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India in Race to Contain
Untreatable Tuberculosis

By GEETA ANAND

MUMBAI—India's slow response to yvears of
medical warnings now threatens to turn the coun-
try into an incubator for a mutant strain of tuber-
culosis that is proving resistant to all known treat-
ments, raising alarms of a new global health
hazard.

“We finally have ended up with a virtually un-
treatable strain” of tuberculosis in India, said Dr.
Zarir Udwadia, one of the country's leading TB au-
thorities.

In December, Dr. Udwadia reported in a medical
journal that he had four tuberculosis patients re-
sistant to all treatment. By January, he had a
dozen cases, then 15.

A government backlash began immediately.
Anonymous health-ministry officials denied the re-
ports through media outlets. They accused Dr. Ud-
wadia and his colleagues of starting a panic. A
Mumbai city health official seized patient samples
for verification in government labs.

In April, the government quietly confirmed the
strain, according to internal Indian health-ministry

documents reviewed by The Wall Street Journal.

Spread of the strain could return tuberculosis
to the fatal plague that killed two-thirds of people
afflicted, before modern treatments were devel-
oped in the 1940s, said Mario Raviglione, director
of the Stop TBE Department of the World Health
Organization. The WHO is now assisting India to
combat the strain.

The number of known cases in India is small
but geographically dispersed. Dr. Udwadia’s pa-
tients are in Mumbai, at the BED. Hinduja National
Hospital & Medical Research Center. In the high-
tech hub of Bangalore, St. John's National Acad-
emy of Health Sciences has seen six cases. And in
New Delhi, the All India Institute of Medical Sci-
ences has confirmed another two, said officials at
the institutions.

“While this handful of cases is worrying, it's
just the tip of the iceberg,” said Dr. Soumya Swam-
inathan, of Indias National Institute for Research
in Tuberculosis. For treatments, Dr. Udwadia said,
“We've got nothing.”

Ashok Kumar, head of India’s tuberculosis-con-
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How Fight to Tame TB Made It Stronger

The World Health Orgamzatlons long-
standing strategy for fighting tuberculosis is
showing deadly unintended conseguences:
By focusing for years on the easiest-to-cure
patients, it helped allow TE strains to spread
that are now all but untreatable by modern
medicine.

By Geeta Anand in Mumbai
and Betsy McKay in Atlanta

The WHO and a growing chorus of global
health experts are now calling for a signifi-
cant overhaul in the way nations with wide-
spread drug-resistant TBE combat the dis-
ease. It amounts to a de facto
acknowledgment that the WHO's TE strat-
egy, and the countries that use it, failed to
adapt quickly enough as the disease formed
more powerful, resistant strains.

“The TB community has been too conser-
vative” on a global scale, said Puneet Dewan,
until recently a senior officer in the WHO's
India tuberculosis program. “We should have
pushed sooner for a more aggressive, com-
prehensive approach” toward drug resis-
tance, he said this month in an interview.
“There was a cost in failing to do that. We're
paying that cost today.”

The WHO played a particularly sizable
role in designing the tuberculosis program in
India, which has seen a steep decline in reg-
ular TB. But India and other poor countries
are now in the midst of an epidemic of drug-
resistant strains—deadlier and harder-to-
treat varieties of one of the world’s top in-
fectious-disease killers.

G.R. Khatri, who headed India’s TE pro-
gram more than a decade ago, called the epi-
demic of resistant TB in Mumbai “a recipe

for disaster” The WHO should have known it
was so bad and bears responsibility, he said.
“What has the WHO been doing?”

In pilot testing across India this year of a
new diagnostic method, some 6.6% of un-
treated TB patients were drug-resistant—
suggesting far higher rates than the 2% to
3% levels India and the WHO have cited for
years. The test was a collaboration of inter-
national aid groups and India's government,

At one clinic in Mumbai, research showed
more than one cuarter of 566 TE patients
tested in recent months were resistant to the
most powerful treatment, according to data
obtained by The Wall Street Journal through
India's Right to Information Act. The results
are preliminary, but in the absence of any
nationwide survey they offer a sense of what
India’s drug-resistance rates might be.
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Why early and accurate diagnosis matters
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Delays in diagnosis and treatment of pulmonary tuberculosis
in India: a systematic review
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A An average TB patient in India is diagnosed with
TB after a delay of 2 months, and is seen by 3
healthcare providers before diagnosis

A Private/informal sector was first point of care in
>50%
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ID ES (95%Cl)
Studies assessing knowledge
Anandi (2002) —— 0.23 (0.14-0.33)
\lyas (2003) — 0.58 (0.51-0.64)
Roy (2005) —e— 0.43 (0.31-0.56)
Suryakantha (2006) —— 0.66 (0.57-0.74)
Yadav (2008) — 0.57 (0.41-0.71)
Thakur (2008) —— 0.72 (0.63-0.80)
Rajpal (2007) . 0.66 (0.60-0.71)
Greaves (2007) —=—  0.80 (0.66—0.90)
De Costa A (2008) — 0.71 (0.63-0.78)
Vandan (2009) —+ (.92 (0.87-0.96)
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- Sangeetha (2013) — 0.81 (0.74-0.86)
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more than 23 weeks s . i
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Figure 2 Forest plot of studies on ISTC Standard 2 (awareness/use of sputum smear for persons
with presumptive pulmonary TB). ES = effect size (proportion meeting standard); Cl = confidence
interval; ISTC = International Standards of Tuberculosis Care; TB = tuberculosis.



