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NOTICE AND DISCLAIMER 
 
This publication is intended to be a resource for physicians and other healthcare professionals who provide 
care and treatment to patients in resource poor settings.  Reasonable efforts have been made to ensure that 
the material  presented  here  is  accurate,  reliable,  and  in  accord with  current  standards  as  of  the  date  of 
publication.   However, as new research and experience expand our knowledge, recommendations  for care 
and treatment change. Your use of this publication is provided on an “as is” basis without warranty of any 
kind,  and  none  of  the  individuals  or  entities  listed  below  represent  or  warrant  that  the  information 
contained  herein  is  complete  or  accurate  or  free  from  error.    It  is  therefore  the  responsibility  of  the 
individual  physician  or  healthcare  professional  to  use  his/her  best  medical  judgment  in  determining 
appropriate patient care or treatment. 
 
To  the  maximum  extent  permitted  under  applicable  laws,  no  responsibility  is  assumed  by  any  party 
involved  in  the  production  or  publication  of  this  publication,  including without  limitation,  each  of  the 
contributors and authors; Partners In Health; the Program in Infectious Disease and Social Change, Harvard 
Medical  School; Harvard Medical  School Division  of AIDS;  the Division  of  Social Medicine  and Health 
Inequalities,  Brigham  and Womenʹs  Hospital;  and  each  of  their  affiliates,  divisions,  directors,  officers, 
trustees,  agents  and  employees  (referred  to  collectively  as  the  “Publishers  and  Contributors”).    The 
Publishers and Contributors hereby disclaim all liability for errors, omissions, or any injury and/or damage 
(actual or perceived)  to persons or property as a  result of any actual or alleged product  liability,  libelous 
statement, or  infringement of  intellectual property or privacy rights, whether resulting from negligence or 
otherwise, including without limitation, from any reliance upon, use or operation of, any ideas, instructions, 
procedures, products or methods contained in the material included in this publication. 
 
References  to  specific  drugs  or  products within  this  publication  do  not  constitute  endorsement  by  the 
Publishers and Contributors.  Individual patient needs may vary on a case‐by‐case basis, and physicians and 
other healthcare professionals should consult their standard resources before prescribing specific drugs or 
products to their patients. 
 
This disclaimer and your use of this publication are and shall be governed and construed in accordance with 
the internal laws of the Commonwealth of Massachusetts, without regard to its rules concerning conflicts of 
laws.  In the event of any conflict between foreign laws, rules and regulations and those of the United States, 
the laws, rules and regulations of the United States shall govern. 
 
By choosing to use this publication, you acknowledge and agree to the terms of this disclaimer. 
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Comments: __________________________________________________________________________

1. Patient ID number (unique) 2.TB case registration #   

2.1 Date of contact: ___ / ___ / ____        2.2 Date of record: ___ / ___ / ____ 
Day         Mo         Year Day        Mo         Year

Demographic

3. Patient name

3.1 Surname 1 __________________________ 3.1 Surname 2 __________________________

3.2 First name __________________________ 3.2 First name 2 ______________________

4. Date of birth ___ / ___ / ____   4.1 Place of birth ________________________
Day         Mo         Year City, Province

5. Sex M F

6. Citizenship Peru  RF  Haiti  Other 6.1 Race ________________________________

7.Address Current  Previous Homeless

7.1 Region ____________________________ 7.2 District ______________________________

7.3 City/village __________________________ 7.4 Street ______________________________

7.5 Building # ________ Apt. #____________ 7.6 Postal Code __________________________

7.7 Telephone #__________________________

8. Health Center ________________________

8.1 Health Center Address ________________________________________________________________

9. Civil Status Married  Living together  Single  Divorced/Separated  Widowed

10. Social status Employed  Retired  Student  Unemployed

11. Past medical history
yes      no      unknown yes      no     unknown

a HIV/AIDS i Psychiatric disorder
b Diabetes mellitus j Chronic lung disease
c Alcoholism k Cardiovascular disease
d Substance abuse l Active hepatitis/cirrhosis
e Tobacco use m Chronic renal insufficiency
f Gastric ulcer n Massive hemoptysis
g Seizure disorder (> 250 cc)
h Depression o Respiratory insufficiency

12. Contact History
Name of Contact Relationship Date of first 

TB diagnosis
Age when 
first 
diagnosed

Living with 
patient when 
contact had TB

Multiple 
treatments?

Died During
Treatment?

Current 
Condition*

* C=cured
T=in treatment
S=symtomatic

without 
treatment

D=died
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13.TB Diagnosis (check all that apply)

Pulmonary

Primary TB Focal TB Infiltrative TB

Tuberculoma Cavernosus TB Fibrosus – cavernosus TB

Miliary TB

Extrapulmonary   

TB of upper respiratory tract Pleurisy Skin   

Peripheral lymph nodes Meningitis and CNS Bones and joints 

GI Eye Intrathoracic lymph nodes

Kidneys/urinary tract Genitals     Potts disease

TB intoxication/systemic symptoms

Other complications: ____________________________________________________________________

14.Treatment history

14.1 Date first diagnosed with TB ___ / ___ 14.2 Number of previous treatments ________
Mo         Year                                                                                                          

15. Patient type (mark one)

New Relapse Treatment failure

Return after interruption  Re-treatment failure (chronic)  Transfer from other facility

16.1 Previous tuberculosis treatment regimes

16.2 Summary of the previously received medicines (label each one of the drugs that the patient has received):
INH   RIF   EMB   PZA   SM  KM   AMK   CM  CPX/LFX/OFX/SPX 
THA  CS   AMX-CLV THZ  CFZ  CLR    Other: ____________________________

Date of
treament
initiation

Duration
(months)

Initial
Smear
(+/-)

Treatment scheme 
(e.g. EZS/2HREZ/
4H2R2E2)

Health
center

# 
missed
doses 

Smear status
at end of
treatment?
(+/-)

Culture status
at end of
treatment?
(+/-)

Condition at end
of treatment (Cure/
Failure/Abandon/
Transfer)

1 C    F    A    T
2 C    F    A    T
3 C    F    A    T
4 C    F    A    T
5 C    F    A    T
6 C    F    A    T
7 C    F    A    T
8 C    F    A    T
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17. Physical Exam

Date: ___ / ___ / ____ Presenting Complaint: ________________________________________
Day         Mo         Year

Date of most recent symptoms: ___ / ___ / ____              Illness onset  Acute   Chronic
Day         Mo          Year

Cough Expectoration Loss of appetite Fever Night sweats Dyspnea

Loss of weight: Previous weight ______  Date ___ / ___ 
Mo         Year

Massive hemoptysis: Date of hemoptysis ___ / ___ / ___ 
Day       Mo         Year

Other presenting complaints ______________________________________________________________

17.1 Vital Signs

Blood pressure ______  Respiratory frequency ______ Heart rate _______      Temperature _______
(mm Hg)       (/min) (/min) (˚C)

17.2 Weight ______  Height ______ 

17.3
(kg)       (cm)

Comments: __________________________________________________________________________________

System Normal Abnormal Describe Abnormalities

General health
Skin
Head/neck/oropharynx
Cardiovascular
Thorax and lungs
Abdomen
Genito-urinary
Extremities
Neurlogical
Lymph nodes
Endocrine
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Investigations

18. Bacteriology

19. Chest x-ray date: ___ / ___ / ____   
Day         Mo         Year 

20. Laboratory results     date: ___ / ___ / ____   
Day         Mo         Year 

21. DST results     date: ___ / ___ / ____    (Enter code: 1=Sensitive  2=Intermediate  3=Resistant  4=Pending)
Day         Mo         Year

Smear (Specify other tissue or body fluid)

dd/mm/yy Lab # Result 

Site: Sputum
Other ____________________________

Culture (Specify other tissue or body fluid)

dd/mm/yy Lab # Result 

Site: Sputum
Other ____________________________

Type of examination Mark each affected zone

Done

Not done

Digital copy 

Chest X Ray

Tomogram

CT Scan

1 Cavity

2 Fibrosis 

3 Infiltrate

4  Pneumothorax

5 Pleural effusion

6 Tuberculoma

7 Disseminated

19.1 Other CXR findings ________________________________________________________________

____________________________________________________________________________________

AST ALT Bilirubin Creatinine K+ Mg+ HCT B-HCG HIV-ELISA TSH Urine
Prot.

Normal
values

Lab
ID

Sample
ID #

INH
Low

INH
High

RIF PZA EMB SM
Low

SM
High

THA KM CS CM PAS AMK RFB CPX OFX AMX-
CLV

Other

Local
Lab

Ref
Lab
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Notes

Management

22. Initial TB medication    

Date of treatment initiation: ___ / ___ / ____    (Expected duration of treatment in months MUST BE RECORDED)
Day         Mo         Year

23. Supplementary drugs

24. Information collected by (print): __________________________

Signature ______________________________ Date __________

25. Information entered by (print): __________________________

Signature ______________________________ Date __________

26. Information checked by (print): __________________________

Signature ______________________________ Date __________

Drug Dose Frequency Duration

AM PM Nite Per Week (1-7) (months)

Isoniazid

Rifampicin

Pyrazinamide

Ethambutol

Streptomycin

Ethionamide

Kanamycin

Cycloserine

Capreomycin

PAS

Clofazimine

Drug Dose Frequency Duration

AM PM Nite Per Week (1-7) (months)

Amikacin

Rifabutin

Ciprofloxacin

Ofloxacin

Rifater (H+R+Z)

Rifinah (H+R)

Thiacetazone

Levofloxacin

Prothionamide

Clarithromycin

Other
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Form 2: Checklist for Initial Evaluation and Treatment Surveillance

Initial Evaluation

Initial physician evaluation

AFB

Culture

Susceptibility testing

Chest radiograph

Laboratory analysis (includes liver function tests, creatinine, blood urea nitrogen, complete blood count, HIV,
ß-HCG for women)

Health promoter evaluation (includes socioeconomic interview, home visit) 

Family planning

Contact screening

Initiation of empiric regimen

Evaluation of susceptibility testing and adjustment to definitive regimen

Routine Surveillance 

During treatment

Monthly AFB

Monthly culture

Monthly weight (may be weekly for malnourished patients)

Chest radiograph every six months

Physician evaluation every month for six months, then every three months 

Creatine and electrolytes monthly for 3 months, then every 3 months during injectable phase; in patients
who are 50+ years old and/or have co-morbid disease, every week for first month, then at least monthly

Starting at six months: evaluation for discontinuation of parenteral

Starting at 18 months: evaluation for completion of DOTS-Plus treatment

After treatment completion:

AFB and culture at three and six months after treatment completion 

Clinical follow-up as needed

Forms for Patient Evaluation and Surveillance

DOTS-Plus Case Registration Form

DOTS-Plus Regimen Summary Sheet

DOTS-Plus Smear and Culture Summary Sheet

DOTS-Plus Weight Surveillance Sheet

DOTS-Plus Susceptibility Data Summary Sheet

DOTS-Plus Adverse Reaction Summary Sheet

DOTS-Plus Treatment Administration Sheet

Evaluation at Completion of DOTS-Plus Treatment

F6 • Form 2 • Checklist for Initial Evaluation and Treatment Surveillance
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Patient name Patient ID

Health center ______________________________ Date of treatment initiation: ___ / ___ / ____ 
Day         Mo          Year

Form 3: DOTS-Plus Regimen Summary Sheet

Note: Report entire regimen with all doses in mg; for regimen type: E=empiric, D=definitive, A=Adjustment

Drugs used:

Date Type of
regimen Reason for change



Patient name Patient ID

Health center ______________________________ Date of treatment initiation: ___ / ___ / ____ 
Day         Mo          Year

Form 4: DOTS-Plus Smear and Culture Summary Sheet

F8 • Form 4 • DOTS-Plus Smear and Culture Summary 

Observations:

Month Date of sample Smear result Culture result Culture ID # # days culture read

Initial

1

2

3

4

5

6

7

8

9

10

11

12

13

14

15

16

17

18

19

20

21

22

23

24

25

26

27

28

29

30



Patient name Patient ID

Health center ______________________________ Date of treatment initiation: ___ / ___ / ____ 
Day         Mo          Year

Form 5: DOTS-Plus Weight Surveillance Sheet

Form 5 • DOTS-Plus Weight Surveillance • F9

Month Weight (kg) Date of weight

Initial

1
2
3
4
5
6
7
8
9
10
11
12
13
14
15
16
17
18
19
20
21
22
23
24
25
26
27
28
29
30
31
32
33
34
35
36

Height (cm)



Patient name Patient ID

Health center ______________________________ Date of treatment initiation: ___ / ___ / ____ 
Day         Mo          Year

Form 6: DOTS-Plus Susceptibility Data Summary Sheet

F10 • Form 6 • DOTS-Plus Susceptibility Data Summary 

Note: If resistant, include absolute colony count (e.g. R25)

Observations:

Date of
Sample

ID # INH
0.1

INH
0.2

INH
0.4

INH
1

INH
5

RIF PZA EMB SM
2.0

SM
10

KM CM AMK THA CPX CS RFB CLR



Patient name Patient ID

Health center ______________________________ Date of treatment initiation: ___ / ___ / ____ 
Day         Mo          Year

Form 7 • DOTS-Plus Adverse Reaction Summary  • F11

Form 7: DOTS-Plus Adverse Reaction Summary Sheet

Adverse
reaction   

Date of 
presentation

Date of 
resolu-
tion

Description Severity
1=asymtomatic
2=does not affect

daily activities
3=limits daily

activities
4=life threatening,

hospitalization
99=unknown

Intervention
switch date

Was
change
made in
TB regi-
men? 
If so, date
and
descrip-
tion of
change

Outcome
1=complete resolution
2=partial resolution
3=no change
4=worse
99=none reported



Patient name Patient ID

Health center ______________________________ Date of treatment initiation: ___ / ___ / ____ 
Day         Mo          Year

Patient age _____   Date of birth ___ / ___ / ____  Patient Address __________________________________
______________________________________________

Form 8: DOTS-Plus Treatment Administration Sheet, page 1 of 4

F12 • Form 8 • DOTS-Plus Treatment Administration

Initial AFB: Date ________ Result __________________ Lab ID # __________________

Initial culture: Date ________ Result __________________ Lab ID # __________________

TB: Pulmonary Extrapulmonary (specify): ____________________________

Susceptibility testing: Date ________ Resistant to: ______________ Sensitive to: ________________

Date ________Resistant to:________________ Sensitive to: ________________

Date (month/day)

Adverse

Monthly weight

AFB control

Culture control

LMP

Day         Mo          Year

Day         Mo          Year
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Date (month/day)

Adverse

Monthly weight

AFB control

Culture control

LMP

Date (month/day)

Adverse

Monthly weight

AFB control

Culture control

LMP
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Patient name Patient ID

Form 8: DOTS-Plus Treatment Administration Sheet, page 3 of 4

Date (month/day)

Adverse

Monthly weight

AFB control

Culture control

LMP

Date (month/day)

Adverse

Monthly weight

AFB control

Culture control

LMP
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Patient name Patient ID

Form 8: DOTS-Plus Treatment Administration Sheet, page 4 of 4

Date (month/day)

Adverse

Monthly weight

AFB control

Culture control

LMP

Date (month/day)

Adverse

Monthly weight

AFB control

Culture control

LMP



Patient name Patient ID

Health center ______________________________ Date of treatment initiation: ___ / ___ / ____ 
Day         Mo          Year

Form 9: Evaluation at Completion of DOTS-Plus Treatment, page 1 of 6

F16 • Form 9 • Evaluation at Completion of DOTS-Plus Treatment

Evaluating physician ________________________ # months in treatment ____________________

# months receiving injectable ________________ If > 8 months, reason for continuation of 

injectable ______________________________

Date of previous evaluation __________________ Date of treatment completion________________

Date of current evaluation ____________________ Patient present at evaluation? Yes   No 

Date of last positive smear ____________________ Date of last positive culture: ________________

Current regimen (please complete regimen surveillance sheet to date) ____________________________

Adverse reactions (please complete adverse reaction surveillance form to date) ______________________

Hospitalizations since previous evaluation? Yes   No

If yes, hospital ____________________________ Dates __________________________________

Indication ________________________________ Outcome________________________________

Hospitalizations since previous evaluation? Yes   No

If yes, hospital ____________________________ Dates __________________________________

Indication ________________________________ Outcome________________________________

Hospitalizations since previous evaluation? Yes   No

If yes, hospital ____________________________ Dates __________________________________

Indication ________________________________ Outcome________________________________

Surgery since previous evaluation? Yes   No

If yes, hospital ____________________________ Date __________________________________

Procedure ________________________________ Surgeon ________________________________

Indication ________________________________ Outcome ______________________________
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Review of DOT

Total number of doses prescribed since previous evaluation ____________

Total number of doses missed since previous evaluation ____________

Number of doses suspended due to adverse reaction ____________

Number of doses missed/refused by patient         ____________

Number of doses missed due to health worker        ____________

Number and cause(s) of other missed doses: __________________________________________________

How many doses per day does the patient receive in health center? __________________________________

How many doses per day does the patient receive at home? ____________

Reason for receiving at home: ______________________________________________________________

Is the patient currently working? Yes   No 

If yes, was patient working when he/she started treatment? Yes   No 

if no date resumed work ____________________ Occupation: ____________________________

Is the patient currently studying? Yes   No 

If yes, was patient studying when he/she started treatment? Yes   No 

if no date resumed class______________________ Type of study ____________________________

Is the patient able to perform activities of daily living? Yes   No 

If yes, was patient able to when he/she started treatment? Yes   No 

if no, when activities resumed ________________

Review of systems (check the following that apply)

Cough Sputum Poor appetite Weight loss

Dyspnea at rest Dyspnea on exertion Night sweats Vertebral pain

Bronchospasm Back pain Other: ________ Other: _______

Hemoptysis Date of most recent hemoptysis ________________ Quantity in ml __________

Physical exam:

PE: BP_______ HR_________ RR_________ Weight________
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Radiographic evaluation

Date of chest radiograph ____________________ Number of affected lung zones (of 6) ________

Mark each affected lobe: Upper left zone Upper right zone

Middle left zone Middle right zone

Lower left zone Lower right zone

Note presence or absence of each radiographic characteristic:

Improvement from initial radiograph? ________________________________________________________

Impression/plan: ________________________________________________________________________

______________________________________________________________________________________

______________________________________________________________________________________

______________________________________________________________________________________

______________________________________________________________________________________

______________________________________________________________________________________

Pulmonary extent 
of all radiographic
characteristics

Left lung Right lung

<33%

33-66%
>66%

Pulmonary extent 
of infiltrates and
cavities

Left lung Right lung

<33%

33-66%
>66%

Present Absent

Cavity # of cavities: diameter of largest cavity (cm):

Heterogeneous infiltrate

Fibrosis

Retraction of adjacent
structures

Miliary

Nodes
# nodes: diameter of largest node(cm):

Presence of hiliary nodes:

Masses # masses: diameter of largest node(cm):

Pleural effusion

Pleural plaques

Bula or pneumatoceles

Pneumotorax Size of PTX (cm):

Hydrotorax Size of HTX (cm):
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Review of treatment outcome

Did the patient smear convert? Yes   No If yes, date of first negative smear ________________

Remained smear negative? Yes   No If patient did not remain smear negative, date of first

recurrent positive smear? ______________________

If completed treatment smear negative, date of final smear

conversion __________________________________

Did the patient culture convert? Yes   No If yes, date of first negative culture ________________

Remained culture negative? Yes   No 

If patient did not remain culture negative, date of first recurrent positive culture? ____________________

If completed treatment culture negative, date of final culture conversion ____________________________

Condition at completion (check only one):

Cured

Subsequent death, if known? Yes   No 

If yes, date & cause of death ______________________________________________________________

Subsequent treatment, if known? Yes   No If yes, date of treatment initiation ________________

If known, regimen ______________________________________________________________________

Abandoned Date of abandonment ______________________

Reason for abandonment ____________________ Date of last smear prior to abandonment ______

Smear status Pos   Neg Unknown

Date of last culture prior to abandonment: __________________________________________________

Culture status Pos   Neg Unknown

Subsequent death, if known? Yes   No If yes, date & cause of death ________________

Subsequent treatment, if known? Yes   No If yes, date of treatment initiation: _____________

If known, regimen ______________________________________________________________________

(continued >)
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Condition at completion continued (check only one):

Deceased

Date of death ______________________________ Died of TB? Yes   No

If no, cause of death ________________________ Date of last smear prior to death ____________

Smear status Pos   Neg Unknown

Date of last culture prior to abandonment: __________________________________________________

Culture status Pos   Neg Unknown

Failed

Date failure determined ______________________ Was regimen reinforced?    Yes   No

Was treatment irregular? Yes   No Was repeat DST performed? Yes   No

Did the DST show amplification 

of resistance pattern? Yes   No

Subsequent death, if known? Yes   No If yes, date & cause of death ________________

Subsequent treatment, if known? Yes   No If yes, date of treatment initiation ____________

If known, regimen ______________________________________________________________________

Not known

Observations, including efforts made to recover patient ________________________________________

____________________________________________________________________________________

____________________________________________________________________________________

____________________________________________________________________________________

____________________________________________________________________________________

____________________________________________________________________________________

____________________________________________________________________________________

____________________________________________________________________________________

____________________________________________________________________________________
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Follow-up Plan 

Smear results at three months ____________________________________________________________

Smear results at six months ______________________________________________________________

Culture results at three months ____________________________________________________________

Culture results at six months ______________________________________________________________

Was patient evaluated by clinician after completion of treatment? Yes   No

date ______________ complaint __________________ action ____________________________

date ______________ complaint __________________ action ____________________________

date ______________ complaint __________________ action ____________________________


