7.15        Tuberculosis

Assess the likelihood of tuberculosis in patients complaining of fever and cough and in those with lymphadenopathy

Pulmonary TB should be suspected in anyone with a cough of more than three weeks’ duration for which there is no other explanation, particularly if it is accompanied by the other symptoms and a history of travel to an endemic country (e.g. Pakistan, India).

	· Haemoptysis 

· Shortness of breath 

· Loss of appetite 

· Weight loss 
	· Fever and sweating, especially at night 

· Fatigue and tiredness 

· Lymphadenopathy




· Its incidence is highest in Black African (211 per 100,000), Pakistani (145 per 100,000), and Indian (104 per 100,000) ethnic groups.

· Signs may include any combination of consolidation, effusion, fibrosis and collapse, or none at all. When lymphadenopathy occurs the lymph nodes may have a characteristically ‘matted’ feel.

Tuberculosis is suggested by the clinical and radiological features but requires the identification of the tubercule bacillus. Such patients should be investigated urgently.

Chest radiography: 

· Look for the features of primary, post-primary or miliary tuberculosis 

· Always compare with previous radiology if possible

Sputum: 

· Take at least three samples including 1 early morning sample (NICE, 2006)

· Ziehl-Nielsen or auramine staining of a sputum smear may demonstrate the presence of acid alcohol-fast bacilli (AAFB)

· In vitro culture of the sputum may take 4 to 7 weeks to provide a result; a further 3 weeks is required to identify drug sensitivity 

· If clinical and radiological features are consistent with active disease, treatment is generally indicated, even if sputum examination is negative – sensitivity ~50%

Biopsy: 

· Diagnosis can sometimes be made based on the histological demonstration of a caseating granuloma

Tuberculin test: 

· Hypersensitivity to the tubercle bacillus is developed only about 3 weeks post initial infection 

· <6mm induration is considered negative

· >6mm induration is considered positive

· >15 mm induration is considered strongly positive

· The Mantoux test is usually used

Manage a patient according to current guidelines

Respiratory TB

· 2 months Rifampicin, Isoniazid, Pyrazinamide, Ethambutol* (Mnemonic: RIPE)

· 4 months Rifampicin, Isoniazid

· Pyridoxine (Vitamin B6 - used to control the neuropathic side-effects of isoniazid)
TB meningitis (Significant morbidity)
· Meningeal inflammation improves CSF penetration of drugs

· 2 months Rifampicin, Isoniazid, Pyrazinamide, Ethambutol

· 10 months Rifampicin, Isoniazid

· Steroids

*Ethambutol may optionally be omitted in patients with a low risk of isoniazid resistance. Over 90% of new cases of TB are drug-sensitive and can be treated with standard therapy.

Background box: tests required before treatment

Since isoniazid, rifampicin and pyrazinamide are associated with liver toxicity, hepatic function should be checked before treatment with these drugs. Those with pre-existing liver disease or alcohol dependence should have frequent checks particularly in the first 2 months.

Side-effects of ethambutol are largely confined to visual disturbances in the form of loss of acuity, colour blindness, and restriction of visual fields. Visual acuity should be tested by Snellen chart before treatment with ethambutol.

Patient adherence to treatment for TB is a major determinant of treatment success. Particularly vulnerable groups include:

· The homeless

· Those with learning difficulties, dementia or certain psychological illness

· Those with a history of non-adherence

DOT (Directly Observed Therapy) may be one answer with the drug given three times per week under observation – this should rarely be needed. Other mechanisms to increase adherence:

· Ensuring the homeless / mentally ill have a known key-worker who is aware of their treatment

· Home visits

· Health education counseling

· Reminder letters (in appropriate language)

As per NICE guidelines Feb 2006: http://www.nice.org.uk/page.aspx?o=CG033quickrefguide

Describe the opportunities for the control of the spread of the disease

Tuberculosis is a notifiable disease and so it's incidence is monitored by the CCDC (centres for communicable disease control) in the UK. In the event of a diagnosis of tuberculosis the contact tracing is performed and contacts of the patient should undergo a Heaf test and chest radiography. If these are both negative then the Heaf test is repeated after an interval of 6 weeks. If the result of the Heaf test is still negative then BCG vaccination should be administered.

BCG

· Live attenuated vaccine

· Herd immunity

· >70% effective in UK 

· Protection for up to 15 years when given in the schools programme, but in older patients there is a lack of evidence of effectiveness










