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SUMMARY 

A total of 58 new cases of Tuberculosis were registered over a period of 6 months during 
1997, at the chest outpatient department. Twelve were lost to follow up while 46 completed 
the treatment and had regular follow up. All cases were diagnosed through isolation of 
mycobacteria or histopathology showing caseating granulomas. All patients were treated 
initially with four drugs (RHEZ) for 2-3 months followed by three drugs (RHE) in 
continuation phase, upto a total of 9 months. At the end of the treatment all patients were 
clinically asymptomatic and declared cured. None of the patients has reported with 
recurrence of symptoms at 9-15 months of follow-up. In conclusion, 8-9 months of clinic 
based supervised chemotherapy cured 46/58 (79.3%) of newly diagnosed cases of 
tuberculosis, who were motivated enough to complete the regimen. 

INTRODUCTION 

w.hen overall drug resistance is high (>4%),
ntituberculous chemotherapy is initiated with 

four drugs (RHEZ) followed by two to three drugs 
and continued upto 7-8 months. In case of relapse 
or treatment failure 5 primary drugs are 
recommended for initial phase and 3 drugs in 
continuation phase for 6 months. l

In areas endemic for tuberculosis, like ours, 
where most of cases are diagnosed ·on clinical 
suspicion and treated empirically, isolation of 
mycobacterium may be used only for initial 
diagnosis and not for monitoring response, culture 
and sensitivity is rarely carried out, where overall 
drug resistance is very high, and history of previous 
intake of antituberculous drugs (A TT) unreliable, 
most of the patients fall in between WHO category 
1 or 2. Even for patients with glandular enlargement 
or pleural effusion it is not possible to determine 
whether this is a limited disease (category 3). 

In practice all new cases of tuberculosis are 
treated with initial 4 drugs and continued with 3 
drugs. Total duration of treatment varies from less 
than 9 months by nonpulmonary, to more than 9 
months by pulmonary physicians. Present study was 
undertaken to evaluate the outcome of 8-9 months 
of ATT (4 drugs followed by 3) on all the newly 
diagnosed cases of tuberculosis. 
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SUBJECTS 

All patients diagnosed to have Tuberculosis 
between Jan 1997- June 1997, and referred to 
Pulmonology Department Shaikh Zayed Hospital 
Lahore, were enrolled for the study. Cases with 
relapse, previously taking drugs irregularly or 
diagnosed to have meningeal, bone tuberculosis or 
multidrug resistance (MOR) were excluded. 

Diagnosis was established through isolation of 
Acid Fast Bacilli (AFB) on smear I culture of 
sputum or bronchial washings, or biopsy specimen 
revealing caseating granulomas with or without 
identification of AFB. All patients were screened 
for hepatorenaI function and put on ATT drugs. 
Regular follow-up was advised at O Wk, 2 Wk, 4 
Wk, 2-3 Mon., 6 Mon., and 8-9 Months. Patients 
were seen through appointme�t at regular interval, 
had liver function test and ophthalmological 
assessment whenever indicated, on payment of 
charges. 

Diagnostic work-up varied depending upon the 
site of the disease. Two cases of intestinal 
tuberculosis were diagnosed on leparatomy. 
Irrespective of the site of infection all patients were 
put on four drugs (RHEZ), preferably in fixed 
combination2 for three months and followed by 3 
drugs (RHE), upto a totai of 9 months. Oral 
steroids were added for 4-6 weeks for pleural 
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effusion large enough to require therapeutic 
aspiration. Conversion was not assessed through 
isolation of mycobacterium at any stage during 
follow-up. On completion of chemotherapy patients 
were declared cured, if they were asymptomatic and 
afebrile, with radiographic regression wherever 
applicable. All patients after being declared cured 
were advised periodic follow-up visits upto Dec. 
1998, or to report recurrence of any chest symptom 
at any time. 

RESULTS 

A total of 58 patients with age range of 11-76 
years (Mean: 32.17) were enrolled over a period of 
6 months (Jan- June) for the study (Table-I). Most 
of the patients (27/46; 58.7%) .belonged to age 
group 10-29 years (Table-2). Twelve (20.6%) 
patients were lost to follow up within 8 weeks of 
enrollment but rest of 46 (79 .4 % ) completed the 
whole protocol for the study. Study cases included 
35 (76 % ) with pulmonary tuberculosis and 11 
(24 % ) with extrapulmonary tuberculosis 
(Glandular: 7, Pleural: 2, Intestinal: 2). On average 
5-6 visits were made by each patient during 9
months of treatment. Most of the patients became
asymptomatic within 8 weeks of initiation of
chemotherapy; however chemotherapy was
continued and stopped after 8-9 months without any
objective assessment. No relapse was reported at 9-
15 months of follow-up after being declared cured.

Table 1: Demographics of all patients 

Number Percent 

Total patients 58 100 

Drop outs 12 20.6 

Treated 46 79.4 

Pulmonary 35 76 

Extrapulrnonary 11 24 

Glandular 7 64 

Pleural 2 18 

Intestinal 2 18 

Total cured 46 100 

Relapse 0 0 

Table 2: Age distribution of treated patients 

Age groups Years Percenr 

10-19 14 30 

20-29 13 28 

30-39 4 9 

40-49 4 9 

50-59 7 15 

60-69 1 2 

70-79 3 7 

DISCUSSION 

For· a patient population having largely 
susceptible infection, antituberculous chemotherapy, 
given daily throughout for 2-3 months, followed by 
2-3 times weekly, or on alternate days from the
start, for a total period of 6 months are consensus
recommendations. The standard regimen includes
three drugs, given as single daily dose, during
initial phase and continued upto a total of six
months with two drugs3. If isolation of
mycobacteria is not possible for checking of
conversion, initial phase is extended to three
months.

Even in nonendemic areas prevalence of drug 
resistance is increasing. Both British Thoracic 
Society and Center for Disease Control (USA) 
recommend four drugs during initial phase for 
individuals with known or suspected HIV infection, 
immigrants or refugee from high risk ethnic group, 
communities with high isoniazid resistance, or 
history of exposure to individuals with known drug 
resistance.4 In countries like Pakistan where single
drug resistance is estimated to be 19 % and two drug 
resistance about 7 % , and drug susceptibility is 
rarely available, during initial phase four drugs 
have to be given; however there is no consensus for 
the total duration of treatment. It is a conunon 
perception by the practicing physicians that majority 
of the patients arc not cured in 6 months and 
treatment is generally extended beyond 9 months. 
Reasons for high treatment failure rate and drug 
resistance are well recognized and include, 
inadequate prescription, improp�r or late diagnosis, 
irregular intake or self-medication and poor follow
up of the patients.s 
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Under the circumstances best way of 
controlling tuberculosis in this country is, to make 
early diagnosis of active cases who could be highly 
infectious. Such patients may be treated either under 
direct supervision or by ·spending enough time to 
educate or motivate them to follow the instructions 
properly and have regular follow-up (Modified or 
Selective DOT). Compared with self-administered 
therapy directly observed treatment (DOT) have 
shown improved cure rate, reduced drug resistance, 
relapses and reduction in the rate of tuberculosis in 
a number of countries6 . In any community where 
Jess than 90 % of the population is completing self 
administered therapy, DOT is recommended by the 
CDC (Center for Disease Control,· USA)7. In 
Britain DOT is recommended for all poor compliant 
patients, like homeless, alcoholics, drug abusers, 
mentally ill patients, multidrug . resistant and the 
immigrants or refugees8 . 

Where chest clinic is easily accessible, good 
doctor-patient relations are maintained, and backup 
services are available Hospital Based DOT may be 
appropriate. In our set up one responsible or 
respected member of the family can be made a 
monitor for supervision at home9 . It is obvious that, 
provided a patient follows the instructions, have 
regular follow-up and takes medications which have 
been correctly prescribed, it is highly likely that the 
patient will be cured with a short course. WHO 
regimens without Rifampicin during continuation 
phase with total duration of unto 9 months; ·and with 
Rifampicin with total duration of upto 7 months, are 
aimed at cure rate of 85 % , only. 

In our practice most of the patients are well 
motivated to attend outpatient chest clinic, as they 
have to pay for all services, purchase their own 
medications, and seen through prior appointment. 
Those who are nonaffording and noncompliant drop 
out themselves during the early part of the A TT 
course. In our study 21 % of the patients were lost 
to follow-up during initiation phase, however the 
rest (79 % ) completed 8-9 months of chemotherapy 
and no one had relapse during minimal follow-up of 
9 months (max: 15 Mon.). In conclusion if patients 
take medication regularly which have been 
appropriately prescribed, (Rifampicin throughout), 
8-9 inonths empirical chemotherapy is enough to
achieve very high cure rate among newly diagnosed
cases.
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