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( The global annual inicidence is estimated to be 1.98 million cases in India. This situation is further -
threatened by efmergence of multidrug-resistant tuberculosis. The Revised National Tuberculosis Con-
trol Programme is based on Directly Observed Treatment Short-course (DOTS) strategy. DOTS facili-
tates relapse-free cure for TB. Dlagnoshc algorithms for pulmonary tuberculosis have been narrated in
this article. Treatment of tuberculosis stands on patients' categorisation i in 3 groups and schedule is
described. The side-effects and their remedies are also narrated. The IMA has a role to join hands with
[ the government to work closely to brmg down the dlsease burden [ lndmn Med Assoc 2010; 108: 868 70] J
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ubexcu losis (TB) is an mfectmus disease caused by
bacillus Mycobacterium tuberculosis that continues

to-be a major cause of morbldlty and mortality. Left un- -

treated a single person with-active TB can infect 10-15
‘others each year. India is the hlghest TB burden country
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Despite the ex1stence of National Tubelcu1051s Con- |

- trol Programme, since 1962 no significant epldemlologxcal

1mpact was observed on disease prevalence, In 1992 the -
- Government of India Logethel with the WHO

;globally, -accounting for
one-fifth of the global TB ]
“incidence (Fig 1) Global an- || - Oercountres
nual mmdence estimate is |
9.4 milhon cases out.of -
. which it is estimated that| *™rex =
'1.98 million cases are from
India'.-"TB accounts for ipines
17.6% of deaths from com- % istan
municable disease and for tiop
3.5% of all causes of mor- 3%
tality. The tuberculosis situ- _
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o and Swedish International Development
ot Agency (SIDA) reviewed the national
e programme and main reasons identified for -
poor programme functioning was manage-
rial weakness and inadequate funding?. As a
S | result the programme was revised. The Re- )
vised National TB Control Programme
(RNTCP) based on the. internationally rec- |
&% ommiended Directly Observed Treatment
Short-course (DOTS) strategy, was launched
| in 1997 expanded across the country in a~

ation in the country is fur-
ther threatene'diby the emer-
gence and spread of HIV and multldrug resistant tubercu
losis (MDR-TB).
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When a sputum—p031t1ve pulmonary TB patient coughs
or sneezes, he spreads Mycobacterium tuberculosis into
the air in the form of tiny droplets. If a healthy. inhales
these tiny particles, he may contract TB. Effective treat-
ment of smear-positive. TB patients stops TB at source
and is therefore the top priority for control of the disease.
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Fig 1 — Worldwide Incidence of Tuberculosis

phased manner and covered the whole na-
tion by March 2006, '
The objectives of the programme are: ,
+ To achieve and maintain cure rate of at least 85%
among new- sputum positive (NSP) patients.
* To achieve and maintain case detection of at least
70% of the estimated NSP cases in the community.
_ How to achieve these objectives?
*  Political commitment
- t/ Give priority in the pu‘ohc heath programme
--Good diagnosis
l/ primarily based on sputum microscopy
* Uninterrupted drug supply
vensured by supplying quality drugs in patientwise
boxes =
* Good treatment -
v/ based on Dlrectly Observed Treatment-Short course _
(DOTS) : R
. Momtormg the patient to cure :
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v/ by follow-up sputum microscopy
7nzfmm'a‘én£ “Theatment .

It has been been proved by clinical trials that thr1ce a-
week, alternate-day treatment is as effectivé as daily treat-
ment. The doubling time of Mycobacterium tuberculosis
is about 18 hours, compared with 10-20 minutes for most
bacteria: In animal models, intermittent tréatmentis more
effective than daily treatment, presumably because inter-
mittent dosage allows organisms to re-enter the reproduc-
tive phase, in which the bactericidal agents of isoniazid
-and rifampicin are more effective. Dozens of clinical trials
have demonstrated that intermittent treatment is at least
as effective as daily treatment. No differences in the num-
ber or severity of side-effects had been found, although
patients receiving intermittent treatment had.less arthral-

_gia. However, alternate-day treatment shou]d only beused
in a programme of directly observed treatment $o that it
can be ensured that the patient completes the full course
of treatment and is cured. ’
 What @ @c/z@d@ Oﬁwwed 7fzeozmeazz
(oo7): - e
o Dnectly Obscwed Treatment (DOT) is one. of the key
elements of the DOTS strategy. In DOT, an observer (health
‘worker or trained community volunteer who ig not a family
member) watches and supports the patient in taking drugs.
The DOT provider ensures that the patient takes the right
drugs, in the right doses, at the right intervals, for the
- right duration. DOT thus facilitates relapse-free cure for
TB and also helps to reduce development of drug resis-
tance, because direct observation ensures adherence. The
country has developed alarge network of DOT providers
more than 4 lacs, 40% of them being ¢ommunity DOT pro-
viders to make DOT most convent topatients, taking DOT
close to their home. The programme is providing an incen-
tive of Rs 250 to the community DOT pr0v1der for each
patient'completing the treatment,
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At all outpatient clinics, hospitals and health facilities,
both in the public and private sectors, ‘
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inter-reader variability than chest x-ray. The number of
sputum specimens required for diagnosis of smear. posi-
tive pulmonary TB is two, with one of them being a morn-
ing sputum spec1men
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The diagnostic algorithms of pulmonmy tuberculosis
are depicted in Fig 2.
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The tubercu1051s patients are categorlsed n 3 groups:

fori m1t1at10n of treatment (Table 1). -

Dosage of drugs (Table 2) :

Symptom-based’ approach to evalu'ttlon of p0531ble
side-effects of anti-tubereulosis drugs used in RNTCP is

_ depicted in Table 3,
. Adverse reactions ‘with Short -course Chemothelapy :

1eg1mens are depicted.in Table 4.

All the-contacts of smear positive patlents should be

W |

, Codgh for 2 weeks or more‘_

lor2 posivtives '

2 sputum smears

2 neoatives .

Couvh pel sists

Repeat. 2 sputum :

/ eXﬂmmanon
2 Negatjve o

| aram]

Suggestive of TB Negatxve for TB

.| 1 or 2 positives

Sputum positive PTB | [Sputum nevatlve PTB NoanB

*Antibiotics that may act against Myco fiberculosis such as qumolones
khould be avoided during this phase of management

Anti TB Treatment Anti TB Treatment

Fig 2 — Showing ‘Diagno'stic Algorithms of Pulmonary Tuberculosis

all patients need to be systematically

- Table 1 — Showing Treatment Scl"xeq'ule

screéned for cough by medical officers cﬁteéory 1
or health staff manning the health fa-

or more, with or without other symp-
toms suggestive of TB, should be

New smear - posmve seriously ill smear

) negative; seriously ill extra-pulmonary
cilities. Persons with cough for 2 weeks, Category IT  Previously ;reated smear—positive

: (relapse, failure, treatment after default)
Category III New smear - negative and extrapulmonary, .
not seriously ill i

2H,R,Z.E/AH.R,

37733

QHRZES/IHRZE/SHRE

I I g 333

2HR,Z JALR,

333

promptly identified as pulmonary TB
suspects. The primary tool for diagnos-
ing pulmonary TB is sputum micros- | be taken

copy. It is more specific and has less. The subscript. number after each letter (antibiotic) is the number of times in a week that the | -

drug, is to be taken

H-Isoniazid, R-Rifampicin, Z- Pyxazmamlde E-Ethambutol, S-Streptomycin- : i
The number before the drugs represents the number of months for whlch a set of dlugs are to

lAnthmmcs 10-14 days ]
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screened f01 TB Chlld] én below six years

Table 2 Dosage of Anmube;culom Drugs

" Dose (three times a week)

should be given chemoprophylaxis. - Drugs >
Advantages of intermittent treatment: [T;orimig
*  Aseffectiveas daily treatment | Rifampicin
-+ Facilitates observation = . Pyrazinamide -
. Prevents concealed 1rregu12lr1ty , gff:pr?:;t;gm

the basic tool for diagnosis and -
monitoring of treatment and reco g-

600 mg nizing the limited value of X-raysfor
450 mg* diagnosis and follow-up of TB
1500 mg " *Referring patients to RNTCP
1200 mg » Lo o : ‘
0.75 g*+ sites for diagnosis and treatment-

e Less adverse reactions .
s Reductron in total drugs con- |
sumed .
. o Less expensrve
“Less number of doses

mycm

*Patients who weigh 60 kg or more are given an
extra 150 mg dose of rifampicin

*Patients over, 50. years of age and those who
wemh less than 30 kg are glven 0.5 g of strepto-

*Emphasizing to patients the
critical importahce of regular and
complete treatment, and that TB will
be cured if complete treatment is
'taken .

. Less numbcl of patient visits .

atloml IMA has Jomed hands to work closely w1th
our Government counterparts through the combined ef-
for ts of all our IMA members to bring down the disease:
'burden of TB in our country as pet Revised l\latlonal Tu-
berculosrs Contro I'Programme (RNTCP) L .

Members of IMA are critical to effectlve tuberculosis
‘control.and i lmportant in their commumty as they are trusted
by patrents They can help control TB in then community
by : S
_ e Ensurmg that each and every persor w1th produc- ‘
tlve couvh for 2 weeks or more has two sputum samples

Emphasrsmo the necessity of fully observed, thrice-

o Weekly treatment with standardised therapy in the inten-

sive phase, and once-weekly obser Vatron in the continua-
tion phase of treatment .

* Following up with all sputum positive TB patients
the importance of screening their contacts, and ensure that
the symptomatlc contacts are evaluatedr

. Helping patients and RNTCP staff to rdenufy loca-

*tions for provision of DOT that are convenient to the pa-
~ tients and providers

. Educatmg the commumty about the signs and
symptoms of TB arnid the need to report to DOTS centres if

_ these symptoms oceur -

Informmc7 the commumty at large about the loca—

Tablc 3 — Showing Side- effects of Antititberculous Drugs and Actzon to" be Taken

tion and availability of quality services

Svmptom Drua (abbrevrauon)

Action to be taken

for diagnosis and treatment of tubercu-

Drowsmess
Red orange unne/tears
Gastrointestinal upset:”

- Isoniazid (H)
Rifampicin ( R ) »
Any oral méedication

Reassure’ patient
Reassure patient
Reassure patient

'léurnirig"in the lrarrds, feet  Isoniazid (H)

Pyrazinamido ()
Ethambutol (E)

Joint pa_ins'
v lmpai‘red vislon

i Rmomcr in the ears - Strep’tomycin'(S) )

Loss of hearmu Streptomycin (S)

DIZZIHCSS, lo_ss of balance - Streptomycin- (S)
' Isonlazld (H) -

‘ Rifampicin (R)
- : ’ Pyrazinamidé (Z)

[ Jaundice -

Give drugs with less water .-
;* Give drugs over a longer period of trme
Give pyridoxine 100 ‘mg/day until -
symptoms subside
If severe, refer patient for evaluation
* Stop’ treatment, refer patient
for evaluation
Stop streptomyein,
for evaluation
Stop streptomycin,
for evaluation
Stop streptomycin,
for evaluation
Stop treatment, refer patrent
for evaluation

losis as well as the fact that all these
services are available free of cost

*  Educating the community at
large about TB to encourage patients
to complete treatment, and ensure that

lies or.others
‘ There is an unmet need for improved
‘|advocacy, communication and social

mobilisation (ACSM) to support ongo-
ing TB control efforts in all districts in

refer patient
refer patient
refer patient :

commit and take keen interest in imple-
menting the RNTCP successfully, tuber-

patlent refex for evaluation.

Note : In all cases of Jaundrce, antituberculosis' drugs should be stopped immediately and the

culosis can be control effectrvely inour
country.

Table 4 — Showing Adverse Reacnon zf Any and

- . e .. a
exa'mmed m Rhythm of Treatment
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TB patienits are not 1ejected by their fami- _

1 the country. If all medical practitioners



