
Editorials

Tuberculosis Care in India: How Can Private 
Practitioners Make a Difference?

India accounts for 25% of the global tuberculosis 
(TB) burden, and for a third of the 'missing cases' 

1
that do not get diagnosed or notified.  The 
emergence of severe forms of drug-resistance has 

2
further complicated the picture.   Historically, little 
effort has been made to engage India's vast private 
health sector in TB control. This ignores the reality: 
at least 50% of India's TB cases seek care in the 
private sector, and private providers are often the 
first point of care even for patients treated in the 

3,4public sector.  

 Indian TB patients get diagnosed after a delay 
of nearly two months, and are seen by 3 different 

5providers before a diagnosis is made.  Most poor 
patients begin seeking care in the informal private 
sector, including chemists and unqualified health 

4providers.   At this base of the healthcare delivery 
pyramid, patients rarely get investigated for TB, 
even when they present with classic TB symptoms. 
Instead, informal providers give broad-spectrum 
antibiotics (e.g., fluoroquinolones) and remedies, 
such as cough syrups. When TB patients continue 
to have symptoms, informal providers tend to refer 
them to qualified physicians. By the time patients 
are referred up the pyramid, a few weeks may have 
already passed.

 When patients present to qualified physicians, 
these doctors again try one or more rounds of 
broad-spectrum antibiotics before investigating for 
TB. Even when TB is considered likely, private 
physicians tend to order tests that are non-specific, 
such as complete blood count, erythrocyte 
sedimentation rate (ESR), Mantoux test or TB 
Gold, and chest X-rays. They rarely seek 
microbiological confirmation via sputum smear 
microscopy, culture or polymerase chain reaction 

6tests.  Furthermore, culture, and drug susceptibility 
tests (DST) are rarely performed on patients who 
are at high risk of drug-resistance. Private 
practitioners and private laboratories also tend to 
prefer blood as the sample for TB diagnosis,  when 

7all guidelines recommend sputum testing.  This 

results in considerable misdiagnosis and adds to the 
8

economic burden on patients.  

 Even if the diagnostic hurdle is overcome, TB 
treatment in the private sector is far from 
satisfactory. When private practitioners initiate anti-
TB treatment (ATT), they tend to use drug regimens 
that are not recommended by the World Health 
Organization (WHO) or the International Standards 
of TB Care (ISTC). This has been shown in many 

9,10studies.  Furthermore, private practitioners often 
6fail to ensure treatment completion.  

 Thus, patients end up moving from one 
provider to another, and each time the drug regimen 
gets modified without adequate DST to guide the 
choice of drug combinations. This creates a perfect 
environment for drug-resistance to emerge or 
worsen.  Ultimately, patients with treatment failure 
or relapse end up with private chest physicians who 
start the second-line therapies, often without 
adequate DST results to guide the therapy. 
Outcomes of these patients are often poor, and the 
really poor patients with MDR-TB often end up at 
public hospitals and sanatoria where many die of 
complications. During this long pathway, TB 
patients spend a lot of money, and infect many 
others in their community.

 How can this depressing story change for the 
better? We believe that without large-scale 
engagement of the private sector, it will be 

11impossible to control TB in India.   We suggest that 
the following 5 strategies, if implemented by 
private practitioners, will go a long way in 
improving outcomes of patients:

1. Think TB!
2. Actively seek to confirm TB using appropriate 

sputum tests
3. Use the correct drug regimen 
4. Establish a mechanism for ensuring adherence 

and treatment completion
5. Notify all TB cases and refer patients with risk 

factors for drug-resistance.
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 Thinking of TB is the first step in fixing the 
problem of diagnostic delay. All patients with 
cough lasting two or more weeks or with 
unexplained findings suggestive of TB on chest 
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X-rays, should be evaluated for TB.   Currently, too 
many providers are using nonspecific treatments. 
Changing this behavior is critical for reducing 
diagnostic delays in TB.

 Once a patient with suspected TB reaches a 
qualified provider, the next step is to order a WHO-
endorsed sputum test for TB. TB must be 
microbiologically confirmed, either using smear 
microscopy, Xpert MTB/RIF (i.e., GeneXpert), or 
liquid cultures. The Xpert MTB/RIF test has high 
accuracy for pulmonary TB, extrapulmonary TB, 

13-15
childhood TB, and MDR-TB.  WHO-endorsed 
sputum tests are now available at more affordable 
prices to the private sector via more than 55 
laboratories across India, via the IPAQT initiative 
(www.ipaqt.org).
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 Once TB is microbiologically confirmed, the 
next step is to begin the correct anti-tubercular 
treatment (ATT) regimen. All patients who have not 
been treated previously and do not have other risk 
factors for drug resistance should receive a WHO-
approved first-line treatment regimen for a total of 

126 months.   The initial phase should consist of two 
months of isoniazid, rifampicin, pyrazinamide, and 
ethambutol. The continuation phase should consist 
of isoniazid and rifampicin given for 4 months. The 
continuation phase can include ethambutol, in 
addition to isoniazid and rifampicin, in settings with 
high levels of isoniazid resistance. Drug dosages 
should conform to ISTC recommendations. 

 Adherence to the full course of ATT is critically 
important to ensure high cure rates and to prevent 
the emergence of drug-resistance. But private 
practitioners struggle to ensure adherence.  Most do 
not maintain any medical records, and this makes it 
very difficult to follow-up with patients. Also, 
private practitioners do not prefer intermittent 
therapy, and find it difficult to implement directly 
observed treatment in their busy practice.

 Every TB patient should receive counselling at 
the start of TB treatment. By notifying all TB cases 
to the local health authorities, private practitioners 
can seek help from the public sector to help follow-
up patients who default. Indeed, it is mandatory for 
all TB cases in the country to be notified. 
Physicians can also work with community-based 
organizations, and enlist community health workers 
to supervise treatment. Mobile phone reminders 

17(e.g., via text messages) may also help.  

 Lastly, all patients with risk factors for drug-
resistance must be investigated for MDR-TB using 

DST. Since MDR-TB requires long-term and 
specialized management, patients should be 
referred to chest and TB specialists, either in the 
private sector, or in the public sector where free 
treatment is available under the programmatic 
management of drug-resistant TB. 

 Since chest physicians usually see patients who 
have already been treated elsewhere, they should 
routinely order DST for all patients. For DST, an 
Xpert MTB/RIF test or a line probe assay can be 
ordered as the initial test.  If rifampicin resistance is 
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detected on these rapid tests,  liquid culture and 
DST for isoniazid, fluoroquinolones and second-
line injectable drugs should be performed promptly. 
Patient counselling and education, as well as an 
empiric second-line treatment, should begin 
immediately to minimize the potential for 
transmission.

 Patients with MDR-TB should be treated with 
specialized regimens based on suspected or 

12confirmed DST patterns.  At least pyrazinamide 
and four drugs to which the organisms are known 
or presumed to be susceptible, including an 
injectable agent, should be used in a 6–8 month 
intensive phase, and at least 3 drugs to which the 
organisms are known or presumed to be 
susceptible, should be used in the continuation 
phase. Treatment should be given for at least 18–24 
months beyond culture conversion.

 If the above strategies are implemented widely 
in the private sector, it might improve the quality of 

18TB care in the country.  Most importantly, it can 
transform the lives of patients who are currently 
running from pillar to post to get adequate care.
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On 24th March 2014, the Standards for TB Care in India (STCI) were officially released. The recommendations are 
broadly consistent with WHO and International Standards for TB Care recommendations cited in this editorial. STCI 
is available at: http://www.tbonline.info/media/uploads/documents/214586958-standards-fortb- care-in-india-
2014.pdf


