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False-positive TB Culture Investigation Worksheet


Note: Consider the following when reporting suspicion of a false positive event:
· Cases of tuberculosis with only a single positive culture (SPC) for MTB should be reviewed where concern exists. 
· Where a SPC has occurred, then the treating physician should determine if the patient’s clinical presentation is consistent with the culture findings.

Use this form to report on and update status of a suspected False Positive MTB Culture to the DSHS TB Services Branch when:

1) The CXR and symptoms did not improve after the patient received 2 or more months of appropriate anti-TB medications; and/or 
[bookmark: _GoBack]2) Three or more specimens were collected and only one result was culture positive for MTB; and/or
3) False Positive is suspected by the clinical care team based on additional information; provide that information in the comments where applicable.
 
	INVESTIGATION DETAILS 

	Investigation Requested By (Full Name, Title, and Jurisdiction):
	
	Date Requested:
	
	Investigation ID (DSHS Use Only):
	 

	Patient Name
(Last, First):
	
	State Case #
(if available)
	

	DOB:
	 
	County of Residence:
	
	Reporting Jurisdiction:
	

	Genotype
(if known):  




	
	Reason False Positive suspected (select all that apply):

	□ Single Positive Culture (SPC)         □ Clinical picture inconsistent with TB 
□ Known specimen contamination     □ Treating provider suspects false positive
□ Treating provider does not believe patient has TB


	Is treatment plan pending based on outcome of this investigation?
  □YES   □NO

	Is there a genotype match to another case with a specimen collected and/or processed around the same time? 
  □YES   □NO                   If so, Genotype:  



	CLINICAL PRESENTATION – AT A GLANCE

	Site of Disease:     

	If extrapulmonary, describe results of pathology suggestive of TB: 

	Symptoms (Check all the apply):
□ Chest Pain  □ Shortness of Breath □ Fever/Chills  □ Night Sweats □ Cough (persistent x3 weeks) □ Productive Cough       □ Hemoptysis □ Fatigue □ Loss of Appetite □ Weight Loss (>10%)  □ Other (specify): 

	TST Positive:  □YES   □NO
	TST Date Placed:
	
	TST Date Read:
	
	Millimeter Reading:
	

	IGRA (Check one):               □ T-Spot  □ QFT
	Date:
	
	Result:	
□ Positive  □ Negative  □ Indeterminate  □ Unknown □ Borderline

	CXR Performed:
□YES   □NO
	CXR Date:
	
	CXR Indicates Cavitation:
□YES   □NO
	Radiographic Findings Consistent with TB: 
□YES   □NO

	Describe radiographic findings (or other radiographic diagnostics performed) :






	ADDITIONAL BACTERIOLOGY (not including lab result in question)

	Facilit(ies) collecting additional specimen(s): 

	Source(s) of Additional Specimen:
	
	Date(s) of Specimen Collection:
	
	Date(s) of MTB positive cultures:
	

	# of Smears Done:
	
	# of Smears Positive for AFB:
	
	Describe Results (scant, 1-4+, etc.):
	


	Total number of MTB specimens submitted for culture:
	Total number of MTB positive cultures:

	Number of specimens analyzed by NAAT:
	Number of specimens positive for MTB by NAAT:

	Additional pathology suggestive of TB (describe specimen source and results):




	LABORATORY RESULT IN QUESTION

	DSHS Accession Number:
	
	CDC Genotyping Accession Number:
	
	Drug Resistance?
□ Yes   □ No   □ Unknown

	Source of specimen collection (sputum, tissue, etc.):
	
	Smear Result (check one):
□Positive □Negative □Unknown □Not Done
	MTB Culture Result (check one):
□Positive  □Negative  □Unknown

	Name of facility where specimen was collected: 
	
	Date of Specimen Collection (if known):
	
	Time of Specimen  
Collection (if known):
	

	Name of lab processing specimen:
	
	Date Specimen Processed/Cultured
(if known):
	
	Time Specimen Processed/Cultured  (if known):
	

	# of Days to Positivity (if known):
	

	Type of medium (if known):
□Liquid Medium  □Solid Medium
	Date MTB culture report received:



	
DIAGNOSIS

	Are there any strong alternative diagnoses?   □YES   □NO

	If yes, describe:




	Is the patient currently being treated for TB?     
□YES   □NO
	Was the patient ever started on TB treatment after this diagnosis:  
□YES   □NO

	If yes, TB treatment start date:
	
	Has the patient shown improvement with treatment?  □YES  □NO

	Explain:



	Name and contact information of treating provider:



	Does the provider feel the patient has TB?
□YES   □NO    □UNSURE
	Is false positive suspected by the treating provider?
□YES   □NO     □UNSURE

	Comments on diagnosis (include response to TB medication, radiological improvement or non-improvement, and status of symptoms):







	Has a medical consultation been requested?
 □YES   □NO
	Consultation Requested by:
	
	Date:

	Consultation Recommendations:








	Potential Source of False Positive (if known)

	Name of potential source patient (Last, First):

	DOB: 
	State Case #:

	Source of specimen collection (sputum, tissue, etc.):
	
	Smear Result (check one):
□Positive    □Negative
□Unknown □Not Done
	Culture Result (check one):
□Positive  □Negative  □Unknown

	Name of facility where specimen was collected:
	
	Date of Specimen Collection:
	
	Time of Specimen  
Collection:
	

	Name of lab processing specimen:
	
	Date Specimen Processed/
Cultured:
	
	Time Specimen Processed/Cultured:
	

	Date of Inoculation:
	
	# of days to positivity:
	
	If solid medium, # of colonies:
	

	Type of Medium:  □Liquid Medium □Solid Medium
	Date MTB report received:

	Total number of MTB specimens submitted for culture:
	Total number of MTB positive cultures:

	Describe any procedures that could result in cross-contamination or other false-positive report (include laboratory, specimen collection, or clerical procedures):






	ACTIONS TAKEN

	Date DSHS Central Office Notified:
	Method DSHS Notified:   □LETTER   □EMAIL     □PHONE

	Date Involved Laboratories Notified (if done):
	
	Name(s) and role(s) of Important Contacts (e.g. Lab, other entities):
	



	INVESTIGATION PROGRESS NOTES

	



	INVESTIGATION FINDINGS

	Investigation Closure Date:
	TB Status after investigation: □ COUNTED □ NOT COUNTED

	Date Corrections to RVCT Made, if necessary: 

	Reason for counting (check all that apply):
□ Positive MTB culture                   □ Additional positive MTB cultures
□ Provider determined clinical case   □ Patient improved clinically
□ Counted by another jurisdiction     □ Other (please specify):

	Overall Conclusions and Theories, including treatment status:










	Signatures of Reporting Jurisdiction staff participating in Investigation:

	Treating Provider Name: ___________________________________________________________

	Treating Provider Signature:_________________________________________________________

	Date:____________________________________________________________________________

	

	Health Department Physician Name:__________________________________________________

	Health Department Physician Signature:_______________________________________________

	Date:___________________________________________________________________________

	

	Public Health Nurse Name:__________________________________________________________

	Public Health Nurse Signature:_______________________________________________________

	Date:____________________________________________________________________________



Refer all questions of a possible false positive tuberculosis (TB) culture to the licensed healthcare provider. If further investigation is decided, inform and refer to the Regional TB program manager and/or the Regional Medical Director, when applicable. After all pertinent information is gathered, and it is decided that a False Positive investigation is needed, report to the Texas Department of State Health Service (DSHS) TB Services Branch.


Submit to Globalscape and email notification to:
TBEpi@dshs.texas.gov
OR
FAX: 512-989-4010
ATTN: False Positive Work Group
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