to the health facility for the results 
of sputum examination and treatment 

• Need to wait one month after Tuberculosis Laboratory Register entries to look for 
corresponding entries in the District TB Register (to allow time for results to be 
received at the health facility, patient to start treatment, etc.) 
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• Steps in process of comparing the registers; how to match patients using the 
laboratory serial number and name of patient recorded on both registers 

• When to register a patient in the District TB Register; steps in registering the 
patient  

• Notes to make: smear-positive patients who must be found to start treatment; TB 
suspects who had only one positive result and may need to continue the diagnostic 
process 

 
D4. Confirm sputum examination results by comparing entries from a sample of follow-up 

sputum examinations in the Tuberculosis Laboratory Register and the District TB 
Register. 

 Skill: 
• Selecting a sample of patients from the Tuberculosis Laboratory Register who 

have had follow-up sputum examinations  
• Comparing entries for these patients with entries for on the District TB Register to 

confirm that follow-up sputum examination results were correctly recorded in the 
District TB Register 

Knowledge: 
• Number to include in sample (about 5); how to select sample from patients who 

had follow-up examinations more than one month ago 
• How to match patients in the registers using the District TB Number recorded in 

the follow-up column of the Tuberculosis Laboratory Register 
• What to look for: highest result of two samples should be recorded in the District 

TB Register 
• What to do if a discrepancy is found: Correct the District TB Register; make a 

note to later correct the patient’s TB Treatment Card 
 
D5. Review the Tuberculosis Laboratory Register to identify problems. 

 Skills: 
• Reviewing the Tuberculosis Laboratory Register to assess whether there are 

indications of problems 
• Determining the proportion of positive results of each type (+++, ++, +, scanty) 

shown in the register 
• Determining total workload (number of sputum smears examined per 

microscopist) per day and per week based on register entries 

Knowledge: 
• Possible indications of problems to look for in the Tuberculosis Laboratory 

Register, such as: 
− The register is not filled out completely and correctly  
− Some TB suspects have fewer than 3 samples examined for diagnosis, or only 

1 sample examined for follow-up  
− The proportion of positive results of each type (+++, ++, +, scanty) is not as 

expected (e.g. there are no “+” or “scanty” results; proportions change 
drastically)  

− The number of smears examined in a day is too many (more than 20 per 
microscopist) or too few (less than 10–15 per week per microscopist) 
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− Sputum samples are not processed and results reported within reasonable time 
(under 24 hours) 

• Implications of problems (possible causes and actions that may need to be taken in 
the health facilities or in the TB microscopy units) 

• Importance of discussing problems with the district laboratory supervisor, as the 
District TB Coordinator has no direct authority over the TB microscopy units 

 
D6. Use data from the Tuberculosis Laboratory Register to assess how health facilities are 

identifying TB suspects. 

 Skills: 
• Counting the number of TB suspects who had sputum examined for diagnosis in a 

given month, and the number who had smear-positive results 
• Calculating the proportion of TB suspects tested who were smear-positive 
• Comparing this proportion with what is expected (usually 2–10%) 

Knowledge: 
• Need to use the Tuberculosis Laboratory Register to do this assessment only if 

health facilities do not keep Registers of TB Suspects 
• Expected proportion of TB suspects who are smear-positive (2–10%) 
• If more than 15% smear-positives, possible reasons: Sicker people are being 

selected for sputum examination, i.e. severe cases with long delay in diagnosis, 
instead of all people with cough lasting 2 weeks or more 

• An increase in case detection efforts should be reflected in more sputum 
examinations per month and a lower positivity rate 

  
D7. Check whether microscopists keep slides for quality assurance by the provincial 

laboratory supervisor. 

 Skills: 
• Asking questions or looking to determine if slides are kept for review for quality 

assurance 

Knowledge: 
• Questions to ask, for example: Are slides kept? If so, where are they stored and 

for how long? Have you been asked to send slides to the provincial laboratory or 
has someone come here to check your slides? Did you receive a response and 
what was it? (__% discrepancy on negatives and __% discrepancy on positives) 

• Reason for review of slides (to check quality of preparation and reading and 
provide feedback to the technician) 

• How long slides should be kept 
 
D8. Check equipment and supplies at the TB microscopy unit.  

 Skills: 
• Observing and asking the microscopist questions about the microscope and 

supplies 
• Identifying and reporting to the district laboratory supervisor any equipment or 

supply needs noted during your visit 
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Knowledge: 
• To assess whether a microscope is in good working condition, ask the 

microscopist whether it works well mechanically so that it can focus, and whether 
he or she can see well through it. 

• To assess whether reagents and other supplies needed in TB microscopy unit are 
available in needed quantities, ask the laboratory technician. 

• Needed supplies: 
– Reagents: carbol-fuchsin, methylene blue, alcohol (methanol), sulfuric acid 
– Immersion oil 
– Running water 
– Other materials: slides, sputum containers (if patients come to the TB 

microscopy unit to collect sputum) 
– Electricity or sunlight (depends on type of microscope) 

   
D9. Check whether the TB microscopy unit has trained staff.  

 Skills: 
• Asking the microscopist about his or her training 

Knowledge: 
• Tasks that training for microscopists should cover  
• Questions to ask a microscopist to determine whether he or she has been trained in 

preparing and reading TB slides 
• Time required for training (5 full days for technicians with a background in basic 

laboratory skills; at least 2 weeks for individuals with no previous laboratory 
training)  

 
D10. Keep notes of items to follow up after visits to TB microscopy units. 
 Skills: 

• Keeping notes during visits; organizing notes from several visits 
• Selecting important observations, problems, and points to discuss with the district 

laboratory supervisor 
• Identifying specific patients to enquire about during supervisory visits to health 

facilities, for example, smear-positive TB suspects who may not have started 
treatment, or those who may need to continue the diagnostic process (as identified 
in task D3) 

• Identifying any problems related to sputum collection or transportation that should 
be discussed at health facilities 

Knowledge: 
• Possible problems that would need to be reported to the district laboratory 

supervisor 
• Possible problems to investigate at health facilities 
• Types of patients to enquire about during subsequent health facility visits based on 

findings from review of the Tuberculosis Laboratory Register (see tasks D3 and 
D4) 
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D11. Quarterly, ensure distribution of laboratory supplies to TB microscopy units (usually 
the responsibility of the district laboratory supervisor). 

 Skills: 
• Collaborating with the district laboratory supervisor to ensure that TB microscopy 

units in health facilities receive supplies 
• Ensuring that the district storeroom has sufficient supplies in stock and distributes 

them to TB microscopy units 

Knowledge: 
• Supplies needed by existing TB microscopy units (e.g. slides, reagents) 
• Supplies needed by a new TB microscopy unit (e.g. microscope) 
• Calculation for number of slides needed is same as number of sputum containers 

(see task B3) 
• District laboratory supervisor should calculate quantities of reagents needed 

 
 
E.  Provide training for TB control  
 
E1. Identify training needs of health facility staff responsible for TB case detection and 

treatment. Check regularly (every 6 months) for changes in staff and their responsibilities. 
Whenever you are informed of a change of staff responsible for TB detection and control, 
determine whether the individual is trained to perform assigned tasks. (See task C7 for skills 
and knowledge.) 

 
E2. Ensure that health facility staff know what tasks they are responsible for. 

 Skills: 
• Talking with the officer in charge of the facility to ensure that all necessary tasks 

have been clearly assigned 

Knowledge: 
• The key tasks involved in TB case detection and treatment 
• What tasks should be assigned to staff who greet, register or initially assess many 

patients (i.e. asking all adults about cough, and ensuring that those coughing for 2 
weeks or longer see the appropriate staff to have sputum collected) 

• What tasks must be done by a trained microscopist (if the health facility has a TB 
microscopy unit) 

 
E3. Arrange for initial training of health facility staff to perform TB case detection and 

treatment tasks. 

Skills: 
• Finding out when and where Management of tuberculosis: training for health 

facility staff  is being conducted 
• Scheduling appropriate staff to attend this course  
• Coordinating with the officer in charge of the health facility so that staff can 

attend; explaining the need for thorough training for staff performing key TB case 
detection and treatment tasks 

• If needed courses are not available, discussing the need for these training courses 
with higher level (e.g. provincial TB office) 
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Knowledge: 
• The course, Management of tuberculosis: training for health facility staff, is the 

recommended way to train key health facility staff responsible for TB case 
detection and treatment. 

• What tasks are taught in Management of tuberculosis: training for health facility 
staff course; list of modules and their learning objectives 

• How the course is organized and taught (e.g. 5-day course, may be offered in 
shorter segments, taught by facilitators) 

• Scheduling considerations (e.g. need to avoid sending too many people away for 
training at one time)  

 
E4. Ensure that TB microscopists receive training needed. 

 Skills: 
• Collaborating with others (e.g. district laboratory supervisor) to make them aware of 

who needs training  

Knowledge: 
• Tasks that TB microscopists are expected to do 
• Where and how staff can be trained in sputum microscopy 
• Length of training required for technicians who already have basic laboratory skills (5 

days) and for those who lack previous laboratory training and experience (at least 2 
weeks) 

 
E5. Train additional health facility staff to identify TB suspects. 

 Skills: 
• Conducting a brief training session for health facility staff in how to identify TB 

suspects 
• Explaining the rationale for asking all adult outpatients about cough as a way to 

identify TB suspects 
• Enlisting cooperation of the officer in charge of the health facility to expect staff 

to question all adult outpatients about cough 
• Preparing a nurse or the officer in charge of the health facility to train staff to 

identify TB suspects 

Knowledge: 
• How to train health facility staff to identify TB suspects; information, examples 

and practice to provide in an on-the-job training session  
• Whom to ask about cough (all adult outpatients, attending for any reason) 
• Specific questions to ask about cough 
• Rationale for asking about cough: Everybody can ask; it is easy to ask; it 

accelerates diagnosis, reduces transmission and facilitates cure 
• District TB Coordinator may conduct training, or a nurse or the officer in charge 

of the health facility may conduct training 
• This training can and should be done on the job 
• The officer in charge of the health facility must inform staff that they are expected 

to ask all adult outpatients about cough in order to identify TB suspects 
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E6. Follow up after initial training. For example, check that performance of tasks by recently 
trained staff is consistent with guidelines and training (staff have started providing 
services as trained).    

 Skills: 
• Skills listed in task C5, especially observing work and asking questions of 

recently trained staff, with the purpose of checking that training was effective and 
is being applied on the job 

• Discussing with health workers any questions related to the training or application 
of new skills on the job 

• Assessing whether training was effective (that is, whether health workers learnt 
the skills and knowledge needed to do their tasks) 

• Analysing performance problems (as described in C5) 

 Knowledge: 
• Knowledge listed in task C5 
 

E7. If there is a performance problem caused by a lack of skill or knowledge, determine 
what type of training is most appropriate (e.g. on-the-job training, or a special training 
session for a group). 

 Skills: 
• Recognizing performance problems that are caused by a lack of skill or 

knowledge 
• Recognizing what type of training is most appropriate in a given situation, based 

on factors such as the number of health workers affected, their locations, the tasks 
to be taught and the time required 

Knowledge: 
• Definition of on-the-job training 
• Purposes of on-the-job training 
• Situations in which on-the-job training is suitable 
• Situations in which a special group training session may be needed 
• Possible alternative uses of the course Management of tuberculosis: training for 

health facility staff, e.g. use of one or more modules in a partial course 
 

E8. Conduct on-the-job training as needed.  

 Skills: 
• Planning on-the-job training to solve a problem caused by a lack of skill or 

knowledge 
• Providing relevant information, examples and practice in an on-the-job setting 

Knowledge: 
• On-the-job training should provide information, examples and practice 
• Possible training methods to provide information, examples and practice in an on-

the-job setting 
• Sample training plan to solve a specific problem on the job 
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E9. Organize a brief training session for a group, if needed. 

 Skills: 
• Identifying which modules or sections of modules from the course Management of 

tuberculosis: training for health facility staff are relevant for the situation 
• Identifying how exercises or content in the modules may need to be adapted  
• Determining when and where to hold the training (based on factors such as 

number of health workers needing training and their locations) 
• Determining who will conduct the training 
• Determining what supplies and equipment are needed 
• Making arrangements for classrooms, supplies, course materials, etc. 
• Serving as a facilitator or preparing others to serve as facilitators 

   Knowledge: 
• Learning objectives and content of the course Management of tuberculosis: 

training for health facility staff 
• Understanding of how parts of this course may be used for training to address 

specific problems 
• Desired ratio of facilitators to participants (1 facilitator for every 3–6 participants) 
• Equipment, supplies and space required 
• Course materials required and how to obtain them 
• Possible settings for training sessions (e.g. during a regular district meeting of 

staff responsible for TB control services) 
 
 

F. Monitor TB control efforts in the district (quarterly) 
 
F1. Monitor implementation of the District TB Plan. Determine whether activities are 

being implemented as planned.  

   Skills: 
• Communicating with others (reminding others, asking about progress, giving 

feedback) 
• Reviewing records 
• Keeping track of plans, milestones, etc. using a calendar; noting what has been 

done and what has not been done (and why) 
• Adjusting plans if necessary 

Knowledge: 
• Content of District TB Plan (targets and activities planned, deadlines) 
• When or how often to monitor (i.e. check on progress) 
• How to monitor, sources of information (e.g. records to review, persons to contact) 
• If plans include expansion of TB control services to additional health facilities, 

examples of key issues to monitor: Has training of staff at specific health facilities 
occurred as planned? Have supplies been provided as planned? Have health facilities 
actually started detecting and treating cases? Is microscopy support adequate, e.g. is 
there access to a TB microscopy unit close by? 

• What to do if activities are not being implemented as planned 
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F2.  Review the District TB Register for completeness. 

 Skills: 
• Reviewing the completed District TB Register with a critical eye (looking for 

completeness, problems, etc.) 
• Detecting signs of problems from a mass of data 

 Knowledge: 
• When to monitor (quarterly) 
• Items to look for when reviewing the District TB Register, for example: 

– Are cases from all health facilities offering TB control services in the district 
included in the register? If not, why not?  

– Are there any cases registered who are less than 15 years old? (5−10% of 
cases should be less than 15 years old) 

– Are there gaps (empty areas) in the register where there should be some 
entries? For example: 
– For cases registered 3 months ago, are there follow-up laboratory results, 

or gaps in that column? 
– For cases registered 6 months ago, are there more follow-up laboratory 

results, or gaps in that column? 
– For cases registered 12 months ago, are there treatment outcomes, or gaps 

in that area of the register? 
– Are there cases who were registered based on positive results recorded in the 

Tuberculosis Treatment Register, but who never started treatment?  
– Are there too many treatment outcomes recorded as “transfer out”? Did these 

patients transfer within the district or out of the district? Was an effort made to 
determine the actual treatment outcome? 

• What to do if problems are found with completeness of the District TB Register 
(e.g. obtain missing data; encourage health workers to find any smear-positive 
cases who have not started treatment; contact other District TB Coordinators to 
find treatment outcomes for patients who have transferred out of the district) 

• If there are no data from certain health facilities, the District TB Coordinator must 
obtain the data before calculating and analysing indicators. 

 
F3. Compile data from the District TB Register in quarterly reports. Submit reports to the 

provincial TB coordinator. 
 

 Complete a Quarterly Report on TB Case Registration. 
 

 Complete the Quarterly Report on Sputum Conversion.  
 

 Complete the Quarterly Report on Treatment Outcomes.  

Skills: 
• Identifying the appropriate cohort of patients to be reported on in a given quarterly 

report 
• Transferring and compiling data from multiple columns of the District TB 

Register into the quarterly report accurately, without losing one’s place 

Knowledge: 
• When the quarterly reports should be completed (just after the end of each 

quarter) 
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• Reasons for completing these reports; how they will be used; how they relate to 
indicators to be monitored at the district level 

• The cohort of patients to be reported on in each type of report: 
– For the Quarterly Report on TB Case Registration, the cohort of patients 

registered in District TB Register in the quarter that just ended 
– For the Quarterly Report on Sputum Conversion, the cohort of patients 

registered in the quarter that ended 3 months ago 
– For the Quarterly Report on Treatment Outcomes, the cohort of patients 

registered in the quarter that ended 12 months ago 
• Reasons for waiting to complete certain reports (3 months needed to achieve 

sputum conversion, 12 months needed to reach treatment outcomes) 
• Meaning of all columns on the District TB Register; notations used in each 

column 
• Tips for tallying data from the District TB Register (e.g. use a blank paper to mask 

the rows beneath the one that you are reviewing and keep your place)  
• Instructions for completing each part of each quarterly report 
• What kinds of supplementary comments might be needed (e.g. to explain any 

discrepancies within the report) 
• Where and to whom the reports should be sent 
 

F4. Calculate and analyse indicators related to TB case detection, quality of diagnosis and 
TB treatment. 

 Skills: 
• Compiling data 
• Calculating proportions and expressing them as percentages or rates 
• Analysing indicators for signs of problems or progress 

  Knowledge: 
• Recommended indicators to calculate for monitoring at the district level: 

– ratio of TB suspects tested to outpatients aged 15 years and over 
– proportion of TB suspects tested who were sputum smear-positive 
– proportion of TB cases who were sputum smear-positive 
– proportion of new sputum smear-positive TB cases who converted at 2 or 3 

months 
– proportion of new sputum smear-positive TB cases with each treatment outcome 

(cure, treatment completed, treatment failure, died, default, transfer out) 
• Reasons for looking at these indicators (e.g. tracking progress towards targets, 

spotting certain types of problems) 
• Principle of cohort analysis (individuals included in the numerator must be from 

the group in the denominator, group of individuals is followed over time) 
• Formulae for calculating indicators (numerator and denominator) 
• Data sources, i.e. where to obtain numerator and denominator data in laboratory 

reports, outpatient reports, or quarterly reports 
• When to compile data and analyse indicators (quarterly) 
• Expected or desired levels and problem levels for each indicator 
• Possible implications of high or low result for each indicator 
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F5. Graph progress towards district target for sputum conversion.  

 Skills: 
• Plotting points to make a line graph showing the sputum conversion rate for 

cohorts registered in successive quarters 
• Interpreting a line graph 

Knowledge: 
• Reason for making a graph of sputum conversion rates (e.g. post on the wall to 

show progress over time) 
• Need to look for sustained increase in the sputum conversion rate as evidence of 

good treatment 
• Since the number of TB cases in a district is relatively small, just a few failures 

can impact the sputum conversion rate greatly 
 

F6. If monitoring of activities or indicators reveals problems, investigate the causes and 
try to solve the problems.  

 Skills: 
• Recognizing problems or signs of problems (from monitoring indicators and 

activities) 
• Describing problems specifically 
• Investigating and determining possible causes of problems 
• Identifying possible solutions to problems  

Knowledge: 
• Examples of signs of problems (e.g. default rate is increasing; treatment failure 

rate is higher than 2%)  
• Reasons for investigating problems and determining causes before deciding on 

solutions; need to find the “root causes” 
• Typical causes and possible solutions for common problems 
• Resources and types of assistance that may be available to solve problems 

  
F7. Conduct periodic district meetings (e.g. every 6 months) of health facility staff 

responsible for TB control services.  

  Skills: 
• Planning a meeting (setting objectives, making an agenda) 
• Analysing indicators from health facility and district level 
• Identifying problems, possible causes and solutions 
• Giving positive feedback 

 Knowledge: 
• Possible purposes and objectives of this type of group meeting (motivating, 

monitoring, training opportunity) 
• Possible ways to structure the meeting 
• Whom to invite to the meeting 
• Indicators to be reported from each health facility (difference in cohorts for health 

facility indicators; for health facility reporting, patients are in cohorts according 
to when they began treatment rather than when they were registered in the 
District TB Register)  
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• Desired, expected or problem levels for these indicators 
• Typical causes and possible solutions for common problems (importance of 

focusing on problems that health facilities can do something about, e.g. increasing 
follow-up sputum examinations, improving patient adherence) 

 
 
G. Advocate for TB control and collaborate with other health-care 

providers and programmes  
 Knowledge: 

• Definitions of terms such as “advocacy” and “collaboration” 
• The District TB Coordinator’s role in advocacy for the TB control programme and 

in collaboration with other health-care providers and programmes  
 

G1.  Obtain support for the district TB control programme from political and 
administrative authorities. 

 Skills: 
• Planning meetings with the mayor, district financial officer, or other political or 

administrative authorities to gain support and funding for TB control activities 
• Describing the DOTS strategy and its benefits 
• Tailoring information and messages to the interests of political and administrative 

authorities 
• Using the District TB Plan as a tool for gaining support and needed resources for 

the district TB control programme 

Knowledge: 
• Reasons for seeking support from political and administrative authorities 
• Elements and benefits of the DOTS strategy 
• Tips for developing and tailoring written or spoken messages for a specific 

audience 
 
G2. Promote the DOTS strategy to non-public health facilities and collaborate with them 

in TB control efforts.  

 Skills: 
• Identifying non-public health facilities in the district; finding out whether they 

currently diagnose or treat TB patient and what their current practices are 
• Planning and conducting meetings with the responsible medical officer of a non-

public health facility 
• Describing the DOTS strategy and its benefits, national guidelines for TB case 

detection and treatment, and reporting procedures 
• Describing the TB control programme and its effectiveness; explaining that 

services are free of charge; benefits of improved procedures (directly observed 
treatment, use of FDCs) 

• Reaching agreement about ways that the district TB control programme and the 
non-public health facility can collaborate to implement TB case detection and 
treatment according to national guidelines  

• Giving support to health facilities as needed as they implement the agreed 
activities 
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 Knowledge: 
• Definition of “non-public” health facility (not run by the government, or run by 

the government but not open to all of the public) 
• Examples of non-public health facilities: private clinics, health facilities run by 

NGOs, health facilities managed by the police, military, social security or prison 
system 

• Importance of ensuring good TB control services at public health facilities before 
expanding to non-public health facilities 

• Information that should be provided to non-public health facilities (e.g. 
description of the DOTS strategy and its benefits, availability of free and quality-
controlled public services for TB case detection and treatment) 

• Possible ways that a non-public health facility can participate in TB control 
efforts: 
– Refer TB suspects to public health facilities for diagnosis 
– Refer TB cases to public health facilities for treatment, or 
– Be contracted or designated by the public TB control programme to diagnose 

and treat TB cases, and to participate in reporting  
– Be contracted or designated to do sputum smear microscopy (if the facility has 

laboratory capabilities) 
• Ways to convince a responsible medical officer to implement national guidelines 

for TB case detection and treatment 
• Summary of the rationale for and benefits of the national guidelines and reporting 

procedures 
• Common questions about and objections to implementing the guidelines and 

reporting; good responses 
• Possible support and incentives that the TB control programme can offer (e.g. 

drugs free of charge for the facility’s patients)  
• If there are other doctors in the health facility (e.g. paediatricians, specialists) who 

may diagnose and treat TB cases, importance of also convincing them to follow 
national TB control guidelines and report cases 

 
G3. Promote the DOTS strategy to private physicians, physicians’ associations, and 

medical and nursing associations.  

 Skills: 
• Identifying medical and nursing associations in the district 
• Identifying and making contact with the leader of an association; talking to the 

leader about the DOTS strategy 
• Requesting and getting agreement from the leader that the association will provide 

information to membership 
• Giving a presentation to an association, or working with an association to provide 

information to its membership 

 Knowledge: 
• Importance of getting private practitioners to adopt/accept DOTS strategy, and to 

refer patients to services that are provided free of charge 
• The information that should be provided to private practitioners and/or their 

professional associations (e.g. description of availability of free and quality-
controlled public services for TB case detection and treatment) 

• Ways to provide information to associations (e.g. printed materials, speaking at 
conferences) 
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• Working through associations to reach physicians is more cost-effective than 
trying to reach one physician at a time who may manage only five TB cases per 
year. 

• Possible ways to collaborate with private practitioners 
 
G4. Promote the DOTS strategy and TB control services to community organizations and 

their leaders 

Skills: 
• Determining when it is appropriate to begin promoting TB control services to 

community organizations 
• Identifying community organizations in the district (e.g. women’s groups, village 

health committees, faith-based organizations) 
• Meeting with community organizations and their leaders 
• Describing the district TB control programme and DOTS strategy, its objectives 

and effectiveness; benefits of improved procedures 
• Tailoring messages to different audiences 

 Knowledge: 
• Purpose of advocacy to community organizations and their leaders: to involve 

them in informing the community about TB control services and encouraging use 
of the services 

• When to begin advocacy with the community: when TB control services achieve 
approximately 80% sputum conversion rate, suggesting approximately 80% 
treatment success 

• Messages about TB to give to community members (e.g. cough of long duration is 
sign of possible TB so adults with cough should come to health services; where to 
obtain services) 

• National TB control programme should provide promotional materials that 
District TB Coordinator can use with the community 

• Ways to tailor messages for different groups 
• Tips for effectively presenting spoken or written messages 
• Ways that community organizations may collaborate with the district TB control 

programme (e.g. serve as a source of community TB treatment supporters, help 
TB patients with transportation, inform others) 

 
G5. Collaborate with the HIV/AIDS programme. 
 

 Exchange information on services available for HIV testing and for TB case 
detection and treatment.  

 
 Involve HIV testing and care sites in intensified TB case detection.  

 
 Encourage TB infection control measures in crowded settings. 

 
 Stay informed of national level decisions on interventions related to TB/HIV. 

 
 Coordinate information on TB and HIV provided as part of training for staff at 

health facilities and HIV testing and care sites.  
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Skills: 
• Communicating with others and making collaborative arrangements 
• Ensuring exchange of information between programmes and individuals 
• Ensuring that health workers who manage TB patients are informed about HIV 

testing and care services 
• By participating in a district TB/HIV coordinating committee, ensuring that health 

workers who care for HIV-positive patients will be informed about when and 
where to refer patients for TB testing 

 Knowledge: 
• Reasons that collaborative TB/HIV activities are essential 
• Importance of serving on a district TB/HIV coordinating committee 
• Possible ways to collaborate with the HIV/AIDS programme  
• Locations of facilities are that provide HIV testing and care services; health workers 

who treat TB patients must know where to refer patients for HIV testing and care 
• Locations of facilities that do testing for TB; health workers who care for HIV-

positive patients must know when and where to refer patients for testing for TB 
• Whether preventive intervention for HIV is available for pregnant women and 

where to refer pregnant women 
• Ways to reduce TB transmission in crowded settings (such as prisons, police and 

military barracks, shelters) where people with or at risk of TB and HIV are 
frequently living close together 

• Information about TB case detection and treatment that should be included in 
training of health workers doing HIV testing and care (e.g. how to ask adults 
about cough)  

• Information about HIV testing that should be included in training of health 
workers responsible for TB case detection and treatment (e.g. where to send 
patients for HIV testing)  

• Policy decisions on interventions related to TB/HIV that may be made at the 
national level (e.g. decisions concerning condom distribution, isoniazid preventive 
therapy, ART) 

 
 

H.  Evaluate achievement of annual district targets 
 
H1. Evaluate achievement of sputum conversion target. 

Skills: 
• Compiling data to evaluate achievement of sputum conversion target (same skills 

as to complete the Quarterly Report on Sputum Conversion) 
• Calculating a proportion and expressing it as a percentage 
• Comparing the achieved sputum conversion rate with target 
• Using results of monitoring to identify reasons for success or to hypothesize why 

target was not reached 

Knowledge: 
• Target set for the district for the year (“By the end of 200__, the quarterly 

conversion rate in the district will reach at least __%.”) 
• Definition of sputum conversion rate: the proportion of new sputum smear-

positive TB cases that convert at 2 or 3 months 
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• When to evaluate the sputum conversion target (in January or February, based on 
4th quarter monitoring results) 

• Numerator and denominator data needed; time frame for cohort; data sources 
• Possible contributors to success and reasons for failure to reach target 
• Relationship of sputum conversion to treatment success (it is a predictor of 

treatment success) 
 
H2. Evaluate achievement of target for expansion of TB control services. 
 Skills: 

• Collecting information on whether activities to expand TB control services have 
been completed as planned 

• Comparing actual situation at the end of the year with target for expansion of TB 
control services 

• Using results of monitoring to identify reasons for success or to hypothesize why 
the target was not reached 

 Knowledge: 
• Target set for the district for the year (“By the end of 200__, __ out of __ public 

health facilities in the district will provide TB control services.”) A target could 
also be stated for non-public health facilities, such as private, NGO, military, or 
prison health facilities. 

• Definition of “providing TB control services” (have at least one health worker 
trained to detect and treat TB cases; have the necessary anti-TB drugs and 
supplies; have microscopy support; and have actually started providing TB control 
services) 

• Types of data needed to evaluate target (i.e. names/number of health facilities 
which have at least one key TB health worker trained, TB drugs and supplies, 
microscopy support, and which are actually detecting and treating cases) 

• Possible contributors to success and reasons for failure to reach target 
• Relationship of TB service provision target to national goal of increasing case 

detection to 70%: the district needs to find and treat cases in all possible places, by 
expanding TB control services as soon as the quality of the service can be ensured  

 
H3. Summarize evaluation results and recommendations. 

 Skills: 
• Interpreting results of evaluation 
• Recognizing implications for the district (e.g. problems that need to be 

investigated and solved, recommendations to improve services or expand 
provision of TB control services) 

• Recognizing achievements and progress 
• Organizing information 

Knowledge: 
• Purpose(s) of summary – for District TB Coordinator and possibly next level; 

recommendations will be used for planning (although District TB Plan for the 
coming year is usually completed by the time annual evaluation is done) 

• Suggested outline for summary of evaluation 
 
H4. Use results of monitoring and evaluation as a basis for planning (see task A1). 
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I.  Conduct or participate in special studies, if needed 
  
I1. Conduct or participate in special studies with the purpose of improving the TB control 

programme.  

 Skills: 
• Selecting an appropriate, useful and feasible objective for study (specific 

questions to be answered, information to be obtained) 
• Describing the purpose of a study and methods to be used 
• Analysing findings to identify implications of study results (actions to be taken 

based on results) 

 Knowledge: 
• Purpose of special studies should be to improve the TB control programme; 

special studies are not routine and not done every year 
• Possible issues to study (see examples below) 
• Reasons why one might study these issues 
• Possible methods for collecting data 
• Types of problems/causes that may be uncovered by certain types of studies 
• Reasons some studies might not be suitable to conduct within the district (e.g. 

require too large a sample); the district may be part of a larger study initiated at a 
higher level 

• Study results that suggest problems or their causes 
 
  Possible issues to study: 
  

• Proportion of adults attending health facilities who have cough lasting 2 weeks or 
more (prevalence of cough lasting 2 weeks or more) 

• Delay in diagnosis of smear-positive pulmonary TB (time between the date that 
patient has been coughing for 2 weeks and the date of initial positive sputum 
examination)  

• Other time intervals such as:  
– Time between start of TB symptoms and seeking care 
– Time between first seeking care at a health facility and sputum examination 
– Time between sending sputum to TB microscopy unit and receipt of results at 

health facility 
– Time between diagnosis of TB and start of treatment 

• Number of visits to health facilities after developing cough but before sputum 
examination 

• Time of default or interruption of treatment 
• Reasons for default or interruption of treatment 
• For initial defaults (TB cases who never start treatment), proportion with specific 

reasons for not starting  
• Proportion of new smear-positive TB cases that did not receive directly observed 

treatment during initial phase 
 
I2. If a special study reveals a problem and causes, take appropriate action to solve the 

problem. 

 Skills: 
• Identifying possible solutions to problems (taking into account their causes) 
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 Knowledge: 
• Importance of selecting solutions appropriate for the causes of a problem 
• Typical causes and possible solutions for common problems 
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SUMMARY 
 
Most of this document has described the process of task analysis that is necessary in order to 
design and develop relevant, useful training materials. Task analysis begins with defining the 
target population for training and then listing the tasks to be performed by the target 
population on the job. The next step is to specify the skills and knowledge needed to do the 
tasks. 
 
Sections 2 and 3 of this document provided examples of task lists and skills and knowledge 
lists used in the development of the following two training courses: 
  
Management of tuberculosis: training for health facility staff  (WHO/CDS/TB/2003.314) 
Management of tuberculosis: training for district TB coordinators (WHO/HTM/TB/2005.347) 
 
The final step of the task analysis process is to select the skills and knowledge to be taught (the 
“training objectives”). The design and development of the training course can then begin, a process 
that includes: 
 
• organizing the selected skills and knowledge into suitable teaching units (modules) and 

developing the training design (including brief outlines of module content and planned training 
methods); 

• drafting expanded outlines of modules, including instructional objectives, draft of main body of 
text and descriptions of training methods, examples and exercises; 

• obtaining realistic examples and information for use in exercises; 
• drafting the complete modules, facilitator guidelines and course director guidelines; 
• field-testing the training materials; 
• revising and finalizing training materials based on the field test. 
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