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ABSTRACT: Consensus-based recommendations have been developed by a Working
Group of the World Health Organization (WHO) and the European Region of the
International Union Against Tuberculosis and Lung Disease (IUATLD) on uniform
reporting of tuberculosis surveillance data in the countries of Europe.

A uniform case definition and a minimum set of variables for reporting on each
case have been agreed which, when collated on a national basis, will allow com-
parison of the epidemiology of tuberculosis in different European countries.

The Working Group recommends that the case definition includes "definite" cases,
where the diagnosis has been confirmed by culture (or supported by microscopy
findings in countries where diagnostic culture facilities are not available), and "other
than definite cases" based on a clinical diagnosis of tuberculosis combined with the
intention to treat with a full course of antituberculosis therapy. Both "definite" and
“other than definite" cases should be notified by physicians and, in addition, labo-
ratories should be required to report "definite" cases.

The minimum set of variables to be collected on each case of tuberculosis should
include: date of starting treatment, place of residence, date of birth, gender, and
country of origin, to characterize the patient. Recommended disease-specific vari-
ables include: site of disease, bacteriological status (microscopy and culture), and
history of previous antituberculosis chemotherapy.

The minimum set of variables should be collated on all patients and should be
as complete as possible. Additional variables may be collected for individual, local
or national purposes, but, in general, completeness of reporting on cases is likely
to be better if the information requested is kept to a minimum.

Timely reporting of cases is essential for appropriate public health action. Cases
should be reported to the health authority at the local and/or regional level within
1 week of starting treatment. Individual-case based information should be report-
ed to the national level by the local or regional level. Feedback to reporters is essen-
tial. At the national level, preliminary quarterly reports should be produced and
final reports should be published annually.
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Public health surveillance has been defined as the on-
going systematic collection, analysis, and interpretation of
outcome-specific data, closely integrated with the timely
dissemination of these data to those responsible for pre-
venting and controlling disease or injury [1]. The epide-
miology of tuberculosis may be monitored by surveillance
of incident cases, prevalent cases, risk of infection with
Mycobacterium tuberculosis complex (derived from tuber-
culin skin test prevalence surveys), and deaths from tuber-
culosis. In practice, the most readily accessible and
informative indicator of tuberculosis morbidity is the num-
ber of incident cases.

This report is a direct extension of recommendations
made by a European working group in 1990 [2]. Data on
tuberculosis notifications in western and eastern Europe
have recently been analysed [3, 4]. During the compilation
of data, it was noted that differences in case definitions
between various countries made comparison difficult. Si-
milar difficulties with case definitions hampered further
analysis of tuberculosis control in relation to international
migration in Europe [5]. That analysis recommended com-
mon principles for surveillance of tuberculosis in Euro-
pean countries and agreed a minimum data set [5]. This
paper delineates these common principles and specifies
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the variables in the common data set, which will allow
European countries to collect comparable data as rec-
ommended elsewhere [6], and also to respond to matters
of public concern. Although the paper emphasizes the
rationale for collecting only a small number of variables
relating to each case of tuberculosis, the system could
easily be expanded to gather more detailed information,
customized to the needs of individual countries.

It should be emphasized that, whilst surveillance is an
integral part of monitoring the effectiveness of interven-
tions, this paper does not address monitoring of treat-
ment programme performance.

Aims and objectives of surveillance

Surveillance of tuberculosis should serve two major
purposes. It should enable an accurate picture to be
obtained of the course of the tuberculosis epidemic in a
community over time and permit timely intervention if
the trend observed deviates from what is expected. Sec-
ondly, the characterization of cases should be sufficiently
detailed to allow, in conjunction with appropriate popu-
lation figures, the identification of groups in the com-
munity at particularly high risk of tuberculosis, so that
interventions and resources can be targeted more effi-
ciently.

Tuberculosis surveillance has local, national and inter-
national functions. At the local level it is important so
that the public health authorities can ensure that: 1)
appropriate treatment services are offered to the indi-
vidual; 2) contact tracing is carried out; 3) local out-
breaks are recognized; and 4) the local epidemiology is
monitored.

At the national level the emphasis is different. Surveill-
ance enables the public health authority to: 1) monitor
the epidemiology of the disease in the country, including
trends over time, and variations in incidence in popula-
tion subgroups; 2) take the first step in the process of
monitoring the success of the national treatment pro-
gramme for tuberculosis; and 3) monitor the effectiveness
of specific tuberculosis control and prevention measures.

At the international level, the objectives are to moni-
tor the epidemiology of the disease in the entire European
region, including trends over time and intercountry com-
parisons, and to identify high incidence population groups
which may be common to several countries with a view
to co-ordinating efforts in tuberculosis control at an inter-
national level.

The principles guiding tuberculosis surveillance pro-
grammes must include: 1) that information on cases
should be collected locally; 2) that a range of informa-
tion sources should be utilized so as to maximize the
ascertainment of cases, e.g. clinicians, laboratories, phar-
macies, social security organisations, efc., provided that
linking is possible to avoid double counting; 3) that a
minimum data set for collection of information on cases
should be utilized; 4) that standard case definitions should
be used for the purposes of reporting to the national cen-
tre; 5) that data on individual cases should be collated
nationally to permit detailed analyses of reported cases
and, where appropriate, linking of case registers to other
appropriate disease registers; and 6) patient confidentia-
lity should be strictly maintained.

In this document, data collected locally are discussed
only in relation to national data collection. In particular,
items which might be relevant for management of indi-
vidual patients or for contact tracing are excluded from
discussion if they have no potential bearing on national
or European-wide public health policy. Such omissions
should not be interpreted as representing the Working
Group's position as to their necessity, but rather as an
acceptance of widely divergent needs at local level beyond
the scope of this paper.

Review of current surveillance systems in Europe

The Working Group reviewed current activities in
tuberculosis surveillance in European countries. The
results of this survey, summarized in table 1, show that
an overwhelming majority of countries base their repor-
ting system on a case definition of tuberculosis. In only
a few countries are cases reported anonymously, and re-
porting is almost universally mandatory, at least by physi-
cians, but often by both physicians and laboratories. Age,
gender, site of disease, and bacteriological status are al-
most uniformly required reporting variables on cases,
and many countries additionally request information on
country of birth and history of previous treatment. With
few, but important, exceptions, the information collect-
ed locally or regionally, is also collated nationally.

Case definition

To allow comparability both within and between coun-
tries, a uniform definition of a notifiable case of tuber-
culosis is essential. Different countries require different
categories of disease to be reported. The lowest com-
mon denominator recommended for uniform reporting in
countries where level Il laboratories [7] are routinely
available is a case of tuberculosis in which M. tubercu-
losis complex has been identified by culture.

A "definite" case of tuberculosis is a case with cul-
ture confirmed disease due to M. tuberculosis complex
(in countries in which level II laboratories are not rou-
tinely available or where routine culturing of speci-
mens from all cases cannot be afforded or expected, a
patient with sputum smear examinations positive for
acid-fast bacilli (AFB) is also considered to be a "defi-
nite" case).

Reporting is also required of "other than definite"
cases, which meet both of the following conditions: 1)
a clinician's judgement that the patient's clinical and/
or radiological signs and/or symptoms are compatible
with tuberculosis; and 2) a clinician's decision to treat
the patient with a full course of antituberculosis therapy.

"Definite" and "other than definite" cases should be re-
ported separately to permit an international comparison
of definite cases and their proportion among all cases.

"Definite" (and, where applicable, "other than defi-
nite") cases of pulmonary tuberculosis should be divid-
ed into smear-positive and smear-negative cases based
on direct microscopic smear examination of spontaneou-
sly produced or induced sputum. Cases which are posi-
tive on microscopy of bronchoalveolar or gastric lavage
material only should not be considered to be sputum
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Table 1. — Surveillance of tuberculosis in Europe: results of a survey in Europe on reporting of cases and routinely
collected variables

Reporting

Country Case Mand Nom MD Lab Date Age Sex Country Site Bact Hist Loc Reg Nat
def.

Albania
Andorra
Armenia
Azerbaijan
Austria

Belarus
Belgium
Bosnia/
Herzegovina
Bulgaria
Croatia

Czech Republic
Denmark
Estonia
Finland

France

Georgia
Germany
Greece
Hungary
Iceland

Ireland

Israel

Italy
Kazakhstan
Kyrgyzstan
Latvia
Lithuania
Luxembourg
Malta

Moldova

The Netherlands
Norway

Poland
Portugal
Romania
Russia
UK/England+Wales
UK/Northern Ireland
UK/Scotland
Slovak republic
Slovenia

Spain

Sweden
Switzerland
Tajikistan
Turkmenistan
Ukraine
Yugoslavia
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@®: yes; O: no; 1: incomplete information. Case def: case definition existing; Mand: reporting mandatory; Nom: report includes
patient's name; MD: reported by physician; Lab: reported by laboratory; Date: date of diagnosis collected on each patient; Age:
age of patient collected on each patient; Sex: gender of patient collected on each patient; Country: country of birth collected on
each patient; Site: site of disease collected on each patient; Bact: bacteriological status collected on each patient; Hist: history
of previous treatent collected on each patient; Loc: information collected on local level; Reg: information collected on regional
level; Nat: information collected on national level.
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smear-positive. Such cases may still qualify as "definite"
or "other than definite" cases depending on culture results
and other criteria.

Data collection

Data on individual tuberculosis cases should be collec-
ted at local level and they should be made accessible on
an ongoing basis to national government authorities. Most
countries in Europe have legal provisions for mandatory
reporting by physicians. Nevertheless, busy physicians
may forget, or otherwise neglect, to report cases of tuber-
culosis [8], and the legal requirement to report cannot
usually be enforced. A few countries have gained ex-
perience by additionally requesting level II laboratories
(capable of identification of M. tuberculosis complex,
[7]) to report each isolate of M. tuberculosis complex.
There are fewer such laboratories than there are physi-
cians potentially seeing cases, making direct involve-
ment of the laboratories with the work of the public health
authorities more feasible. Cases reported by laboratories
can be followed up with physicians to obtain the required
demographic characteristics of the patient and relevant
disease-specific information. The Working Group, thus,
recommends that national health authorities make both
physicians and laboratories subject to mandatory report-
ing of tuberculosis. Provisions must be made to elimi-
nate duplicate reports and account for subsequent changed
diagnoses.

Surveillance may also be strengthened by the pro-
vision of information from pharmacies on prescriptions
of antituberculosis drugs, as for example in Norway [9].

Timeliness and flow of reporting

Like other infectious diseases, cases of tuberculosis
should be reported promptly after identification. Although
annual summary reports of tuberculosis will usually suff-
ice to indicate major changes in the epidemiology of tuber-
culosis, preliminary national statistics should be published
at least quarterly. In the United States, it was the con-
tinuous assessment of weekly reports which showed, in
September 1985, an unprecedented failure of tuberculosis
to decline. This permitted the publication of a warning
about the re-emergence of tuberculosis in the United States
[10].

Locallregional level

All patients started on antituberculosis medication
should be notified by their physician to the local health
authority within 1 week. For this initial report, infor-
mation on full name, birth date and gender of the patient,
presumptive diagnosis, date of starting treatment, and
name and address of the reporting physician suffices to
ensure that contact tracing in collaboration with the physi-
cian is properly initiated where indicated. In countries
which have established a continuous reporting system,
local health authorities should forward the information
to the national authorities, with or without name, depend-
ing on the country's legal requirements.

Local health authorities should seek further information
from the physician reporting the case, often by means of
an extended reporting form (an example of such a form is
shown in the Appendix). This information should be retur-
ned to the local health authority within a maximum of 3
months following report of a suspect, providing sufficient
time to definitively classify a suspect as a notifiable case
of tuberculosis.

Laboratories identifying M. tuberculosis complex should,
simultaneously with their report to the physician request-
ing the examination, provide information on the bacte-
riological findings to the local health authority, together
with name and address of the physician, full name, birth
date and gender of the patient, to permit them to classi-
fy definitively a case reported by the physician or to fol-
low-up with the physician concerned on a case hitherto
not reported.

From locallregional to national level

The unit of reporting is the local/regional health author-
ity, which will mostly be found at the district/regional
(provincial) level. Local health authorities are responsi-
ble for keeping track of suspect cases. Depending on re-
sources and expertise available, local health authorities
have the responsibility for collecting information and
definitively classifying cases, including linking informa-
tion from different sources (laboratories, physicians), com-
pleting missing information and eliminating duplicate
reporting as far as possible. They should forward indi-
vidual (nonaggregate) information to the national author-
ities, with or without name or other identifier, depending
on the country's legal requirements. This information can
be sent to the national authorities on an ongoing basis,
or at least quarterly. In the absence of sufficient resour-
ces at the local level, nominal (or suitably coded) data
would have to be forwarded to the national health author-
ities to exclude duplications and allow the classification
of cases.

National level

Data from the local/regional level should be aggrega-
ted at least quarterly for publication of preliminary stati-
stics. At the national level, final annual summary reports
by calendar year will usually be sufficient. Ideally, analy-
sis should be carried out by year of starting treatment,
provided the calendar year is closed at the end of the
first quarter in the subsequent year, to allow sufficient
time for verifying the cases.

A summary of the flow for reporting tuberculosis sus-
pects and cases is provided in figure 1.

Essential variables

Essential variables include: information characterizing
the case by time, place and person, as well as details of
site of disease, bacteriological status and whether the
patient was previously treated. An example of a reporting
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Local/regional level

— Mandatory report
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Fig. . — Recommended flow chart for reporting a tuberculosis case
to local and national level.

form providing the minimal information that is requested
from each European country is shown in the Appendix.
These variables are described and discussed in the fol-
lowing paragraphs.

Time

Date of starting treatment. lIdeally, to obtain accurate
estimates of incidence, the date of onset of disease should
be known, but this is not usually practical. Diagnosis is
the next obvious date but this may often be difficult to
fix in time, so it is recommended that the "date of start-
ing treatment” for tuberculosis constitutes a reasonable
proxy and this should be recorded in all cases. The date
of starting treatment is defined as the date when the
physician is sufficiently confident of his diagnosis to ini-
tiate appropriate treatment for tuberculosis. For pul-
monary tuberculosis, this will usually be the time when
a positive sputum smear result is obtained from the lab-
oratory or, in sputum smear-negative cases, when the
clinician has gathered sufficient clinical and/or radio-
logical evidence for the diagnosis to justify starting treat-
ment. When the date of starting treatment is unavailable,
the date of notification of the case may be substituted.
For cases never receiving treatment, for example post-
mortem diagnoses, the date of diagnosis should be sub-
stituted.

Place

Place of residence. The "place of residence" of a tuber-
culosis patient is essential for public health action, and
also provides at the national level after appropriate ag-
gregation (by county or region/province) information on
differences in disease frequency in different areas of
the country. The place of residence should be where the
patient was living at the time treatment was started. In
cases of homeless people, migrants and detainees, the
place of residence within the country during the previ-
ous 3 months might be used, or any other solution might
be sought as appropriate for individual countries. For
European comparison, aggregation by country will usu-
ally suffice.

Person

Age, gender and country of birth. Date of birth to allow
the calculation of age at the time of starting treatment
and gender are variables that should be known for each
patient.

In culturally heterogeneous societies, tuberculosis in-
cidence may vary greatly in different ethnic groups. In
view of the increasing importance of tuberculosis in
European countries among immigrants and other for-
eigners, the Task Force on Tuberculosis Control and
International Migration identified country of birth as an
additional variable that should be collected routinely [5].
In some countries, ethnicity, citizenship, or citizenship
of parents may be of more importance than country of
birth in characterizing the demographics of tuberculosis
patients.

Disease-specific variables

Site of disease. Site of disease should be recorded in all
patients. Because patients may have multiple sites of dis-
ease, it is recommended that at least two sites, a major and
a minor site, when applicable, be recorded. Because dis-
ease site classification may differ in different countries,
the following sites are recommended for use, because they
will allow further aggregation as needed in a particular
country:

Pulmonary. Pulmonary is defined as tuberculosis of the
lung parenchyma and the tracheobronchial tree only. It
is proposed that pulmonary tuberculosis, if present, should
always be listed as the major site, whatever other site
may additionally be affected. Extrapulmonary tubercu-
losis is then defined as tuberculosis affecting any site
other than pulmonary as defined.

Pleural. Pleural tuberculosis is defined here as extra-
pulmonary tuberculosis and is tuberculous pleurisy only,
with or without effusion.

Lymphatic. Lymphatic tuberculosis includes tuberculo-
sis involving the lymphatic system. Because of the intra-
thoracic manifestations of tuberculosis in children and
patients with human immunodeficiency virus (HIV) infec-
tion, lymphatic tuberculosis is preferably further differ-
entiated into intrathoracic and extrathoracic lymphatic
tuberculosis: 1) Intrathoracic - intrathoracic lymphatic
tuberculosis; and 2) Extrathoracic - lymphatic tubercu-
losis other than intrathoracic lymphatic tuberculosis.

It is proposed here that if tuberculosis in children
involves both the lung parenchyma and a lymphatic com-
ponent, the case should be classified as major site pulmo-
nary and minor site intrathoracic lymphatic tuberculosis.

Bone joint. Tuberculosis of the bones and/or joints should
be subdivided into: 1) tuberculosis of the spine; and 2)
tuberculosis of bones/joints other than spine.

Central nervous system (CNS). Tuberculosis of the cen-
tral nervous system should be subdivided into: 1) tuber-
culous meningitis; and 2) tuberculosis of the CNS other
than meningitis.
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Genitourinary. Tuberculosis of the genitourinary sys-
tem, including tuberculosis of kidney, ureter, bladder,
and male and female genital tract.

Peritoneal/digestive tract. Peritoneal/digestive tract tu-
berculosis includes tuberculosis of the peritoneum with
or without ascites and tuberculosis of the digestive
tract.

Other. Other extrapulmonary sites, including laryngeal
tuberculosis, should be aggregated here and, for country-
specific analyses, might specifically be named.

Disseminated. Disseminated tuberculosis includes tu-
berculosis of more than two organ systems or miliary
tuberculosis. If one of the affected sites is the lung
parenchyma, the case should be classified as having
both pulmonary and disseminated tuberculosis. Miliary
tuberculosis, e.g. is thus classified as pulmonary and dis-
seminated. Where M. tuberculosis complex has been
isolated from blood, the disease site should be desig-
nated "disseminated".

To facilitate reporting of disease site in aggregate
form at European level, cases should be classified into
three groups, i.e. "pulmonary tuberculosis only", "pul-
monary and extrapulmonary", and "extrapulmonary tuber-
culosis only".

Bacteriological status. Information on bacteriological
status must always be included. The result of culture (neg-
ative or positive for M. tuberculosis complex, not done,
or pending) and the source specimen must be recorded
by the physician and if positive also by the laboratory.
Whenever possible, further differentiation of isolates into
M. tuberculosis, Mycobacterium bovis, or Mycobacterium
africanum should also be reported. Similarly, the result
of direct microscopic examination (negative or positive
for AFB, or examination not done) must be reported.
Histological examination with evidence of AFB should
be considered as positive microscopy and recorded accor-
dingly. The specimen from the major site or, if nega-
tive or not attempted, from the minor site that provided
a positive result should be recorded to clearly classify the
case (e.g. sputum smear-positive, culture-confirmed pul-
monary tuberculosis or biopsy smear-negative, culture-
confirmed lymphatic tuberculosis). Cases with pulmonary
tuberculosis should be reported when aggregating the
data as "sputum smear-positive" and "culture-only posi-
tive" cases.

Recurrent or new disease. Before starting treatment for
tuberculosis it is important to establish: 1) that the patient
has active tuberculosis; 2) whether the patient has previ-
ously had tuberculosis; and, if so, 3) what treatment for
tuberculosis has previously been given. The first two
questions are of both epidemiological and clinical con-
cern and the third question is of clinical relevance, since
the answer to it will determine the most appropriate treat-
ment of the present episode of tuberculosis.

For public health purposes, it is essential to report all
cases of tuberculosis which are diagnosed by physicians.
For epidemiological purposes where trends in incidence

are of special interest, it must be made clear whether a
notified case has or has not had previous tuberculosis.
Care must be taken to ensure that chronic cases and inter-
mittently absconding and returning patients are not rep-
eatedly notified. The answer to the following questions
should resolve these issues: The first question asks whe-
ther the patient has ever had tuberculosis diagnosed be-
fore. If the answer is yes, the second question seeks the
year of the previous episode, and, if available, the month.
A third question determines whether the patient has had
previous chemotherapy and, if the answer is yes, whether
it was considered adequate or not. This will allow clas-
sification of such cases into relapse and recurrence with
or without previous chemotherapy and so improve the
definition of cases.

Other variables

Other variables may be collected for specific analy-
ses. Experience shows that information on individual
cases is usually more complete the fewer the variables
that are requested. The information that is recommended
for routine collection as outlined above should be 95%
or more complete for each individual variable. Informa-
tion which is substantially incomplete is of limited va-
lue. For example, information derived from only 60%
of patients may not be representative of all tuberculo-
sis patients.

To increase the specificity of the case definition of
other than definite cases, information on tuberculin skin
test results in cases without culture confirmation and in-
formation on results of chest radiographs may be appen-
ded [11].

In countries experiencing a considerable problem of tu-
berculosis among those with a country of birth other than
the current country of residence, a further subdivision by
legal status, i.e. by citizenship, and among foreigners
grouping into migrant workers, refugees/asylum seekers,
and other foreigners may further help to better characte-
rize patients. Duration of residence within the country
for foreign-born patients might also be useful informa-
tion. Not required at the international level, but poten-
tially useful for national assessment, is an ascertainment
of the number of cases in which the diagnosis was not
made until after death.

Specifically designed surveys should be used to answer
more complex questions; physicians are only likely to
collaborate and provide the requested information if it is
simple, concise, and of immediate obvious general inter-
est. Such surveys may be designed to gather informa-
tion on prevalence of alcohol and drug-dependence,
homelessness, and other variables of special interest in
tuberculosis control.

Analysis and reporting

Public health authorities owe it to reporting laborato-
ries and physicians to regularly analyse, interpret, and
publish collected surveillance data. In the case of tuber-
culosis, such reports should be published on an annual
basis. Data should be analysed by calendar year, based
on the date the physician reported commencement of
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treatment or, in the absence of such information, the date
the case was first notified at local level.

In conclusion, this document represents a consensus
of technical recommendations to European Governments
on how to structure their tuberculosis surveillance sys-
tems with a view to standardization, which would allow
international comparisons in Europe. The interpretation
of standardized surveillance figures must include an
appreciation of the data quality from individual coun-
tries.

The majority of European countries responding to
the questionnaire collect all information considered es-
sential for surveillance in this report to allow uniform
reporting of tuberculosis cases at a European level. Most
systems currently in place will, thus, need only minor
modifications to allow collation at the European level.

The members of the Working Group, the World Health
Organization, and the European Region of the International
Union Against Tuberculosis and Lung Disease consi-
der it essential to obtain regular surveillance data on
tuberculosis from national governments, to make inter-
national comparative analyses of these data, and to dis-
tribute them to participating member states. It is only
by doing so that changes in trends or patient charac-
teristics nationally or internationally can be detected at
an early stage.

Members of the Working Group of the WHO
and IUALTD
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Appendix

Minimum Information on a Tuberculosis Case Reporting Form

Name and address of patient:

To preserve confidentiality this upper portion may be forwarded in coded form only to national health authorities

Name and address of reporting physician:
(use stamp or print)

Telephone number of reporting physician:

Postal code of patient's residence:
Date of birth (DD/MM/YYYY): / / Gender: [ ] male [] female
Country of birth:

Major site of disease (tick one only):

pulmonary pleural lymphatic, intrathoracic

lymphatic, extrathoracic bone/joint, spine bone/joint, other than spine

CNS, meningeal CNS, other than meningeal genitourinary

0O oo
0O oo
0O oo

disseminated peritoneal/digestive tract other (specify):

Minor site of disease (tick one only):

L] pleural [ ] lymphatic, intrathoracic
(] lymphatic, extrathoracic [] bone/joint, spine L] bone/joint, other than spine
[] CNS, meningeal [] CNS, other than meningeal L] genitourinary
[] disseminated [ ] peritoneal/digestive tract L] other (specify):
Result of direct microscopy:  Specimen: [ positive [] negative [ not done
Result of culture: Specimen: I positive [ ] negative [ ] notdone [ pending

Species identification: [ M. tuberculosis 1 M. bovis L1 M. africanum [ M. tuberculosis complex

Previous tuberculosis diagnosis: [ yes [] no If yes, month: year:

If a previous case, was previous episode treated with chemotherapy? [Jyes [ no [ incomplete information
If yes, was previous chemotherapy adequate? [ Jyes [ no [Jincomplete information

Date treatment was started (or date of diagnosis for patients never receiving treatment for current episode)
(DD/MM/YYYY): / /

Initial treatment for current diagnosis with: [ ] isoniazid [ ] rifampicin ~ [| pyrazinamide

(tick all applicable fields) [ ] ethambutol [] streptomycin [] other antituberculosis drug

Example form for reporting tuberculosis cases with a minimum set of variables required for uniform case reporting in Europe.



