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Management of tuberculosis:
10 common pitfalls to avoid

Dr Srinath Satyanarayana and Dr Madhukar Pai, TB
researchers at McGill International TB Center, McGill University,
Montreal, Canada share valuable insights on the most common
mistakes made healthcare practitioners in diabetes

management

ndian TB patients get diag-

nosed after a delay of nearly

two months, and are seen

by three different providers
before a diagnosis is made. At
the primary care level, pa-
tients rarely get investigated
for TB, even when they ap-
proach a practitioner with
classic TB symptoms. Instead,
providers give broad-spec-
trum antibiotics (e.g. fluoro-
quinolones) and remedies such
as cough syrups and steroids.
Even when TB is considered
likely, private physicians tend
to order tests that are non-spe-
cific, such as complete blood
count, ESR, Mantoux test, and
chest X-rays. They rarely seek
microbiological confirmation
via sputum smear microscopy,
culture or polymerase chain
reaction tests. Even if the diag-
nostic hurdle is overcome, TB
treatment in the private sector
is far from standard. When
private practitioners initiate
anti-TB treatment, they tend
to use drug regimens that are
not recommended by WHO or
the International Standards of
TB Care. Furthermore, private
practitioners often fail to en-
sure treatment completion,
and provide adherence sup-
port to their patients. This arti-
cle, discusses the 10 most com-
mon pitfalls that doctors
should avoid. Addressing these
pitfalls should greatly improve
the quality of TB care in India.

PITFALL1:
Not recognising and
suspecting TB

Doctors in India often miss TB,
because they do not suspect
TB in patients presenting with
cough for two weeks or longer.1
Multiple rounds of broad-spec-
trum antibiotics are tried, but
tests for TB are rarely ordered
at the primary care level.?
Even when TB is suspected,
history taking is often incom-
plete - family history of TB is
rarely elicited, and previous
treatment for TB is also
missed.”

PITFALL 2:

Inadequate diagnostic
work-up

‘When doctors in India think of
TB, they often order non-spe-
cific tests such as total and dif-

ferential blood counts
(TC/DC), erythrocyte sedi-
mentation rate (ESR), and
chest X-ray."2 While these tests
can be helpful, they do not con-
firm tuberculosis. Abnormal
X-rays, for example, do suggest
TB, but other lung conditions
can also produce abnormali-
ties on radiography. So, only
relying on chest X-ray can re-
sult in over-diagnosis. Tuber-
culosis can only be confirmed
by microbiological tests such
as sputum smear microscopy,
GeneXpert, and cultures. So,
it is very important to order
sputum tests that can directly
detect mycobacterium
tuberculosis.

PITFALL 3:
Use of inappropriate
diagnostic tests
Active tuberculosis is a micro-
biological diagnosis. Serologi-
cal, antibody-based tests (e.g.
TB ELISA) are inaccurate and
banned by the Indian govern-
ment.? They should not be used
for TB diagnosis. In India,
there is growing concern that
tests such as Mantoux (tuber-
culin skin test) and IGRAs (e.g.
TB Gold, TB Platinum) are be-
ing misused for active TB diag-
nosis. These tests were de-
signed to detect latent
infection, and cannot separate
latency from active disease.
The Standards for TB Care
in India (STCI) clearly states
that both TST and IGRAs
should not be used for the di-
agnosis of active TB in high en-
demic settings like India.® If
Mantoux and IGRAs are used
for active TB diagnosis, this
will result in significant over-
diagnosis of TB, because of the
high background prevalence of
latent TB infection in India. In
children, STCI suggests that
the Mantoux test may have
some value as a test for infec-
tion, in addition to chest X-
rays, symptoms, history of
contact, and other microbio-
logical investigations (e.g. gas-
tric juice acid fast bacilli and
Xpert MTB/RIF).?

PITFALL 4:

Not considering the
possibility of drug-resist-
ant TB (DR-TB)

DR-TB occurs when patients
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fail to complete first-line drug
therapy, have relapse, or newly
acquire it from another person
with DR-TB. All persons who
have previously received TB
therapy must be considered to
have suspected DR-TB. If pa-
tients have any risk factors for
drug-resistance, or live in a
high MDR-TB prevalence area
(e.g. Mumbai city), or do not
respond to standard drug
therapy, they must be investi-
gated for MDR-TB using drug-
susceptibility tests (DST)
like GeneXpert, line probe as-
says, and liquid cultures. In-
dian physicians under-use
DST and this can result in
mismanagement.

PITFALL 5:

Empirical management of
suspected TB with
quinolones and steroids
When doctors suspect TB or
other lower respiratory tract
infections, they frequently use
broad-spectrum fluoro-
quinolones (e.g. levofloxacin,
moxifloxacin) for short peri-
ods. However, such empirical
management with fluoro-
quinolones will mask and delay
the diagnosis of TB. Fluoro-
quinolones, in particular, are
bactericidal for M. tuberculo-
sis complex. Empiric fluoro-
quinolone monotherapy for
respiratory tract infections has
been associated with delays in
initiation of appropriate anti-
tuberculosis therapy and ac-
quired resistance to the fluoro-
quinolones.* Doctors also tend
to use steroids in individuals

_EXPRESS HEALTHCARE J3 |

March 2016



STRATEGY

with history of chronic cough.
Steroids, again, can result in
temporary clinical improve-
ment, but delay the diagnosis
and treatment of underlying
tuberculosis.

PITFALL 6:

Once TB is diagnosed, not

addressing co-morbidities
and contacts

Once TB is diagnosed, it is im-
portant to make sure the pa-
tient is not suffering from co-
morbid conditions such as HIV
and diabetes. It is also impor-
tant to check if the patient is a
smoker/alcoholic and provide
them advice on smoking/alco-
hol cessation. It is also neces-
sary to ask about TB symptoms
among family members. In par-
ticular, small children living in
the same family as the adult
case must be tested for TB.

PITFALL 7:

Use of irrational TB drug
regimens

Evenif the diagnostic hurdle is
overcomed, TB treatment in
the private sector is far from
standard.! When private prac-
titioners initiate anti-TB treat-
ment (ATT), they tend to use
drug regimens that are not rec-
ommended by WHO or the
Standards of TB Care in India
(STCI). All patients who have
not been treated previously
and do not have other risk fac-
tors for drug resistance should
receive a WHO-approved first-
line treatment regimen for a to-
tal of six months.* The initial
phase should consist of two
months of isoniazid, rifampicin,
pyrazinamide and ethambutol.

Adherence to the full course of Anti
Tuberculosis Treatment is important to ensure
high cure rates and to prevent drug-resistance

The continuation phase should
consist of isoniazid and ri-
fampicin given for four months.

There is no need to add ad-
ditional drugs such as
quinolones to the standard
drug regimen.* Also, there is no
need to extend the duration of
treatment beyond six months,
unless there is evidence of
treatment failure, or there are
complications (e.g. bone & joint
TB, spinal TB with neurologi-
cal involvement and neuro-tu-
berculosis). Drug dosages
should be based on body
weight, and daily dosing is
preferable.* Some physicians
have the mistaken perception
that second-line medication are
more potent than first-line
medication. In fact they are less
effective (and more toxic) med-
ications, and should be re-
served only for patients with
drug-resistant TB, or first-line
drug intolerance.

PITFALL 8:

Not ensuring treatment
adherence

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 practi-
tioners struggle to ensure ad-
herence. Most do not maintain
any medical records, and this

makes it very difficult to follow-
up patients. Patients often do
not receive sufficient coun-
selling about the importance of
completing the full course of
ATT. Drug-related side effects
(if not adequately counselled on
at the outset) is another com-
mon reason for non-adherence,
and possible treatment default.
Every TB patient should re-
ceive counselling at the start of
TB treatment. By notifying all
TB cases to the local health au-
thorities, private practitioners
can seek help from the public
sector to help follow-up pa-
tients who default. Physicians
can also work with commu-
nity-based organisations, and
enlist community health work-
ers to supervise treatment.

PITFALL 9:

Not monitoring response
to therapy and changing
regimens without DST
Once ATT is started, doctors
have the responsibility of moni-
toring the patients to check
whether therapy is working.
This requires follow-up smear
and culture testing. Negative
smears at the end of therapy is
important to ensure cure. If a
patient is not responding to
ATT, it important to investigate
for the reason behind the same.
Addition of a single drug to a

failing regimen is a big concern.
Many physicians add a
quinolone to the four first-line
drugs (HRZE) when the stan-
dard therapy does not result in
improvement. This is wrong,
and can result in MDR-TB.

Sometimes, patients end up
moving from one doctor to an-
other, and each time the drug
regimen gets modified without
adequate drug-susceptibility
testing (DST) to guide the
choice of drug combinations.
This creates a perfect environ-
ment for drug-resistance to
emerge or worsen.

PITFALL 10:

Not notifying all cases
and using free public sec-
tor services for vulnerable
patients

TB treatment is available free
of cost to all patients in India
via the Revised National TB
Control Programme
(RNTCP).* So, private practi-
tioners can refer all TB pa-
tients for treatment through
the RNTCP, unless patients in-
sist on being treated in the pri-
vate sector. RNTCP provides a
range of services such as con-
tact investigation, linkage to
free TB drug programmes, ad-
herence support, and linkage to
PMDT services for patients
with MDR-TB.* By availing

these free services, patients
can protect themselves from
catastrophic health expendi-
tures. Irrespective of where the
patients are diagnosed and
treated, it is mandatory for pri-
vate practitioners to notify all
TB cases to their respective
District or Corporation TB Offi-
cers.
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This article was originally
published in GP Clinics as part
of a supplement entitled Let’s
Talk TB.
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