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Annexure 7 

Setting- specific screening strategy 

Urban Slums 
Urban slum dwellers are at higher risk of developing TB due to overcrowding, poor 

basic health services infrastructure and their health seeking behaviour. Health is not 

a priority for them and risk of TB transmission is high in slums. Urban slum-dwellers 

require focussed efforts and support from the tuberculosis programme.  

Intensified case finding efforts in these areas can include:- 

 House to house, periodic symptom screening of all the mapped urban slums 

to actively screen for presumptive TB cases. 

 Liaising  with NUHM, NPSP and other departments delivering health care 

services in urban slums for mapping and line listing of providers 

 Utilization of Urban slum schemes as in the revised NGO-PP partnership 

guidelines.  

Household and Close Contacts of TB 
Household contact:- A person who shared the same enclosed living space for one 

or more nights or for frequent or extended periods during the day with the index 

case. 

Close contact:- A person who is not in the household but shared an enclosed 

space, such as a social gathering, workplace or facility, for extended periods in a 

day with the index case. 

-Since the transmission can happen from the index case to the contact any time 

(before the diagnosis of TB or during the treatment) all contacts must be evaluated.  

In case of Pulmonary Tuberculosis, it is recommended that contact screening is 

conducted for household and close contacts 

It is important to screen household and close contacts for TB as they are more prone 

to get infected with TB. Some of them may be asymptomatic and others may ignore 

these symptoms. Chest X-ray screening should be done for all the contacts. 

Symptom screening should be done whenever X-ray facility is not available. 
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 The index case should be interviewed as soon as possible after diagnosis 

(generally within 1 week) to elicit the names of household and close contacts. 

Data from the contact investigation should be collected in a standardized 

format and should routinely be evaluated. (Information to be recorded in the 

treatment card) 

 Reverse contact tracing should be done for all paediatric TB patients. 

Health Care Workers 
Health care workers are at greater risk of getting TB infection and also at a higher 

risk of getting active disease. The National Airborne Infection Control guidelines 

advocate Health Care worker Surveillance as a component of the Hospital / Health 

facility Infection Control Plans. 

 Pre placement screening and routine annual screening with Chest 

radiography of all the health care workers is strongly recommended.  

 If Health care worker surveillance is an existing policy in the health institution, 

facility or department then chest X-ray screening may be added on to the 

protocol. 

 Healthcare workers presenting with symptoms of TB should be evaluated. 

Malnourished Children 
Malnutrition is a strong risk factor for progression from TB infection to disease 

among children. As per the TB management guidelines in the paediatric population 

issued by RNTCP, all malnourished children are eligible for TB screening and 

diagnostic evaluation. 

 Active screening for TB symptoms with chest X-ray as the screening tool (or 

symptom screening if X- ray is not available) should be undertaken among 

children with malnourishment  that attend any health facility .  

 Engage and collaborate with Nutritional Rehabilitation Centres for routine 

screening of TB in malnourished children attending these centres.  

 Regular symptomatic screening of malnourished children attending the 

Anganwadi centres. 
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Antenatal Clinics/MCH clinics  
Antenatal clinic attendee rates are very high in the country as the RCH programme 

receives high priority and is a leading public health programme in the country. 

Screening pregnant women for TB in MCH clinics provides an exceptional 

opportunity to identify and reach women in need of TB case diagnosis as a majority 

of women access health care during pregnancy at least once. Strengthening 

linkages between maternal health and TB management can contribute to the 

reduction of maternal and newborn mortality too. 

 TB Symptoms screening must be undertaken for all mothers attending the 

antenatal clinics at every visit and those who are symptom screen positive 

must be immediately linked to the nearest laboratory for early TB diagnosis 

and decision on TB treatment initiation. 

Prison inmates 
Predisposing factors such as overcrowding, long-term close contact with inmates 

and lack of easy access to adequate health services may lead to high rates of TB 

transmission in prisons. Duration of stay of inmates in the prison is unpredictable and 

turnover is also high, resulting in undiagnosed or delayed diagnosis of TB. 

The intensified case finding activity should include: 

 Symptom screening at Entry; when prisoners enter the prisons.  

 Periodic mass screening with chest X-ray. If chest x-ray is not available 

then symptom screening should be done.  

Patients with Co morbidities 
Patients with chronic illness like malignancy, on dialysis, on immune-suppressants, 

long term steroids have higher risk of tuberculosis - Symptom screening for TB 

should be done on all  patient visits to the health facilities for follow up examinations  

Patients with past history of TB 
Chances of TB relapse or recurrence is higher in people with a past history of TB. 

Efforts to actively screen for TB symptoms in this group could be a high case yielding 

activity. The programme now advocates that all TB cases after successful 

completion of treatment need to be followed up for a period of one year after with 

follow up examinations at 6th, 12th,18thand 24thmonth. 
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 Active symptom screening by health staff may be undertaken by visiting the 

homes of those patients at prescribed intervals 

 House to house visits may be undertaken of all patients notified and treated 

by private sector to screen for TB symptoms at prescribed intervals.  

Occupational high risk group 
Several occupations increase risk for tuberculosis. It is known that thousands of 

workers and local residents are exposed to hazardous silica levels during stone 

crushing operations and suffer from silicosis, lung cancer, and other lung diseases. 

Other occupations include coal and other mining works, tobacco (bidi rolling) and 

carpet weaving. Vulnerable and socially marginalised groups including tribal 

communities, children and migrant population are often working in these industries 

that do not have access to routine health services. Active case finding efforts in 

these groups will help to identify those suffering from TB early.  

 Screening should be done by X-ray and in case X-ray is not available then 

symptom screening should be done by holding periodic health camps.  

Congregate Settings 
People in settings like transit camps, night shelter, old age home, orphanages and 

de addiction centres may have ill ventilated and unsanitary environment and hence, 

at higher risk of developing tuberculosis.  

 In all such congregated settings Symptom screening should be done by 

holding periodic health camps. 

Hard to Reach Areas 
People living in difficult, hard to reach and inaccessible areas like certain Tribes or 

indigenous population delay seeking health care for their symptoms. They are also 

dependent on local informal providers and traditional healers as their first points of 

contact for health care, which can lead to delay in diagnosis. Periodic active 

screening programmes must be planned and implemented to detect TB cases early 

in this population 

 Symptomatic screening may be done by holding periodic health camps or 

even by house to house survey  
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 Mobile medical units equipped with microscopes and digital X-ray machines 

available under NHM can be used. 

 Sputum collection centres must be planned and established in strategic 

locations with the help of local NGOs 

Missed cases in health system 
Opportunity should not be missed to diagnose TB among people who approach 

health facility for any other illness. Systems should be strengthened and actively 

monitored so as to ensure all presumptive TB cases are identified timely and are 

referred for diagnostic evaluation 

 Establish sputum collection centres in all the primary health centres which do 

not have DMC 

 Enhancing the skills of MOs by providing special training package on 

interpretation of X-ray. 

 Wherever X-ray &histo-pathological/FNAC services are not available then 

outsourcing these services should be done. 
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For VOLUNTARY reporting of Adverse Drug Reactions by healthcare professionals
CDSCO

Central Drugs Standard Control Organization
Directorate General of Health Services,

Ministry of Health & Family Welfare, Government of India,
FDA Bhavan, ITO, Kotla Road, New Delhi

www.cdsco.nic.in

(AMC/ NCC Use only
AMC Report No.

Worldwide Unique no.

A. Patient Information 12. Relevant tests / laboratory data with dates                                             

1.Patient Initials
_____________

2.Age at time of
Event or date of
birth

-------------------

3. Sex     M       F

4. Weight ____Kgs

B .Suspected Adverse Reaction
5. Date of reaction stated (dd/mm/yyyy)
6. Date of recovery (dd/mm/yyyy)
7. Describe reaction or problem

13. Other relevant history including pre-existing medical
conditions (e.g. allergies, race, pregnancy, smoking, alcohol use,
hepatic/ renal dysfunction etc)

14. Seriousness of the reaction
Death (dd/mm/yyy)____
Life threatening
Hospitalization-initial or
prolonged
Disability

Congenitial anomaly
Required intervention
to prevent permanent
impairment / damage
Other (specify)

15. Outcomes
Fatal
Continuing

Recovering
Recovered

Unknown
Other (specify)____

C.Suspected medication(s)
S.No 8. Name

(brand and /or
generic name)

Manufactu
rer (if
known)

Batch
No./ Lot
No. (if
known)

Exp. Date
(if
known)

Dose
used

Route
used

Frequency Therapy dates (if known give
duration)

Reason for use of
prescribed for

Date
started

Date stopped

i.
ii.
iii.
iv.
Sl.No
As per C

9. Reaction abated after drug stopped or dose
reduced

10. Reaction reappeared after reintroduction

Yes No Unknown NA Reduced dose Yes No Unknown NA If reintroduced
dose

i.
ii.
iii.
iv.
11. Concomitant medical product including self medication and
herbal remedies with therapy dates (exclude those used to treat
reaction)

D. Reporter (see confidentiality section in first page)
16. Name and Professional Address :___________________________
_______________________________________________________
Pin code : ______________ E-mail _______________________
Tel. No. (with STD code): ______________________________
Occupation ________________Signature ______________
17. Causality Assessment 18. Date of this report (dd/mm/yyyy)

Annexure 11
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ADVICE ABOUT REPORTING  
Report adverse experiences with medications  
Report serious adverse reactions. A reaction is 

serious when the patient outcome is:  
 

death  
life-threatening (real risk of dying)  
hospitalization (initial or prolonged)  
disability (significant, persistent or permanent  
congenital anomaly  
required intervention to prevent permanent 

impairment or damage  
 

Report even if:  
 

reaction  
1, 5, 

7, 8, 11, 15, 16 & 18 (see reverse) are essentially 
required.  

 
Who can report:  

 
Any health care professional (Doctors including  

Dentists, Nurses and Pharmacists)  
 

Where to report:  
 

Please return the completed form to the nearest  
Adverse drug reaction Monitoring Centre (AMC) or to 
National Coordinating Centre  

A list of nationwide AMCs is available at: 
http://cdsco.nic.in/pharmacovigilance.htm  
 

 
What happens to the submitted information:  

Information provided in this form is handled in strict 
confidence. The causality assessment is carried out at 
Adverse Drug Reaction Monitoring Centres (AMCs) by 
using WHO-UMC scale. The analyzed forms are 
forwarded to the National Coordinating Centre through the 
ADR database. Finally the data is analyzed and forwarded 
to the Global Pharmacovigilance Database managed by 
WHO Uppsala Monitoring Center in Sweden.  

 
The reports are periodically reviewed by the National 

Coordinating Centre (PvPI). The information generated on 
the basis of these reports helps in continuous assessment 
of the benefit-risk ratio of medicines.  
 

The information is submitted to the Steering 
Committee of PvPI constituted by the Ministry of Health 
and Family Welfare. The Committee is entrusted with the 
responsibility to review the data and suggest any 
interventions that may be required.  

 

Suspected Adverse Drug 
Reaction 

Reporting Form 
For VOLUNTARY reporting 

of suspected adverse drug reactions by  
health care professionals 

 
 

Central Drugs Standard Control Organization 
Directorate General of Health Services, 

Ministry of Health & Family Welfare, Government of India 
FDA Bhawan, ITO Kotla Road, New Delhi  110002 

www.cdsco.nic.in 
 

 

 

 

Pharmacovigilance 
Programme 

of 
India 

for 
Assuring Drug 
Safety 

Confidentiality: 
protected to the fullest extent. Programme staff is not ex- pected to 

from the public. Submission of a report does not constitute an 
admission that medical personnel or manufacturer or the product 
caused or contributed to the reaction. 

Pharmacovigilance Programme of India 
(PvPI) 

National Coordinating Centre, 
Indian Pharmacopoeia Commission 

Ministry of Health & Family Welfare, 
Govt. of India 

Sector-23, Raj Nagar, Ghaziabad-201 002.Tel.:0120-
2783400, 2783401, 2783392,   FAX: 0120-2783311 

E.mail: ipclab@vsnl.net 
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