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	Ishihara Plates (Red/Green Color Discrimination):  Indicated for patients taking Ethambutol, Linezolid. Instruct patient to keep both eyes open and document the number the patient sees on each plate. The (X) mark indicates the plate cannot be read.  Screen all 14 plates. Patient must pass 10 of the first 11 plates for the test to be regarded as normal. Refer for evaluation if < 7 plates are read as normal. Results: [N] = Normal  [A] = Abnormal
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Deficiency
	Baseline
[bookmark: Text82]     
	Date
[bookmark: Text83]     
	Date
[bookmark: Text84]     
	Date
[bookmark: Text85]     
	Date
[bookmark: Text86]     
	Date
[bookmark: Text87]     
	Date
[bookmark: Text88]     
	Date
[bookmark: Text89]     
	Date
[bookmark: Text90]     
	Date
[bookmark: Text91]     
	Date
[bookmark: Text92]     
	Date
[bookmark: Text93]     
	Date
[bookmark: Text94]     

	  1
	12
	12
	[bookmark: Text1]     
	[bookmark: Text2]     
	[bookmark: Text3]     
	[bookmark: Text4]     
	[bookmark: Text5]     
	[bookmark: Text6]     
	[bookmark: Text7]     
	[bookmark: Text8]     
	[bookmark: Text9]     
	[bookmark: Text10]     
	[bookmark: Text11]     
	[bookmark: Text12]     
	[bookmark: Text13]     

	  2
	8
	3
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     

	  3
	5
	2
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     

	  4
	29
	70
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     

	  5
	74
	21
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     

	  6
	7
	X
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     

	  7
	45
	X
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     

	  8
	2
	X
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     

	  9
	X
	2
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     

	10
	16
	X
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     

	11
	Traceable
	X
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     

	
	
	Protan
	Deutan
	

	
	
	Strong
	Mild
	Strong
	Mild
	

	12
	35
	5
	(3) 5
	3
	3 (5)
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     

	13
	96
	6
	(9) 6
	9
	9 (6)
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     

	14
	Can trace 
2 lines
	Purple
	Purple   (Red)
	Red
	Red (Purple)
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     

	
	
	
	
	
	Results
	[bookmark: Text56]     
	[bookmark: Text57]     
	[bookmark: Text58]     
	[bookmark: Text59]     
	[bookmark: Text60]     
	[bookmark: Text61]     
	[bookmark: Text62]     
	[bookmark: Text63]     
	[bookmark: Text64]     
	[bookmark: Text65]     
	[bookmark: Text66]     
	[bookmark: Text67]     
	[bookmark: Text68]     

	
	
	
	
	
	Initials
	[bookmark: Text69]     
	[bookmark: Text70]     
	[bookmark: Text71]     
	[bookmark: Text72]     
	[bookmark: Text73]     
	[bookmark: Text74]     
	[bookmark: Text75]     
	[bookmark: Text76]     
	[bookmark: Text77]     
	[bookmark: Text78]     
	[bookmark: Text79]     
	[bookmark: Text80]     
	[bookmark: Text81]     



	[bookmark: Text16]Visual Acuity: Indicated for patients on Ethambutol, Linezolid. If initial screen was conducted with corrective lenses (glasses or contacts), follow-up screens must be done the same. Test each eye separately and then both eyes open together. A change of one or more lines from initial screen in one or both eyes must be reported to the physician immediately.  Chart Used: ☐ Letter   ☐ “E”   ☐ Other:      
Corrective Lenses:  ☐ Yes    ☐ No
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	Heart Rhythm Monitoring Assessment
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	[bookmark: Text230]Cardiac Monitoring: Indicated for patients taking Bedaquiline. Perform ECG at minimum: baseline, at 2 weeks, and monthly. ECGs must be placed by staff trained in placement, performed at the same time of day each time, and read by the treating physician or designee within (1) working day. Mark initials of person who performed ECG and [check mark] when reviewed by physician. If ECG performed outside the health department, mark “other” on “Performed by” and include in progress note.  Type used:  ☐ 12- lead ECG  ☐ OTHER:      
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	Prolonged QTc Assessment: Documentation of signs and symptoms should be included when performing the ECG for patients on Bedaquiline or as indicated by the treating physician. Results of both the signs and symptoms assessment and ECG should be provided to the treating physician for review. Expand on any symptoms in a progress note detailing onset, duration, type, quality, etc.
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	Mental Health Assessment
	Name:      
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	Mental Health Status: Assess depression, psychosis and overall mental health status at baseline and monthly for patients on Cycloserine, Clofazimine. Tools are available from Heartland National TB Center: heartlandntbc.org/assets/products/mental_health_screening_tool.pdf, Curry International TB Center: currytbcenter.ucsf.edu/products/nursing-guide-managing-side-effects-drug-resistant-tb-treatment or other professional screening tools preferred by the treating physician. Tool Used: ☐ Heartland National TB Center Mental Health Screening Tool  ☐ Curry Nursing Guide, Appendix B   
[bookmark: Text122]☐  Other:      	Results: Document numeric score and/or [N] = Normal     [A] = Abnormal 
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	Peripheral Neuropathy Assessment
	Name:      

	
	DOB:      


	Peripheral Neuropathy Monitoring: Complete a baseline and monthly assessment of the hands and feet while patient is on high doses of Isoniazid (adults ≥15mg/kg), Linezolid. First ask patient the assessment questions. Next, test sensations using a 4.31/2gm monofilament for the hands and a 5.07/10g monofilament for the foot. Refer to “Peripheral Neuropathy Assessment Process” for detailed instructions:dshs.texas.gov/disease/tb/forms). Notify the treating physician if abnormality or change (i.e. diminished or no sensation) is identified. Assessment adapted from Heartland National Tuberculosis Center.

	

	Bilateral Upper Extremities (BUE)-hands, arms
1. Do you have any pain or numbness in BUE?
 ☐ Y   ☐  N     If yes, describe: 
     
	Bilateral Lower Extremities (BLE)- feet, legs
1. Do you have any pain or numbness in your BLU?
 ☐ Y   ☐  N     If yes, describe: 
[bookmark: Text156]     

	2. If YES to #1, is the pain made worse with the touch of clothing or bed sheets?  ☐ Y   ☐  N

3. Do you have any of the following characteristics in the BUE?   ☐ Burning   ☐ Freezing
☐ Electric shock-type sensation   ☐ Tingling
☐ Pricking   ☐ Numbness   ☐ Stinging/itching
☐ Other, describe:      
☐ None

4. In general, do you have the following in the BUE:
Hypoesthesia to touch?	☐ Y  ☐ N   ☐ L  ☐ R
Hypoesthesia to prick?	☐ Y  ☐ N   ☐ L  ☐ R
Extreme sensitivity to touch?	☐ Y  ☐ N   ☐ L  ☐ R
Extreme sensitivity to prick?	☐ Y  ☐ N   ☐ L  ☐ R
	2. If YES to #1, is the pain made worse with the touch of clothing or bed sheets?  ☐ Y   ☐  N 

3. Do you have any of the following characteristics in BLE?    ☐ Burning   ☐ Freezing
☐ Electric shock-type sensation   ☐ Tingling
☐ Pricking   ☐ Numbness   ☐ Stinging/itching
☐ Other, describe:      
☐ None

4. In general, do you have the following in BLE:
Hypoesthesia to touch?	☐ Y  ☐ N   ☐ L  ☐ R
Hypoesthesia to prick?	☐ Y  ☐ N   ☐ L  ☐ R
Extreme sensitivity to touch?	☐ Y  ☐ N   ☐ L  ☐ R
Extreme sensitivity to prick?	☐ Y  ☐ N   ☐ L  ☐ R

	Perform physical assessment using monofilaments on the area specified by the circle (O).  Document [+] if NORMAL and [–] if ABNORMAL/DIMINISHED/ABSENT sensation noted.
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	Hearing Assessment
	Name:      

	
	DOB:      


	Audiometry Testing: Indicated for patients on injectable aminoglycosides (i.e. Amikacin). For each of the four frequencies listed, record the lowest level in decibels (dB) at which the person responds. Record the findings for both the right and left ear. Normal hearing thresholds are 25 dB or lower, in both ears.  Refer to an appropriately licensed professional if any two of the six frequencies are recorded as greater than 25 dB in either ear or the same ear or if there is a change of decreased hearing level from baseline.  Start with 40 dB, if heard decrease by 10 dB until no response is obtained or until 20 dB is reached.  If 20 dB is heard, record as 20 dB. Once no response is obtained, increase the dB level by 5 until a response is obtained and recorded.  If a response is not heard at 40 dB, record as 40+ dB. Ear: [R]=Right    [L] = Left

	
	Base.
[bookmark: Text159]     
	Date
[bookmark: Text160]     
	Date
[bookmark: Text161]     
	Date
[bookmark: Text162]     
	Date
[bookmark: Text163]     
	Date
[bookmark: Text164]     
	Date
[bookmark: Text165]     
	Date
[bookmark: Text166]     
	Date
[bookmark: Text167]     
	Date
[bookmark: Text168]     
	Date
[bookmark: Text169]     
	Date
[bookmark: Text170]     
	 Comments

	Ear
	R
	L
	R
	L
	R
	L
	R
	L
	R
	L
	R
	L
	R
	L
	R
	L
	R
	L
	R
	L
	R
	L
	R
	L
	

	500 Hz
	[bookmark: Text171]   
	   
	   
	   
	   
	   
	   
	   
	   
	   
	   
	   
	   
	   
	   
	   
	   
	   
	   
	   
	   
	   
	   
	   
	[bookmark: Text172]     

	1000 Hz
	   
	   
	   
	   
	   
	   
	   
	   
	   
	   
	   
	   
	   
	   
	   
	   
	   
	   
	   
	   
	   
	   
	   
	   
	[bookmark: Text173]     

	2000 Hz
	   
	   
	   
	   
	   
	   
	   
	   
	   
	   
	   
	   
	   
	   
	   
	   
	   
	   
	   
	   
	   
	   
	   
	   
	[bookmark: Text174]     

	4000 Hz
	   
	   
	   
	   
	   
	   
	   
	   
	   
	   
	   
	   
	   
	   
	   
	   
	   
	   
	   
	   
	   
	   
	   
	   
	[bookmark: Text175]     

	6000 Hz
	   
	   
	   
	   
	   
	   
	   
	   
	   
	   
	   
	   
	   
	   
	   
	   
	   
	   
	   
	   
	   
	   
	   
	   
	[bookmark: Text176]     

	8000 Hz
	   
	   
	   
	   
	   
	   
	   
	   
	   
	   
	   
	   
	   
	   
	   
	   
	   
	   
	   
	   
	   
	   
	   
	   
	[bookmark: Text177]     

	Initials
	   
	   
	   
	   
	   
	   
	   
	   
	   
	   
	   
	   
	   
	   
	   
	   
	   
	   
	   
	   
	   
	   
	   
	   
	[bookmark: Text178]     



Vestibular Impairment Screening Instructions		
	Vestibular testing: This consists of a number of tests to determine if there is something wrong with the vestibular (balance) portion of the inner ear. These are performed at baseline and monthly while on medications that may damage the vestibular portion of the ear (Amikacin), and consist of questions and exams the nurse uses, outlined below. If signs of vestibular damage are identified, report to the treating physician as soon as possible.



1. Assess Hearing- If patient reports abnormal hearing, mark “Impaired” and which ear (left [L] or right [R]) it is noticed in. 
· How is your hearing? Does it seem normal or has it changed? Do you ears feel full or stuffy?

2. Assess Balance- Teetering and/or falling is abnormal balance. 
· Observe balance, teetering and/or falling when standing still. If normal, also observe with patient slightly lifting one foot then the other.
	
3. Assess Walking- Any deviation from normal gait is abnormal.
· Observe for normal gait; note if any weaving and/or staggering is observed when walking.

4. Assessing for Romberg- An increase loss of balance and falling/near falling is interpreted as a positive Romberg's test and is abnormal.
· Patient stands with feet together. Encircle the patient with both arms, but do not touch them. Reassure the patient “I will not let you fall”. Have patient close their eyes. Observe if they remain still (normal) or begin to sway and loose balance and begin to fall (abnormal/positive). 

5. Observe Heel-to-Toe Walking- Mark abnormal if unable to perform easily.
· Stand beside standing patient. Demonstrate walking heel to toe. Do it together (be prepared to catch patient). 
· Observe for jerkiness, falling and/or excess swaying (a small degree of hesitancy is acceptable).
 
	Vestibular Impairment Screening Results
	Name:      

	
	DOB:      


	Vestibular testing: Ask the questions from previous page and document which ear was assessed with results. If changes or abnormalities are noted, contact the treating physican. Circle results. Ear: [R] = Right   [L] = Left

	
	Baseline:
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	1a. How is your hearing?
	☐ Normal
☐ R   ☐ L

☐ Impaired           ☐ R   ☐ L
	☐ Normal
☐ R   ☐ L

☐ Impaired           ☐ R   ☐ L
	☐ Normal
☐ R   ☐ L

☐ Impaired           ☐ R   ☐ L
	☐ Normal
☐ R   ☐ L

☐ Impaired           ☐ R   ☐ L
	☐ Normal
☐ R   ☐ L

☐ Impaired           ☐ R   ☐ L
	☐ Normal
☐ R   ☐ L

☐ Impaired           ☐ R   ☐ L
	☐ Normal
☐ R   ☐ L

☐ Impaired           ☐ R   ☐ L

	1b. Do ears feel full/ stuffy?
	☐ Yes    ☐ No

If Yes: 
☐ R     ☐ L
	☐ Yes    ☐ No

If Yes: 
☐ R     ☐ L
	☐ Yes    ☐ No

If Yes: 
☐ R     ☐ L
	☐ Yes    ☐ No

If Yes: 
☐ R     ☐ L
	☐ Yes    ☐ No

If Yes: 
☐ R     ☐ L
	☐ Yes    ☐ No

If Yes: 
☐ R     ☐ L
	☐ Yes    ☐ No

If Yes: 
☐ R     ☐ L

	2. Balance
	☐ Normal

☐ Abnormal:
Teeters, Falls 
	☐ Normal

☐ Abnormal:
Teeters, Falls 
	☐ Normal

☐ Abnormal:
Teeters, Falls 
	☐ Normal

☐ Abnormal:
Teeters, Falls 
	☐ Normal

☐ Abnormal:
Teeters, Falls 
	☐ Normal

☐ Abnormal:
Teeters, Falls 
	☐ Normal

☐ Abnormal:
Teeters, Falls  

	3. Walking
	☐ Normal Gait

☐ Abnormal: 
Weaves/Staggers
	☐ Normal Gait

☐ Abnormal: 
Weaves/Staggers
	☐ Normal Gait

☐ Abnormal: 
Weaves/Staggers
	☐ Normal Gait

☐ Abnormal: 
Weaves/Staggers
	☐ Normal Gait

☐ Abnormal: 
Weaves/Staggers
	☐ Normal Gait

☐ Abnormal: 
Weaves/Staggers
	☐ Normal Gait

☐ Abnormal: 
Weaves/Staggers

	4. Romberg
	☐ Normal

☐ Abnormal:
Falls
	☐ Normal

☐ Abnormal:
Falls
	☐ Normal

☐ Abnormal:
Falls
	☐ Normal

☐ Abnormal:
Falls
	☐ Normal

☐ Abnormal:
Falls
	☐ Normal

☐ Abnormal:
Falls
	☐ Normal

☐ Abnormal:
Falls

	5. 5. Heel-to-Toe Walking
	☐ Normal

☐ Abnormal:      Jerks/Hesitates/Sways
	☐ Normal

☐ Abnormal:      Jerks/Hesitates/Sways
	☐ Normal

☐ Abnormal:      Jerks/Hesitates/Sways
	☐ Normal

☐ Abnormal:      Jerks/Hesitates/Sways
	☐ Normal

☐ Abnormal:      Jerks/Hesitates/Sways
	☐ Normal

☐ Abnormal:      Jerks/Hesitates/Sways
	☐ Normal

☐ Abnormal:      Jerks/Hesitates/Sways
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	Monthly Toxicity Assessment
	Name:      

	
	DOB:      


	Ask all questions baseline, monthly to identify potential medication toxicity. Document details in progress notes any [+] responses including potential pregnancy & notify physician. Results: [+]=Present; [-]=Denies; [NA]=Not Applicable 
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[bookmark: Text200]     
	Date
[bookmark: Text201]     
	Date
[bookmark: Text202]     
	Date
[bookmark: Text203]     
	Date
[bookmark: Text204]     
	Date
[bookmark: Text205]     
	Date
[bookmark: Text206]     
	Date
[bookmark: Text207]     
	Date
[bookmark: Text208]     
	Date
[bookmark: Text209]     

	Weight
	[bookmark: Text210]     
	[bookmark: Text211]     
	[bookmark: Text212]     
	[bookmark: Text213]     
	[bookmark: Text214]     
	[bookmark: Text215]     
	[bookmark: Text216]     
	[bookmark: Text217]     
	[bookmark: Text218]     
	[bookmark: Text219]     

	BMI
	[bookmark: Text220]     
	[bookmark: Text221]     
	[bookmark: Text222]     
	[bookmark: Text223]     
	[bookmark: Text224]     
	[bookmark: Text225]     
	[bookmark: Text226]     
	[bookmark: Text227]     
	[bookmark: Text228]     
	[bookmark: Text229]     

	Temperature
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     

	Blood Pressure
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     

	Pulse
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     

	Do you have any of the following symptoms now or since your last clinic appointment?

	Abdominal pain/diarrhea
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     

	Anxiety/Abnormal behavior (nightmares, hallucinations, aggression, disorientation) (CS)
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     

	Allergic reaction (specify)
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     

	Arthralgia/tendon pain (FQ)
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     

	Bruises, red/purple spots on skin
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     

	Change in heart rate
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     

	Change in urine output
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     

	Convulsions (CS, FQ)
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     

	Dark urine-coffee colored/color change
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     

	Ears ringing/hearing loss (AK)
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     

	Eye pain/irritation (red; excessive tears)
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     

	Fever or chills
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     

	Flu-like symptoms
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     

	Headaches (chronic)
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     

	Increased gas/stomach cramps
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     

	Jaundice (yellow skin/eyes) 
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     

	Joint pain/swelling (chronic) (PZA)
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     

	Light colored stools
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     

	Loss of appetite
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     

	Malaise/fatigue
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     

	Memory Loss
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     

	Mood changes/depression (CS, CFZ)
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     

	Musculoskeletal Pain
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     

	Nausea/vomiting
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     

	Numbness/tingling/pain, arms, legs
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     

	Nervous/Giddiness/Restlessness
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     

	Skin discoloration
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     

	Skin rashes/itching
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     

	Sleep problems
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     

	Sores on lips or inside mouth
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     

	Shortness of breath
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     

	Teeter/Fall when standing (eyes closed)
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     

	Unusual bleeding (nose, gums, stool, urine, etc.) or easy bruising (RIF, RPT)
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     

	Vertigo/dizziness/fainting
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     

	Visual problems/changes- (EMB, RBT, LZD)
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     

	Weakness, tiredness
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     

	Weave/Stagger when walking 
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     

	Over the counter meds (i.e. Tylenol)?
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     

	Ask women about pregnancy/LMP
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     

	Nurse Initials/ Interpreter Initials
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     

	Next Appt
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