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ABSTRACT

Background and Objectives. Tuberculosis (TB) remains a public health problem in the Philippines despite trends 
indicating a decline in the burden of disease. Persons who use drugs who are confined in government-retained 
drug abuse treatment and rehabilitation centers (DATRCs) face an increased risk for TB because of the congestion 
in the facility coupled with the absence of guidelines on TB management specific to DATRCs. Thus, this study 
was conducted to document the current case finding and case holding practices as well as TB treatment pathway in 
six (6) Luzon-based, government-retained DATRCs.

Methods. Key informant interviews were conducted with DATRC personnel involved in TB diagnosis and management 
in six selected DATRCs in Luzon, Philippines. Interviews were transcribed and coded for thematic analysis. We compared 
the DATRC practices with the provisions of the 2014 National TB Control Program (NTP) Manual of Procedures. 
Results were validated through a workshop with (a) a group of physicians and rehabilitation practitioners assigned 
in other DATRCs; and (b) a group of experts who have experience in managing or overseeing DATRCs in the country.

Results. Two physicians and four nurses participated in the interviews. Variations in case finding and case holding 
practices in six DATRCs have been found. National guidelines exist for congregate settings but are more specific 
to jails/prisons, which are administratively and operationally different from DATRCs. 

Conclusion. Development of special guidelines for TB 
case finding and case holding in DATRCs as well as 
staff training on the latest NTP Manual of Procedures 
are recommended. However, gaps and inequities posed 
by the current set-up underscore the need to address 
health system-wide factors affecting the practice and 
performance of these facilities.
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InTRoDuCTIon

Tuberculosis (TB) remains to be a public health concern 
in the Philippines, with an overall prevalence of 1,159 per 
100,000 population1 although trends indicate a decline due 
to heightened surveillance and continued cooperation among 
health care sector (public and private), communities and 
other stakeholders. Gains from the strong control program 
implementation will have to be further improved as the 
elimination of TB is still included in the post-2015 global 
agenda.2 However, at the national and local levels, there is an 
identified need to profile groups vulnerable to TB including 
those living in congregate settings such as drug abuse 
treatment and rehabilitation centers (DATRCs), so that 
appropriate intervention can be developed to cater to their 
unique needs and context.3 

As of 2012, the DOH accredited a total of 44 Treatment 
and Rehabilitation Centers (TRCs) nationwide.4 The 
majority of these are residential facilities (86.36%), and 
only three are offering services on an out-patient basis. The 
Department of Health operates about a fifth of the facilities 
(20.45%), while the private sector manages about a third 
(63.64%). Reports collated in the Integrated Drug Abuse 
Data and Information Network (IDADIN) in 2014 indicate 
that there were 4,160 persons confined in TRCs, 81.44% of 
whom are new cases, while the rest are re-admissions.5 Of 
the total number of reported cases, about 1,800 (or 43.27%) 
were admitted in DOH-operated rehabilitation centers. This 
disproportionate volume of cases in the public, compared 
to the private, sector has resulted in some centers being 
reportedly full of patients.6 

With the Duterte administration’s intensified campaign 
against illegal drugs, government-retained treatment and 
rehabilitation facilities are described as full. Common risk 
factors associated with the development of TB include 
residing in an institutional facility such as prisons or 
rehabilitation centers, close contact with TB patients, 
and substance abuse, which are factors often present in 
DATRCs.7 With the increased risk in this special population 
and the absence of guidelines on TB management specific to 
DATRCs, a study was conducted to provide inputs to inform 
and improve existing national and institutional policies, 
programs and practices related to TB in case finding and case 
holding among drug users and dependents in treatment and 
rehabilitation centers in the Philippines.

This paper presents the study’s findings regarding current 
practices of TB diagnosis and management (i.e. case finding 
and case holding) and further describes the TB treatment 
pathway practiced in selected Luzon-based, government-
retained DATRCs.

MATERIALS AnD METHoDS

A descriptive, qualitative study was undertaken from 
April to October 2017 in six selected Department of Health 

(DOH)-retained DATRCs in Luzon. At the time of the study, 
there were 13 public drug abuse treatment and rehabilitation 
centers in the Philippines. Of this number, eight were in the 
Luzon island group. Per advice from the Dangerous Drugs 
Abuse Treatment and Rehabilitation Program of the DOH, 
two Luzon DATRCs were excluded from the study as 
these were recently established (i.e., in late 2016) and had 
yet to take in residents. We purposively selected the study 
sites to attain the depth of understanding of the practice 
on tuberculosis case management practices, something 
which could not have been accomplished had we aimed 
for a larger number of DATRCs. Purposeful case selection 
is a well-established practice in qualitative research, which 
can generate valid findings.8,9,10 Pragmatic considerations 
further informed our site selection, i.e., the study duration 
and available funding.

To determine the case finding and case holding practices 
in these facilities, key informant interviews were conducted 
by the research team using a pre-tested interview guide. 
Health care personnel, specifically physicians or nurses 
identified by the heads of DATRCs, were the target study 
informants. One physician or nurse involved in the diagnosis 
and treatment of TB for at least one year before the study 
were interviewed. The actual names of the interviewees and 
six facilities were concealed and assigned codes (i.e. DATRC 
A, B, C, D, E, F) for confidentiality.

Audio recordings of the interviews were transcribed in 
verbatim and responses in Filipino were translated to English. 
Open coding of interview transcripts was done independently 
by two researchers and any discrepancies were settled through 
a consensus. Focused coding was then done by a project 
investigator to identify the key themes from the interview 
transcript. We compared the DATRC practices with the 
provisions of the 2014 National TB Control Program (NTP) 
Manual of Procedures. 

The research proposal was reviewed by an internal project 
expert panel, as well as by an independent panel of referees 
selected by the sponsoring organization. Ethics approval 
before the conduct of data collection was obtained from 
the University of the Philippines Manila Research Ethics 
Board (UPMREB 2016-511-01) and the WHO Western 
Pacific Regional Office Ethics Review Committee (WPRO 
ERC 2017.4PHL2.MVP).

RESuLTS

Background of key informants
Two physicians and four nurses participated in the 

key informant interviews. All informants were involved in 
the management of medical cases especially tuberculosis. 
Two nurses have undergone training for the Directly 
Observed Treatment, Short-course (DOTS). They also 
have key responsibilities such as coordination with external 
medical facilities and are involved in the admission 
process as well as screening and treatment of TB.
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Case finding and case holding practices
Table 1 shows a comparative analysis of TB case 

finding and case holding practices across the six DATRCs 
included in the study. Specific practices on case finding 
and case holding are described in the following sections.

Case Finding 

Identification of presumptive TB
Admission requirements in all DATRCs include 

chest x-ray which is the preliminary tool used in screening 
tuberculosis among new residents, among other baseline 

laboratory tests such as a urinalysis, fecalysis, and an ECG. 
For one DATRC facility, the facility’s physician occasionally 
requests a second chest x-ray in apicolordotic (AP) view. Half 
of the DATRCs (three out of six) conduct history taking of 
previous anti-TB treatment, or presence of presumptive TB 
in the workplace, among housemates, and family members.

During the admission process, once a patient is suspected 
of TB based on chest x-ray results, he or she is referred to an 
external TB-DOTS facility for the diagnostic exams such 
as direct sputum smear microscopy (DSSM) or GeneXpert, 
except for one DATRC which has its TB-DOTS facility. In 
another DATRC, the family of the resident is the one who 

Table 1. Comparative Analysis of TB Case Finding and Case Holding Practices in Selected Luzon-Based Drug Abuse Treatment 
and Rehabilitation Centers (DATRC)

DATRC A DATRC B DATRC C DATRC D DATRC E DATRC F

Ca
se

 F
in

di
ng

• Chest x-ray on 
admission

• Referral to TB 
DOTS unit if 
positive on x-ray 
for DSSM

• GeneXpert used 
if x-ray is positive 
and sputum is 
negative

• Chest x-ray if with 
cough for 2 weeks

• GeneXpert (in a 
local hospital) for 
potential MDR 
cases

• Chest x-ray on 
admission

• DSSM done in-
house

• GeneXpert (in local 
TB DOTS unit) for 
potential MDR 
cases

• Chest x-ray on 
admission

• Referral to TB 
DOTS unit if 
positive on x-ray 
for DSSM

• GeneXpert (in local 
TB DOTS unit) for 
potential MDR 
cases 

• Chest x-ray on 
admission

• Some patients 
undergo DSSM

• DSSM, done at 
local TB DOTS unit

• GeneXpert (in local 
TB DOTS unit) for 
potential MDR 
cases

Ca
se

 H
ol

di
ng

• Patients given 
medication 
treatment regimen 
based on diagnosis

• Nurse serves as 
treatment partner

• Potential ADRs 
managed or 
referred

• Patients given 
medication 
treatment regimen 
based on diagnosis

• Nurse serves as 
treatment partner

• Patients monitored 
with check-ups 
every two weeks

• Patients given 
medication 
treatment regimen 
based on diagnosis

• Patients undergo 
monthly check-ups 
with physician 
(including 
monitoring for 
ADR)

• Patients given 
medication 
treatment regimen 
based on diagnosis

• If with ADR, 
medication 
stopped and 
patient referred to 
TB DOTS facility

• Patients given 
medication 
treatment regimen 
based on diagnosis

• Nurse serves as 
treatment partner

• Equipped 
for medical 
emergencies

• Patients given 
medication 
treatment regimen 
based on diagnosis

• Nurse serves as 
treatment partner

• Treatment card 
for monitoring 
of compliance to 
treatment

Pr
ev

en
tio

n 
/ S

cr
ee

ni
ng

• Presumptive TB 
cases isolated in a 
specific dormitory 
until diagnosis is 
confirmed

• Presumptive TB 
cases isolated in 
a cubicle until 
diagnosis is 
confirmed, and are 
asked to wear a 
mask

• Diagnosed TB 
cases isolated 
for 2-4 weeks 
depending on 
diagnosis

• Dorms undergo 
cough surveillance

• Diagnosed TB 
cases isolated 
for 2, and are 
observed for 
changes in 
symptoms

• Presumptive or 
diagnosed TB 
cases are isolated 
for 2 weeks

• TB patients are 
oriented on 
how to minimize 
transmission 
(e.g. patients are 
instructed to use 
mask especially 
when in isolation)

Re
co

rd
in

g 
/ R

ep
or

tin
g — • Recording 

processes guided 
by RHU

• Reporting guided 
by NTP forms for 
paperwork

— — —

D
ru

g 
D

ist
rib

uti
on • TB DOTS 

facility provides 
medications

• TB DOTS facility 
replenishes 
medication kits

• Drugs needed 
for treatment 
requested through 
LGU or DOH 
Regional Office

• TB DOTS 
facility provides 
medications

• Family of patient 
buys drugs from 
pharmacy

• TB DOTS 
facility provides 
medications (if 
available)

• TB DOTS 
facility provides 
medications

TB DOTS, directly observed treatment, short course; DSSM, direct sputum smear microscopy; MDR, multi-drug resistant; ADR, adverse drug reaction; 
RHU, rural health unit; NTP, National TB Control Program; LGU, local government unit; DOH, Department of Health
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coordinates with the TB-DOTS facility. Sputum collection 
among presumptive TB patients is done by asking patients 
to submit two sputum specimens.

For two facilities, new clients who are suspected of TB 
are recommended to be enrolled in a TB-DOTS program 
outside the DATRC before being admitted. For DATRC 
E, clients who are not enrolled in a TB-DOTS program 
before admission will have to shoulder the expenses and will 
have to source their medication from private drugstores. 

GeneXpert test is used as another diagnostic tool for 
TB in five of the facilities. For three DATRC facilities, 
GeneXpert tests are ordered by their partner TB-DOTS 
facilities only for patients with a history of unfinished TB 
treatment as well as those previously diagnosed with TB. In 
the case of the other two DATRC facilities, the GeneXpert 
test is used as a primary diagnostic tool instead of DSSM. 
All GeneXpert tests are done by external facilities such as 
the nearby rural health unit (RHU). 

Cough Surveillance
Only one facility actively screens for possible TB 

cases through cough surveillance. Cough surveillance is 
the procedure wherein the facility monitors residents who 
manifest with symptoms of TB such as cough of at least 
two weeks’ duration and fever. 

Case Holding 
In most DATRCs, once a patient has been diagnosed, 

he/she is enrolled in a partner TB-DOTS facility which 
also provides anti-TB drugs. Medicines are administered 
by the nurses inside the facility using the directly observed 
approach. Treatment duration usually lasts for six months in 
most cases. Treatment progress is monitored using x-ray or 
DSSM results done three times throughout the treatment. 
Any changes in weight are also monitored to adjust the 
dosage of the medicine provided. 

Treatment administration
Treatment is administered inside the facilities under the 

direct supervision of nurses. Anti-TB medications are taken 
daily in front of the DATRC nurses, usually every morning 
before breakfast. 

Treatment duration
Five key informants stated that TB treatment lasts for a 

duration of six months while for one DATRC, the treatment 
duration was stated to last for four to six months. 

Treatment monitoring
Varied practices are seen in the participating DATRCs, 

with the utilization of both sputum microscopy and 
GeneXpert. In one facility, monitoring is done on the third 
and fifth month of treatment using DSSM only while in two 
others, it is done on the second, fifth, and sixth month using 
both DSSM and GeneXpert. Aside from the mentioned 

practices, DATRC F requests for a monthly acid-fast 
bacilli (AFB) test while DATRC E monitors only through 
chest x-ray results. Four facilities (DATRC B, DATRC C, 
DATRC D, and DATRC F) monitor the patients’ weight 
to adjust the dosage of the drugs administered. 

Adverse drug reactions 
Adverse drug reactions to the TB medications are 

initially managed through over-the-counter medications 
such as anti-histamine for hypersensitivity reactions and 
omeprazole for gastritis. In case of complications that 
require more extensive management, treatment is stopped, 
and patients are referred to either the facility’s physician 
or admitted to a hospital outside the DATRC. Generally, 
DATRC facilities have nurses and clinics open round the 
clock in cases of emergencies. DATRC E is also equipped 
for medical emergencies.

Other issues with treatment
In cases where residents have completed the residential 

program ahead of their TB treatment, they are endorsed 
to the DATRC’s aftercare program for the continuation 
of their TB treatment. The aftercare program usually 
instructs the patient to report to the DATRC each month 
for assessment. Continuation of treatment in the aftercare 
program is done in all DATRCs except for DATRC E, 
where final discharge instructions are provided, and the rest 
of the medication is turned over to the family of the patient. 
There is no mention of DATRCs having specific guidelines 
for patients with HIV co-infection but referral systems are in 
place with coordination with the nearest TB-DOTS facility. 

Prevention of TB

Isolation 
All DATRCs have protocols for isolation. As explained 

by one key informant, patients with a history of two-week 
cough, colds, night sweats, fever, and chills are usually placed 
in isolation. Patients under isolation are not allowed to be 
integrated into the DATRC community until they finish 
the initial two-week treatment. During isolation, patients 
are confined in certain rooms and only facility health 
workers, particularly nurses, are allowed access to. 

TB Infection Control Program
None of the DATRCs report having a specific TB 

infection control program but two DATRCs advise personnel 
to wear personal protective equipment when dealing with 
patients who are presumed to have or have been diagnosed 
with TB. One DATRC also reports conducting annual 
physical examinations on its health care personnel. All six 
DATRCs reported utilizing cost-effective environmental 
controls against TB such as natural and mechanical ventilation; 
however, only one DATRC reported having specialized 
equipment or ventilator systems designed for TB control. 
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Recording and reporting
All DATRCs refer patients to the nearest RHU or TB-

DOTS facility. DATRC B and C mentioned the use of the 
NTP card specifically for recording the treatment progress.

Drug distribution
TB medications are provided by the partner TB-

DOTS facility in five out of six DATRCs included in the 
study. In one DATRC, the family members of residents 
are the ones coordinating with the TB-DOTS facility for 
the procurement of medication. Another DATRC requires 
family members to purchase medication from local private 
drug stores when the facility runs out of TB drugs. 

DISCuSSIon

The variations in case finding and case holding practices 
of the DATRCs included in the study highlight the 
differences in implementation of the National TB Control 
Program despite existing protocols and processes defined 
in the 2014 NTP Manual of Procedures. The NTP Manual 
of Procedures serves as the main reference for policies and 
guidelines for standardized program implementation towards 
achieving the goals set by the Philippine Department of 
Health.11 The special population of drug dependents and 
users is highlighted in this study since they are at an increased 
risk of morbidity and mortality from tuberculosis. Illegal 
drug users are known to be more infectious, take longer to 
see a clinical and microbiological response to medication, 
and have increased rates of transmission which are all due to 
the immunosuppressive effects of certain illegal drugs.12

According to the 2014 NTP Manual of Procedures, 
case finding is the identification and diagnosis of TB cases 
among individuals with signs and symptoms pointing to 
tuberculosis, with passive and intensified case finding is the 
dictum of the policy. One of the main points in the section 
of the guidelines state that direct sputum smear microscopy 
(DSSM) should be the primary case finding diagnostic tool 
of choice before diagnosis of TB, with all presumptive TB 
patients capable of expectoration expected to submit two 
sputum specimens for analysis which should be sent to either 
an in-house facility or an accredited microscopy facility. 

However, based from the interviews conducted, 
DATRCs participating in the study still use chest x-ray as the 
main modality of diagnosis of TB, with DSSM being used 
as a confirmatory test once the x-ray results yield positive. 
This is of concern since the gold standard for the diagnosis 
of TB is still through sputum microscopy, with a chest x-ray 
having a reported sensitivity and specificity of 73-79% and 
60-63%, respectively. The addition of a lateral view of the 
chest increases the sensitivity and specificity of the test by 
2% and 3%, respectively.13 Also, five out of the six DATRCs 
in the study have either an in-house facility or a tie-up 
with an accredited DOTS facility for DSSM diagnostics. 
Collaborating with external facilities is a good practice 

that must be pursued to effectively address tuberculosis. 
In Portugal, community involvement, with the creation 
of multi-institutional networks, resulted in an increased 
number of drug users screened for TB, availability of therapy 
to a higher proportion of TB cases, and improvement in 
active TB treatment compliance.14

On the other hand, two DATRCs mentioned using 
GeneXpert as the primary tool for diagnosis. GeneXpert is 
a single-step diagnostic tool that can detect Mycobacterium 
tuberculosis as well as determine Rifampicin-resistant 
strains present in sample.15,16 While it offers a more rapid 
method of detecting the pathogen in sample sputum, it 
is still recommended to be done alongside conventional 
sputum tests.17 The informant from DATRC A stated 
that GeneXpert is used by the partner TB-DOTS and is 
suggested to be used in cases of smear-negative TB or for 
screening multi-drug resistant TB (MDR-TB). 

Moreover, no DATRC specified conducting diagnostic 
procedures for extrapulmonary TB (EPTB). These conditions 
may cause DATRCs to miss TB cases that can be captured 
using these diagnostic methods.

Furthermore, the latest NTP Manual of Procedures 
(2014) underscores the importance of intensified case 
finding, where active case finding must be done for those 
belonging to special populations such as close household 
contacts of clients known to be diagnosed with TB, persons 
living with HIV (PLHIV), residents in urban/rural poor 
communities, and individuals in congregate settings such as 
prisons or elderly housing facilities. 

As DATRCs are considered as congregate settings, the 
participating DATRCs’ efforts on intensified case finding 
are minimal, with only one out of six facilities mentioning 
conduct of cough surveillance amongst their residents. The 
2014 NTP Manual of Procedure states that there should be 
at least four points of case finding in congregate settings: (1) 
specifically upon entry to the facility, (2) during detention via 
cough surveillance, (3) before transfer to another facility, and 
(4) before re-integration into their respective communities. 
Nonetheless, the majority of the DATRCs focus their 
efforts on case finding during the admission process, and 
except for DATRC C, did not mention doing case finding 
in the other three points outlined in the manual. 

Case holding practices also differed among DATRCs 
in the study. Practices or activities during case holding 
are aimed at ensuring patients complete the treatment 
regimens assigned to them. The directly observed approach 
is one of the cornerstones of TB management and requires 
strict compliance with daily administration of anti-TB 
medications for six months. All six DATRCs were able to 
comply with this guideline primarily through having nurses 
as treatment partners. In a study conducted in India, Dhingra 
et al concluded that directly observed treatment was effective 
in drug addicts with tuberculosis. Further, de-addiction 
counseling and intensive motivation for adherence to TB 
treatment along with nutritional supplementation achieved 
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Furthermore, most DATRCs utilize their existing tie-ups 
with local TB-DOTS facilities in this situation. Patients are 
re-absorbed or re-integrated to the local health center (or 
RHU) for TB treatment completion. These are indications 
of good practice by Luzon-based DATRCs. A study by 
Zenner and colleagues in 2013 showed that the treatment 
completion rate was as high as 89% among illegal drug users 
whose screening and follow-up was embedded in a local 
TB clinic in their community.20

Finally, prevention of tuberculosis through a TB infection 
control program should also be implemented in all facilities 
with case finding and holding practices as outlined in the 
NTP manual. In European and Central Asian countries, 
a relatively recent study found that each percentage rise in 
the incarceration rate related to almost a 0.3% increase 
in TB prevalence which highlights the importance of 
preventive measures, broadly categorized into administrative, 
engineering, and respiratory controls.21 Despite guidelines 
included in the NTP Manual of Procedures, the majority 
of the DATRCs use personal protective equipment for their 
staff with some administrative measures, such as isolation of 
presumptive TB cases and cough surveillance (which was 
only mentioned by DATRC C). Moreover, no DATRC has 
an explicit TB infection control program, as recommended 
in the manual. 

Overall, many gaps and inequities were highlighted in 
the findings. While national guidelines exist for jails/prisons, 
these settings are administratively and operationally different 
from drug abuse rehabilitation and treatment centers, as 
jails or prisons are largely managed by the Bureau of Jail 
Management and Penology (BJMP) as an attached agency 
of the Department of Interior and Local Government 
(DILG). On the other hand, the participating DATRCs 
are managed by the government through the Department 
of Health (DOH) (i.e., DOH-retained). For DATRC C, 
their in-house DOTS facility has already gained separate 
funding from the local government through the initiative and 
persistent lobbying of their staff, while for other DATRCs 
this is not the case. From this perspective, fund allocation 
constraints play a major role in influencing case finding 
and case holding practices of DATRCs, from an adequate 
number of TB-DOTS trained staff to the availability of 
TB diagnostics, drug supply, and management. 

With the current administration’s intensified anti-illegal 
drug campaign, admissions to DATRCs has dramatically 
increased. Considering the magnitude of the present situation, 
it is expected that the number of TB cases will correspondingly 
rise. Thus, accuracy and speed in diagnosing and managing 
clients must be prioritized. Aside from the administration 
of anti-TB medications, extra care and adequate nutritious 
food must also be provided to help them in recovery.

While the existing policy and operations set-up is far 
from the ideal, there is a need to recognize the good practices 
already implemented by several DATRCs, especially with 
the external referral system and coordination done with 

positive results in drug addicts with TB.18 Although not used 
in the Philippines, the detention of non-compliant patients 
has been used to meet treatment outcomes. In New York City, 
interventions utilizing public health orders, including orders 
for detention for those non-compliant TB patients including 
those suffering from substance use, has become an integral 
part of the city’s successful efforts to control tuberculosis. 
However, implementers of this policy stated that detention 
remained a last resort to cure patients, but, when applied, 
was highly successful in ensuring treatment compliance.19 

Another critical consideration for case holding is drug 
supply and management. As revealed in the interviews, TB 
drug procurement differs per facility, with one DATRC 
necessitating patient’s out-of-pocket expenses for drugs in 
cases where TB drugs in the facility are out-of-stock. This 
is contrary to the NTP Manual provision that explicitly 
states that TB medications should be free and provided 
for by the local government and that the local government 
should ensure supplies are adequately distributed to 
facilities within their jurisdiction, including special facilities 
such as jails and prisons.

Recording and reporting is also a vital part of the TB 
case holding. The 2014 NTP Manual of Procedures contains 
several forms for quarterly reports. Furthermore, for record-
keeping, the manual states that patient records must be 
kept for at least seven years before being discarded. Only 
two DATRCs (DATRC B and C) indicated using NTP 
forms while the rest did not mention any recording and 
reporting system for TB patients in their facilities. 

Likewise, adequate monitoring is important in case 
holding as it ensures treatment progression and if necessary, 
re-classification of the patient’s treatment category. Most 
DATRCs were able to comply with the recommended 
monitoring guidelines for TB (i.e., monitor every second, 
fifth, and sixth month of treatment using DSSM). However, 
some DATRCs utilize the GeneXpert test for routine 
monitoring. According to the NTP Manual, the test is only 
recommended in cases of treatment failure for the screening 
of drug resistance.

Monitoring and addressing adverse events related to 
TB treatment is another important practice in case holding. 
All TB-DOTS facilities should be adequately equipped in 
handling adverse drug reactions. Four DATRCs (DATRC 
A, C, D, and E) monitor for adverse reactions and facility 
staff have received training for managing these events. 
DATRC E explicitly stated being equipped to handle cases 
of emergencies. They have a driver and a vehicle on standby, 
as well as nurses on duty for 16 hours.

In terms of treatment outcomes, although patient 
outcomes were not mentioned by the informants in DATRCs, 
aftercare programs are in place for clients discharged from 
the center. When a patient is not able to complete his/her 
TB treatment regimen within his/her confinement period 
in the DATRC, the patient is endorsed for the continuation 
of his/her TB treatment to the DATRC aftercare program. 
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TB-DOTS facilities in their area. However, to sufficiently 
address the persistent prevalence of TB in the Philippines, 
policies, organizational structures and funding sources 
in all facilities implementing the National TB Control 
Program must be re-examined. Special attention to address 
existing gaps and inequities should be pursued as a major 
goal. Specifically for DATRCs, the development of special 
guidelines for TB case finding and case holding in these 
facilities (providing vs referral facility) and training of staff 
on the latest NTP Manual of Procedures are recommended 
at the moment while large-scale changes are carried out.

The findings of this project should be cautiously 
interpreted in light of limitations inherent to the design 
of the study. Foremost, the study results were derived from 
a small subset of purposively selected government drug 
rehabilitation centers, which may preclude generalizations 
to other facilities (including those in the private sector). The 
validation with stakeholders, however, points to the high 
probability that the study team has exhaustively gathered 
data from the participating sites and that there is little 
difference in the experience of other facilities from the ones 
reported in this paper. Furthermore, the clients’ compliance 
with TB treatment in the aftercare program was not assessed. 
Isolation was mentioned as one of the TB prevention 
measures; however, the team was not able to observe the 
condition or structure of the isolation rooms in the study 
sites. Specification of isolation areas in DATRCs should 
also be described in the NTP guidelines.

ConCLuSIon

Despite the full coverage of the National TB Control 
Program in the public sector across the country, there is 
still a need to strengthen its implementation to specialized 
populations such as those in drug rehabilitation facilities 
as they are at high-risk for TB infection. The variations in 
practices among the DATRCs documented by the study vis-
à-vis with the 2014 NTP Manual of Procedures underscore 
the need to consider the health system-wide critical factors 
affecting the practice and performance of these facilities: 
existing policies, monitoring, organizational structures, and 
fiscal arrangements. Addressing the gaps and inequities 
posed by the current setup will require a strong commitment 
from all stakeholders to the overall goal of eradicating 
tuberculosis as a public health and socioeconomic problem.
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