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The operational issues in the management of drug-resistant TB
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The problem of TB is not just confined to the
weaker and poorer sections of the society [1]. In fact,
no one is spared by this deadly disease that is a now a
public health problem [2]. The situation is really grave
with an ever-growing number of the drug-resistant TB
(DR-TB) cases [3]. As per the WHO, the DR-TB is a
manmade problem arising out of an improper
administration of DOTS under the RNTCP [4]. The
issue is a big problem and could be a serious threat to
the national programs aimed at TB elimination by 2025
[5].

Till recently the treatment of DR-TB was being
started at the DR-TB centers [6]. Where the patients
were admitted for two weeks and the drug regimen was
started under the supervision of experts after initial lab
workup [6]. However, with recent changes in the
Programmatic Management of Drug Resistant TB
(PMDT) guideline, the treatment of the same has been
diverted to the district TB centers (DTC) [7]. These
DTC’s have been upgraded to DR-TB centers [7]. This
is a novel step towards efforts to eliminate TB [5]. But,
the problem with such a move is that the whole process
has happened without paying heed to the basic
infrastructure of these DTC’s. The latest PMDT
guidelines clearly mention the need of a pre-treatment
evaluation involving a number of lab tests and also
opinions from the psychiatrist, ENT specialist and the
thoracic surgery/CTVS team [7]. In cases, where a
newer drug like Bedaquiline or Delamanid is included
in the regimen, then an ophthalmologist’s opinion is
also mandatory [7].

However, in the current scenario even in the
presence of a large number of tertiary government
hospitals equipped with lab facilities, it is very difficult
for the DR-TB patients to get the relevant lab
investigations and opinions from the required
departments. The situation is so grave that due to these
pending pre-treatment evaluations there could be gaps
of around 2-4 weeks to start the DR-TB regimen. This
results in an overall impact on the health of the patients,
whose health continues to dwindle throughout the
whole process [8]. The PMDT guidelines advocate
starting the treatment of a TB case without any delays
[7]. However, with such delays in starting the DR-TB
regimen, the whole process of ramifying the DR-TB
treatment from bigger and well equipped DR-TB
centers to the DTC looks a near fail attempt.

There are certain efforts to get these pre-treatment
evaluations from defined larger (tertiary) centers, where
a DR-TB committee is placed who will look after the
issues associated with the management of DR-TB
cases, yet some of these centers are still missing the
departments like thoracic surgery/CTVS where an
opinion about lung resection could be given. Also, a
number of times the kits for lab tests are not available
or the X—ray/ECG machine is not working thus the DR-
TB patients has to suffer and is required to visit the
large centers multiple times. The issue needs attention
as these patients are a potential source of infection and
thus could create a large number of DR-TB cases in
future thereby severely affecting the efforts towards
TB-elimination [9]. As these patients are required to get
these tests as a routine procedure and are thus made to
stand in a queue with the non-TB cases in the large
hospitals.

Its noted that in some cases the patients are started
on DR-TB regimen with few lab reports out of the all
the investigations, but since there are no clear
guidelines and no/poor medico-legal backup and with
rampant cases of patients taking legal actions against
the health facilities, it becomes very difficult to start the
DR-TB regimen at the DTC in the absence of complete
pre-treatment evaluation [10]. Besides, the pre-
treatment evaluation is important as it will help in
avoiding deadly adverse drug reactions and thus it’s
totally unethical to start the DR-TB regimen in the
absence of the same [11].

Also, these centers where the patients are required
to go are far off from their homes and many a time it
requires a handsome amount of money to travel to these
large hospitals [12]. Thus, having a direct impact on the
financial well-being of an already physically and
mentally exhausted patient [12]. The patient has to be
accompanied with a relative/friend as these patients are
very weak thus resulting in loss of wages/time for
minimum of two individuals. The issue of stigma
associated with TB is also a big contributor to the
mental health of the DR-TB case [13].

Besides, there are a number of issues at the health
facility (DTC) some of these centers are lacking the
basic facilities to manage the life-threatening adverse
drug reactions. Some of these DTC’s are even lacking a
trained chest physician [8,14]. The patient transport
ambulance is also found missing at some of these
centers.
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To sum up there are a number of issues associated
with starting a DR-TB regimen at the newly upgraded
DTC’s. However, in a majority of cases except for the
namesake no concrete efforts are made to make the DR-
TB management patient-friendly. The patients have to
travel a lot to get the prerequisite tests done and in most
of the cases, the treatment is delayed beyond the
permitted PMDT guidelines. The patient in most of the
cases becomes so weak that they resort to private
practitioners and are thus lost to follow-up. The
Government of India should seriously look into this
matter and efforts to streamline the whole treatment so
as to make it more patient-friendly are imperative.
Timely supervision of these new DR-TB centers which
were DTC previously is also very important. Overall,
the move to diverge a DR-TB control program to the
districts is novel one, but currently it has practical
problems at the ground level.
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