Directly Observed Therapy (DOT) Training Protocol
Tuberculosis (TB) Patient Adherence
Purpose
To ensure safe, accurate, and consistent administration of tuberculosis (TB) medications through Directly Observed Therapy (DOT), while monitoring patient adherence and identifying adverse reactions promptly.

Scope of Training
This protocol applies to trained healthcare workers performing DOT under the delegation and supervision of a licensed nurse.

Required Competencies
The trainee must demonstrate the ability to:
· Assess patients for adverse medication effects
· Verify correct medication and patient identity
· Observe and ensure ingestion of medication
· Accurately document each visit
· Report concerns appropriately

Procedure
1. Check for Side Effects
· At each visit, prior to medication administration, ask the patient about any adverse side effects.
· Educate patients on symptoms of both minor and serious reactions to TB medications.
· If serious adverse symptoms are reported:
· Do NOT administer medication
· Instruct patient to stop taking medication immediately
· Notify supervisor and prescribing clinician
· Arrange prompt clinical evaluation

2. Verify the Medication
· Confirm:
· Correct patient
· Correct medication(s)
· Correct dosage and quantity
· If verification cannot be completed:
· Do NOT administer medication
· Contact supervisor for clarification

3. Observe Medication Ingestion
· Do not leave medication for self-administration unless specifically prescribed (e.g., weekends).
· Provide water or beverage prior to administration.
· Observe the patient continuously from the time pills are given until swallowed.
· Watch for non-adherence behaviors such as:
· Hiding pills in mouth
· Spitting out medication later
· Concealing medication in clothing
· Vomiting after administration
· If needed:
· Check the patient’s mouth
· Ask the patient to remain for up to 30 minutes to ensure ingestion

4. Document the Visit
· Record each encounter, including:
· Whether medication was administered
· Any missed doses and reasons
· Observed side effects
· Follow-up actions taken
· Report missed doses or concerns to the TB Coordinator/Nurse Case Manager or KY TB Program promptly.
· Ensure interruptions in treatment are addressed as soon as possible.

Additional Case Management Responsibilities
DOT programs may also include:
· Assisting patients with appointment adherence
· Providing education to patients and their support systems
· Offering incentives to improve adherence
· Coordinating social services to address barriers to treatment

Safety and Reporting
· Always follow infection control and safety protocols.
· Maintain patient confidentiality.
· Report all concerns, adverse reactions, and deviations from protocol immediately to the supervising nurse.



Skills Competency Checklist
Trainee Name: _______________________________
Trainer Name: _______________________________
Date(s) Observed: ____________________________
	Skill / Task
	Demonstrated Correctly
	Needs Improvement
	Not Observed

	Asks patient about side effects before medication administration
	☐
	☐
	☐

	Recognizes and appropriately responds to serious adverse reactions
	☐
	☐
	☐

	Educates patient on medication side effects
	☐
	☐
	☐

	Verifies correct patient identity
	☐
	☐
	☐

	Verifies correct medication and dosage
	☐
	☐
	☐

	Withholds medication and seeks clarification when needed
	☐
	☐
	☐

	Provides fluids prior to medication administration
	☐
	☐
	☐

	Observes patient swallowing medication 
	☐
	☐
	☐

	Identifies and addresses non-adherence behaviors
	☐
	☐
	☐

	Uses appropriate techniques to confirm ingestion (if needed)
	☐
	☐
	☐

	Accurately documents each visit
	☐
	☐
	☐

	Documents missed doses and follow-up actions
	☐
	☐
	☐

	Reports concerns to supervisor appropriately
	☐
	☐
	☐

	Demonstrates professionalism and patient communication skills
	☐
	☐
	☐



Comments: 










Competency Determination
☐ Competent to perform DOT independently
☐ Requires additional training
☐ Not competent
Additional Training Required (if applicable):



Training Verification
Nurse Delegating/Trainer Attestation
I confirm that I have provided training on the above DOT protocol and have evaluated the trainee’s competency.
Name (Print): _______________________________
Credentials: _________________________________
Signature: __________________________________
Date: ______________________________________

Trainee Attestation
I confirm that I have received training on the above DOT protocol and understand the procedures and responsibilities outlined.
Name (Print): _______________________________
Signature: __________________________________
Date: ______________________________________
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