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CHAPTER 1

Introduction

o Introduction
o TB Program Partners

o« What is Directly Observed Therapy?
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Introduction

Welcome to the Tuberculosis (TB) program. Whether you are a Directly Observed Therapy (DOT) Lay
Worker, Community Health Representative (CHR) or Community Health Nurse (CHN) you will be a vital
member of your community’s TB team. Together, the team can provide the best possible standard of TB
care for your clients.

This manual is intended to provide guidance to all staff involved with delivering TB medications by Directly
Observed Therapy, also known as DOT.

The DOT manual:

° defines the roles and responsibilities of the various DOT partners

° provides a tool for the education of all team members about the delivery of TB
medication by directly observed therapy

° outlines the process needed for a registered nurse to assign the task of DOT delivery to
another member of the TB team

Directly Observed Therapy is the World Health Organization (WHO) standard for treatment of Tuberculosis
disease; the TB Services for Aboriginal Communities (TBSAC) program at the BC Center for Disease
Control (BCCDC) has adopted it as the standard for delivery of all TB medications whether they are for
treatment of active TB disease or latent TB infection (LTBI).

TBSAC is funded through First Nations & Inuit Health (FNIH) to provide enhanced TB services and
programs to all on-reserve First Nations in British Columbia. Regular TB program activities are provided by
health centre staff.

Although the DOT manual is designed for on-reserve communities, many First Nations communities are
situated near towns and cities, where contact tracing, case management and social networking may
continue off-reserve. Therefore, the principles of the DOT manual can also apply off-reserve.

TB Program Partners

A number of partners are responsible for the delivery of the TB program for on-reserve communities.
These partners include the local community health team, BCCDC — TBSAC, the FNIH Pacific Region,
physicians and local laboratories and x-ray facilities. These partners work together to implement the TB
program elements of case finding, contact tracing, surveillance, screening and education.

FNIH contracts the BCCDC — TBSAC program to provide specific expertise in TB care. This arrangement
ensures that on-reserve clients receive care from TB experts and that their care is consistent with other
TB clients living in British Columbia. This type of centralized TB program is the World Health Organization
standard for TB management and allows for the centralized TB expertise and management essential to
the cure and prevention of TB.
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What is Directly Observed Therapy?

Directly Observed Therapy (DOT) is a program to help cure TB. A DOT Lay Worker meets with clients
to help with TB medication, and provide support and education. DOT by definition means watching
clients swallow each dose of anti-TB medication.

DOT has been shown to reduce the risk of drug resistance and to provide better treatment completion
rates (Canadian Tuberculosis Standards 6™ Edition, 2007). Therefore, DOT is the standard for providing
TB medication to all clients taking TB therapy, for both treatments of active disease and latent TB
infection (prevention).
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CHAPTER 2

Roles & Responsibilities

e Introduction
o Legal Context
e Roles of the TBSAC Program

o Basic Training Requirements
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Introduction

This chapter outlines the roles and responsibilities of the various DOT partners and the legal parameters
that support the delegation of nursing tasks to the DOT Lay Worker. A DOT Lay Worker could be a
Community Health Representative (CHR) or a community member hired specifically for this task. Both
require special DOT training.

Legal context

The Health Professions Act allows for the assignment of some tasks ordinarily considered to be nursing
functions to non-regulated health workers (i.e. DOT lay worker or CHR). According to this Act a nursing
function can be assigned if:

° The worker has been taught the tasks in their basic education program and the tasks
have been included in the job description.

° The worker has ongoing practice with or retaining of the skills required.

The Registered Nurse is responsible for all clients receiving DOT and must oversee the
DOT lay worker to ensure that medication is given in a safe manner, that ingestion of the
medication is directly observed and in accordance with the prescription provided for the
client. The Nurse is responsible for the monitoring of the TB client.

Roles Of The TBSAC Program

The current contractual relationship between First Nations & Inuit Health, BCCDC, Band Health Centers
and Nursing Stations ensures collaboration on the management of TB.

The Role of the TBSAC Physician Consultant

o Advises the Programs Medical Officer (PMO) on all matters related to the control of tuberculosis in
First Nations communities, including planned revisions to TBSAC program policies.

o Reports all cases of active tuberculosis to the PMO, Regional Medical Health Officer (MHO) and
Community Health Nurse (CHN), and recommends appropriate management.

. Provides telephone consultation to physicians and nurses regarding management and treatment of
active or suspected cases of active TB disease and Latent Tuberculosis Infection (LTBI).

o Reviews case management requests from the CHN and/or physician regarding home conditions,
obstacles, or other issues that may impede the success of home treatment for clients with active TB
disease.

o Facilitates admission to the TB ward at the Vancouver General Hospital (VGH) when required.

. Interprets and makes recommendations based on chest x-rays referred from First Nations
communities.
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o Has access to a database, including records of active and inactive cases of tuberculosis, contacts of
active TB cases, and cases of latent TB infection.

o Provides an annual activity report and statistics to the PMO.

o Provides consultation regarding epidemiological trends of TB in First Nations populations to BC
physicians, nurses and other health care professionals.

o Provides in-service education to physicians and other allied health care professionals in BC upon
request.

o In cooperation with the TBSAC nurse consultants; assesses, plans, implements and evaluates

effective education programs pertaining to TB Control and policy manual.

The Role of the TBSAC Nurse Consultant

o Provides support and direction to the CHN regarding diagnosis, treatment and contact tracing
associated with active cases of tuberculosis.

o Reviews medication records submitted by the CHN.

o Facilitates patient admission to the TB ward (at VGH) when necessary.

o Provides information pertaining to treatment of active disease, treatment of LTBI, screening
programs and education.

. Provides on-site consultation services and assists the CHN with community TB skin testing surveys.

o Provides referrals to the TB Nurse Educator and/or assists with in-service education and workshops

in the community as requested.

. In consultation with the TBSAC physician consultant, reviews and revises the TBSAC section of the
BCCDC TB Control Manual.

o Evaluates the effectiveness of the TBSAC screening programs and assists the PMO and TBSAC
physician consultant as required.

The Role of the TBSAC Nurse Educator

o Provides in-service education and workshops to community members, CHNs, CHRs, and other
health care providers upon request.

o Develops and distributes culturally appropriate education materials as required.

o Assists with coordination of community based TB programs and projects, and supports the
community development process.

o Acts as a resource person for TBSAC and other BCCDC staff on issues of cultural competency and
the health of First Nations populations.

. In consultation with the TBSAC physician and nurse consultants reviews and revises the TBSAC
section of the BCCDC TB Control Manual.

o Evaluates the effectiveness of TB education programs.

o Works in collaboration with the TBSAC nurse consultants as required.
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The Role of the Community Health Nurse

14

Participates in case finding and promptly reports to the TBSAC nurse consultant all people with
symptoms suggestive of active tuberculosis.

Identifies contacts of active cases of tuberculosis disease and conducts the appropriate screening of
these individuals.

Directly supervises the treatment and provides information for all TB medications taken by client for
all active cases of tuberculosis and persons on INH treatment for LTBI.

Directly supervises DOT Lay Worker.

Ensures that routine blood work is completed and symptoms monitored as recommended in the
TB Manual. Reports abnormal blood work and symptoms of drug intolerance to the TBSAC Nurse
Consultant.

Ensures that clients are referred for chest radiographs as required

Submits monthly medication reorder forms for individuals taking anti-tuberculosis medications to
the TBSAC Nurse Consultant.

Participates in tuberculosis education with individuals with active TB disease, and communicates the
importance of adherence to the medication regime. Including compliance with recommendations
for isolation as needed.

Coordinates and participates with the CHR and other health care providers in community-wide
tuberculosis skin testing screenings.

Annually conducts the following screening in all communities:
¢ Tuberculin skin testing (TST) for children attending Grades 1 and 6 in all Band schools.
¢ TST for Health Center employees, schoolteachers, day care and preschool staff.

¢ TST for individuals with high risk factors for developing active TB disease.
Promotes and provides annual TST for children less than 5 years of age in communities which have been

identified as enhanced First Nations communities.

Provides tuberculosis education to First Nations communities.

Strong TB programs include early detection and
treatment of both TB disease & infection and the
promotion of TB awareness in communities.

Strong TB programs can prevent future
generations from having TB.
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The Role of the DOT Lay Worker

Under the supervision of the Community Health Nurse;

o Assists the CHN with the supervision of treatment for cases of active tuberculosis and individuals on
INH for treatment of LTBI.

o Reports promptly to the CHN any individuals who are missing doses of anti-TB medication, and any
adherence issues.

o Reports promptly to the CHN any individuals who show signs or symptoms of side effects to the
anti-TB medication.

. Assists the CHN in planning, organizing and advertising tuberculosis surveys, and provides on-site
support to the CHN and TBSAC Nurse Consultant during a survey.

. Participates in the tuberculosis education within the community.
. For those DOT Lay Workers that have adequate training:

o Assists with sputum collection, reading tuberculin skin tests, and sending clients for chest x-ray
under the direction of the CHN.

o Document all client contacts.

o Provide TB meds through DOT when task is assigned by the supervising CHN.

Basic Training Requirements and Process

Although the CHN is responsible for the TB program in the community, the TBSAC Program will assist the
CHN in educating, preparing, and assigning the specific DOT Lay Worker tasks. Therefore, both the CHN
and the TBSAC Program are responsible for determining when the DOT lay worker is ready to be assigned
the tasks based on the worker’s knowledge and skill competency. Additionally, the CHN and the TBSAC
Program are both responsible for monitoring and ensuring the DOT Lay Worker maintains the required
competencies for the assigned tasks. It is the DOT Lay Worker’s responsibility to confirm their confidence
and competence to perform the assigned tasks and to be accountable for their work prior to starting the
job. A DOT Skills Assignment Check List (Appendix B) and the TB DOT Lay Worker Training Pre and Post
Test (Appendix C) are helpful tools to ensure DOT Lay Worker readiness.

The education the DOT Lay Worker must complete in their orientation with the CHN and/or TBSAC
program nurses includes:

° Basic information about TB infection and disease
° Information on managing and conducting DOT

° Information about the medications for TB and their administration

After completing the DOT training, the DOT Lay Worker will be expected to perform the following
functions:

° Support client through TB treatment

° Watch for side effects from TB medication
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° Help client to take TB medicine correctly

° Help client complete TB treatment
° Help client to understand TB
° Help client with TB related test appointments

° Help client with other social supports as needed

To facilitate supervision of the DOT Lay Worker, the CHN should discuss with the DOT Lay Worker
strategies related to:

° Effective charting and communication
° Enhancing communication and relationship with client
° Effective medication dispensing systemes, i.e. blister packs

For assistance with DOT Worker training and education, please contact

The BC Center for Disease Control — TB Services for Aboriginal Communities.

Toll Free: 1-888-569-2299
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CHAPTER 3

History of TB in First Nations
Communities

Young patients at the Prince Albert Sanatorium in Saskatchewan
(Valley Echo, October 1955).

History of Tuberculosis

History of TB and First Nations Communities

Why is TB still a problem in First Nations communities today?

Bacille Calmette-Guerin (BCG) Vaccine
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History of Tuberculosis

Other names for tuberculosis include TB, consumption, wasting
disease and the white plague. TB has affected humans for
centuries. Evidence of TB was found in the ancient mummies.
Until the mid-1800s, people thought that TB was hereditary;
they did not realize that it is spread from person to person
through the air. In the late 1800s, a German scientist by the
name of Robert Koch discovered the bacterium that causes TB.
It is called Mycobacterium tuberculosis.

Fresh air was a part of the regimen It was not until

to battle tuberculosis. the end of the
20th century
that a cure for TB was found. Until then, people were sent
away to TB Sanatoriums to prevent the spread of TB in the
community. This was the only way to protect friends and
family from contracting TB.

Treatment at the Sanatoriums included: bed rest, fresh air
and healthy food. Some received extensive surgeries to
remove parts of diseased lungs.

History of TB and First Nations Communities

! % Working with TB requires an understanding of the

=AY o history of TB in First Nations communities. The
TB germ was first introduced to First Nations in
Canada by European settlers.

The TB germ was new to First Nations people
and therefore First Nations persons had little
immunity to the TB germ. A devastating outbreak
of TB occurred among First Nations in the early
1900s fuelled by this lack of immunity, crowded
] living conditions and poor nutrition on reserves.
Sanatorium patients are impressed with a live Death rates reached 700 per 100,000. TB
Pow-wow by a local First Nations group © 1960 treatment in this era consisted mainly of isolation
of those with disease into special TB hospitals
called Sanatoriums. To prevent the spread of the disease, TB patients were taken from their homes and
communities to the Sanatorium where they spent months or years. First Nations people’s culture and
language were often lost by those removed from their communities, especially children. TB patients
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sometimes died in hospital and word of the death
was never received by family back home. The

discovery of antibiotics in the 1940s and 1950s L 1“'Bﬁncu LO

made TB curable and preventable and the death s CURABLE ano IE
rates continued to decrease quickly. . PREVENTABLE
| uncoms o bswr 2 Couglh ot 3 Wkl

TB Disease rates among British Columbia’s First
Nations have continued to slowly decline in the
decades since TB medications were discovered.
The rates however remain disproportionately high
compared to the general population of British
Columbia. These higher rates are due to crowded
living conditions, lack of access to health care Public education and awareness campaigns played a large part

and high rates of TB infection in those who lived in convincing the general public to show up at TB clinics. By
. . . surveying the entire population for tuberculosis, it was caught
during the epidemic.

before it spread

[T PR S ——

This history leaves many First Nations people with

sad memories and feelings about TB. It is understandable that those who remember this time may have
negative views about TB. It is important to let communities know that TB is now curable and preventable.
Those who are treated for TB disease no longer have to stay in a hospital for extended period, unless
circumstances prevent the person from protecting others from TB disease. With education, proper
isolation precautions, and medication most clients can be cured and treated in their home communities.
Directly Observed Therapy is a powerful tool which helps to successfully treat and prevent TB.

Why is TB Still a Problem in First Nations
Communities Today?

Even though the number of TB cases started to decline after the introduction of medications, there
remains a very large pool of TB infection in First Nations communities. Transmission of TB is still a
problem for a variety of reasons, most due to social, economic and environmental factors like:

° crowded housing and/or homelessness
° limited access to primary care services
° cultural and language barriers

° drug & alcohol addictions

° mental health issues

° literacy & education

° HIV and other immune altering diseases
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Bacille Calmette-Guerin — BCG Vaccine

BCG is a live, attenuated vaccine derived from Mycobacterium bovis and is the only vaccine currently
in use for the prevention of serious forms of TB. BCG vaccination in the past was universally promoted
throughout Canada. As anti-TB drugs became available in Canada, and the rates of TB declined, the
Bacille Calmette-Guerin (BCG) vaccine was discontinued for most Canadians. However, the BCG vaccine
was still used in First Nations communities, specifically for children living on-reserve to provide some
protection against serious forms of tuberculosis such as miliary TB or TB meningitis.

BCG does not prevent TB infection and BCG will not prevent the development of active TB in individuals
already infected. BCG vaccination of First Nations infants was discontinued in British Columbia in 2003. It
was stopped due to fatal disseminated BCG disease from the vaccine, specifically in immune-compromised
First Nations children. Due to concerns for higher rates of First Nations children with immunocompromised
conditions, precautionary measures were taken and the BCG vaccination was stopped.

Most often:

e BCG vaccination can be ignored as a cause of a positive skin test if
the BCG vaccination was given in infancy and the person tested is
now aged 10 years or older.

e A client who has had a BCG vaccination can be skin tested.
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CHAPTER 4

TUBERCULOSIS

o TB Bacteria

o TB Transmission

o TB Infection

o TB Disease

o Latent TB Infection vs TB Disease
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TB Bacteria

e Require oxygen to survive
e Have a slow replication or growing rate

e Have a thick fatty membrane

° Looks like thin, slightly curved rods under
the microscope

° Can survive in the air for several hours
depending on the environment

° Are not filtered by simple gauze masks or
stopped when a patient covers his or her
mouth and nose when coughing

The thick membrane and slow
growth of the TB bacteria

make it difficult to kill
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TB Transmission

TB is spread or "transmitted" through the air.

When someone with infectious active TB disease in their lungs or voice box coughs, laughs, or sings,

tiny droplets containing the TB germ may be released into the air. If another person breathes in these
droplets, TB germs may be spread.

People that breathe in the droplets may:
° Never become infected with TB
° Become infected but never develop active TB disease

° Become infected and develop active TB disease weeks (not days), months, or years
after exposure

TB Infection

Most often when we hear the word infection, we think of being sick with something like a throat or chest
infection. The language around TB is different. TB is a slow growing germ. Most people who breathe

the TB germ into their lungs have immune systems that are strong enough to protect themselves. Their
immune system builds a wall around the TB germ, putting the germ to sleep, and stops the TB germ from
growing. The germ is in the lung but is not doing any damage.

Therefore, TB infection means that there are TB germs asleep in the body. People with TB infection are

not sick, do not have symptoms, and cannot spread TB to other people. Another name for TB infection is
latent TB infection or "LTBI".
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Risk factors for being infected with TB

° Being born in or traveling to countries where TB is common

° Being in close contact with a person who has contagious TB disease

° Living in communities with high rates of TB disease (past and present)

° Being homeless in an urban centre

° Living in overcrowded and poor living conditions

° Having lived in a time period when TB was more prevalent and cure was not possible

(e.g. some First Nations Elders)

° Immune-compromised

Diagnosis of TB infection

The main tool to diagnose TB infection is the tuberculin skin test (TST). This test consists of the
intradermal injection of purified protein derived from Mycobacterium tuberculosis bacteria. The

CHN or trained DOT Lay Worker can read the client’s TB skin test 48 to 72 hours later. In persons who
are exposed and become infected with the TB germ, the reaction will cause localized swelling and will
manifest as an induration, or hard bump, of the skin at the injection site. The client then proceeds with a
chest x-ray and is followed by TBSAC and the local TB team.
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Treatment of TB Infection

Treatment of latent TB infection (LTBI) is also called prophylaxis or preventative therapy.
Treating TB infection with medication kills the bacteria and significantly decreases the chance that TB
disease will develop in the future. The decision to offer clients preventative treatment is made by TB
doctors. Decisions are based upon many factors including:

° Age and health status of client

° Presence of risk factors for progressing to TB disease
° Likelihood of side effects from medications
° Likelihood of completing treatment

Accepting preventative therapy for TB infection is the client’s choice. Treatment for LTBI is voluntary and
the risks and benefits of taking the medications should be clearly outlined to the client so that they are
able to make an informed decision. In an effort to eliminate TB, health care professionals need to support
clients in their decision to initiate and complete treatment for TB infection. It is important to let the
clients know that by taking the prevention pills he or she will be protecting his or her family and friends,
as well as themselves, from TB disease. Medication for TB infection can be and should be administered by
DOT.

Curing TB infection prevents future cases of disease and subsequent

transmission of TB throughout the community

Candidates for Preventative Therapy

Individuals who have a significant TB skin test and:

o Have had recent contact (within 2 -3 years) with a contagious case of TB disease

o Have conditions that reduce the body’s ability to fight infection (e.g. HIV/AIDS, long-term steroid
use, some types of cancer, use of some types of arthritis medications)

o Have significant lung scars likely due to previous TB disease (without adequate treatment)

o People 35 years of age and younger tend to tolerate TB medications with few side effects.
However, individuals over the age of 35 who are at increased risk for developing TB disease may
be recommended prevention treatment. In these situations, their risk of developing TB disease is
weighed against the risk of side effects and in some situations, treatment may be offered

o Are health care workers OR are residents of shared living environments as these individuals are
often offered prevention treatment because if they were to develop TB disease, they have the
potential to infect many people
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TB Disease

TB infection may progress to TB disease if the immune system cannot keep the bacteria asleep.

The body’s fighter cells, called "macrophages"” are no longer able to contain the germs. The hard shell
surrounding the bacteria breaks down and TB germs escape and multiply. This means the TB germs are
awake and causing harm to the body.

This process can occur anywhere in the body, but usually occurs in the lungs. The germs cause damage to
the tissues in which they are growing.

Possible Sites of TB Disease:

) Kidneys
° Bone
° Brain

° Spinal cord
° Lymph nodes
° Lungs (this is the most common type in adults)

° TB can occur anywhere

Latent TB Infection

WALL TB GERM Active TB Disease

Since the GREATEST risk of developing TB disease is in
the first 2 years after infection, it is important to detect new

infection early (and to offer treatment when appropriate).
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Period of Greatest Risk

Progression from TB infection to TB disease may happen months or years after having been infected
with the TB germ OR it may never happen. The period of greatest risk for developing TB disease from TB
infection is in the first 2 years after being infected (5%). The risk for the remainder of one’s lifetime is
another 5%. This means that out of 100 people infected with the TB germ, 5 will get the disease in the
first 2 years and 5 more will develop the disease at some time in their lifetime. The other 90 people will
never develop TB disease.

Risk Factors for Progressing to TB Disease

Poorly Kidney
Controlled disease

Diabetes

Benign Risk Cancers/
contact with Factors immune

infectious for TB altering
B Disease diseases

Poor
nutrition/
substance

Steroids/ abuse
immune
altering
meds

° Being in close contact with a person who has contagious TB disease
° Being very young or very old

° Having conditions that weaken the body’s ability to fight disease (e.g. poorly controlled
diabetes, HIV/AIDS, kidney disease, alcoholism, IV drug use, crack and cocaine use,
poor nutrition, some types of cancer)

° Taking drugs that affect the body’s ability to fight disease (e.g., steroids, some arthritis
medications)
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Signs & Symptoms of TB

ADULTS CHILDREN

In adults, watch for these signs Young children often do not have
and symptoms: the obvious symptoms of TB
because their immune systems are
not mature. Watch for these signs

° Cough lasting 2 weeks or and symptoms:

more
° Fever

° Cough (with no phlegm)
° Loss of appetite

° Fever
° Weight loss . .
° Feeling sick
° Night sweats
° Extreme lack of energy

° Fatigue
9 ° No appetite

° Weight loss

° Noises in the chest when
breathing
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Signs & Symptoms of TB

Coughing 2+ weeks

Weight Loss Fever Loss of Appetite

>

.'

Fatigue
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Diagnosis of TB Disease

As with TB infection the TST is used, but is not helpful if the client has active TB disease as their immune
system is busy fighting the TB germ and may not produce an immune response to the TST. Symptom
inquiry becomes very important in diagnosing active TB as the classic symptoms of TB are chronic cough
of at least 2 weeks, fever, night sweats, hemoptysis (blood in sputum), anorexia, weight loss, and chest
pain. Sputum samples should be collected and client sent for Chest X-ray (CXR).

Diagnosis of TB disease is made using:

° Medical history
° Physical examination & symptom inquiry
° Chest x-ray

° Sputum or other specimen tests (e.g., tissue)

Early Identification of Cases of TB Disease

Early identification and treatment of TB disease are very important strategies needed to eliminate TB
from communities. Treating cases of TB promptly prevents the spread of the disease within communities.
Community members need to be aware of the symptoms of TB and be aware of who to call if they know
someone is symptomatic. Providing community members with the right information will help prevent TB in
their community.
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Treatment for TB Disease

TB has been a curable disease since the 1950s.

Some facts about TB treatment:

Treatment is achieved with several antibiotics (i.e. isoniazid™, rifampin™,
pyrazinamide™ and ethambutol™).

Treatment usually lasts 6—9 months, but may be longer in some situations e.g. the
client is not able to take one or more of the antibiotics; or if TB involves a part of the
body that is difficult to treat i.e. TB meningitis; or the TB germ is resistant to usual
medications. Medication for TB disease is administered by DOT.

Treatment of TB disease is mandatory under the Public Health Act. "Public Health Act;

Part 4, Division 6 - Enforcement of Orders": Health officers may take enforcement measures in
situations where individuals are not compliant with the Act, or pose a threat to their personal health
or public health. Health officers may: obtain a warrant to

enter and search a place; obtain an injunction to stop a

person from violating the Act; obtain an order to detain an r"

infected individual; order an individual to submit to public

health protective measures; or order an individual to move " =
to a residence where the person’s health is not endangered.

For example, this section could be used to detain people with

tuberculosis that refuse to go on treatment and stay isolated

until they are no longer infectious; or for people living in

squalid conditions which threaten their health and for whom

all other avenues to assist them have been exhausted.” www.hls.gov.bc.ca/phact/overview.

Although treatment of TB is mandatory, all efforts should be made to help clients understand the
importance of not spreading TB if they are infectious and the repercussions of their actions. The
Health Act should never be used as a threat. The TB team should consider the historical aspect of
TB in the First Nations Communities and work with clients to resolve issues and identify common
ground.

Wihile receiving treatment, individuals are watched closely for side effects. Blood work
is done before and throughout treatment to ensure that the liver is tolerating the
medications.

TB disease can be spread and result in many people
getting sick, it is important that people with TB disease are
identified early and given adequate treatment. Without treatment,

the germs continue to multiply and cause damage to the body.TB
can be fatal if not treated.
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Latent TB Infection vs TB Disease

A person with LATENT TB
infection...

A person with ACTIVE TB
disease...

Has tuberculosis TB germ (bacteria) in
the body, but the TB germs are sleeping
or inactive

Does not feel sick
Is not contagious

Has the potential to develop disease if the
tuberculosis germ (bacteria) become active
and multiply in the body

Is treatable — so progression to TB disease
can be prevented

Has active tuberculosis germ (bacteria) in
the body

Feels sick and experiences symptoms such as
coughing, fever and weight loss

Is capable of spreading the disease to
others if the germs (bacteria) are active in
the lungs or throat

Is curable if diagnosed accurately and early,
with prompt initiation and completion of
appropriate treatment.

32
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CHAPTER 5

TB Screening

e Screening for TB
e TBSAC Recommended TB Screening Guidelines

Directly Observed Therapy (DOT) Manual — June 2011

33



Screening for TB

'Screening' is a tool used to identify disease early so that treatment can be started promptly. Early
identification helps reduce the negative impact on people’s health and reduces the spread of disease.
Screening programs are only as successful as the follow-up that accompanies them. Groups should be
screened only when resources exist to provide treatment for individuals found to have TB infection
or TB disease.

Why Screen for TB?

° Screening encourages early identification and treatment of TB infection.

° Screening provides an indication of how much TB is in the community.

A TB skin test (TST) is used for screening people. It will detect if
there is presence of the TB germ in the body.

Groups Commonly Screened for TB Include:

o Individuals living in shared living environments (e.g. nursing homes)
o People who are at increased risk of developing TB
disease from TB infection (e.g. weak immune systems
from HIV) _ NOTE:
Children who test positive
o Individuals who may be exposed to infectious cases of for the TB germ have a 40%
TB (e.g. health care workers) increased risk of developing
. People who have the potential to transmit TB to many active TB disease and other
people if they were to develop TB disease (e.g. health serious forms such as TB
care workers) meningitis or m|I|ary TB.
o Individuals who are good candidates for preventative

treatment (e.g. school aged children)
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General TB screening includes:

If client is symptomatic, further screening may include:

Symptom inquiry NOTE:

Future screening ma
Tuberculin skin testing (TST) leliila & blooc? testy

called IGRA.

Sputum or other specimen (e.g. tissue) examinations

Chest x-ray

The tuberculin skin test (TST) is a tool used to determine if there are TB germs present in the body. A
'significant' reaction means that the person has TB infection (LTBI). Tuberculin skin testing is used
to identify TB infection, not TB disease.

Significant (positive) reactions must be followed up.

A significant skin test reaction means the individual has been infected with the TB germ and needs to be
further checked to see if they have TB disease.

A positive test for TB infection
results in a raised bump at the
site of TB skin test.

2
———————

Measure the 'induration'
1 or lump NOT the redness!
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The role of the DOT Lay Worker in follow up of a significant
TST includes:

° Reporting to the supervising CHN, who will in turn report to appropriate people
(BCCDC/TBSAC)

° Assisting the health team and client with completing follow up tests as directed by the
community health nurse (history, symptom inquiry, sputum tests, chest x-rays, doctor’s
appointments)

° Documenting all client contacts and activities

As discussed previously, those with TB infection may be offered medication to treat the infection before it
has a chance to develop into TB disease.

TBSAC Recommended TB Screening Guidelines

To improve TB control efforts on-reserve, TBSAC has developed an enhanced surveillance program for
all Aboriginal communities which includes TB skin testing for children attending Band Schools as they
enter Grade 1 and Grade 6 and annual TB screening for those living on-reserve who are at higher risk of
developing TB (e.g. HIV/AIDS, diabetes, renal disease, prednisone use etc).

TB Services for Aboriginal Communities
Guidelines for Annual Screening

Grade 1 & 6 Employees High Risk Group
Band Schools Health Centre, HIV/AIDS, prednisone,

Band Schools, Daycare | kidney dialysis, cancer,

& Preschool lymphoma, leukemia,
transplantation, low body
weight, diabetes.

Tuberculin Skin | All children with All employees with All clients with previous
Test (TST) previous previous negative TST. | hegative TST.
negative TST. 2 step TST @ baseline.
Symptom All children with All employees with All clients in high risk group.
inquiry positive TSTs. positive TSTs.
Document
results
Chest x-ray Children with a Positive TST: Baseline CXR all clients with new TST
(CXR) new positive TST | CXR at employment & positive or
or symptoms of thereafter if symptoms symptoms of TB regardless
TB. of TB occur or contact of TST status.

with active TB.

Sputum for AFB Productive cough for Productive cough for more
more than 2 weeks. than 2 weeks.
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For Aboriginal communities with one or more cases of contagious TB since 2003, we recommend
community-wide TB skin testing surveys every two years and annual TB skin testing of children 5 years of
age and younger. The enhanced screening program for young children will also help to monitor the impact
of BCG discontinuation (June 1, 2003). All children born after June 1, 2003 in these communities will be
offered TB skin testing (TST) at 10 months, then yearly until age 5.

TB Services for Aboriginal Communities

Communities With 1 or More Cases of Infectious TB Disease
in the Past 5 Years

Community wide Screening every Children born after June 1, 2003

2 years

=Tuberculin Skin Test (TST) screening for | *Annual TST screening of children @

entire community and should include 10 months, & 2, 3, 4, & 5 years of age.
screening of all grades in Band schools.

=TST is positive if > 10 mm or > 5mm for
*Discuss treatment with Isoniazid (INH) for | contacts of an active case or immune

all clients with pOSitiVe TSTs (Latent compromised children.
Tuberculosis Infection).

=Symptom inquiry for all clients with

previous positive TST. CXR not required if | «Treatment of Latent Tuberculosis Infection
asymptomatic. (LTBI) with Isoniazid (INH)

is safe and strongly recommended.

=CXR and sputum collection for clients
with new positive TST or symptoms of TB.

=Reverse contact tracing should happen =Reverse contact tracing should happen for
for all new positive TSTs in children. all new positive TSTs in children.

It is important to keep TB information up to date for communities. The results of the TB skin test
screening are sent to BCCDC — TBSAC program, where community profiles are up-dated and made
available to the community health nurse as requested. The TB picture has changed greatly in the past 50
years. TB is curable and preventable. With hard work and increased TB awareness in communities we can
make strong steps toward eliminating TB.

Prevend

future generations from having TB!
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CHAPTER 6

TB Medications

@ Isoniazid
® Pynidoxine (Vitamin B6)

Rifampin

® @® © Pyrizinamide

¢ &  Ethambutol

o TB Medications

o TB Medication and Side Effects
o Drug Resistant Tuberculosis

o Tips for Giving Medication

¢ Incentives and Enablers
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Drug Resistant Tuberculosis

Drug resistant tuberculosis is a type of TB that cannot be killed by the most common kinds of TB
antibiotics. Drug resistant TB develops when TB medicines are used inappropriately, i.e. non-adherence,
allowing the TB germ to change itself so that the medications no longer work. Resistance can happen
when treatment fails.

Treatment might fail if:

° Not enough medication is given (too small a dose)
° The whole dose is not taken

° TB medicines are not taken together

° Too many doses are missed

° Medication is frequently started and stopped

° Wrong medication prescribed/used

People can also get drug resistant TB by breathing in a germ that is already drug resistant or if their
medication treatment for TB had failed in the past.

In some countries (NOT Canada) TB drugs can be purchased by anyone without a prescription. This has
contributed to incorrect use of the drugs and the development of drug resistant TB. In other cases doctors
who are not experienced with TB have prescribed medications incorrectly, again leading to drug resistant
TB. In British Columbia we are fortunate to have a centralized TB program overseen by TB specialists very
knowledgeable in effective treatment of TB. These TB specialists oversee treatment for all TB clients in
British Columbia. Directly observed therapy also helps prevent drug resistant TB by helping clients take
their medicine correctly.

There are limited nhumbers of medicines that are effective against TB. If one or more of these medicines
are not effective because the germ has become resistant, the treatment becomes longer and more
complicated. Preventing drug resistant TB is very important. It is vital that you help your clients take
and complete their full course of medications exactly as prescribed.

Drug resistant TB is very unusual in First Nations communities. This is partly due to the fact that
medication is delivered with Directly Observed Therapy.
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Helpful Tips for Giving Medication

Pills may be crushed with a pill crusher (available in most pharmacies) or between two spoons. Capsules
may be opened and powder emptied out. Remember even the powdered form of Rifampin can stain skin
and clothing. Crushing tablets and opening capsules and mixing with food
or liquid should be done just prior to administering the medication

and with the minimum volume required to mix the medication. Discard NOTE:
medication and start again 