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R
Ausgtralian Gover nment
Department of Immigration and Border Protection

Guidelines for onsite audit of panel member facilities and
associated services

Onsite evaluation components:
1. Preparation

2. Post visit
3. Visit timing
4. Introductory briefing
5. Process evaluation
e IME Clinic
Radiography
Pre-examination
Panel physician
6. Sputum Collection and TB lab
7. DOT facility
8. Serology Lab
9. Onsite feedback and exit briefing
10. Report Completion
11. Report submission, review, approval, and distribution
12. Follow-up action

1. Preparation
It is important to have an understanding of the background of the country and panel being visited prior
to commencement of visits. The trip scope needs to be read so that the purpose and aims of the trip
are understood and agreed. Travellers will be copied into the official trip notification sent to post, to
ensure that any advice relating to the trip provided by post is also available to the traveller.
At least two weeks before departure from Australia, request HAP ID’s of clients that have been referred
to MOC from the country in question and process a sample of cases to build familiarity with the clinics
and personnel in question, and the work that they produce, including x-ray image quality and reporting.
If time allows, an audit of locally cleared cases may also be useful.
If you are not already familiar with the audit tools, review the content of these. The front page presents
the scoring record, with the following pages containing checklists of aspects that require onsite
evaluation. Printed copies of these checklists may provide a useful resource to guide the visit and allow
notes to be taken.
Review previous audit trip reports and the briefing material provided for the current trip, including the
background brief. This should include caseload information and audit issues identified by HAP reporting.
Make note of any outstanding issues requiring resolution, as well as past issues which may require
follow-up or verification. Highlight any such issues on the brief and review the briefing notes on the day
of the visit as reminder.
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2. Post visit
A visit to the in-country or umbrella post should occur prior or at the start of any onsite visit. Discuss
overall panel make-up with the A-based staff and brief them on the higher level aims of the trip and how
these fit with departmental priorities such as consolidation, alignment, and eMedical rollout and support.
Ask if any emerging trends or expected changes need to be considered when planning future panel
make-up. Seek feedback that Post may have received from clients or other sources.
Meet with LE staff and discuss both the panel and health processing with them and their A-based
supervisors. Service issues relating to the panel are more likely to be known by local staff who
administer processing and deal with the clients and clinic staff in the local language. If post staff express
significant dissatisfaction with an existing service provider, document these concerns for follow-up at
audit. In such cases, enquire if any potential alternatives have been identified and whether any
evaluation of these has occurred. Enlist their help in organising evaluation of the alternatives if this can
be done on short notice and accommodated within the existing itinerary (as per next item).
Check that the list of panel providers maintained by post concurs with the one supplied for the trip and
scheduled for visit. Ask LE staff if they have any questions relating to health processing and assist them
with knowledge development. Take the opportunity to do a short presentation on the health requirement,
the role of Global Health, and current processing trends and directions.

3. Visittiming
Ensure that adequate time is set aside to travel to and locate the clinic, allowing for traffic and
unexpected delays. If you have not visited the site before and you are not travelling with a locally
engaged staff, it can sometimes take longer to locate the clinic than expected, especially in developing
countries where street signage and/or numbering may be unclear. In such cases it may be prudent to
call the clinic in advance so that they can provide local language directions to the driver, and so that
they are aware that you are on your way.
Always call the clinic promptly if you cannot locate the facility or if there is a chance you may be late for
the appointment.
A half day minimum is usually set aside for combined clinic visits, though more time may be required
where issues have been identified prior to the visit and/or to include visits to external facilities such as
TB laboratory. Where possible, visit such facilities with clinic staff, even if this has not already been
arranged on the audit itinerary prior. Medical or Radiology clinic visits may require less time than the
designated half day, so time can be made up later if an additional unscheduled visit needs to be
accommodated on the day.
If you become aware of alternative facilities that may provide suitable options in locations where panel
services are sub-optimal, do your best to include these in the visit schedule, even if this means re-
arrangement to existing appointments. Keep any re-arrangement to a minimum, though, and only
proceed with the agreement on the scheduled clinic, as for some (especially large clinics), rescheduling
can be very difficult.

4. Introductory briefing
Before the onsite evaluation can begin, the auditor should gain an overview understanding of clinic
business and operations, and brief the host organisation on the purpose of the audit and the strategic
aims of DIBP regarding panel composition and performance. Personnel who should attend the briefing
include clinic management staff and a senior panel physician representative.
Information that should be sought from the clinic includes:
e |IME history and volume (i.e. how long and how many per year);
e Other countries for which IME is performed (alignment);
e Size of IME business in comparison to other clinic business (if any);
e The nature of other clinic business (if any), and how it affects or overlaps with IME
operations;
e Number of panel physicians currently involved in IME operations; including which act in
senior roles and/or do the bulk of the work;
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¢ Nature of management or supervision of panel physicians and other staff (e.g. by a senior
physician, clinic director, etc.);
¢ Internal QA and/or development programmes in place, and what these entail;
¢ Significant changes to process or infrastructure that have occurred or are planned which
have impacted or will impact IME operations;
e The nature of external supporting services on which the clinic is reliant (e.g. radiology,
laboratory, TB clinic).
e Specific concerns with DIPB process or eMedical use that they may have.
Any data that the clinic offers or has available in relation to IME operations can be reviewed at this
point. It may help to re-check information provided on the clinic self-assessment form, and confirm that
this matches what has been stated on the day. Clarify if otherwise.
Likewise, check that the table of staff information provided in the Part B report is correct and current.
Make note of any changes or corrections required and obtain missing data if possible.
Information that should be provided to clinic staff prior to the evaluation includes
e DIBP strategic priorities regarding panel (intergovernmental alignment and consolidation)
¢ The move to eMedical (for clinics that are not already eMedical-enabled)
e The purpose of the evaluation regards QA and DIBP priorities
e The format of the evaluation, personnel required, and the approximate time needed
Reinforce that the overarching aim of the visit and evaluation is quality improvement, but also explain
the potential outcomes that may occur as a result of the visit.
If there are generic issues of concern which have been raised through complaints or HI feedback, it
may be opportune to present them at this point. However, this should be done constructively and
diplomatically as putting staff offside before an audit has even commenced is unlikely to engender
cooperation and transparency. Specific concerns or complaints relating to specific aspects of the
service might best be withheld until that component of the service is being evaluated and practical
solutions can be found.
It is advisable at this point to defer question about future panel makeup until after the evaluation is
complete, by which time the auditor will be more fully informed of clinic operations and quality and thus
better placed to advise. It is also important for the auditor to reassure the clinic that staff not involved
in a given operation need not be present while it is being evaluated, with an aim of minimising disruption
to operations.

5. Process evaluation

IME clinic

Clinics should be evaluated in as close to normal working mode as possible so that the auditor can see
process in action. Instructions given to the clinic prior to the visit will request that aside from those staff
required to assist the audit, other operations should continue as normal. It is more informative to see a
clinic in action than witness a hypothetical demonstration in an otherwise vacant facility. Commence
observation as soon as you enter the facility.

Follow process according to client flow, beginning with the registration counter. Ask about appointment
process and waiting times, and the information given to clients over the phone. Discuss eMedical use
with the reception staff and ask whether this system is checked at the time that appointments are made,
as this can identify system issues that can be addressed before the client arrives. Enquire about clinic
access and public transport availability.

Review ID confirmation and registration procedures, including the format and content of the registration
record. Observe a patient photo being captured. Ask to see any printed materials (such as flowcharts,
checklists, or SOPs) provided to staff to support administrative process. Ask to see a payment receipt.
Inspect the waiting room for size and general condition, and look for printed materials provided for client
information. As a minimum, these should include a fee structure, and a warning for pregnant women to
notify staff of their condition. Ideally, some sort of confidential feedback mechanism (such as a
complaint box or feedback form) should also be available.

Assess how (or if) entry into the examination area is controlled. Follow process step by step. If an
individual client is available and agreeable, it may be helpful to follow them through the process to gain
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a view of actual operations. Be aware, though, that an audit scenario is potentially unrealistic, given
prior opportunity for clinics to tidy up, brief staff, limit booking numbers, and allocate the most competent
and experienced staff to assist the auditor.

Radiography
In combined clinics, radiography should form the first part of the process in order to maximise time

available for the image and/or report to be made available to the panel physician.

Observe processing that is occurring in the radiology department, including non-IME clients. Ask the
radiographer about ID confirmation, the availability of chaperones, and information provided to clients.
Visual warning about radiation in pregnancy should be present in the radiography waiting area. Ask
specifically about process for pregnant clients.

A change room should be available so that gowns can be donned in privacy, preferably with secure
lockers for client belongings.

Inspect the patient shields and their storage. Ask to witness an exposure and ensure that the
radiographer is able to instruct the client (e.g. by microphone) from a safe place and that correct patient
positioning is used.

Review sample images with the radiographer and enquire about their post-exposure QC check. Enquire
as to the circumstances where they might repeat the exposure.

Sit with the radiologist and review sample films. Discuss the approach to radiology grading and the
sorts of findings which would qualify as “compelling” for active TB on question 7 of the 502 requirement.
Use your time with the radiologist to provide training and troubleshooting. Ask if the radiologist has any
problems with or questions about DIBP process or eMedical use. Questions relating to system issues
with which you are not familiar can be taken on notice to be answered after returning to Australia.

Pre-examination

Clients should change into examination gowns with only underwear underneath, with belongings safely
stored into a locker before the pre-examination procedures begin. ID should be checked at each station.
Vital signs should be immediately recorded in a way that they are visible to the panel physician at
examination. Ensure that a distance marker is available for the eye chart and that VA measurement is
done correctly.

Urine collection should occur in a booth for which the entry door is be monitored by staff. Water in the
booth should be dyed so that it cannot be mixed with the specimen. Likewise, hand washing should
occur outside the booth so that the tap cannot be used to adulterate the specimen. The specimen
should be handed to the nurse immediately, who should check for warmth and bubbles. If testing is to
be done elsewhere, the specimen should be labelled with a coded label.

Phlebotomy should occur in a designated area by designated staff wearing appropriate protective
equipment. The procedure and the purpose of testing should be explained by the phlebotomist and
consent obtained. Phlebotomy must be performed in a competent and hygienic manner with
appropriate equipment. Specimens should be labelled in coded fashion and transported promptly to the
laboratory. Adequate waste disposal should occur with use of clearly labelled containers. The amount
of time required to obtain a result should be ascertained.

Panel Physician

Sit with the physician(s) in individual and/or group settings and discuss the IME examination procedure,
DIBP process and instructions. Ascertain familiarity with panel instructions and use of support
resources such as the panel physician’s gateway. Invite questions on eMedical use as this a useful
training opportunity and will shed light on system familiarity

Discuss important knowledge areas such as TB diagnosis and management. TB treatment will likely
be offered externally, in which case discuss how the panel physicians monitor this. A discussion on
these topics serves not just to educate the panel but reveals their level of knowledge in relevant areas.
Present scenarios (such as developmental delay, physical disability, or complex medical conditions)
which require specific further evaluation and ask how this might be done. Enquire about the method
assessment of infants and the elderly.

Witness an examination performed on a client (with their consent) or, if none is available, a mock
examination on a staff member. Check that a thorough systems review is done and that the required
equipment is readily available. Ensure that the client is adequately disrobed for the examination without
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being unnecessarily exposed. Provide a demonstration of any part of the examination technique which
requires improvement.

Ask how x-rays are reviewed prior to (or after) examination and view a sample of (ideally abnormal)
films with the physician(s), enquiring about interpretation and what further action may be required.
Enquire about how acute medical findings that require treatment are managed, both in terms of
eMedical recording and grading, as well as referral for care. Ask specifically about management of
medical emergencies and contingencies for same.

Check that examination room layout allows adequate access to the client for examination and that
lighting is adequate. Patient privacy should be protected. The room should not cramped by storage of
unnecessary materials.

6. Sputum collection and TB lab
View the sputum collection area, which should be in designated negative-pressure booths or outdoors
in a private area. If outdoors, clients should not provide specimens in close proximity of each other.
Review the information that is provided to clients prior to attending, and at the time of collection.
Observe sputum collection and note the number of clients per technician, which should not be more
than two at a time. Ask the technician how they check the specimen and under which circumstances
they would ask for another sample. Labelling of specimen jars ideally should be in coded fashion.
Enquire about how specimens are stored and transported to the laboratory, and how frequently this
occurs.
When visiting the lab, quality of process isn’t possible to evaluate at a brief site visit by an untrained
person. However, the general quality and organisation of the facility can be ascertained, as well as the
type of tests offered; namely whether microscopy uses light (i.e. Z-N stain) and/or fluorescence,
whether culture uses liquid and/or solid media, and whether 1st or 2 line DST are performed. If not,
make a note of where this occurs.
Any data available relating to lab performance should be reviewed. Overall positivity rates depend on
the caseload risk, but relatively speaking, culture positivity rate should be roughly double smear
positivity rate. Contamination rate should be around 5% and recovery rate > 95%. Failure to monitor
such data is a negative quality indicator and should be noted.

7. DOT facility
Ideally, visit the facility where TB treatment is provided to clients and meet with the chest physician.
Ascertain the frequency of DOT and how drug resistant cases are managed. Ask about what treatment
monitoring and side-effect monitoring is offered. Ask to see patient DOT records to verify treatment
recording.

8. Serology lab
Take a quick tour of the lab and ask about the test kits used. If they are rapid kits, check that they are
3 or 4t generation (for HIV) and in date. Check that fridge temperatures are monitored and logged.
Ask about positivity rates and how positive results are communicated to the requesting physician.
Enquire about confirmatory testing and the number of false positives generated on initial testing, which
should be more than zero.
Ask if the lab is externally accredited, and, if so, request to see a copy of the accreditation certificate.
Ask whether EQA is performed and, if so, by whom. Records relating to QA and staff training should
also be kept be the lab.

9. Onsite feedback and exit briefing

After the visit is concluded, reconvene the initial briefing group (as many as are able to attend) for
debrief and feedback.

Thank staff for their time, and re-iterate the purpose of the visit in the context of departmental priorities
such as consolidation and alignment. Reinforce that the overarching aim of the visit and evaluation is
quality improvement. Start with positive feedback or reinforcement if some can be provided. Highlight
process strengths, especially if they offer lessons that may address deficiencies in other areas.

If there are areas that require improvement, identify these with suggestion(s) of what might be done by
way of address. The focus should be constructive, rather than critical. Obtain agreement on whether
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improvements can be initiated and when. Make note of this for your records as it will be important for
follow-up.

Invite questions and answer them as best you can. If the answer is not known or cannot be advised,
give an undertaking that this will be addressed once the trip report is finalised and approved.
Requests for additional physician appointments should be deferred for consideration after the trip report
has been submitted and approved. Explain that such decisions are taken by the department’s panel
management unit, not by you. Accept CV'’s if you have met the proposed additional doctor, and consider
that they are potentially suitable and that additional or replacement panel are likely to be required at
that location.

If a CV is offered at a location where additional panel are thought likely to be required but you have not
met the doctor in question, ask to meet them. If they are not available, enquire as to why.

If you are offered CV(s) in locations where you do not consider that additional panel are likely to be
required, politely decline the offer, explaining that it is up to the panel management team to make
decisions on panel make-up, in which case electronic copies of CV’s will be requested by the panel
management team along with other supporting documentation once the trip report has been submitted
and approved.

Explain the next step, namely that you will report your findings to the department, after which any further
decisions about panel make-up or follow-up will be actioned. Explain that such decisions are made by
the department, not by you or any other individual. Do not give undertakings or agreement to expand
future business or panel physician numbers unless this has been agreed in trip planning. Do not
comment on the future or otherwise of other clinics on the panel.

If your report is likely to recommend possible removal of the clinic, this possibility should be raised at
the time of the visit, noting that any such decisions are made not by the auditor but by consideration of
the Global Health panel management team in coordination with Post. Complaints have previously
arisen from panel that they have not been forewarned of the possibility of removal, so it is important
that this discussion occurs and is recorded in the trip report.

Remind the clinic that Global Health is contactable through the health operations mailbox should any
further queries or issues arise following the audit.

10. Report completion
The report to be submitted contains 3 parts:
Part A is the Trip overview report. It allows the background of the host country, DIAC (and
intergovernmental) panel and trip aims to be explained and presented.
Information about country health indicators, general trends that impact health (such as economic or
political trends), and regional issues can be presented in the Country/Region Overview. The way that
these issues impact or have capacity to impact panel make-up (such as panel size or geographical
coverage) should be described.
The next section (Previous Audits/Issues) should summarise what was known about the panel prior to
the audit through previous onsite reports and/or incidents that have arisen since. Tables to summarise
panel composition and changes are presented, with the pre-trip table pre-populated by HI staff. Check
that this is correct and amend if necessary.
Consolidation and alignment strategy should be outlined in the appropriate section to give a feel for
where the panel as a whole is headed and how this relates to these broader goals.

The TB section should be completed in a way that provides a reviewer with an overview of the capability
of the panel in these activities and their interaction or reliance on national TB infrastructure. Outcomes
of post visit and topics discussed with staff should be briefly described in the post visit section.

The overall findings of the evaluation should be summarised, including
e Overall panel quality
e Substantial changes proposed
e Significant future challenges or opportunities that are expected.

The recommendations section should summarise the key recommendations and action items
presented in Part B, with a table provided to list additional general action items that may arise which do
not relate to a particular clinic.
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Part B is the Clinic Summary Report and consists of clinic-by-clinic onsite reports of findings made at
audit and observations made about the operating environment of the clinic. Ensure that the data
represented in the header table is correct and current.

Address each of the subheadings completely but concisely. Comments should be focused and kept
short. List recommendations requiring follow-up, clearly articulating what action needs to be taken and
where responsibility lies for any action item. Clearly note any items that were actioned at the time of
audit.

Part C is the onsite record and scoresheet. It contains a cover page to score quality of each process
activity group, with a simple scoring guide provided. Subsequent pages provide a check-list of activities
to be evaluated, with space provided for observations or comments to be recorded. If any activity or
process is found to be unsatisfactory, details as to why this is the case should be recorded for
accountability purposes. It is important that Part C for each clinic is completed on the day of the visit or
shortly afterwards, given the number of details that might be forgotten or confused as different clinics
are evaluated.

11. Report Submission, review, approval, and distribution

A draft report comprising completed parts A, B and C should be submitted within five working days of
the date of return by email to the GH mailbox with the HI Manager and the Panel Management SMOC
incopy. Specific recommendations which may be sensitive or require escalation should be highlighted
for review by the Chief Medical Officer.

These will undergo preliminary review before internal distribution to ensure that there are no obvious
inconsistencies that require correction. Once the preliminary draft is agreed, it will be provided to post
for their feedback, and reviewed by the panel management SMOC.

The reviewed preliminary draft will be returned to the auditor with the feedback of Post and SMOC
attached. The auditor should incorporate feedback that they accept into the document, and discuss
feedback that they have reservations about with the SMOC (if SMOC feedback) or HI Manager (if Post
feedback).

Once afinal draft is agreed it should be submitted by the auditor to the GH mailbox with the HI Manager
and the Panel Management SMOC in copy for final approval. Once this has occurred, the final report
will be distributed to

e CMO

e Auditor

e Health Strategies

e Post or Posts (if applicable)
e Intergovernmental Partners

Auditors need to be aware of the wide distribution of the report and maintain a diplomatic and
professional approach to reporting at all times.
12. Follow-up action

Action items identified by the auditor will be actioned by the panel management team on the timeframe
prescribed. If there are issues arising for which clarification is required, the auditor will be contacted.

The auditor should copy HI into any follow-up correspondence that occurs after the trip in order to keep
staff aware of all follow-up activities.
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’ ”/% Divison of Global Migration and Quarantine Over seas Quality Assessmi {

..................... PANEL PHYSICIAN COMPONENT

h,
v

Panel physician Country

Mark all answersin the appropriate box. Write NA if “Not Applicable” or NE if “Not Evaluated”.

General Medical Knowledge and Professional Experience
1. No. of yearsas panel physician for the U.S.

2. No. of staff physicians at panel physician site
List names of all staff physicians in “Panel Site Information, Comment” section.

No. of staff physicians evaluated during this visit

No. and % of practice, migration examination for U.S. (need to do >100/month or  ~2,000/year)

What other countries do they screen for if any?

Do they use eMedical?

Has current curriculum vitae and written letter of agreement

O N | gk~ W

Has training and work experience (at least 4 yearsin general medicine or primary care) and competencein at
least one area of inadmissible conditions (TB, STDs, Hansen’s disease, and mental health)

9. Continuesto keep updated in medicine

10. Which summits have they attended?

11. Keepswritten (or computer) record of each applicant in order

Knowledge of Technical I nstructions
1. Hascopy of Technical Instructions readily available

Understands difference between A and B1 TB conditions

Understands difference between B1 and B2 TB conditions (B1=abnormal with neg tests, B2=LTBI)

2
3
4. Knows4 drugs needed to treat TB
5

Has TB treated by DOT for at least 2 months
(specify place of treatment: )

Understands when and how to collect sputum

7. Understands 2 tests needed for syphilistesting (1. Vdrl or rpr 2. TP-PA, TPHA, EIA, CIA, FTA-ABS,
immunablot, rapid treponemal assays)

8. Understands 3 doses of benzathine penicillin needed for treating most syphilis cases

o

9. Knows the treatment for gonnorheais Ceftriaxone 250 mg IM and Azithromycin 1g po

10. Understands genital examination is no longer required

11. Switched to IGRA if high burden country? What kind?

12. Understands mental disorder without harmful behavior admissible condition, and substance use disorder (has
acopy of DSM5)

13. Hasreferral psychiatric or psychological consultant

Fraud Prevention M easures

1. Hasidentity verified by panel physician or appropriate personnel

2. Verifiesidentity by official document photograph
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3.

Verifiesidentify by official document signature or fingerprint

4,

Gives medical documents directly to U.S. embassy or to applicant in a sealed envelope

Past Medical History and Physical Examination by Pand Physician

Uses DS forms

Is a computer record system used? If so, what isit called?

Asks questions about current symptoms

Offers chaperone for all opposite gender applicants?

Asks additional questions about signs and symptoms of tuberculosis

Measures height and weight of applicant

Measures visual acuity of applicant

Checks hearing of applicant

© |l | N|o ||~ W NP

Performs otoscopic examination

=
o

. Measures vital signsin adults

[y
[N

. Measures vital signsin children

=
N

. Asks applicant to partially disrobe for part of the exam

[EEN
w

. Provides gowns

RN
~

. Hasroom well lighted for examination

[EEN
o1

. Performs head and neck examination

16.

Performs pulmonary, cardiovascular and abdominal examination

17.

Performs mental status examination

Applicant Population Health Information

1. No. and type of applicants (>15 years, <15 years, refugee, immigrant, other)
2. No., type, and % with Class A
3. No. and % with Class B1 TB (have abnormal findings and negative tests OR completed TB trxt)
4. No. and % with ClassB2 TB (positive TST or IGRA, LTBI)
5. No. and % with Active TB suggested / diagnosed, referred to a medical facility for TB Dx/Tx
6. No. and % with Active TB diagnosed --- Bacteriologically positive PTB
7. No. and % with Active TB diagnosed --- Clinically diagnosed PTB
8. No. and % with Active TB diagnosed --- EP
No. and % with Active TB diagnosed --- M/X DR-TB
10. No. and % with Active TB suggested --- Diagnosed as diseases other than active TB
11. No. and % with Active TB suggested --- Unknown diagnosis
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IRHWG QUALITY ASSESSMENT TOOL
DIGITAL RADIOGRAPHY EXPLANATION

Fraud Prevention M easures

1. Photograph ID: The receptionist must compare the applicant’s facial appearance with an official photograph
(passport or other government document accepted by individual IRHWG country).

2. Signatur e The receptionist must compare the applicant’s signature at facility documents with the signature on a
passport or other government document accepted by individual IRHWG country.

3. Photograph and wristband I1D:  Astechnologist is exposing applicant to radiation, technologist must personally
compare the applicant’s facial appearance with an official photograph (passport or other government document
accepted by individual IRHWG country). Must also check name on wristband if band present.

4. Applicant data entry: Entry into the RIS or another electronic or amanual record decreases fraud by providing a
department source against which ID data on images can be compared. Also used to determine total number of exams
per designated time interval and number of call backs for suboptimal images.

5. Image I D: Information needed to assure can ID applicant against RIS and other radiology databases and in
government agency databases.

6. No access: To decrease fraud, panel sites must use couriers or other arrangements unrelated to applicants, to transport
images prior to radiologist’s interpretation. Images can otherwise be given to applicant on a CD (not necessary after

eMedical functiona at site).

Facility Infrastructure

1. Adequatewaiting area: To allow order and efficiency, and decrease probability of fraud or honest mistaken
identity

2. Clean, tidy, well-organized facility: To prevent disease transmission, physical injury, and fraud, and to increase
efficiency.

3. Changeareas+/- securelockers: Private changing areas to afford dignity and secure lockers to prevent theft

Hand sanitizer: To decrease spread of disease among staff and among staff and applicants

S e

Pregnancy alerts: Because cannot ensure there is no risk of childhood malignancy due to radiation in-utero, need to
educate mother about radiation so she can decide whether to undergo chest radiograph during pregnancy (U.S.
allows delay until after pregnancy but requires chest radiograph before panel physician exam completed)

6. PACS PACs may use lossless or “lossy” image compression. With “lossy” compression, the image must be of
clinically acceptable size and quality at a later date. Must also be labeled with “lossy” and compression type and
ratio.

7. Organized dectronic archive: At times need to retrieve chest radiograph directly from radiographic archive

8. Tderadiology: Inquireto inform timing of next radiology tool revision

Radiographic Supplies and Equipment

If Computed Radiography (CR) Used:

1. CR cassettes. Store upright to prevent damage

2. CR cassette and plate cleaning: Clean cassettes externally with water and soft towel once/2 weeks and dry
thoroughly. Dirty cassettes are a very common cause of image artifacts. Soap should not be used. Clean image
plates with an antistatic cleaner recommended by the manufacturer to remove dust artifact semiannually or
annually.

3. CR plateinspection and quality assessment: Replace plate as needed (expensive) for scratches

4, CRreader: Clean light guide to maintain image quality; clean brush or fan to decrease dirt/prevent plate scratches/

If Direct Digital Radiography (DDR) Used:

1. DDR sensor calibration needed to control exposure

X-ray Machine

1. X-ray machine (generator) must be checked annually and certified to avoid inappropriate radiation doses

Ch

est Radiographic Procedur e---Technologists’ Responsibilities

1. Explain examination: Radiograph quality better if applicant knows what to expect and do during examination

2. Lead shield: If folded or dropped on the floor, lead will break, allowing radiation through shield to applicant

3. Applicant shidding: Appliesto all male and non-pregnant female patients, including children “Wrap-around”
shields (used in the United States) cover the front and back of the applicant’s pelvis to protect from “back-scatter”
radiation that can enter the side of the body located opposite to the beam’s entry

4. Ask about menstrual datesand pregnancy: During the first 10 days of the menstrual cycle the applicant is much
less likely to be pregnant. Asking the first day of the last menstrual period (LMP) can prompt applicants to calculate

whether they are “late” for their next menstrual period and possibly pregnant; pregnancy question self-explanatory.
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5. Pregnancy: Reporting to radiologist needed so that applicant and radiologist can discuss possible risks of radiation
to embryo/fetus

6. Double Wrap-Around Shield for Pregnant Applicants Who Elect Radiography: One mm lead thickness around
woman’s pelvis/abdomen with X-ray beam directed at chest, gives 95-99% radiation protection to embryo/fetus
(kilovoltage-dependent; only 5% of scatter [not direct] radiation can reach embryo/fetus). 1mm thick lead shields
are heavy, so most shields are 0.25 to 0.5mm lead thickness. Two separate 0.5mm thick lead shields can be
wrapped around applicant to achieve 1mm lead thickness equivalency.

7. Disrobe/provide gown: Radiopaque clothing and accessories above waist or applicant’s hair can obscure or
simulate pulmonary TB. Gown offered for privacy and dignity.

8. Distance: Need correct tube (source) to image distance to prevent magnification of heart and blurring of lung detail

9. Adult CR plate or DDR imagereceptor size: Plates or receptors that are too small cut off needed anatomy,
usually the costophrenic angles. Larger adults generally require 14 x 17 inch (36 x 43 cm) size.

10. Pediatric plate or receptor size: Correct size (i.e., not oversized) needed to decrease radiation to applicant and
image degradation due to scatter.  (If child is nearly adult-sized, use an adult-sized plate or receptor.)

11. Adult PA chest X-ray: AP chest radiographsin adults magnify the heart, often raising suspicion of cardiomegaly

12. Pediatricviews. AP or PA: smaller children generally cannot position for a PA exposure; take PA as soon as
child is able to position, to decrease breast radiation. Lateral chest X-ray: Take to better evaluate for lymph node
enlargement

13. Ingpiration: Mimicking technologist, applicant practices one deep breath; tech takes exposure at “end-inspiration”
of second breath to capture a better inspiration (10 posterior ribs visible above diaphragm) and thus better visualize
lungs

14. QA: If fails QA, must repeat image. A repeat image is more likely if requested immediately rather than as a call-
back.

15. Urgent findings: Astechnologists are not required or taught to interpret images in most countries, thisaction is
necessary only if the technologist has acquired this ability

16. Image(s) must be available to follow-up physiciansin the receiving country

Chest | mage Quality and Technique Assessment (if perfor med by evaluator)

1. Number of chest imagesreviewed: Self-explanatory

2. Included anatomy: Chest x-ray should include the entire thorax (both lung apices and costophrenic angles).

3. Position: Applicant positioning must be appropriate (sternoclavicular junctions equidistant; clavicles parallel to
lower image edge).

4. Contrast (window width): Adeguate contrast (multiple shades of gray; not just black and white).

5. Penetration: Vessels behind heart visible (otherwise underpenetrated); lung not too black (otherwise
overpenetrated). Penetration is related to relative exposure, which is primarily related to milliamperes per second
(mAS).

6. Ingpiration: Adeguate inspiration (at least 10 posterior ribs visible above diaphragm).

7. No artifacts: Artifacts must be absent, including jewelry and hair/braids over lung apices

8. Anatomical marking: A right or left lead marker should be placed correctly identifying the anatomical side on the
image receptor prior to exposure, because pathology can distort the anatomy.

9. PA or AP marker: AP chest viewsin adults magnify the heart, which can lead to a mistaken cardiomegaly

diagnosisif image not labeled correctly

10.1D: Extremely important to prevent fraud. Must not obscure the lungs.

11. Scapulae not over lungs: Scapulae large but often faint. If over lungs, may be mistaken for or obscure lung finding

12.Digital repeat (retake) rate:  4-8% and investigation if 10% (adults); 3-5% and investigation if 7% (pedes)

Reading and Reporting by Radiologist

1

Number of interpreting radiologists: No more than two (2) routine readers allowed plus one to cover vacations
(total 3), unless a very large volume site to ensure that radiologists are familiar with the receiving countries’
reporting requirements (i.e., subtle findings may represent smear negative/culture positive TB) and formats.

Monitor Quality & Area: 3 MP monitor needed for optimal primary interpretation of CXR images. Monitor
should be located in a quiet area (separate from tech/patients area) and checked monthly using a QC monitor test
pattern looking at geometric distortions, luminance, reflection, noise and glare.

3.

Experience: Needed to recognize radiological signs of any disease, but especially one with multiple and sometimes
subtle manifestations, such as TB. If the TB rate = 50/100,000, 1 out of 2000 images will show evidence of TB.

4,

Reporting: To avoid “missing” a TB diagnosis due to misinterpretations/inaccuracies, findings are NOT
transcribed or interpreted from aradiologist’s dictated or written report or form by a non-radiologist and entered on
the radiologist’s behalf. The radiologist’s signature indicates that he/she is responsible for the content the
radiologic interpretation.
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5. Nodictated report: Dictation often leads to “splitting” of findings between the required form and the dictated
report, resulting in two incomplete (and sometimes contradictory) radiograph interpretations and confusing
communication among physicians. May result in an incomplete work-up, missed TB diagnosis, and inadequate
follow-up

6. Radiograph comparison: Interval worsening of suspicious findings increases TB concern and indicates need for
smears and cultures; for some countries, stability is assuring; for U.S. smears and cultures are required even if
comparison shows stability; interval improvement must be judged by individual circumstances

7. Additional views Coned apical lordotic, full lordotic, lateral, lateral decubitus, oblique, or other chest views may
be needed to determine if aparticular radiologic finding is present. The results of the additional view(s) should be
included in the electronic radiologic report (Section 3 of DS-3030 for U.S.)

Safety M easures

1. Radiation exposure dose: Because digital radiographs are automatically corrected for overpenetration, increased
applicant exposure is not apparent to the radiologist. A software program should record actual exposure on each
image. If needed, appropriate educational and corrective actions for technol ogists should be taken.

2. Lead lining: Lining in wall and door that receive primary beam (behind chest board) is necessary to prevent
radiation from leaking into adjacent rooms and adversely affecting their inhabitants

3. Radiation indicator: Needed to prevent persons entering X-ray room during an X-ray exposure and inadvertently
receiving whole body radiation

4. Radiation dosmeters. Record radiation exposure of employeesin radiology department, including clerical staff

5. Badgereading documentation: Badges readings determined and recorded at least every 3 months by outside

service. Last year’s values shown to evaluator; appropriate measures taken by facility if occupational exposures
exceeded

6. Lead screen or wall with window: To protect technologist from radiation during exposure

7. Annual lead shield check: Technologist checks shields for cracks by placing shield over a CR plate or DDR image
receptor and exposing at 120 kVp and 10 mAs, or by looking at shield with fluoroscopy. Bright white areas
indicate broken lead (x-ray beams can penetrate) and the need to apply appropriate criteriato determineif shield
needs replacement
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IRHWG Quality Assessment Tool
SPUTUM COLLECTON COMPONENT

Collection Facility: (circleone: Panel Site/ Lab / Other)

Referring Panel Physician:

Fraud Prevention M easures

O

Identity verified at each stage of process (e.g. reception, laboratory, nursing, radiology, panel physician)

O

Uses passport or other acceptable document with photograph and compare signatures or other personal datato
confirm identity

Collects sputum under adequate supervision

Uses unique ID coding system to label sputum specimens (i.e. personal identifiers not included on specimen label)

Uses difficult-to-remove label on the cup itself (not the lid)

Restricts access to sputum collection area (e.g. companions normally not allowed in area)

o I o Y

Takes measures to minimize possible specimen substitution/ contamination in collection area (e.g. bags monitored
closely or not allowed)

Collection Area

O

Iy

Outside:

Well ventilated

Exposed to UV sunlight
Optimal applicant privacy

Inside:

Negative pressure

Observation window

UV light source available (i.e. lamp)

Adequate air exchange takes place and equipment is
disinfected in between collections

o

Clean and organized

OOoo|g

O

Adequate Equipment

Refrigerator or cool box

Distilled or filtered bottled water or saline available for rinsing mouth (note: should NOT use plastic bottle water
dispensers/water coolers or tap water)

Sink accessible for hand washing

O

Instructive illustrations or videos displayed in the collection area

Collection Method

O Provides clear counselling/instruction regarding collection process in advance (i.e. verbal/written/DV D)

O Hasup-to-date and high quality Standard Operating Procedure (SOP) for collection

O Collectsthree separate specimens within 1 week, preferably consecutive days (* same day collection can be
permitted for Canada)

O Collects early morning fasting specimens under direct observation (unless instructed otherwise by healthcare
professional; e.g. gastric aspirate or sputum induction)

O Usesclean, disposable, and clear plastic container

O Usescontainer 10 ml to 50 ml in volume

O Usescontainer with wide mouth screw cap (20 mm to 50 mm opening)

O Has primary technician and alternative technicians trained correctly in collection method

O Understands how to induce sputum and has aerosolized nebulizer

Specimen Quality

O Specimen quality is visually checked by trained technician before releasing applicant and salivary/poor quality
specimens are rejected/recollected

O Obtainsat least 5 ml of specimen

0 Refrigerates or transports specimen to laboratory in atimely manner (* specimen processed within 24 hours for
Canadian applicants)

Safety Measures

O Risk of cross contamination/infection is minimized by limiting access to collection area for infection control
purposes (i.e. staff handling specimens use personal protective equipment in collection area)

O Ensures continuous ventilation

0 Technicians wear glovesfor collection
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O Technicians collecting sputum wear N-95 (or equivalent) masks to prevent exposure

O Applicants are provided tissues for coughing into

O Clinic disposes of contaminated material appropriately

For multiple applicants producing sputum at the same time:

O Does not have more than four applicants producing sputum for each technician at one time

O Transports specimens within a secure outer container
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Panel physician Country

Divison of Global Migration and Quar antine Over seas Quality Assessment

ACID-FAST MICROBIOLOGY LABORATORY COMPONENT

Mark all answers in the appropriate box. Write NA if “Not Applicable” or NE if “Not Evaluated”.

Fraud Prevention M easures

1. Labelsslide permanently with identification number

2. Usesresult form per applicant and labels form with identification number or name
3. Labelsresult form with identification number rather than name of applicant

4. Keepssmearsfor 1 year

5. Keepsresultsin logbook (or computer)

6. Keeps computerized records of results

Smearing M ethod M easur es

1. Usescleandlides

2. Used new dlides

3. Usesappropriate sterile applicator (stick, pipette, or wire loop) for smearing
4. Usessmear size(1cmx 2cm)

5. Airdriesdide

6. Heat fixesslide (with flame or slide warmer)

Stain/Reagent Prepar ation

1. Usesreagent grade stains (commercia or on-site prepared)

2. Usesclean stain bottles

3. Usesstains without precipitate

4. Storesstains at room temperature

5. Stores stains away from bright light

6. Usesacid-alcohol (25%H2S04 or 3%HCI in ethanol or methylated spirits)
If stains prepared on-site, answer items 7-12

7. Uses colorless or white crystal phenol

8. Stores phenal in refrigerator

9. Usesdidtilled water

10. Uses balance to weigh 0.01 gm of solutions for stains

11. Uses approved formulas

12. Records dates of stains prepared

If commercial stain used, answer item 13

13. Usescommercia stains within expiration date

14. Uses stains (commercial or on-site prepared) within 6 months of opening or preparing

Staining Procedure

1. Usesapproved staining procedure
2. Usesapproved times
3. Usestimer for staining procedure

If staining jars used, answer items 4-5

4,

Uses staining jars without precipitate

5.

Changes solution every 2 weeks and records change

If staining individual slides, answer item 6

6.

Stainsindividual slides
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Microscopy and Reading

If light microscope used, answer items 1-4

1

Has 1000X magnification

2.

Uses clean ail

3. Readseach slide for 15 minutes or 300 fields

4. Removes oil from microscope and slide with xylene or kerosene

I f fluor escent microscope used, answer items 5-7

5. Has 400X magnification
6. Readseach slide for 5 minutes
7. Keepslogbook of the cumulative time lamp ison
8. Hasmechanical stage that moves freely in both axes
9. Usestimer used for determining length of reading
10. Uses clean microscope
11. Has microscope area with appropriate lighting and seating
12. Has microscope area without distraction or vibration
13. Uses positive control smear
14. Uses negative control smear
15. Stains control slide and appropriately reads slide for eval uator
16. Performs proficiency testing
17. Processes >15 specimens each week (about 100 each month)
18. Hasresultsin internationally accepted grading system
19. Performs second reading on all positive slides
20. Givesresults within 24 hours
Safety Measures

If specimen not centrifuged, answer item 1

1

Does not centrifuge specimen

If specimen centrifuged, answer item 2

Dilutes specimen to be centrifuged with equal volume of 5% Na hypochlorite

Uses biological safety cabinet (BSC)

Disposes appropriately contaminated material

Has well ventilated airflow through laboratory from less contaminated to more contaminated areas

Has continuous surface benches

Restricts access to laboratory

Stores flammable reagents in safety cabinets

O O N O AIWIN

Uses standard operating procedures

=
o

. Has standard operating procedures readily available in laboratory

[y
[N

. Keepslaboratory clean and tidy

=
N

. Performs administrative laboratory work in separate room from processing

[N
w

. Assigns safety officer

[EEN
~

. Provides continuing education training program for laboratory personnel

=
a1

. Provides annual chest X-ray (or tuberculin skin testing) for laboratory personnel

=
»

. Provides health plan for |aboratory personnel
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Divison of Global Migration and Quar antine Over seas Quality Assessment

MYCOBACTERIAL CULTURE AND DRUG SUSCEPTIBILITY TESTING
LABORATORY COMPONENT

Testing Laboratory

Country

Fraud Prevention M easures

O Culture tubes barcoded with printed labels

O Usescomputerized tracking system

O Usesresult form per applicant and labels form
with identification number or name

O Labelsresult form with identification number rather
than name of applicant

Culture Method and Capacity

Number of cultures per month:

Liquid culture: Number of instruments:

O MGIT 960

O BACTEC 460
O Manual MGIT
O MB/BacT

O Other:

Solid media:
O Lowenstein- Media preparation
Jensen O In-house
0 Ogawa O Commercial
O Other:

Decontamination method:
O NALC-NaOH

O NalL-Cysteine

O Petroff

O Other

Final concentration of decontamination agent
Time of exposure to decontamination agent
No of samples processed per batch

Laboratory Perfor mance

Y ear |aboratory established:

Contamination rate per month:

Nontubercul ous mycobacteria (NTM) rate per month:

Are new and follow-up cases differentiated?

Percentage of cultures from new patients that are
positive:

Percentage of positive smears from new patients that have
positive cultures:

Percentage of positive cultures from new patients that

Length of time negative cultures incubate:

have positive smears: Liquid: days Solid: days
External quality assurance:
Drug Susceptibility Testing
Method:
O MGIT 0O LJProportion
0 BACTEC 460 0 Other
Drugstested:
O Firstline Specify drugs tested and concentrations used
0 PZAinacidified liquid media  Location if not performed here:
0 Second line Location if not performed here:
I dentification Tests:
O Nitrate O Niacin O Capilia O Other:
O Catalase O AFB cording O GenProbe
Safety M easures

0 Restricts accessto laboratory

O Anteroom/airlock present

O Haswell ventilated airflow through laboratory from
less contaminated to more contaminated areas

O Negative pressure roomis monitored

personnel

O Staff wears N-95 masks when manipulating cultures | O  Staff wears gowns and gloves

O Has standard operating procedures readily available | O Performs administrative laboratory work in separate room
in laboratory from specimen processing

O Has continuous surface benches O Keepslaboratory clean and tidy

O Disinfects work surfaces daily O Hasaspill kit available

O Disposes contaminated material appropriately O  Sterilizes contaminated material before disposal

O Assigns safety officer O Provides health plan for laboratory personnel

O Provides annual tuberculosis testing for laboratory O Provides continuing education training program for

laboratory personnel
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Divison of Global Migration and Quar antine Over seas Quality Assessment
DIRECTLY OBSERVED THERAPY (DOT) COMPONENT

Panel physician Country

DOT program

Fraud Prevention Measures

O Hasidentity verified by panel physician. If not verified by panel physician, receptionist, nurse, or appropriate
medical personnel verifiesidentify.

0O Uses passport or other official document with photograph to identify applicant

O Usescomputerized tracking system

O DOT record for each patient

Pansusceptible Cases

Guidelines for pansusceptible cases:

O National Tuberculosis Program O ATS/CDC/IDSA
O World Health Organization O Other:
O International Standards for Tuberculosis Care
Intensive phase: Continuation phase:
0O HREZ O HR4 months O HRE 4 months
O Other: O HE 6 months O Other:

Drug Resistant Cases

Guidelines for drug resistant cases:
O National Tuberculosis Program O FrancisJ. Curry Center
O World Health Organization O Other:
0O International Standards for Tuberculosis Care

Length of treatment for MDR TB cases:
O 18-24 months post culture conversion, O 18 monthstotal
depending on resistance profile O Other:
O 18 months post culture conversion, regardless
of resistance profile

Delivery of Therapy

O All of therapy delivered as DOT

Number of days per week therapy delivered:

o 3 o 5 o 7 O Other:
Therapy over weekends and holidays
0 DOT 0 Self-administered 0 No therapy 0 Other:
Location therapy delivered:
O Centra office O Outreach to patients O Both O Other:
Medications:

O Pre-arranged before patient encounter O Divvied out at patient encounter
M edication availability:
0 Fixed-dose combination pills O  Ability to use all second line drugs
O Individua pills O Other:
Clinical Care

0 Patients see a physician at least monthly

O Potential side-effects recorded at each administration

Safety M easures
0 Restricts access to treatment program office 0 Keepsfacility clean and tidy
O Staff wears gowns and gloves when handling 0O Haswell ventilated airflow throughout facility
medications
0 Provides annual tuberculosis testing for DOT 0  Provides health plan for DOT personnel
personnel

O  Staff wears N-95 masks when around infectious (smear- or culture-positive) patients

O Infectious (smear- or culture-positive) patients wearing masks in central office
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IRHWG Quality Assessment Tool
EXAMPLE TRIP REPORT SUMMARY

FACILITY — COUNTRY

Name of Facility:

Point(s) of Contact:

Date of this Evaluation:

Date of last Evaluation:

Purpose of the Visit:

Outcomes:

Observations / Findings:

Fraud Prvention Component

Collection Area Component

Collection Method Component

Specimen Quality Component

Safety Component

Other findings:

Recommendations:

Fraud Prvention Component

Collection Area Component

Collection Method Component

Sputum Collection Component

Sputum Transport Component (if necessary)

Tuberculosis Laboratory Component

Other Recommendations

Conclusions:

33




i)
Quality Assessment for Japan Pre-Entry Tuberculosis Screening
Programme

Tool for Panel Site Evaluation (DRAFT ver. 1.1)
2020.05.22

COMPONENTS

. Facilities, infrastructure and general client services
. Personnel

. Identity verification and document security

. Past medical history and physical examination

. Radiography

. Sputum collection

. TB smear

. TB culture and drug susceptibility testing

O~NO U WN B

Instructions:
1) Enter Y for Yes, N for No, NE for not evaluated, NA for not applicable or number
2) In principle, all the items must be seen in person, and not simply asked
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Country City

Clinic name

tele-radiography available o

Laboratory name (if applicable)

Other countries to which the clinic conduct TB screening, if any

Approx. humber of examinations for Japan per year

Date of visit Date of prior visit (if applicable)

Name(s) of assessor(s)

Name(s) of lead panel physician

Name(s) of radiologist(s)

Name(s) of laboratory director(s)

1) Facilities, infrastructure and general client services

Iltem | Description
no.

Y/N/NE/NA
or number

Comments

Clean and tidy facility

Adequate lighting

Waiting room of sufficient capacity

Handwashing facility with soap/sanitizer

Clean and well-sized examination gowns

Changing area and secure lockers

Chaperon available when requested

available (by Japanese government)

IEC materials in appropriate language(s) readily

Client appointment processed within 5 days

receipt

Displays transparent fee structure and itemized

Communicates effectively in English

readily available

Most updated TI (JPETS) and SOP (general - OPD)

35




2) Personnel

Item
no.

Description

Y/N/NE/NA
or number

Comments

No. panel physicians at site

No. panel physicians assessed this visit

No. panel physicians with two years or more
experience in pre-entry TB screening

No. panel physicians who have attended IPPA or
other similar training

No. radiologists at site

CV, license status/legal right to practice for all
physicians and radiologists readily available

All staff are familiar with the latest JPET TI

Good communication with the local health authority

Referral support available (paediatrician)

Referral support available (chest physician)

Referral support available (oncologist)

Referral support available (OB-GY)

Referral support available (other specialists)

3) Id

entity verification and document security

Item
no.

Description

Y/N/NE/NA
or number

Comments

Identity of client is verified at reception by passport
photograph (or other official document with facial
photo) and signature

Has other ID been previously used for verification? If
yes, give details.

Client forms, records and CXRs are kept in secure
document storage

Client forms, and records are kept electronically

Client forms, records and CXRs are kept for XX
years
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4) Past medical history and physical examination

Item | Description Y/N/NE/NA | Comments
no. or number

Clients disrobed appropriately

Vital sign measurement

Past history acquired

Pulmonary examination

Neck examination

TB symptoms asked
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5) Radiography

Item
no.

Description

Y/N/NE/NA
or number

Comments

a. Fraud

prevention (KQ: Key question)

Identity of client is verified by comparing facial
appearance and photograph of XXXX

Patient ID entry and film labelling is correct and
appropriate

b. Process quality

Explains about risks for pregnant women (KQ)

Explains procedures to client (KQ)

Clothing and accessories removed as appropriate,
with gowns provided (KQ)

Appropriate lead shielding provided and used (for
men and non-pregnant women, and adult sized
children) (KQ)

Appropriate lead shielding provided and used (for
pregnant women) (e.g., double shielding through
minimizing exposure area and covering
abdominal~pelvic site with a lead shield) (KQ)

Appropriate lead shielding provided and used (for
children) (KQ)

Adequate beam distance (e.g., 140~200cm) (KQ)

200cm

Appropriate focal spot size used (i.e., small focal spot

size used, i.e., =<1~1.3 mm) (KQ)

06 1.2mm

0.6mm

Appropriate current set? (e.g., Automatically set as

100mA (200mA or less) when set to small focal spot

size) (KQ)

Appropriate exposure time set (e.g., auto exposure
time mode used? If manual mode, <30~50msec?)

(KQ)

0.03-0.05

Appropriate mAs set? (e.g., =<4mAs) (KQ)

Appropriate voltage set? (e.g., 100~140kV) (KQ)

125kv
up

down

Correct X-ray exposure field size (as minimum
required size for CXP) (KQ)

Grid is used? If yes, what is the grid ratio? (e.g.,
>=8~12:1), what is the strip density? (i.e., >=40~50
lines per cm)

Yes 12:1 10:1

focused paralleled
OK Strip density

60

!

38




Generator type? (e.g., inverter type or not?)

inverter

mono phase(single phase)

Appropriate geometrical X-ray beam alignment with
detector? (e.g., appropriate correct light collimation
positioning)

beam

Patient remains until image quality is checked? (KQ)

Urgent findings are immediately notified to Panel
Physicians (PP) (KQ)

c) Image quality

Side marker correctly present (KQ)

Image includes entire thorax (KQ)

Correct patient positioning (KQ)

Full inspiration (e.g., the posterior 10th rib is visible
above the diaphragm) (KQ)

Artifacts absent (KQ)

Appropriate sharpness *1

Adequate contrast *2

Appropriate penetration / density

A
standard

Digital re-take rate data available, if yes, give details
*3 (KQ)

d) Supplies and equipment maintenance (KQs)

If CR used,

CR cassettes stored upright to prevent damage
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CR cassette and plate cleaned regularly (e.g., once
per week or per two weeks)

CR plate inspection and quality assessment done

CRreader-Cleanlight-and-clean-brush
If DDR used,
DDR sensor calibration needed to control exposure Calibration
CXR machine
X-ray machine (generator) checked annually and
certified, if yes, by whom?
e) Reading, reporting, and data saving (KQs)
Image is read within the same day? If no, how long 2
does it take?
At least 1 MP monitor located in a quiet area, and MP
checked monthly using QC monitor test pattern - 2MP 3MP
looking at geometric distortions, luminance, reflection,
noise and glare.
calibration
Dictated report used?
No. of reading radiologists per day during opening
hours (including off-site)
Data compression ratio --- reversible or irreversible? If
irreversible, less than 1/10 compression ratio? (i.e., or
1/2 ~ 1/4 compression ratio)
f) Safety (KQs)

Walls and doors have appropriate radiation shielding

Red light to alert during exposure
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Radiological technologist shielded during exposure

Badge reading documentation

Annual lead shield check whether crack exists? If yes, (
how? )

Radiation safety officer designated, if yes, who is it? 1

Annual health check for RT 2

Notes:

*1: Reference for “Sharpness” (TBCTA Handbook, 2007):

“Good”: the pulmonary vessels are clearly visible in the entire left lung fields, especially around the left part of the
cardiac shadow.

“Fair”: the pulmonary vessels are clearly visible in the upper left lung fields, but obscure around the left part of the
cardiac shadow.

“Poor”: the pulmonary vessels are obscure in the entire left lung fields.

*2: Reference for “Contrast” (TBCTA Handbook, 2007):

1) Lung field:

“Good”: the pulmonary vessels can be easily traced at the lung fields.

“Fair”: not good but not poor.

“Poor”: it is impossible to trace the pulmonary vessels in the lung fields.

2) Lung periphery:

“Good”: the pulmonary vessels can be easily traced to lung periphery, and also the border line between the chest
wall and the lung field is clearly visible.

“Fair”: not good but not poor.

“Poor”: it is impossible to trace the pulmonary vessels in the peripheral part of the lung, or the border line between
the chest wall and the lung field is obscure.

3) Mediastinum:

“Good”: the trachea and both main bronchi are clearly visible.

“Fair”: not good but not poor.

“Poor”: it is impossible to identify the trachea or main bronchus.

4) Cardiac shadow:

“Good”: the pulmonary vessels can be easily traced behind the cardiac shadow.

“Fair”: not good but not poor.

“Poor”: it is impossible to trace the pulmonary vessels behind the cardiac shadow.

*3: 4-8% and investigate if 10% for adults, 3-5% and investigate if 7% for children (by US CDC)
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6) Sputum collection

Collection facility:

(circle one: panel site /lab /other)

Item
no.

Description

Y/N/NE/NA
or number

Comments

a. Fraud prevention

Identity of client is verified by comparing facial
appearance and photograph of XXXX

Coded labelling for specimens (no personal
identifiers)

Uses difficult-to-remove label on the cup (not lid)

Supervised collection with adequate and trained staff

Restricted access to sputum collection area
(companies not allowed in principle)

Takes measures to minimize specimen
substitution/contamination (bags not allowed or
closely monitored)

b. Facilities and infrastructure: sputum collection area

Clean and tidy

Inside: negative pressure

Inside: observation window

Inside: adequate air exchange/flow takes place (e.qg.,
100 air cycles per hr.)

Give detail, use tissue
100 /h

Inside: UV light

uv

Outside: well ventilated

Outside: exposed to UV sunlight

Qutside:-optimal-applicants’ privacy

Adequate equipment of the staff: N95 masks

Adequate equipment of the staff: Gloves

Adequate equipment used: Tissues

Adequate equipment used: Fridge or cool box

Adequate equipment for applicants: Drinking water
for rinsing mouth (preferably filtered bottled water, if
not, no breakfast taken before the sputum collection)

Adequate equipment: Sink

Adequate equipment: Aerosol nebulizer using
3%saline

Instructive illustration/video displaced in collection
area

c. Collection method

Latest SOP on sputum collection available and
understood by staff

Provides clear counselling/instruction to the
applicants

Collects three specimens over three consecutive
working days

Collects early morning fasting specimens under
direct observation

Uses clean, disposable, and clear container

Uses container 25 ml — 50 ml in volume

Uses contained with wide mouth screw-cap

d. Specimen quality

Quality is visually checked by trained technician
before client leaves

Sputum quality is classified according to Miller &
Jones sputum classification

Rejects specimen if inferior quality, i.e., purely saliva-
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like specimen

Obtains at least 5 ml of specimen

Refrigerates or transports specimen to laboratory in
timely manner, e.g., within one hour unless
refrigerated, within one day if refrigerated

e. Safety

Risk of contamination/infection minimized by limiting
access to collection area

Ensures continuous ventilation during opening hours

Technicians wear N95 mask and gloves

Client provided tissues

Contaminated materials are appropriately disposed
(dedicated trash bag and receptable with lid to
discard infectious and contaminated biological
materials)

Maintain adequate separation between clients
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7) TB smear

Testing Laboratory:
Laboratory in-Charge:

Country:

Date of filling out:

Item
no.

Description Y/N/NE/NA
or number

Comments >>>

a. Fraud prevention

Labels slides permanently with ID number

Uses result form per applicant, and labels form with
ID number

Storage period of smear slides: at least month / year for all

slides

Stores results in logbook/computer for at least 2
years

b. Facilities and infrastructure: microscopy work area

Separate area for TB work

Microscope area: Clean and tidy

Microscope area: Adequate lighting and seating

Microscope area: Vibration and distraction-free

Method: O Light microscope O Fluorescent microscope

Microscope: Clean body and lens

Microscope: Mechanical stage moves freely in both
axes

Microscope: Magnification: x for reading

Smearing and staining area: Clean and tidy |

Smearing area: Biosafety cabinet (BSC) o None o Class|
o Classlla o Classllb o Class lll o Other

Type of specimen for smearing: o Non-centrifuge specimen
o Centrifuge specimen (concentration method used)

Smearing area: Explosion-free centrifuge, if
centrifuge specimen used for smear microscopy

c. Smearing and stain/reagent preparation

Validated SOP: o None o Available in the local language
o Available in English o Other

Smearing and Staining SOP understood by all staff

Smearing and Staining SOP is displayed in the
room

Uses for smearing: o New clean slides © Smear size (1 x 2 cm)
o Appropriate sterile applicator (e.g., stick, loop or pipet)

Air dried slides

Fixed slides with flame, slide warmer or ethanol

Uses for staining:

o Reagent-grade stains (o Commercial o on-site prepared)

o Clear stain bottles o Stains without precipitates

o Stains stored at room temperature

o Stains stored away from bright light or by using shading bottle
o On-site prepared stains within 6 months of preparing

o Commercial stains within expiration and 6 months of opening

Uses approved staining procedures in line with
SOP

Uses appropriate staining times measured by timer

Includes control slides in each staining batch

d. Microscopy and Reading

Validated SOP: o None o Available in the local language
o Available in English o Other

Microscopy SOP understood by all staff |

Light microscope used: o Use clean oil
o Reads 300 fields by slide o Reads each slide for 15 min
o Remove oil from microscopy and slide with xylene/kerosene
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Fluorescent microscope used:
o Reads 30 fields by slide o Reads each slide for 5 min
o Keep loghook of cumulative time lap is on

Reporting with internationally accepted grating
system (e.g., WHO/IUATLD or CDC-US)

Uses: o positive control smear o negative control smear

Perform second reading: o on all positive slides
o on a sample of negative slides

Results available within 24 hours

Keeps and monitors statistics of numbers of
specimens and positives using quality performance
indicators* as quality assurance (QA) activities
*. e.g., GLI Practical Guide to Tb Laboratory
Strengthening
(http://www.stoptb.org/wag/gli/assets/documents/GLI
practical guide.pdf) or local NTP laboratory
guideline

Performs external quality assurance (EQA): O Yes O No
If yes, who conducts: O National reference laboratory (NRL)
O Other

how often: O Quarterly O Annually
O Other

Method: O On-site supervision O Proficiency testing

0O Blinded re-checking

O Other
No of specimens processed per technician:
each day , each week

e. Safety

Restricted access to laboratory

Well ventilated airflow through laboratory from less
contaminated to more contaminated area

Uses regularly certified BSC

Wears appropriate protective clothing and
equipment

Appropriate disposal of contaminated material

Spill kit available

Has continuous surface bench

Performs administrative laboratory work in separate
room from processing

Provides health check for lab personnel: O Yes O No

If yes, method and frequency (per year): O CXR, time
O TST/IGRA, time 0O Other . time
Assign safety officer: O Yes O No

9) TB culture and drug susceptibility testing (DST)

Laboratory: Distr
ict/Country:

Laboratory in-Charge: Date of filling out:

Item | Description Y/N/NE/NA | Comments

no. or number

a. Fraud prevention

Culture tubes barcoded with printed labels or other
ID methods used

Uses result form per applicant, and labels form with
ID number instead of name of applicant

Uses computerized tracking system

b. Facilities and infrastructure: culture work area
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Year of laboratory established:

Year of culture work started: for solid, for liquid
Liquid culture method and No of instruments:

oMGIT960 o BACTEC460 o Manual MGIT _____
oMB/BacT o Other

No of liquid cultures (tubes) per month:

Solid culture media:

o Léowenstein—Jensen (o In-house o Commercial)

o Ogawa (o In-house o Commercial)

o Other (o In-house o Commercial)
No of incubators for solid culture:

No of solid cultures (tubes) per month:

Clean and tidy

Incubator with temperature display

Monitoring thermometer inside incubator

Temperature monitored and recorded daily with
monitoring thermometer

Type of biosafety level (BSL) for culture and DST work area:

o BSL o Other

Type and No of Biosafety cabinet (BSC) for culture and DST:
oClassl__ o Classlla___ o Classllb __ o Classlll___
o Other

Correct BSC position, i.e., BSCs should be sited
away from thoroughfares and out of cross-currents
from doorways and air-inlet systems.

Autoclave accessible from negative pressure area

Refrigerated explosion-free centrifuge

c. Process control: culture

Validated SOP: o None o Available in the local language
o Available in English o Other

Culture SOP understood by all staff

Coded specimen labelling

Type and No of cultures conducted per specimen, e.g., 1 (tube)
liquid and 2 solid:
1st , 2nd , 3rd

All specimens cultured are also smeared from
sediment directly

Positive and negative control specimens included
regularly

Standardised register of results maintained

Identification tests: o Nitrate o Catalase o Niacin
o AFB cording o Capilia o GenProbe o Other
Register of species identification maintained: o Yes o No

Positive results notified directly to requesting
personnel

MTB isolates stored in locked freezer long-term

Keeps and monitors statistics of numbers of
specimens, positives, culture recovery rate,
contamination rate, and so on using quality
performance indicators* as quality assurance (QA)
activities
*e.g., GLI Practical Guide to TB Laboratory
Strengthening
(http://www.stoptb.org/wag/gli/assets/documents/GLI
practical _gquide.pdf) or local NTP laboratory
guideline
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Routine lab servicing occurs outside processing
times

d. Decontamination method for culture

Method: o NALC-NaOH o Na-L-Cysteine o Petroff
o Other
Final concentration of decontamination agent:
Time of exposure to decontamination agent:
Ensures exposure time with timer: o Yes o No
Volume of pH 6.8 buffer used to neutralize decontamination agent:
volume of specimen (sputum)

If centrifuge, time and speed: o min
No (max.) of samples proceed per batch: for Liquid
No (max.) of samples proceed per batch: for Solid

Decontamination agent added slowly without
container contact and vortex mixed

Each Decontamination buffer batch tested for NTM
contamination

Centrifuge buckets handled in BSC

Supernatant decanted into splash-proof container
that has sufficient volume capacity

Leftover sediment stored until final culture result is
available

No of culture specimens processed per technician:

each day , each week
No of culture specimens processed at laboratory:
each day , each week

e. Solid culture

Quality-assured media used

Media incubated prior to use

Incubator trays labelled with date of inoculation

Tubes stored as horizontal inoculation area in
incubator for first 24 - 72 hours to ensure the
inoculation surface becomes dry

Tube caps loose during above period

Contamination check conducted at 48 hours, culture
should continue if contaminated partially

Recognizes contamination appearance, including
media colour

ZN staining conducted on all growth resembling
mycobacteria

Weekly readings of all tubes up to 8 weeks of
incubation

Negative results also recorded on register

Positive isolates stored until final results available

f. Liquid culture

Daily check of temperature and test indicators

Monthly air filter cleaning

Yearly service by BD technicians or authorized
distributors

Regular data back-up

Inoculum tubes wiped with alcohol before placing in
machine

Negative tubes checked visually for growth before
disposal

Z-N staining conducted on all positive tubes

Positive tubes kept in incubator for 1-2 days to
concentrate

Samples correctly extracted from positive growth
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| tubes |

g—Drug-susceptibilitytesting-IGRA, NAAT(GXp), ID

Method: o MGIT960 o BACTEC460 o LJ proportion o LPA

o Other

Drug tested:

o First line Drugs and Test kit

o Second line Drugs and Test kit

o PZA and Test kit
If not performed here, location ,
drugs and Test kit

Validated SOP: o None o Available in the local language
o Available in English o Other

DST SOP understood by all staff

Keeps and monitors statistics of numbers of
specimens, resistances, and so on using quality
performance indicators* as quality assurance (QA)
activities*; e.g., GLI Practical Guide to Th
Laboratory Strengthening
(http://www.stoptb.org/wag/gli/assets/documents/GLI

practical _guide.pdf) or local NTP laboratory
guideline

Performs external quality assurance (EQA): o Yes o No
If yes, who conducts: o National reference laboratory (NRL)
o Other

how often: o Annually o Other
Method: o Panel testing o Other
Latest EQA: Date , Comment

h. Safety

Restricted access to laboratory

Well ventilated airflow through laboratory from less
contaminated to more contaminated area

Negative pressure work area with air pressure
differential at least -12.5 Pa

Negative pressure monitored with alert system

Negative pressure anteroom

SOPs for BSC understood and followed

Uses regularly certified BSC

Adequate PPE available and used

Mask fit testing undertaken at least when technician
starts her/his work

Well ventilated airflow through laboratory

Appropriate disposal of contaminated material

All waste autoclaved prior to disposal

Has continuous surface bench

Spill kit available

Performs administrative laboratory work in separate
room from processing

Provides health check for lab personnel: o Yes o No

If yes, method and frequency (per year): o CXR, time
o TST/IGRA, time o Other , time
Assign safety officer: o Yes o No
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2019

Japan Pre-Entry TB Screening: JPETS

| 2019 12 11 12 18

O YIEIT CKk CDC

- Barbara Knust (US-CDC), Sean Toney (US-CDC), Richard Brostrom (US-CDC), Josephine
San Pedro (US Embassy, the Philippines), James Shak(US Embassy, the Philippines)
- Barbara Knust (US-CDC), Sean Toney (US-CDC)

St Luke’ s 1177 Jorge Bocobo St.,

Extension Ermita, Manila, the
Medical Philippines

Center Tel: +63-2-524-6080
(SLEC) E-mail: rasis@slec.ph

Web: http://www.slec.ph

IOM 28/F, Trafalgar Plaza
Manila Building, 105 H. V. Dela
Health Costa Street, Makati, the
Center Philippines

E-mail: (Dr. BAJCEVIC
Predrag) pbajcevic@iom.int
Tel: 88-3-9333/5118770

IOM 768/12 Thirbam Sadak,

Migration Baluwatar — 5, P.O. Box:

Health 25503, Kathmandu, Nepal Damak
Assessment Email: iomnepal@iom.int IOM
Center, (Dr. Vasil Gajdadziev)

Nepal vgajdadziev@iom.int

Phone: +977 1 442 62 50
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PP: panel physician, MT: medical technologist, PR: panel radiologist, RT: radiological technologist, TI
technical instruction

(1) St. Lukes Extension Medical Center (SLEC)|
2019 12 12
Dr. Redentor C. Asis (rasis@slec.ph)

(1)-1
Health Assessment Program (HAP)
o per booth
MT 20
° PP 40 50
Tl
° RT 30
2
o PR 30 RT
® TB Indicators 5 B
Quality Indicator
o
us
° P3 N95
us 7,471 3
NALC-NaOH MGIT 1 L-J BD
MGIT LJ
40
® DST P3
BACTEC MGIT 960 S.1.R.E./PZA DST
LPA National reference laboratory NRL RITM P3
P3
20
) GeneXpert
30
°
10
® EQA TB Supranational Reference Laboratory (SRL) Brisbane( )
SRL Antwerp
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National TB Reference Laboratory, NTRL

1)-2 JPETS
o
o SLEC DOTS 300
320 2018 95.5% SLEC
1 NZ
° 2015 CDC  Excel
® 2018 402 pre-medical
screening treatment 10 1006
o SLEC
SLEC DOTS SLEC
SLEC
JPETS
JTB-TI PC
® P3 P3 BSC
BSC
P3
CDC

(2) I0OM Manila Health Center]
2019 12 13
Dr Predrag Bajcevic (pbajcevic@iom.int)

(2)-1
Health Assessment Program (HAP)
° US-CDC
SLEC
US-CDC
® |OM Manila I0M
IOM Global Center teleradiology
15
15
2
® Teleradiology UKTB
® P3
P3
N95 NALC-NaOH BD
MGIT 1 LJ BD
1QC WHO EQA
o DST BACTEC MGIT 960 S.I1.R.E. INH 0.4
NTRL us
GeneXpert
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B

o 20-40 / 5-7%
15% Culture recovery rate Culture+/smear+ 98-100%
Culture+/Smear- 73%
20
(2)-2 JPETS
o
°
1 1 10M Manila Health Center
o Certificate JPETS
IOM PC
> 1I0M (IOM 1.D. No. )
IOM (I0OM unique No. )
> 10M
(Certificate No.)
> IOM

(3) 1OM Kathmandul
2019 12 17
Dr Vasil Gajdadziev vgajdadziev@iom.int

(3)-1
Health Assessment Program (HAP)
° IOM
US-CDC

20
® US-CDC equipment
° PP PP IOM

15
o RT
double shielding single
shielding 15
°
I0M teleradiology

® DOTS
o IOM Damak

15
o
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GeneXpert

24
3)-2 JPETS
® IGRA
700
) IOM Damak
°
JPETS-TI

IGRA

40

1000~2000

IOM Damak

® |OM Damak

JPETS

(4) Intrepid Nepal Pvt. Ltd.(INPL))CENTER FOR MOLECULAR DYNAMICS-NEPAL]

(CMDN)
2019 12 18
Mr Rajesh M. Rajbhandari

r.rajphandari@cmdn.org

Prasuti Griha Marg, Thapathali-11, Kathmandu

+977-1-4101501

® |OM Kathmandu

o
gPCR MTB Diff Real-TM (Sacace Biotechnologies) BCG/M. bovis
WHO endorsement
) Miseq
VNTR
P3
D
o
NAAT Internal Quality Control: 1QC
Quality Indicator WHO
Quality Assurance: QA
NAAT
Recovery rate=Culture+/Smear+
°
us
1 2 3
NAAT GeneXpert/LAMP 3
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NAAT

NAAT VISA

1QC
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Japan Pre-Entry TB Screening: JPETS

\ 2020 1 12 1 17

2 H A Hh YUIR4T (14 cbC

Dr. Patrick Theriault & Dr. Elaine Barret

Care 1/FMP; 91, Nguyen Huu Canada
Family Medical Canh, Binh Thanh Cho Ray
Practice District, Ho Chi Hospital (CRH ™
Executive Minh City, Vietnam Visa Examination
Health Care Department
Center
I10M HCMC 1 B Pham Ngoc UK
Thach District USA Cho Ray
1,HCMC Canada Hospital (CRH
+84 28 3822 Australia Visa Examination
2057/58 (Contact) Department
Dr. Jelena
Cmiljanic, Chief
Medical Officer,
IOM Viet Nam, Ho
Chi Minh City
Office
(+84 9 0304 1225)
Raffles Medical 167A Nam Ky Khoi USA
- HCMC Nghia Street, Australia Cho Ray
District 3, Ho Chi Hospital (CRH
Minh City Visa Examination
+84 28 3824 0777 Department
(Contact)
Hatsumi Kanatsu
10M Keangnum 10th Floor, UK
(Hanoi Building 72, USA National Lung
Keangnam Hanoi Canada Hospital (NLH) ™
Landmark Tower Australia 463 Hoang Hoa

Pham Hung Street,
Me Tri ward,
NamTuLiem
district, Hanoi
(Contact

Aiko Kaji & Dr.
Jelena Cmiljanic

Tham, Vinh Phu,
Ba Dinh, Ha No&i

3
Cho Ray
Hospital (CRH
Visa Examination
Department

DOTS

Carel

National Lung
Hospital (NLH) 463
Hoang Hoa Tham,
Vinh Phu, Ba Dinh,
Ha Noi

DOTS

*1 US PC
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*2 PC
*3 2 CRH 2

PP: panel physician, MT: medical technologist, PR: panel radiologist, RT: radiological technologist,
Tl technical instruction

4 6 3
2020/1/13 AM Cho Ray Hospital HCMC
PC
2020/1/13 AM Carel/FMP HCMC
PC
2020/1/13 PM 10M HCMC HCMC
2020/1/14 AM Raffles Medical PC HCMC

2020/1/16 Al National Lung

Hospital
2020/1/16 AM I0OM Hanoi PC
- 1:
JPETS PC
Care 1/FMP TI
CRH
10M HCMC TI
CRH UK US
Raffles TI
Medical- NLH UK, US
HCMC
NLH
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10M TI
Keangnum UK US
(Hanoi
CRH Carel I10M HCMC Raffles Medical
PC

PC PC

NLH I10M Hanoi
PC
PC PC ID

(5) Cho Ray Hospital (CRH)" ---
2020 1 13 8:00-9:30

(-1

N95

P3

: Dr. Patrick Theriault (RMO-Manila, Embassy of Canada) & Dr. Elaine Barret

Dr. Hoang Lan Phuong Ms_Nguyen Dao Ngoc Lan( 10M HCMC)

Visa Medical Department

ID
VISA DOTS VISA
DOTS
PC
PP
PPT 2 2
N95
e.g. IT
IOM HCMC SRL Ms. Lan
3

CDC MGIT 10

10 MGIT
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1 2
15015184
5S
4.
(Canada) (Us) 2N
5.
1 LJ2 MGIT1 3 1
LJ6  MGIT3 2 MGIT960 2 GeneXpert
20 5
6. DST
DST SIRE PZA
Xpert NAA
Line Prove Assay LPA LPA  Hain
FL SL PzA 2018 12824 298 DST
23 MDR-TB 5
(D-2 JPETS
Quality Indicator B
National Lung Hospital
NLH NLH CRH PNT
CRH PC UNHCR
CRH
CRH PC PNT
(6) Carel/Family Medical Practice(FMP --- Panel Clinic
2020 1 13 10:30-12:30
: Dr. Patrick Theriault (RMO-Manila, Embassy of Canada) & Dr. Elaine Barret
: Dr. Cynathia, Dr. Louise (laboratory), Dr. Bs Nguyen Huu Linh
(2-1
Health Assessment Program (HAP)
°
e-medical ID
CRH
°
X HIV

IGRA
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IGRA  US$170

10M
Carel
( )
CEO
CRH
indicator PC
5 10% ( ) Carel (281/100
000) Tl HBV, HCV
6
one to one
IT
IGRA US$170
Conditional approval
conditional approval 1
Carel
(2)-2 JPETS
FMP PC CEO Dr. Rafi Kot
2
4
CRH
FMP
CRH PLH
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@) I0OM HCMC
2020 1 13 14:00-16:00
: Dr. Patrick Theriault (RMO-Manila, Embassy of Canada) & Dr. Elaine Barret

Dr. Jelena Cmiljanic(Chief Migration Health Physician) & Ms.Nguyen Dao Ngoc Lan(

)
3)-1
Health Assessment Program (HAP)
1.
e-medical
UK-TB system Certificate
Dr. Patrick 10M
VISA
01C
RFP  VND3,000 14
2.
VISA PP
1GRA 1GRA
US$60
10M one to one Skype
5
CRH
PC
PC CRH
Tl HBV, HCV
quality indicator Ql
PC 10 413
3)-2 JPETS
I0M HCMC
1
35 CRH 10M Lan
Tl 10M
quality indicator 10M
Tl Tl
Tl Tl

PC
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(8) Raffles Medical

2020 1 14 10:00-13:00
hatsumi kanatsu@rafflesmedical.com , GP  Dr. Jonathan Goh panel
physician
Raffles Medical (2 80 ) ( 2 10
3
) —
-1
1-2 JPETS
Raffles Medical 100 Raffles Medical Group

Health Assessment Program (HAP)

1.
e-medical
PC UKTB 2
2 3
60 75 PC
CRH PP PP Excel
CRH Log book PP
CRH PP e-medical
PDF PC
1/3 lost to follow-up

PC

2.

PP 30 IGRA US$120 PC

3.

9000 , 60 7/ 50 / PC
8 2 3 PP
2019 10000 2.4 244 CRH
0.34
2
Al BISLE system
VISA 1 3
3
CRH
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1 HCMC1

Cities AUS/NZ us Canada us Belgium Singapore
HCMC v v
Hanol 4
Phnom Penh 4 v v 4
Beijing v v v v
Nanjing v v
Dr. US$20
Qualify
Committee
Raffles PC
Visa ﬁ?ﬁ;;;? X-ray Ur;?g'y HIV VDRL ézzz?:; IGRA | Vaccine
AUS/NZ v v v +/— +/— +/—
us v 4 4 +/= +/= v
Canada v v v +/= v
UK v v v
Singapore v v +/—
(9) National Lung Hospital (NLH)”
* 1OM Hanoi
2020 1 16 7:00-8:15
akaji@iom.int , Dr. Van Hai Nguyen(Head of IOM Keangnam), Dr.

Cmiljanic(Chief Migration Health Physician) & Ms.Nguyen Dao Ngoc Lan(

: Dr.

(5)-1
(5)-2

JPETS

64
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Jelena



NLH 6:00 8 00 10M
10M
e-medical UK-TB 10M 10M HCMC
Visa DOTS
6:00 8:00 DOTS
2.
50ml
NHL
10M NHL
NHL 10M 2
( 3m*)
10cm
10
3.
N95
DST DST
DST
NTRL  SRL 15015189 1S017043
P3 N95 NTRL Head Dr. Nhung
GLI WHO TB Biosafety Manual
4. Xpert
N Xpert
MTB/RIF 4module 6
5.
MGIT960 5 MGIT LT 5 2 N95
6. DST
DST N95 2 MGIT960
2 2 Am,Cm,Km, MFx Bdq,Lzd
7.
NAA(Xpert ) LPA(Hain plus,sl,CM Nipro PZA) LAMP( ) IGRA
IGRA(gold plus) 1 40 HIV HBV
80
NLH NLH
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NLH
10M
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(10) I0M Hanoi(Keangnum)
2020 1 16 9:00-11:00

akaji@iom.int , Dr. Van Hai Nguyen(Head of IOM Keangnam), Dr. Jelena

Cmiljanic(Chief Migration Health Physician) & Ms.Nguyen Dao Ngoc Lan( )
®)-1
(5)-2 JPETS

Health Assessment Program (HAP)

1.
I0M HCMC
5 10 14
online register 10
NLH 5 NLH 5 NLH
VISA US$100
Raffles Medical
2.
10M HCMC
NLH
NHL,NTRL 10M
10M 16
12 4
PC 12 500 10M
5 PC
10M 1/2 2/3 NLH PC
PC PC
10M Dr. Jelena
(1) IOM Hanoi + Raffles Medical
UK PC Raffles Medical Group
PC
@
PC
(3) Pilot VISA
VISA 5 I10M Hanoi
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6 1
1 UN salary scale
5
ICT
1. VISA
Dr. Patrick eMedical Australia
PC
2. 10M PC
IOM Hanoi & HCMC Dr. Jelena 10M
IT PC
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Japan Pre-Entry TB Screening: JPETS

| 2020 2 2 8
A H A O
N/A

-

Zabuthiri Pyinmana Taungnyo Road, Near Smear

Specialist Zezawa Round About )

Hospital Tel: +95(0)9-450021333 Culture NRL
E-mail: zabuthirish@gmail.com

SOS Inya Lake Hotel 37 Kabar Aye AUS NZ PNG IOM Maesot

International Pagoda Road, Yangon

Clinic Tel: +95(0)9-254397744
Email:
suyee.tun@internationalsos.com

Victoria No0.68, Taw Win Road, 9 Mile, Smear

General Mayagone Township, Yangon .

Hospital Tel: +95 (0)9-5114536 Culture NRL
Email: SML
ayeayesan@witoriyahospital.com Laboratory

Asia Pacific 98A Karabaye Pagoda Lane, Smear

Center for Yangon Culture N

Medical and Tel: +951 553 783 Health

Dental Care Email:
asiapacific.myanmar@gmail.com

IOM Level 1. Pun Hllaing Hospital Pun UK IOM Maesot

Myanmar Hlaing Golf Estate Hlaing Thar AUS, NZ
Ya, Yangon
Tel: +95 1 523509
Email: jpalmeida@iom.int

B- II:

SML Medical Rm 003/004, G Flr, Shwe Gon Victoria General Smear Microscopy,

and Daing Rd., Dagon Tower, Bahan Hospital GeneXpert

Diagnostic township, Yangon

Center

N Health 807, Mahar Bandoola Road, 11th Asia Pacific Center Smear Microscopy,
Street, Yangon for  Medical and Culture

Dental Care
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PP: panel physician, MT: medical technologist, PR: panel radiologist, RT: radiological technologist, TI
technical instruction, NRL: National Reference Laboratory

NRL

IOM Maesot

N Health Myanmar N Health Myanmar

JPETS PC

Zabuthiri X
Specialist CXR
Hospital NRL

NRL

International
SOS Clinic

10M Maesot

Victoria X
General NRL
Hospital NRL

Asia Pacific
Center for
Medical and NRL NRL
Dental Care CXR

X

IOM Pun Hlaing Hospital 4
Myanmar Victoria General Hospital

1OM Maesot
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(1) Zabuthri Specialist Hospital

2020 2 4
Dr Zar Ni Hlaing

2012 Nay Pye Taw Development Committee NPD-DC
NPD-DC 200
400 200 24
50
5 4
3 1 1 50
50
600
300
CT2 MRI2 CXR3 X 1 CXR CR
1
3 1
ZN DST
BSC Class
A 30
CXR
1
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(2) International SOS Clinic
2020 2 5

Dr Su Yee Tun, Dr Mone Mone Zaw, Ms Yoshie Kato, Mr Guillaume Sautier

10 8 2
2 3
24
1 5 20
60
CXR
72

teleradiology

5-10ml

N95

Tl DOT

11

2000

0.8

72

International SOS
International SOS Myanmar

10 1 5
4 3 1
2500 2019 2499
20 1/3
e-medical
IOM Maesot 6-7
ID
Saliva
2
IOM
1



CXR

(3) Victoria General Hospital

2020 2 5
Dr Aye Aye San, Dr Kyaw Min Thu, Dr Nitar Khine

2016 600 100
7 8 8 600
2
CXR CXR, MRI, CT PACS Picture
Archiving and Communication System teleradiology
2
DST Xpert SML
DST
1 5-10 P PPE Class A
ZN 1000
2
NRL NRL
NRL GeneXpert SML
SML
IOM Myanmar
IOM Myanmar

TI
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(4) Asia Pacific Center for Medical and Dental Care
2020 2 6
Dr Zaw Lin, Dr Tin Moe Aye

2008 2012
7 8 19 7~-8
JICA
50 80 1~-2
0.02
5
10
2 2
2 2
CXR
CXR CT MRI

International SOS

SML PATH lab
N Health laboratory
HbAlc
2 2

CXR
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(5) IOM Myanmar|
2020 2 6

Dr Patrick Almeida, Dr Mya Yee Nyo, Ms Lai Mon

Pun Hlaing Hospital 2014
2015 2016
2017 International SOS, Samitvje, Parami
Maesot —
IOM 2019 us-
RAP
550 600 2019 614
IOM PP 1
CXR Pun Hlaing Hospital

Pun Hlaing Hospital MRI,CT
IOM teleradiology network

Pun Hlaing Hospital

Pun Hlaing Hospital
IOM Maesot

3 2

Victoria General Hospital
2020 4 Pun Hlaing Hospital

4,000

CXR1 CXR2
Myawaddi
Myawaddi 10M Maesot
Maesot

Victoria General Hospital
Victoria General Hospital
1I0M

Victoria General Hospital

4,000
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- IV
(1) SML Medical and Diagnostics Center|
2020 2 5
Dr Nitar Khine

Victoria General Hospital Xpert Xpert 2
Module BSC Class A BSL
Xpert ZN
(2) N Health
2020 2 7
Dr. Khin Maung Htwe
ZN DST N Heatlh
2017 141 2018 1945 2019 390 2018
PCR TagMan, Roche
2017 230 2018 271 2019 256

BSC, Class A ZN
EQA
PPE
1S09001 1SO15189
4 BSL2 Plus
BSC Class A
24 3 1 3

76
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Japan Pre-Entry TB Screening: JPETS

\ 2 23 2 29
A HARE O
RS Premiere Nginden Intan Barat Blok B,
General Surabaya. 60118 - Indonesia
Hospital, (Tel) +62 31 5993 211 Ext.3100
Surabaya Dr. Hartono Tanto CEO BBLK
E-mail: _ _ (BALAI
hartonot@ramsaysimedarby.co.i BESAR
d LABORATO
Dr Luiz Y Lumanau RIUM
Panel Doctor KESEHATA
Dr Victoria Theresa Kusumo N
Quality Manager )
Soetomo Mayjen Prof. Dr. Moestopo
General Street No.6-8, Surabaya,
Academic Indonesia
Hospital, Dr. Desak Gede Agung
Surabaya Suprabawati
E-mail:
yanmedrsds16@gmail.com
Tel: +62 818 506294
RS Premier Ms Sang Ayu Baktiasih
Bintaro, +62 815 85933733 (Indonesian)
Jakarta sangab@ramsaysimedarby.co.id
Dr. Erlynda Taufik (English)
+62 811-915-120 (cell)
erlyndat@ramsaysimedarby.co.i Gene-Xpert
d
Tel: +6221 7455 500 ext
1950/1960 Jeiria
Fax: +6221 7455 800 ey
RS Premier Mr Andis Samiaji
Jatinegara Hp, +62 877 86471245 (English)
Jakarta andiss@ramsaysimedarby.co.id

samiajia@ramsayhealth.co.id
andisamiaji@gmail.com
Dr. Martha ML Siahaan,
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MRCCC
Silomon
Semanggi
Hospitals,
Jakarta

Medical and Ancillary Services
Manager
marthas@ramsaysimedarby.co.i
d Tel : +62 21 2800 888

Fax : +62 21 2800 755

Mobile +6287786471245
www.ramsaysimedarby.com

Ms. Stephanie Clara

+62 857 18008895 (English)
Stephanie.Clara@siloamhospita
Is.com

+62 21 2996 2888 ext 20375 |
phone: 0857 1800 8895

78

Gene-Xpert

IGRA(T-
SPOT)

IGRA

INH, RFP,
EB, SM
Persahabatan
Hospital

Gene-
Xpert

Pesahabatan Hospital



PP: panel physician, MT: medical technologist, PR: panel radiologist, RT: radiological technologist, TI

technical instructions

RS Premiere
General

Hospital,
Surabaya

Dr. Soetomo
General
Academic
Hospital,
Surabaya

RS Premier
Bintaro, Jakarta

RS Premier
Jatinegara
Hospital,
Jakarta

MRCCC Silomon
Semanggi
Hospitals,
Jakarta

()

Laboratorium
Klinik
PRAMITA,
Jakarta

UK, AUS, NZ, CAN,

S5M

UK, AUS, NZ

IGRA

IGRA
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- 1
(1) RS Premiere General Hospital, Surabaya
2020 2 24
Dr. Hartono Tanto
E-mail: hartonot@ramsaysimedarby.co.id

(1)-1 Pre-entry TB screening

o
» 1998 Health Care of Surabaya
2013 Ramsay Simon Darby Healthcare
98 178 24
2018 9,736 1 95
120,650 57 43
> 142 21 262
> 2019 1260 167
227 281 321
13
> 2,000
18 0.9
° e
o (referral letter
)
e-Medical
o
> 1 80cm
ID
>
>
BBLK(Balai Besar Laboratorium Kesehatan, Surabaya/ National Center for Health
Laboratory)
® IGRA
> Prodia 2
°
> CXR 2 3M
3
» E-medical e-medical
2020 1
I0M Tele-radiology
IOM Teleradiology Manila center IOM
Teleradiology 1
IOM
e-medical

» CXR

80

e-Medical system



PHE

>

® BBLK, Surabaya NTP 3 1
DST: Drug Susceptible Testing
21
1 SRL: Supra Reference Laboratory
proficiency test
proficiency test
® Certificate )] i)
iii) Certificate
e-medical e-medical
pdf

°

> DOT

2

>
° UKTB
® BBLK

> 1SO15189

> 6,000

> Ziehl-Neelsen ZN

NALC
L-J2 MGIT1 SD MPT64
DST MGIT 2 1 2 2
LPA

» Xpert 4 2
(1)-2 JPETS
°

Q&A JTB-TI
ZN
°
JTB-TI

° M
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(2) Soetomo General Academic Hospital, Surabaya|
2020 2 25
Dr. Desak Gede Agung Suprabawati
E-mail: yanmedrsds16@gmail.com

(2)-1
Pre-entry TB screening
°
> 1938 1964 Dr
Soetomo( ) 1979
class A national referral hospital
5,000

e X CR1 DR1
PACS
MCU

PACS
] Xpert
1 40 50

DOT

Bio Safety Cabinet BSC 3 Class B
100% 3 DST

NALC L-J2 MGIT1
SD MPT64 DST MGIT
1 2 BBLK 1 40-50

Gene Xpert 2 16 1 4 1 NTP

(2)-2 JPETS
([ J

"Medical Check Up Center (MCU)” Premiere General
Hospital, Surabaya
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(3) RS Premier Bintaro
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Q&A

Dr. Erlynda Taufik (Engl)
+62 811-915-120 (cell)
erlyndat@ramsaysimedarby.co.id

2012

(Prodia
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Pre-entry TB screening
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°
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)
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® IGRA

°

°

)

°
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Premiere General Hospital, Surabaya

2013
3
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3
1
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ABC)
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8000
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L-J 2
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2014

e-Medical
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(0.24%)

(14
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MGIT

JTB-

Recovery rate

2015

978 821

RSUD Tangerang

BSC A



SD

o ZN
HIMEDIA
° 5-7% SOP Recovery rate
® DST 2
o RS Premier Bintaro, RS Premier Jatinegara, IOM refugee center
2
® Gene Xpert NTP MCU
NTP
(3)-2 JPETS
o
JPETS
Q&A
o 5M
° SOP 2019 8 18
NALC-NaOH NALC 4%NaOH 2.9% Na
Petroff pH SOP
3.5 NaOH Petroff pH
52 LJ 3-5 WHO ,2-
5 4.3 MGIT 8-10 WHO ,4-10
LJ MGIT Culture recovery
92.8 LJ 85-90 93.5 MGIT 95-98
MGIT
27.6-7
SOP
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(4) RS Premier Jatinegara Hospitall
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Dr. Martha ML Siahaan, Medical and Ancillary Services Manager,
marthas@ramsaysimedarby.co.id
JI. Raya Jatinegara Timur No 85-87, Jakarta 13310, Indonesia

+6221-2800-888

(4)-1
Pre-entry TB screening
°

> 1989
Premier Bintaro
230,603

6000

® DR( )
PR

® IGRA T-SPOT
® Gene Xpert

(4)-2 JPETS

> CXR

2010 (1) Premiere General Hospital, Surabaya , (3) RS
280 192
3600 600 1000 600
30 20
0.3
PR 2 1 1
ID
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Mega-pixels 5 megapixels
PR PP
7 8
10
FKUD
DOT
2 2

positive, negative

positive
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(5) Laboratorium Klinik PRAMITA
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JI. Matraman Raya 26, Jakarta, Indonesia

+62-21-85908530
http://pramita.co.id/en/
Ms. Maya Aryanti / JIAEC, Training Director( )
maya.aryanti@jkt.jiaec.co.id
[ JIAEC, Marketing Director ( )
r.yamamoto@jiatec.jp
/

atsushi.kawabata@ijkt.jiaec.co.id

(-1
Pre-entry TB screening
°

>
>

o Matraman 8,000
80

2-5 MGIT

EB 3

BBLK 2 proficiency test 10
BBLK
DST
° GeneXpert
1 2-3

(5)-2 JPETS

> Bandung PramitalLab
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(6) IMRCCC Silomon Semanggi Hospitals
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Ms. Stepanie Clara

+62 857 18008895 (English)
Stephanie.Clara@siloamhospitals.com

JI. Garnisun No.2, RW.3, Karet Semanggi, Kecamatan Setiabudi, Kota Jakarta Selatan, Daerah
Khusus Ibukota, Jakarta 12930, Indonesia

+62 21 2996 2888 ext 20375 | phone: 0857 1800 8895

(6)-1
Pre-entry TB screening
°
> 2011
> 36 4 5
tertiary
[ Medical Check Up (MCU) unit
e MCU 2 2 7

[ 21 - CMU
25 - IGRA 19 -

> 25 CMU 21 25

Persahabatan Hospital

> JIB-TI

o IGRA T-SPOT ZN
DST INH,RFP EB, SM Persahabatan Hospital Gene-Xpert

° 2 BBLK( )
10

(6)-2 JPETS
e  JIBTI 3 3
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JIB-TI
RS Premier Bintaro Hospital

(

Persahabatan hospital

DST GeneXpert SOP

EQA Proficiency testing
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