CHAPTER 14

Management of contacts
of MDR-TB patients

14.1 Chapter objective
This chapter outlines the management of symptomatic adults and children
who have or have had a known contact with an MDR-TB patient.

14.2 General considerations

Opportunities to halt the spread of resistant mycobacteria in communities
and to treat MDR-TB in a timely fashion are often squandered. The main
reasons are lack of investigation of contacts of MDR-TB patients, failure to
ask patients presenting with active TB disease about any history of exposure
to MDR-TB, and lack of access by national treatment programmes to second-
line regimens and/or no access to DST.

Close contacts of MDR-TB patients are defined as people living in the
same household, or spending many hours a day together with the patient in
the same indoor living space. The available data indicate that close contacts
of MDR-TB patients who develop active TB most commonly have drug-
resistant disease (/—5).

14.3 Management of symptomatic adult contacts of a patient
with MDR-TB

All close contacts of MDR-TB cases should be identified through contact
tracing and evaluated for active TB by a health-care provider. If the contact
appears to have active TB disease, culture and DST should be performed. If
DST is not available, or while DST results are awaited, an empirical regimen
based either on the resistance pattern of the index case or on the most com-
mon resistance pattern in the community may be started. Delay in the diag-
nosis of MDR-TB and start of appropriate treatment can lead to increased
morbidity and mortality as well as unchecked amplification and spread of
drug-resistant strains of TB.

When investigation of a symptomatic adult contact yields no evidence of
TB, a trial of a broad-spectrum antibiotic, particularly one that is not active
against TB such as trimethoprim/sulfamethoxazole, can be used. If the patient
continues to have symptoms, chest computed tomography and/or directed
bronchoscopy for smear and culture should be considered if available. Where
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these diagnostic tools are not available or the results are not conclusive, a diag-
nosis should be based on the clinical information at hand. If the initial inves-
tigation is not suggestive of active TB but the contact remains symptomatic,
repeat physical examinations, smears and cultures should be performed
monthly with repeat chest X-ray as needed.

14.4 Management of symptomatic paediatric contacts of
patients with MDR-TB
MDR-TB should be suspected in children with active TB in the following

situations:
* A child who is a close contact of an MDR-TB patient.

e A child who is a contact of a TB patient who died while on treatment when
there are reasons to suspect that the disease was MDR-TB (i.e. the deceased
patient had been a contact of another MDR-TB case, had poor adherence
to treatment or had received more than two courses of antituberculosis
treatment).

¢ Children with bacteriologically proven TB who are not responding to first-
line drugs given with direct observation.

The diagnosis of TB is more difficult in children than in adults. Symptoms of
TB in young children can be nonspecific, e.g. chronic cough or wheeze, fail-
ure to thrive and recurrent fevers. Bacteriological confirmation may be diffi-
cult to obtain because of the inability of children to generate a sputum sample,
as well as the paucibacillary nature of paediatric TB and the increased likeli-
hood of extrapulmonary TB in children. While every effort should be made to
establish a bacteriological diagnosis (and obtain DST) in a child with suspected
MDR-TB, in practice paediatric cases are often not confirmed bacteriologically.
Symptomatic paediatric household contacts should receive:

* An evaluation by a physician, including history and physical examination.
* Tuberculin skin testing with purified protein derivative (PPD).

* A chest X-ray examination (computerized tomography is helpful especially
in documenting hilar adenopathy but this is often not available in low-
resource areas).

e Sputum smear and culture: if the child is aged under 5 years or cannot
expectorate sputum, induced sputum or gastric aspiration for smear and
culture should be considered. Sputum induction may be preferable to gas-
tric aspiration since the yield of one sample from sputum induction with
chest percussion has been shown to be equivalent to three gastric aspirates,
although replication of this finding is required before its widespread use can
be recommended (6).

* DST, if possible.
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When the tuberculin (PPD) skin test result is >5 mm but the chest radiograph
and gastric aspirate or sputum smear are negative, the symptomatic child can
be treated with a broad-spectrum antibiotic that is #zetactive against TB, such
as trimethoprim/sulfamethoxazole. The child should be followed closely, with
evaluations including smear test and culture on samples from induced sputum
or gastric aspirates, or sputum samples whenever possible, as well as chest X-
rays. The optimal frequency of these evaluations has not yet been determined.
It is not clear whether the frequency of evaluation recommended for adults can
be applied to children. If a child’s clinical condition is highly suggestive of TB,
or progressively deteriorates, empirical therapy designed according to the DST
pattern of the strain from the index case can be started.

Children with MDR-TB who are incorrectly entered in short-course chemo-
therapy may suffer significant and protracted morbidity as a result of ongoing
active disease, with the possibility of lifelong disability or even death. Because
children with TB may never become sputum smear-positive, it is reasonable to
initiate empirical MDR-TB therapy based on the DST pattern of the contact.
If DST of the contact is not available, therapy can be based on the common
DST patterns of resistance in the community.

14.5 Chemoprophylaxis of contacts of MIDR-TB index cases
The only chemoprophylaxis regimens to have been studied are based on isoni-
azid and, to a lesser extent, rifampicin. Since by definition MDR-TB is resist-
ant to both of these drugs, it is unlikely that use of these drugs to treat latent
infection caused by an MDR-TB strain will prevent the development of active
TB disease.!

Contacts of MDR-TB patients in whom latent infection is diagnosed may
not be infected with the same strain; some may be infected with isoniazid-
susceptible strains, particularly in high-burden areas where many different
strains of TB may circulate in homes, schools, work places, etc. Studies from
high-burden TB areas have shown that approximately one-half to two-thirds
of household members had the same strain of TB, as determined by genetic
testing (7—9). (The degree of strain concordance could be higher in contacts
who are children aged under 5 years because they have less exposure to strains
circulating outside the household.)

Close contacts of MDR-TB patients should receive careful clinical follow-up
for a period of at least two years. If active disease develops, prompt initiation of
treatment with a regimen designed to treat MDR-TB is recommended. On the
basis of the currently available evidence, WHO does not recommend the uni-
versal use of second-line drugs for chemoprophylaxis in MDR-TB contacts.

! Tuberculin skin tests become positive in most patients infected with TB irrespective of whether
the strain is susceptible or resistant.
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