(STANDARD OPERATING PROCEDURE FOR
KALAAZAR ACTIVE CASE SURVEILLANCE)
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CASE REFERRAL FORM
Only for the'patientﬂwifﬁ fever+ splenomegaly+rK39 positive OR patient with
past history of KA+Skin lesion+rK39 positive)

!
Referred from: 1=camp; 2=house to house search; 3=incentive approach

= Name of patient:
s Name of head of household:

= District: Rural/Municipality:
Ward: Village:
« Household No-_______(to be copied from HH screening form)
» PatientID: (recorded as 001,002,.)
s Patient Age (inyears):/ / (record as 0 if less than 1-yearof age)
= Patient Sex:/ / (1-male, 2-female)
s Date:

= Splenomegaly:[] Yes (] No [l Not examined

« K39 test result: C1Positive () Negative (] not done
» Suspected case of VL? (lYes LINo

» Suspected case of PKDL? CYes LINo

s Referred to: (name of doctor/hospital/ PHC)

« Reason for referral: For confirmation of suspected diagnosis of VL/PKDL
= For rk39 test

= Fortreatment

= Anyotherreason

Name of referring doctor/health worker/FRA:

Signature: Date:

P> one copy to be retained by referring health worker



PATIENT CARD

District:

Health facility name: .

Health facility code:

Unique patient ID code: =

NPLVL__ 20 Dateofadmission: _(DD/MM/YYYY)

Registration number:
Patient’s Name: Sex:[JFemale[IMale, Age: ___ (years) s f%’
Caste: [1Dalit 1 Janjati (] Madheshi (] Muslim L] Brahman [ Chhetri[ others; S Y 4,
Patient contact no. ¥ S

Father/Husband's/family head’s name:

Address
Household Identification: Village: — Ward no.:

Rural/Municipality:

District: Ward:_____ Village/town:

Patient’s Information:

Date of onset of symptoms:

Time elapsed between onset of symptoms and admission, in days:

Does the patient live or workina VL endemicarea: [Yes[INo[Unknown
Has the patient travelled to VL endemic areas in last 2 Year: []Yes[ | No[]Known

Probable place of infection: Same as place of residence, If not;

Country:______ Province: Rural/Municipality:

District: Ward: Village/town:

Infection acquired outside the country: imported case
Source of detection: active case detection/passive case detection



Laboratory Examination

Rapid diagnostic test: ‘[;ngs CINo
Date of test (dd/mm/yyyy)s / / Result: positive/ negative/ inconclusive/ unknown

DAT: [JYes[INo
Date of test (dd/mm/yyyy) / |  Result:positive/ negative/ borderline/ unknown

Microscopy (Spleen/BM/Lymph node aspirate): [1Yes[INo
Date of test (dd/mm/yyyy) / /  Result: positive/ negative/ inconclusive/ unknown

How was the VL case confirmed: 1 RDT CIDATL]Pa rasitology ] Clinically Only [JUnknown
Name of the diagnostic centre (if diagnosis was made in other centre):

Diagnosis: (] Primary KA [Relapse-KA CIPKDL O CL/MCL
Pregnant:[]Yes[INo Breast feeding: [ YesCINo

HIV status: ] Reactive (1 Non-reactive C1Not done (unknown)

Any other disease diagnosed:

Date of treatment started: Treatment end date:

)
Treatment given 4 1y N \sz
No treatment given : Ehge «‘,A\*’J 3
Liposomal Amphotericin B (AmBisome®) Dosage R _,,(, K
Liposomal Amphotericin B (AmBisome®)+ Paromomycin Dosage W © g
Liposomal Amphotericin B (AmBisome®) + Miltefosine Dosage s )
Amphotericin B deoxycholate T R SO ; i
Miltefosine Dosiihe == ==
Other (specify) Dosage
Unknown

Was the treatment completed? []Yes[INo
If No, give reason(s):
No, Stopped for medical reason
No, Defaulter
Unknown

Signature of MO:

Name: Date:

Seal of the health institution:

N |



PATIENT’S FOLLOW UP

Dateof initialfollow-upappointment / /
Clinical Assessment

Initial Qutcome:
[ initial cure
[ Failure/non-response
[ Death: specify the cause of death:
[IDeath duetoVL [J DeathduetoHIV [J Death due to other disease
[ Death due to SAE (latrogenic) [J Death dueto non-medical condition (accident)
- [1Death due to unknown cause

[JReferred
] Unknown/Lost-to-follow-up

-

7 *‘2
Dateoffinalfollow-upappointment / / R “("i; nRlE;
Clinical assessment S¥ = ‘!3’1*3 223y,

Laboratory test Result [positive Cinegative [ incondusive [jnotdane

Final Outcome:
[IFinal cure
[JRelapse

[ Death:
[Death duetoVL [J Deathdue toHIV [] Death due to other disease

[ Death due to SAE (latrogenic) [J Death dueto non-medical condition (accident)
] Death due to unknown cause

] Unknown/Lost-to-follow-up



EXAMINATION AND LABORATORY FINDINGS
BEFORE AND AFTER TREATMENT

| Date of Visit (After Treatment):

Date of Visit (Before Treatment)
Temp: T
Weight: = =8 kg
Pulse: /min
BP:

Spleen size:
HB%
Creatinine:
Malaria parasite:

Potassium (K“'} ;

Treatment
[7] No treatment given

Date of administration:

' Temp: *T
| Weight: kg

Pulse: !
BP:

Spleen size:

Dose of thedrug:

Duration of treatment: _

Treatment Given at- daily/ alternative day

Batch Drug End
Drugreceived  No/expiry  dose& Frequency = Route StartDate
Date
date unit |
+[-AmB
» L-AmB+ Miltefosine
+L-AmB+
Paromomycin
« Amphotericin B
deoxycholate
- Miltefosine
+ Paromemycin
Other s
Concomitant drugs N
Batch Drug dose &
. unit (if LV)
Name Indications No/expiry . fusi Frequency Route
date infusion rate

(in case of relapse]

in mi/hour

ff'nin

Date of 1st treatment received:

Was drug
stopped for
ADR
(Yes/no)

Start Stop
Date Date
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