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• Since March 2008

• 26 700 Queries to date

• 450 Queries per month 



South Africa:

� Highest incidence and prevalence of TB

� 2nd highest number of diagnosed MDR-TB

� Largest number of HIV-associated TB cases 

World Health Organization (WHO). Global tuberculosis report 2013. Geneva: WHO; 23 Oct 2013. Available from: 
http://apps.who.int/iris/bitstream/10665/91355/1/9789241564656_eng.pdf (Accessed on 4 May 2014)

“Without proper treatment, up to 
two thirds of people ill with TB 

will die.” 
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Question Total Doctor Nurse

ARVs initiated before TB diagnosis 5 2 3

How to handle retreatment cases of TB 6 4 1

How to treat disseminated TB 6 4 2

How to treat MDR/XDR TB 6 5 0

Managing IRIS 8 5 1

When to initiate HAART after TB Rx 12 4 7

Diagnosing TB 13 8 4

Dosing of TB drugs 18 13 2

IPT 34 20 12

Managing ADRs 48 33 11

Drug Interactions 58 36 14

Other 84 54 19



Knowledge Gap Total Doctor Nurse

Would a patient who previously had IPT 
get it again? 1 1 0

Dosing of IPT in children? 2 0 2

Duration of IPT in children 2 2 0

Should IPT be initiated if there is no 
Mantoux available? 2 1 1

Do you give IPT in patients who 
previously had TB? 3 2 1

IPT - Managing ADRs 4 4

Should IPT be initiated? (Adults) 10 6 4

Should IPT be initiated? (Peads) 10 4 4

Total 34 20 12



Total Doctor Nurse

Gynaecomastia 1 1 0

Leg cramps 1 0 1

Liver and Cutaneous 1 1 0

Peripheral Neuropathy 2 1 1

Visual disturbances 3 2 1

Gastrointestinal side effects 4 2 2

Renal impairment 4 3 1

Cutaneous reaction 10 8 1

Liver toxicity 22 15 4

Total 48 33 11

c



Mild reaction Severe reaction

Systemic symptoms √

Extensive skin involvement √

Mucosal involvement √

Deranged liver funtions √

Treatment:

Mild reaction

• Anti-histamines

• Skin moisturizing

• Observation

Severe reaction

• Hospitalization

• Specialist



Total Doctor Nurse

Gynaecomastia 1 1 0

Leg cramps 1 0 1

Liver and Cutaneous 1 1 0

Peripheral Neuropathy 2 1 1

Visual problems 3 2 1

Gastrointestinal side effects 4 2 2

Renal impairment 4 3 1

Cutaneous reaction 10 8 1

Liver toxicity 22 15 4

Total 48 33 11
ALT > 200



TB drug hepatotoxicity TB drug-induced hepatitis is over-diagnosed: the case definition is transaminases more than 5-fold elevated or more 

than 3-fold elevated with symptoms/jaundice. Antituberculosis therapy should be discontinued. The basis for the TB 

diagnosis should be reviewed. If the grounds for diagnosing TB were reasonable then commence three antituberculosis

drugs with low/no hepatotoxic potential (see background therapy below). Selected patients may then be rechallenged

once symptoms of hepatitis have resolved, bilirubin levels return to normal and transaminases have decreased to <100. 

Rechallenge is NOT recommended for those who have had fulminant hepatitis (defined as hepatic encephalopathy 

with coagulopathy).  

The rechallenge regimen  of the American Thoracic Society (Am J Respir Crit Care Med 2006;174:935–52) have been 

followed as these are simple and quick. Rechallenge with PZA was previously not recommended, but a recent trial has 

shown that most patients tolerate it. PZA rechallenge should be considered in patients with severe TB (e.g. miliary, 

meningitis) or with drug resistance. ALT should be monitored frequently (e.g. three times weekly) during rechallenge

and every two weeks for a month following rechallenge.

If possible all patients with a drug induced liver injury should have their TB isolates sent for drug susceptibility testing.

Do not rechallenge with an agent to which the isolate is resistant.

rechallenge regimen: Background therapy Ethambutol, amikacin/kanamycin and moxifloxacin 

day 1 Rifampicin 450 or 600 mg daily depending on weight

day 3 Check ALT

day 4-6 Add INH 300mg daily 

day 7 Check ALT

day 8 Consider PZA rechallenge (see text)

NB: Duration of therapy should be individualised after rechallenge – consult ID for advice. The following are guidelines, which may be modified depending on 

how far into TB therapy hepatitis occurred:

• Pyrazinamide not rechallenged/not tolerated: stop moxifloxacin and amikacin/kanamycin, continue isoniazid, rifampicin and ethambutol for total 

duration 9 months

• Rifampicin not tolerated:  continue amikacin/kanamycin (for 2 months) and moxifloxacin, isoniazid, and ethambutol for total duration of 18 months

• Isoniazid not tolerated: stop amikacin/kanamycin. Continue moxifloxacin, rifampicin and ethambutol for total duration 12 months

• Rifampicin and isoniazid not tolerated or no rechallenge attempted due to fulminant hepatitis: treat with MDR regimen.



Total Doctor Nurse

ATV 3 1 0

NVP 4 4 0

FDC (TDF/FTC/EFV) 5 1 2

Other 6 4 1

TDF and aminoglycoside 7 4 2

Aluvia (Lopinavir/Ritonavir) 33 22 8

Total 58 36 14
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� Initiate TB treatment

� 1st week: Aluvia 2 bd, Monitor ALT

� 2nd week: Aluvia 3 bd, Monitor ALT

� 3rd week: Aluvia 4 bd, continue until 2 weeks 

after completing TB treatment



� CONTRAINDICATED!!

� Use: Rifabutin 150 mg on alternate days



Future training needs identified:

� IPT

� ADR

� Drug interactions








