


FY 2014 PUBLIC HEALTH MASTER AGREEMENT ANNEX 
Program Descriptions and Reporting Requirements

PROGRAM NAME: 	Tuberculosis Nurse:  PH, DeKalb County and Chatham County 

PROGRAM CODE: 	544

FUND SOURCE:	Federal (CDC)

PURPOSE:	To provide nursing services that support the operation of county-wide TB services for the DeKalb County Board of Health and Chatham County Board of Health to ensure appropriate and completed TB treatment among TB patients, evaluation of TB contacts,  and the control of TB transmission in Districts 3-5 and 9-1.

FUNDING REQUIREMENTS:

Restrictions: 

· Indirect costs may not be charged to this program unless the (DPH) Division of Financial Services has approved a cost allocation plan. 
· Funds are to be used to support a nurse position (formerly state position) .
· Funds are not to be used for direct patient benefits.
· Funds may be used for TB-related travel.

Primary Deliverables:

· This position will function as the District TB Coordinator or District TB nurse and will be responsible for the oversight and coordination of TB services in the district according to the current Georgia Nurse TB Protocols and the current Georgia TB Program Policy and Procedure Manual.  These services include, but are not limited to the following:
· Treatment for active TB disease by directly observed therapy (DOT) 
· Latent TB infection (LTBI) therapy by DOT for children under the age of 5 and HIV-infected persons with LTBI
· Contact investigations to identify and evaluate contacts of active TB cases 
· Evaluation of immigrants and refugees with a Class B1/B2 diagnosed abroad and appropriate treatment if indicated
· The designated District TB Coordinator is expected to accomplish the following:
· Participate in conference calls, in-person meetings, attend state sponsored meetings and trainings, and disseminate the information obtained to county health department TB staff; or assign a representative to participate in these activities if the coordinator cannot participate. 
· Perform chart reviews and send summaries of findings to the state TB Office.
· Become a state certified TB Trainer and conduct TB Update and TB Skin Test (TST) Certification courses, Contact Investigation/DOT courses, TB Case Management courses and other educational activities for public health staff, correctional facilities and private sector within the district.  Ensure TST certification is maintained by all public health staff who provide direct TB clinical services.
· Maintain a current listing of all Public Health TB facilities that receive 340B TB drugs. Include the National Provider Identifier (NPI) numbers and physical address of these facilities, with information regarding the contact person (e.g., name, title, phone/fax numbers, email address) who will verify 340B TB status during the state TB Office 340B recertification period, unless a District pharmacist or pharmacy technician is already maintaining this listing.   
· Maintain records and ensure proper documentation of all clients receiving 340B TB drugs
· Participate in state TB Office Steering Committees that guide the direction and priorities of the TB Program as able and as approved by the District Health Director.
	
Secondary Deliverables: 
· Promote program collaboration and service integration with programs such as STD, HIV, Refugee Health, Hepatitis, and Immunization. 
· Partner with community organizations, substance abuse programs, correctional facilities, local health providers, and local hospitals to perform targeted TB screening and education about TB, to promote best practices, and foster continuity of care of TB clients. 

PERFORMANCE MEASURES:  Based on CDC’s National TB Program Objectives
· Ensure that 93% of newly-diagnosed TB patients for whom 12 months or less of TB treatment is indicated, complete TB treatment within 12 months. 
· Ensure that 100% of culture-positive TB cases report initial drug susceptibility results. 
· Ensure that 89% of TB patients (age 25-44) have a documented positive or negative HIV status.
· Ensure that 100% of TB patients with positive acid-fast bacillus (AFB) sputum smear have contacts identified.
· Ensure that 93% of contacts to sputum smear AFB positive TB patients be completely evaluated for TB infection and disease.
· Ensure that 88% of contacts to sputum smear AFB positive TB patients with newly diagnosed LTBI start LTBI treatment.
· Ensure that 79% of contacts to sputum smear AFB positive TB patients with newly diagnosed LTBI who started LTBI treatment complete treatment.
· Ensure that 75% of immigrants and refugees have documented complete evaluation within 90 days of arrival.
· Ensure that 80% of immigrants and refugees diagnosed with LTBI start treatment.
· Ensure that 70% of immigrants and refugees who started treatment for LTBI complete treatment.

REPORTING REQUIREMENTS: 

1. TB cases and TB suspects:
Patient’s basic demographic information will be entered in SendSS within 24 hours after public health is notified of a TB suspect/case started on treatment for active TB disease.   Other RVCT data will be updated in SendSS within 24–72 hours after the data are received. Copies of medical records of TB cases/suspects will be faxed to the state TB Office’s Medical Records Section within two weeks of receipt. 
1. Contact Investigation:  
Contact’s basic demographic information will be entered in SendSS within 72 hours of contact identification.  Contact evaluation results will be updated within 24 hours after receipt of results.  The dates LTBI treatment was started or stopped will be entered within 24 hours after information is received.  
1. Quarterly Report (attached) is to be completed and submitted to the state TB Office by the 15th of October, January, April, and July. 
1. Annual Report (attached) is to be completed and submitted to the state TB Office by July 15 each year. 
1. District Education Reports (attached) are to be submitted quarterly.
1. Copies of all current contracts and memorandums of understanding/agreement (e.g., medical consultative, radiology, laboratory, etc.) funded with GIA dollars should be submitted to the state TB Office. 
· Submit all reports to the programmatic contact or designee.
· Narrative for CDC Annual Progress Report and Cooperative Agreement (COAG) will be submitted to the state TB Office by March 1st and July 15th, respectively.


ALLOCATION METHODS:   State positions transferred to the local health department.  

REFERENCES:  
· 2012 GA TB Nurse Protocols: http://www.health.state.ga.us/pdfs/nursing/NP_3HP_FINAL_07.19.21.pdf
· 2012 GA Policy and Procedure Manual: http://www.health.state.ga.us/pdfs/tb/TB%20P&P%202012.pdf
· Annual and quarterly reporting forms are attached to this annex and are available from the programmatic contact.
· Public Health Clinic forms are available on the TB Office web page at http://health.state.ga.us/programs/tb/phclinicforms.asp 


PROGRAMMATIC CONTACTS: 

Primary:					Secondary: 
Rose-Marie F. Sales				 Andrea Latham
Director, TB Program				Deputy Director, TB Program
Division of Health Protection			Division of Health Protection
Georgia Department of Public Health		Georgia Department of Public Health
2 Peachtree St., N.W., 12th Floor			2 Peachtree St., N.W., 12th Floor
Atlanta, GA 30303 				Atlanta, GA 30303				
Office: (404) 657-2597 				Office: (404) 463-6127 
Fax: (404) 463-3460 				Fax: (404) 463-3460
E-mail: rfsales@dhr.state.ga.us			E-mail: aalatham@dhr.state.ga.us
			
















GIA Annex Tuberculosis:  544 Annual Report  
TB Nurse, PH, DeKalb County, Position # 72261
		Due date: Each July 15th


District _____________________ County _____________________ Reporting Period________________

Reported by_________________________________________________ Date_______________________  

Public Health staff that provide direct clinical services to TB patients:
1. Number of staff in the district ___________
1. Number of staff that are currently TST certified ___________
1. Number of staff that have completed CI/DOT training __________
1. Number of staff that attended National TB Controllers conference this year _________
1. Number of staff that attended TB ETN/PEN conference this year __________
1. Number of staff that attended AG Holley Intensive TB Course this year ___________

List state certified instructors in your district:




Indicate the number of state standardized classes that were taught by the district this year:
	TB Update & Skin Test Certification class _________
	Contact Investigation/DOT class ________
	TB Case Management class ________

Total number of chart audits held this year _________ Total number of charts audited this year________ 
[bookmark: OLE_LINK1]What were the major key findings that were revealed from the chart audits? (Attach additional sheet, if needed)







Total number of case reviews held this year ________ Total number of cases reviewed this year________
What were the major key findings that were revealed from the case reviews?  (Attach addition sheet, if needed)







List job titles of those who participated in the case reviews this year:



List job titles of those who participated in the cohort reviews this year:



List ALL Contracts and/or Memorandums of Understanding/Agreements for TB-related services, including, but not limited to contract physicians, x-rays, PPD solution, etc.

	Contractor
	Services
	Amount
	Start/End dates
	Copy attached

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	



Financial Report:				
List all funds received for TB services
	Source (e.g., GIA, county board of health, special grants, etc.)
	Recurring or one-time funding
	Is this for a specific purpose?  If so, list.
	Amount

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	



Total funds for TB Services $___________________






GIA Annex Tuberculosis:  544 Quarterly Report 
Tuberculosis Nurse:  PH, DeKalb County, Position #72261


District _________________________County _________________ Reporting period_____________________

Reported by__________________________________________       Date_______________________________  


1. Indicate the number of clients seeking any type of TB screening in your health department (including those that only needed a clearance letter).

	
	# Client encounters 
	# TSTs/QFTs administered -including contact investigations
	# TSTs/QFTs read Positive
	# TSTs/QFTs read Negative
	# Chest X-rays performed

	Total
	
	
	

	
	



1. Indicate the number of clients on LTBI treatment for this quarter:

	
	# of new patients started on LTBI treatment

	
	---indicate # that were under the age of 15

	
	---indicate # that were under age 15 placed on DOPT

	
	---indicate # that were under age 5

	
	---indicate # that were under age 5 placed on DOPT

	 
	# of LTBI patients with HIV test performed

	
	# of patients still on LTBI treatment

	
	# of patients that completed LTBI treatment

	
	---indicate # that were under age 15 who completed LTBI treatment

	
	---indicate # that completed within 12 months

	
	# of patients that were documented as “lost to follow-up.”  Attach a statement indicating reasons why and efforts made to locate.



1. Indicate the number of clients in Ryan White Clinics:

	
	# of clients administered a TST/QFT

	
	---indicate # that were read as positive (5 mm or higher)

	
	---indicate # that were read as negative

	
	# of positive TSTs/QFTs that were started on LTBI treatment

	
	---indicate # that were placed on DOPT

	
	# of patients still on LTBI treatment

	
	# clients that completed LTBI treatment

	
	---indicate # that completed within 12 months

	
	# of clients that were documented as “lost to follow-up.”  Attach a statement indicating reasons why and efforts made to locate.




1. 
Financial Report:  	
		      
	GIA Allocations
Received 
	Amount
	
	
	BALANCE

	Beginning allocation
	$
	
	Total GIA allocations received
	$

	Additional allocations this quarter
	+ $
	
	Amount spent 1st quarter
	- $

	
	 
	
	Amount spent 2nd quarter
	- $

	
	
	
	Amount spent 3rd quarter
	- $

	
	
	
	Amount spent 4th quarter
	- $

	
	
	
	
	

	
	
	
	
	

	Total allocations to date
	= $
	
	Balance remaining
	= $



	# of people
	Costs paid out of GIA Allocations
	Amount

	
	Salaries & Fringe 
	$

	
	Contracts (attach itemized list with name & amount – send copies of any new contracts to the state TB Program Office)
	$

	
	Laboratory costs
	$

	
	Chest X-ray costs
	$

	
	Other direct patient costs (specify)
	$

	
	Equipment (itemize)
	$

	
	Incentives & Enablers (keep log on site for review)
	$

	
	Other (itemize)
	$

	
	Other (itemize)
	$

	
	Other (itemize)
	$

	
	Other (itemize)
	$

	
	Other (itemize)
	$

	
	
	

	
	
	

	
	
	

	
	TOTAL SPENT this quarter
	$



Positions funded by TB (Attach additional sheet, if needed)
	Position #
	Position title
	Paid with GIA or DCH funds
	Name of person
	Salary & Fringe
	# of months vacant this quarter
	Reason for vacancy

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	



(5)  High-risk targeted TB screening (e.g., jails, nursing homes, shelters, etc.) conducted this quarter.  Do 
       not include those conducted as part of an investigation.  Please list each site separately.

	Name of facility
	Location (City/Town)
	Type of Facility
	MOU/MOA with facility (Y or N)
	Conducted by facility (F) or Health Dept. (HD)

	
	
	
	
	

	
	# of clients administered a TST/QFT

	
	---indicate # that were read as positive

	
	---indicate # that were read as negative

	
	# of positive TST/QFT clients evaluated referred for follow-up

	
	# of suspects/cases identified

	
	# of positive TSTs/QFTs that were stated on LTBI treatment

	
	# of LTBI clients with HIV test performed

	
	# clients that completed LTBI treatment

	
	# of clients that were documented as “lost to follow-up”

	Name of facility
	Location (City/Town)
	Type of Facility
	MOU/MOA with facility (Y or N)
	Conducted by facility (F) or Health Dept. (HD)

	
	
	
	
	

	
	# of clients administered a TST/QFT

	
	---indicate # that were read as positive

	
	---indicate # that were read as negative

	
	# of positive TST/QFT clients evaluated referred for follow-up

	
	# of suspects/cases identified

	
	# of positive TSTs/QFTs that were stated on LTBI treatment

	
	# of LTBI clients with HIV test performed

	
	# clients that completed LTBI treatment

	
	# of clients that were documented as “lost to follow-up”

	Name of facility
	Location (City/Town)
	Type of Facility
	MOU/MOA with facility (Y or N)
	Conducted by facility (F) or Health Dept. (HD)

	
	
	
	
	

	
	# of clients administered a TST/QFT

	
	---indicate # that were read as positive

	
	---indicate # that were read as negative

	
	# of positive TST/QFT clients evaluated referred for follow-up

	
	# of suspects/cases identified

	
	# of positive TSTs/QFTs that were stated on LTBI treatment

	
	# of LTBI clients with HIV test performed

	
	# clients that completed LTBI treatment

	
	# of clients that were documented as “lost to follow-up”



(6) Local/District Case Review Dates

	Date of Review
	# of Cases Reviewed
	Key Findings

	
	
	


	
	
	


	
	
	


	
	
	


	
	
	


	
	
	


	
	
	


	
	
	


	
	
	


	
	
	


	
	
	


	
	
	


	
	
	





(7) Local/District Chart Audit Dates

	Date of Chart Audit
	# of Charts Reviewed
	Key Findings

	
	
	


	
	
	


	
	
	


	
	
	


	
	
	





(8) District Training Activities

	Name of Education/
	 
	Total # of
	Total # of
	 
	HCW *
	HCW*
	Non 

	Training Activity
	 
	Classes
	Participants
	 
	PH
	Private
	HCW*
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	TB Update & TST
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	Infection Control
	 
	 
	 
	 
	 
	 
	 

	 
	 
	
	 
	
	 
	 
	 
	 

	Case Management
	 
	 
	 
	 
	 
	 
	 

	 
	 
	
	 
	
	 
	 
	 
	 

	Protocols
	 
	 
	 
	 
	 
	 
	 
	 

	 
	 
	
	 
	
	 
	 
	 
	 

	Forms/Documentation
	 
	 
	 
	 
	 
	 
	 

	 
	 
	
	 
	
	 
	 
	 
	 

	Policies/Procedures
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	*HCW--Health Care Worker
	
	
	
	
	
	
	



Additional Comments:
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